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ABSTRACT 

The Community Based Rehabilitation (CBR) programme was formally adopted via the Integrated 
National Disability White Paper (Republic of South Africa, 1997) and National Department of 
Health’s Rehabilitation Policy of 2000. It was incorporated into the Western Cape Government 
Department of Health’s (WCGDOH) 2030 health care plan as a strategy to improve access of 
health services to persons with disabilities. Existing literature on the impact of the implementation 
of CBR globally and particularly within South Africa has found value in CBR for improving the 
overall health of persons with disabilities (Chappell and Johannsmeier, 2009; Mannan et al., 2012; 
Thomas & Thomas, 2002). The CBR programme implementation is ten years old within the 
Western Cape. The study aimed to develop an understanding of CBR implementation in the 
Klipfontein Mitchells Plain Substructure (KPMSS) and the various factors influencing 
implementation and sustainability of the programme from the experiences and perceptions of the 
key role players. The researcher will be reporting on the findings that emerged within the study. 
They include the History of CBR, the RCWs role, Recruitment, Training, Integration into the 
formal health system, Challenges within the working environment and Community support and/or  
acceptance. 

A qualitative, exploratory design was employed which included all key role players of the CBR 
programme in the KMPSS, Western Cape. Purposively selected, individual semi-structured 
interviews were conducted between May 2021 and August 2021 in person and via video calls with 
13 key role players who assisted with implementing the CBR programme in the KPMSS. The 
participants comprised eight Rehabilitation Care Workers (RCWs), three RCW Coordinators, one 
Rehabilitation Manager, and one General Secretary of a Non-Profit Organisation (NPO). The 
content of these interviews was analysed using Thematic Content Analysis (TCA) to identify 
recurring themes and key suggestions made by the respondents. 

The study found that the CBR programme was well implemented in the KMPSS. The programme 
has developed from six RCWs and one Coordinator in the Mitchells Plain region of the KMPSS, 
to now consisting of a total of 32 RCWs, five RCW Coordinators, two Social Workers, two 
Auxiliary Social Workers, two Speech Therapists, and one Audiologist.  

The management and leadership were found to play an instrumental role in the development and 
sustainability of the programme. It involved all the key role players in the implementation of the 
programme, especially the Deputy Director (DD) and the RCW Coordinators. All key role players 
clearly understood each other’s roles, which positively contributed to the successful management 
and implementation /or execution of the programme. The overall good support received by the 
RCWs from their Coordinators through continued professional development and communication 
in the implementation /or execution of the programme, positively influenced their integration at 
the interface of the Health System. The role of RCWs impacted persons with disabilities and their 
communities, with many positive contributions leading to greater community participation, 
mobilisation, and support. Their holistic approach within communities has evolved to include 
many elements of the CBR Matrix (WHO, 2010b). However, some factors affecting 
implementation include safety and security, density of training, lack of acknowledgement of 
contributions, resources, and funding. It is recommended that WCGDOH continue to support the 
CBR programme and address the identified hindering factors to strengthen the sustainability of the 
programme for persons with disabilities, their families, and communities.  
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1. INTRODUCTION AND BACKGROUND 

1.1. Introduction  

Internationally, Community Based Rehabilitation (CBR) has been utilised as a multisectoral 

strategy to empower and assist persons with disabilities within their communities to attain 

livelihood, educational, social and health opportunities especially, within LMICs and LICs 

(Thomas & Thomas, 2002; Khasnabis & Motsch, 2008; Binken, Miller & Concha, 2009; Mannan 

et al., 2012; Wickenden et al., 2012).  

Early international CBR policies were closely associated with the Alma Ata Declaration and 

“Health for All by the year 2000” strategies to provide equitable, accessible healthcare for all. 

They were also supported by the Ottawa Charter and the United Nations Convention on the Rights 

for Persons with Disabilities (UN, 2006). In 2010, the World Health Organisation, together with 

ILO, UNESCO, and the International Disability and Development Consortium (IDDC), 

formulated its Community-Based Rehabilitation Guidelines as the present international standard 

for CBR implementation.  

In South Africa, “Community-Based rehabilitation was initially discussed by rehabilitation 

professionals and persons with disabilities when the Rural Disability Action Group (RURACT) 

was formed in 1985”, and in 1986 various rehabilitation professionals first proposed the 

introduction of a Community Rehabilitation Worker (CRW) (CREATE, 2015:5).  

Formal CBR policy was first included in the National Rehabilitation Policy of 2000. The National 

Development Plan (2012) called for the re-engineering of Primary Health Care with the 

introduction of a new strategy through Community-Based Services (CBS). This strategy involved 

PHC outreach teams, which included Community Health Workers (CHWs) taking on a range of 

activities to cover the “full breadth of rehabilitative/palliative care, treatment, preventive and 

promotive interventions, to make healthcare more accessible and equitable” (NDP, 2012: 346), 

which laid the basis for Rehabilitation Care Workers1 (RCWs) as well. 

The Western Cape Healthcare 2030, which is the Western Cape Department of Health’s2 key 

strategy document, does not specifically speak to CBR, but introduces Rehabilitation Care 

 
1 RCWs have varying names in the literature e.g. Community Rehabilitation Workers (CRWs). They are known as 
RCWs in the Western Cape and for the study will be referred to as RCWs. 
2 Recently renamed the Western Cape Department of Health and Wellness. 
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Workers (RCWs), both at intermediate care levels3 and, more relevant to this study, as an element 

of the Home and Community Based Care (HCBC) 4 platform. The Strategy specifies (p. 51): 

“The focus of rehabilitation interventions in the HCBC platform will be on the human 

functioning that relates to difficulties in executing activities (activity limitations) and 

problems in involvement in life situations (participation restrictions). (…) HCBC includes 

strategies that support personal recovery, more specifically the   development of self-

management strategies to mitigate likely secondary complication of an impairment 

(tertiary prevention); and the mobilisation of agency at an individual, household and 

community level (health promotion).” 

Other national policies incorporating CBR started emerging simultaneously with the Western 

Cape’s Healthcare 2030 Plan, for example, Policy on Disability (2015) and Framework Strategy 

for Disability and Rehabilitation Services (2015-2020).  

CBR implementation in the Western Cape started in 1987 with the training of Community 

Rehabilitation Workers (CRWs) by the SACLA Health Project (Loveday, 2006). Due to 

withdrawal of donor funding after 10 years of training, it later started with the University of the 

Western Cape’s (UWC) CBR project. The UWC CBR project started with a pilot in the Mitchells 

Plain region of the Klipfontein Mitchells Plain Substructure (KMPSS) since 2014. It was 

thereafter further implemented in the Klipfontein region in 2015. The programme is implemented 

through a collaboration between the Western Cape Department of Health and Non-Profit 

Organisations (NPOs), who employ, train and supervise the Rehabilitation Care Workers, who are 

Mid-Level Workers (MLWs), and do home visits within the designated health substructures. 

Within the Mitchells Plain region, the pilot CBR programme started with six RCWs and one RCW 

Coordinator as their supervisor, as specified in Healthcare 2030 (www.westerncape.gov, 2019). 

The KMPSS programme now consists of 16 RCWs in the Mitchells Plain region and 16 RCWs in 

the Klipfontein region. It also has four RCW Coordinators and a Social Worker, as well as other 

supporting health professionals such as an Audiologist, Auxiliary Social Worker, and Speech 

therapist in each region. 

The researcher is a physiotherapist working almost 20 years within the KMPSS and responsible 

for providing physiotherapy services within the geographic area of the Klipfontein region of the 

 
3 Intermediate Care refers to inpatient transitional care enabling patients to regain skills and abilities in daily living, 
with the ultimate discharge destination being home or an alternate supported living environment. Intermediate care 
involves post-acute-, rehabilitative- and end-of-life care (westerncape.gov.za,2019) 
4 HCBC is geared towards health prevention and health promotion with a complementary capacity for curative, 
rehabilitative and palliative care (westerncape.gov, 2019)  
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KMPSS. The researcher’s role within the CBR programme is to assist the RCWs with any 

physiotherapy support in the form of training, home visits, and programmes when required. The 

physiotherapy department also serves as a base for some of the Klipfontein RCWs when working 

with persons with disabilities within the area. The introduction of the CBR programme interested 

the researcher in the efficacy, management, and the implementation of the programme, as the 

researcher has almost daily interactions with the RCWs and their Coordinator. Their experiences 

within the community, thus prompted the researcher to formally explore the CBR programme 

from the perceptions and experiences of the key role players in the KMPSS.      

1.2. Problem Statement 

In the Western Cape, the CBR programme is ten years old. Published and unpublished research 

has been conducted on the RCWs within South Africa, and African countries on CBR. However, 

research has largely been done on rural CBR programmes. (Rule et al., 2006; Blose et al., 2021; 

Rule et al., 2019; Blose et al., 2024). Therefore, this study addresses the gap in research on urban 

experiences of CBR programmes within the Western Cape.  

 

1.3. Purpose 

As little is known about the CBR programme in urban areas of the Western Cape, this study 

intended to improve CBR programme implementation within the Klipfontein Mitchells Plain 

Substructure, by developing an understanding of the various factors influencing the CBR 

programme from the key role players. 

In exploring these factors, it hoped to provide evidence to increase CBR implementation and 

sustainability within the Klipfontein Mitchells Plain Substructure, as well as inform and support 

its implementation within other health substructures of the Western Cape. 

 

1.4. AIM AND OBJECTIVES OF THE STUDY 

 

This study aimed to explore key role players’ experiences and perceptions of the CBR programme 

within the Klipfontein Mitchells Plain Substructure of the Western Cape. 

 

The objectives of this study were as follows: 

1. To explore the implementation of CBR in the KMPSS 
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2. To explore the key role players’ perceptions and experiences of RCWs regarding their                 

       - roles                                                                                                                 

      - contributions                                                                                                    

      - competencies  

3. To explore and describe the challenges faced by RCWs regarding:                                          - -

- training, resources and support                                                                                                 - 

- working environment issues of safety, violence and crime.  

4.  To explore the interface of the CBR programme with the formal health system regarding 

integration, communication, and support.   

1.5. Study Setting 

The Klipfontein Mitchells Plain Substructure is situated within the Western Cape, one of the nine 

provinces within South Africa. According to www.westerncape.gov (2019), the Western Cape 

constitutes a total population of over 6.3 million. In 2019, persons with disabilities constituted 

7.7% of the South African population and approximately 6.3% of the Western Cape population, 

according to the Marginalised Groups Indicator Report (StatsSA, 2019). 

The Klipfontein Mitchells Plain Substructure covers an area of 79.7 km2 and a population of 

approximately 865 000 (StatsSA, 2011). It is an urban area comprising informal and formal 

housing. The key health problems are HIV/TB, chronic diseases of lifestyle, child and maternal 

health, mental health, and injuries due to violence, crime, road accidents, and substance abuse 

(StatsSA, 2019). StatsSA (2021), documented that the formal national unemployment rate within 

South Africa has increased from 26.7% to 34.4% over the quarter of October – December 2021. 

Within the Western Cape, the unemployment rate has increased by 1.7 percentage points to 28% 

since the 3rd Quarter of July – September 2021 (StatsSA, 2019). Health Care 2030 identifies 

KMPSS as belonging to the most deprived areas/wards within the City of Cape Town 

Municipality. It states that more than half of these areas are most deprived in income and material 

deprivation, employment, education and living environment. The First Quarter Crime Data 

statistics of 2020-2021 also reveal that Phillipi East, Nyanga, and Gugulethu areas, which are part 

of the KMPSS, have the highest crime rates within South Africa, placing 1st, 18th, and 29th, 

respectively, among the top 30 areas (www.saps.gov.za, 2021). Within the Western Cape, 75.8% 

of the population has no medical aid (StatsSA, 2019), and a large percentage of this population 

uses public health services. 

https://uwcscholar.uwc.ac.za/home

http://www.westerncape.gov/
http://www.saps.gov.za/


 

11 

Health services in the Cape Town area are organised through the Metropole District Health 

Services (MDHS), which comprises four Health Districts, called substructures, of which KMPSS, 

the substructure of focus in this study, is one. The KMPSS constitutes the Mitchells Plain and 

Klipfontein regions (see figure 1 below).  

Figure 1: Western Cape Health District Map

Source: 

www.westerncape.gov.za (2021) 

 

Within each region, are Community Day Centres (CDCs)5 and usually one Community Health 

Centre (CHC)6 providing Primary level7 care to the communities. They are linked to a Secondary 

level8 care hospital (namely, Mitchells Plain Hospital) within the KMPSS and a Tertiary level9 

care Hospital (namely, Groote Schuur Hospital) within the Metropole. The KMPSS Office 

provides the governance, support and co-ordinating structure of the provision of Primary 

 
5 CDCs are healthcare facilities not open 24 hours a day or 7 days a week and offer a broad range of PHC services but 
not midwifery services or surgery under general anaesthesia 
6 CHCs are 24-hour healthcare facilities open 7 days a week that offer a broad range of PHC services including 
midwifery services but not surgery under general anaesthesia 
7 Primary level Care is the provision of basic health care services offered at your CDCs and CHCs and does not 
require the services of a specialist 
8 Secondary level Care is the provision of specialised services provided in the Health District and usually referred by 
your Primary Level Care facilities  
9 Tertiary level Care is the provision of higher sub-specialist services when intervention is beyond the scope of the 
specialist at secondary level care (westerncape.gov, 2020) 

https://uwcscholar.uwc.ac.za/home
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Healthcare services within the Health District from the WCGDOH to the various CDCs, CHCs, 

NPOs and/or programmes through three distinct but inter-related service delivery platforms:  

• Home and community-based care (HCBC) (now known as Home and Community Based 

Services) 

• Primary care services (PCS) at health facilities, and  

• Intermediate care.  

This Primary Healthcare Platform serves as the entry point into the care continuum, and caters to 

the vast majority of patient contacts to collectively provide a comprehensive array of preventive, 

promotive, curative, rehabilitative, and palliative interventions.(www.westerncape.gov.za, 2019).  

The CBR programme operates as part of the HCBC platform. Rehabilitation services form part of 

the PCS. One of the many functions of Rehabilitation Services is to provide the coordination and 

rehabilitation support to the CBR programme (which operates within HCBC). Figure 2 below 

depicts the organisation of health services within the KMPSS. 

 

 

 

 

 

 

 

 

 

Figure 2:  The Organisation of Health Services within the Klipfontein Mitchells Plain Health 

District  

https://uwcscholar.uwc.ac.za/home
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1.5.1. Organisation of the CBR programme and personnel within the KMPSS 

HCBC is the umbrella term used to describe the basic health services WCGDOH provides, which 

people can access nearest to home/within their communities. Within the HCBS platform (formerly 

called Community-Based Services), these services include the provision of formal and non-formal 

healthcare of: 

- self-management and /or psychological rehabilitation interventions  

- nutrition interventions 

- wellness and /or counselling interventions that complement both facility and/or 

community-based services  

- palliative and  

      -    rehabilitative care (Western Cape Department Health, 2019).  

The WCGDOH has a longstanding relationship with NPOs to provide these services to 

communities (within a defined geographic area), through the employment of Community Health 

Workers (CHWs)/Community Care Workers (CCWs), and, more recently, Rehabilitation Care 

https://uwcscholar.uwc.ac.za/home
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Workers (RCWs). These services are provided under the supervision of a Professional Nurse in 

the case of CHWs and an Allied Health Professional in the case of RCWs.  

Within the KMPSS, Rehabilitation Services (see Fig.2) provide occupational therapy (OT), 

physiotherapy (PT), social work (SW), speech therapy (ST), and audiology services to the 

communities. These Allied Health professionals (mainly the OT) are also responsible for 

coordinating and providing rehabilitative support to the CBR programme which operates under the 

auspices of HCBC.  

The key players involved in implementing and executing the CBR programme within the KMPSS 

are as follows:  

 

1x Programme Manager/ 

Deputy Director (DD) 

Employed by WCGDOH 

1x Rehabilitation Manager Employed by WCGDOH 

4x RCW Coordinators/OTs Employed by WCGDOH 

2x General Secretaries Employed by the NPO 

32 RCWs Employed by the NPO 

 

The NPOs working in collaboration with the WCGDOH in the KMPSS, are Philani and the 

Young Men’s Christian Association (YMCA) in the Mitchells Plain and Klipfontein regions, 

respectively10. Currently, there are three working groups of 32 RCWs in the KMPSS. Sixteen 

RCWs, who are supervised by two Occupational Therapists (OTs)/Coordinators and employed by 

Philani, cover the geographic areas of Mitchells Plain, Samora Machel and parts of Phillipi and 

Crossroads. The YMCA employs the other 16 RCWs, supervised by two OTs/Coordinators. The 

RCWs employed by the YMCA are based at their premises in Athlone. At the time of the study, 

the RCWs employed by Philani had been relocating (in the Mitchells Plain region) since their 

 
10 Since the time of the study, things have changed regarding the NPOs and Geographical Services Areas (GSAs) 

within the KMPSS. The RCWs are now based within their GSA supervised by their RCW Coordinator and are 

affiliated with a CHC/CDC. The Mitchells Plain RCWs are now employed by the NPO, Arisen Woman, situated in 

Mitchells Plain. 
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inception, as the NPO is situated in Khayelitsha. The Coordinators have yet to source a permanent 

base for the RCWs.  

The CBR Programme Manager, Rehabilitation Manager, and RCW Coordinators are employed by 

the WCGDOH. Within the KMPSS, the RCW Coordinators are responsible for managing all 

activities with the RCWs. All training, scheduling, managing of RCW resources, administration, 

supervision, team building, leave management, and disciplining is performed by the RCW 

Coordinator. All communication to the RCW is also provided by their Coordinators (this includes 

information from the NPO as well as from WCGDOH). They are therefore an important link to the 

RCWs in implementing the programme within the KMPSS. NPOs only intervene on serious matters 

of discipline and Human Resource-related matters when asked by the Coordinators and/or the 

WCGDOH. The Coordinators report to the General Secretaries about the RCWs as well as report to 

the Rehabilitation Manager about matters concerning the RCWs and/or programme. 

The Rehabilitation Manager is responsible for managing all Allied Health Professionals within the 

KMPSS, that is, the PTs, STs, Audiologists, and OTs. She is therefore informed on all matters of 

the programme by the OTs/RCW Coordinators whom she manages. She also assists the 

Coordinators with any major challenges encountered with the programme at the university level, 

with the NPOs (if needed) and any matters above their scope of practice regarding the programme. 

The Rehabilitation Manager is also responsible for reporting to the Programme Manager/Deputy 

Director (DD) about the programme. 

The DD is responsible for leading, managing and coordinating the CBR programme at the 

Substructure level. The DD determines how the programme is run within the KMPSS based on the 

directive of the WCGDOH, the DDs’ vision, and the feedback and/or communication received from 

the NPOs and the Rehabilitation Manager regarding the programme. This includes motivating for 

more funding to employ more health professionals and RCWs to implement the programme in the 

KMPSS, as well as guiding and supporting the NPOs and the WCGDOH staff to implement the 

programme in the KMPSS.  

The RCWs execute and provide treatment programme activities or interventions devised by health 

professionals and/or their Coordinators at the homes of person with disabilities within the 

communities. These activities not only include aspects of physiotherapy, occupational therapy, 

speech therapy, and social work, but also involve a comprehensive, multidisciplinary, holistic 

approach to integrating PWD into society. Therefore, not only providing rehabilitation, but also 

health prevention, health promotion, and advocacy when necessary. 

https://uwcscholar.uwc.ac.za/home
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 The General Secretaries run the NPOs under whom the RCWs are employed on a contract basis 

(Western Cape Department of Health, 2019). RCWs are not permanently employed but have 

yearly contract renewals (subject to funding) with their NPOs. NPOs are responsible for human 

resource management and the provision of resources such as salaries, uniforms, PPE, and 

stationery. The General Secretaries of the NPOs only report to the Programme Manager about the 

running of the programme and RCWs from reports and communication received from the RCW 

Coordinators. This communication structure is determined at the Substructure level according to 

the NPO service package for funding in the Metro District (Western Cape Department of Health, 

2019). The NPO has therefore, minimal direct interaction and communication with the RCWs. 

They mainly assist with the employment and HR management of RCWs for the implementation of 

CBR within the KMPSS. 

Figure 3 below depicts the organogram of the CBR programme. 

 

Figure 3: CBR Organogram 

Source: KMPSS RCW and OT Job description (2017) 
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2. LITERATURE REVIEW 

Although community-based rehabilitation programmes and projects have existed for more than 30 

years, academic literature on these programmes and the role of community rehabilitation workers 

is sparse, both internationally and in South Africa. 

The researcher searched Disability and Rehabilitation Journals and Health and Policy Planning 

Journals relating to her topic internationally and nationally. She further searched the bibliographies 

of these articles for literature pertaining to her study. She also chose to include unpublished 

manuscripts directly related to the pilot programme under study, to gain insight into the 

implementation of the programme in the Western Cape. 

The researcher focused on topics aligned with the objectives of her study. In the literature review, 

RCWs had different names in different contexts owing to their level of skill and training. They were 

either defined as CHWs or Mid-level workers (MLWs), which is a contentious debate in CBR. This 

led the researcher to include research on CHWs and MLWs pertaining to the objectives and topic 

of the study. 

Notably, much of the existing literature focuses on the role of RCWs in rural settings, with very 

little information available about urban settings, even though the WHO published a document 

entitled Equal	Opportunities	 for	All:	Promoting Community-Based Rehabilitation (CBR) among 

Urban Poor Populations in 2002. 

This review starts with a brief recap of the history of CBR programmes internationally and in South 

Africa. It then reviews CBR in urban areas, CBR personnel, and the implementation and 

management of CBR.  

 

2.1. The emergence of Community-Based Rehabilitation  

The WHO started CBR in 1984 with 36 manuals that focused mainly on impairments (Helander, 

1997). CBR was a strategy implemented to increase coverage of rehabilitation services for persons 

with disabilities, as stated by WHO (2002). It was later adapted as a strategy to promote Quality of 

Life (QOL) of persons with disabilities holistically and in communities where persons with 

disabilities are empowered to take ownership of their lives (WHO, 2002).  

In 1994, WHO in collaboration with ILO and UNESCO revolutionised the concept and its Joint 

Position Paper, defined it as a “strategy within general community development for the 

rehabilitation, equalisation of opportunities and social inclusion of all People With 

Disabilities…implemented through the combined efforts of People with Disabilities, their families 

and communities, and the appropriate health, education, vocational, social and other services” 
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(ILO, UNESCO and WHO, 2004:2). It, therefore, builds on a web of active interactions between 

and among key role-players, that is, persons with disabilities, trainers, policymakers, planners and 

Community Rehabilitation Workers (Finkenflügel, 2006).  It is essentially a strategy that builds 

upon the local resources of a community and specialised services to assist persons with disabilities 

in improving their Quality of Life (Khasnabis and Motsch, 2008). ILO, UNESCO and WHO 

(2004), recognised that persons with disabilities would benefit the most from basic rehabilitation 

and healthcare from their own community’s resources and the Primary Health Care (PHC) system. 

Thus, Wickenden et al. (2012), refers to Community Based Rehabilitation as being closely related 

to the Comprehensive Primary Health Care and the Health For All by the Year 2000 strategies, 

which aim to achieve essential healthcare that is equitable and accessible to all to lead an 

economically and socially productive life.  

The ILO, UNESCO, and WHO Joint Position Paper (2004), coupled with the UN Convention on 

the Rights of People with Disabilities (UNCRP) in 2006, formally obligating the protection and 

rights of persons with disabilities, the WHO Guidelines (2010) were established. It provides a 

framework for the development of a CBR multisectoral strategy for the inclusion and participation 

of persons with disabilities. The WHO Guidelines (2010), describe a strategy based on improving 

five key development areas (which form the CBR matrix) for the integration of persons with 

disabilities into society, considering its social context and environment. 

The CBR matrix thus provides a framework for a coherent CBR programme working across the 

domains of Health, Education, Social Life, Livelihood, and Empowerment of persons with 

disabilities, which comprise the five components of the CBR matrix (WHO, 2010). This matrix is 

further subdivided into five sub-domains/elements, as illustrated in the figure below. 

 

CBR Matrix: 

(WHO, 2010a) 

Health  Education  Livelihood  Social Empowerment   

Promotion Early Childhood 

development 

Skills 

development 

Personal 

Assistance 

Advocacy and 

Communication 
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Prevention Primary  Self-employment Relationship, 

marriage & 

family 

Community 

mobilisation 

Medical care  Secondary & 

Higher 

Wage 

employment 

Culture, religion 

and arts 

Political 

participation 

Rehabilitation Non-formal Financial 

Services 

Leisure, 

Recreation & 

sports 

Self-help groups 

Assistive devices Life-long 

learning 

Social Protection Access to justice Disabled people 

organisations 

 

 

CBR programmes can therefore comprise of any combination of these elements and are designed 

and implemented based on need and local resources at its core. It is focussed on the participation 

of persons with disabilities within an inclusive community to meet global developmental 

initiatives and poverty reduction strategies (Khasnabis and Motsch, 2008). According to the WHO 

Guidelines (2010), CBR is designed to utilise a social, community-based, and empowering 

approach, wherein persons with disabilities are involved in all stages of development. It includes 

the planning, implementation, and monitoring to reduce poverty, by ensuring that health, 

education, and livelihood opportunities are accessible to persons with disabilities. 

The WHO Guidelines (2010), was developed to assist with understanding the benefits of CBR and 

help guide, initiate and strengthen CBR programmes in the development and delivery of CBR 

practice. Khasnabis and Motsch (2008), have noted that as not all communities are the same and 

vary in terrain, culture, political systems, socio-economic conditions and many other factors, no 

single model of CBR would be identical in every country. Therefore, the use of the WHO 

Guidelines (2010) and Matrix would assist in guiding CBR programmes in the various countries 

through the common domains of the CBR Matrix, and improving the lives of persons with 

disabilities. 

 

 a) Internationally 
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CBR has been implemented in more than 90 countries across the globe, mainly in low middle-

income and low-income countries (Thomas and Thomas, 2002). These countries have been found 

to have the highest need to enhance the lives of persons with disabilities, but the lowest resources 

(Ned et al., 2020). In many of these countries, persons with disabilities are often the poorest and 

least empowered, often being overlooked in Global Development Initiatives (Blose et al., 2021). 

With the added constraints of Human Resource (HR) and material resource shortages to attain 

these initiatives, CBR has often been introduced as a ‘cost-effective’ approach to address these 

shortages in less-resourced settings/countries (Blose et al., 2021; Gilmore et al., 2017; Jansen-Van 

Vuuren and Aldersey, 2018). This ‘cost-effective’ approach in utilising ‘task-shifting’, has been 

found to contribute to improvements in uptake of health interventions and health outcomes 

(Mannan et al., 2012). It has also allowed community-based services to reach more vulnerable 

populations (Gilmore et al., 2017; Petersen et al., 2012). It has also been found to be beneficial in 

the service delivery of healthcare and PHC for persons with disabilities, families, and their 

communities (Bowers et al., 2015; Chung, 2019; Mannan et al., 2015; Thomas and Thomas, 

2002).  According to Mauro et al. (2014), who in a retrospective study evaluated the impact of 

CBR programmes within India over seven years, found CBR improved the livelihoods and well-

being of persons with disabilities through increased independence in ADLs. Furthermore, 

increasing the participation of persons with disabilities within households and communities. The 

authors also found that CBR further mobilised community interaction and participation through 

social empowerment, fostering new opportunities and lobbying for persons with disabilities’ rights 

(Mauro et al., 2014). Additionally, Mannan and Turnbull (2007), found that CBR facilitates easy 

integration of the person with disabilities into community and society through education 

programmes, and is therefore highly effective for persons with disabilities. This is supported by 

Chung (2019), who studied the evidence of CBR practice in China, and found a strong correlation 

between CBR practice and the components of the CBR matrix, emphasising the empowerment of 

persons with disabilities. Therefore, effective and sustainable CBR practice requires the following: 

1. Maximising the physical and mental abilities of persons with disabilities to access regular 

services and opportunities, to assist them actively to contribute to their own communities, and  

2. Ensuring that CBR is a multi-sectoral strategy (Ebenso et al.,2010). These authors found that 

there was a shift from the individual-focused programme to participation from persons with 

disabilities within the programme. Persons with disabilities were also empowered in self-help 

groups for livelihood and social opportunities. 
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b) In South Africa 

CBR programmes (and variations thereof) have been around since the late eighties within South 

Africa (Rule et al., 2006). CBR started with the SACLA Health Project in 1987 in Khayelitsha. 

Training was also done in 1991 at Tintswalo Hospital, where mid-level CBR workers were trained 

in collaboration with the University of Witwatersrand, and a third site at Alexandra Hospital 

where they were working in Mpumalanga and Limpopo (Concha, 2014; Rule et al., 2006). These 

CBR workers received training in aspects of Occupational Therapy (OT), Physiotherapy (PT), 

Speech Therapy (ST), and Social Work including Community Development over two years. They 

were known as Community Rehabilitation Facilitators (CRFs). However, these programmes were 

abandoned due to a lack of funding and the increasing reluctance of the South African National 

Department of Health to support personnel with multidisciplinary skills (Lorenzo, 2008; Concha, 

2014; Gamiet and Rowe, 2019). 

Subsequently, the South African government committed to addressing the needs of persons with 

disabilities by strengthening PHC and Community-Based Services (WCGDOH, 2014). They 

identified the need to train a new cadre of CHW (in the field of rehabilitation) as part of Health 

Care 2030 with the aim of improving PHC and CBR. This cadre of workers would be trained 

across the five domains of the CBR matrix, with the intention of upgrading the CHW skillset. 

They would be known as the Rehabilitation Care Worker (RCW). The RCWs who are trained in 

the Higher Certificate in Disability Practice offered at the University of Cape Town (UCT), are 

trained in the Health, Social and some elements of Empowerment of the CBR matrix compared to 

those CRFs/CRWs trained from 1990-2006 who were trained in all domains.  

When CBR was first implemented in South Africa, Rule et al. (2006) explored two case studies 

where they focused on the successes and challenges in the implementation of CBR training 

programmes in Alexandria, as well as disability support programmes in Mpumalanga. The 

province of Mpumalanga struggled with disabled adults and children subject to poverty and 

isolation, as well as ineffective rehabilitation and community support services. Through numerous 

CBR activities and partnership between the DPO’s and Mpumalanga’s DOH (rehabilitation 

department), disabled people were provided with the tools of self-empowerment which facilitated 

social re-integration, development, and poverty alleviation. It also significantly contributed to 

improving the QOL of persons with disabilities and expanding formal rehabilitation services.  The 

authors also identified the need to raise awareness of the value of CBR for persons with 

disabilities and the communities it serves at the national, provincial, district, and local government 

levels.  
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Chappell and Johannsmeier (2009), researched the social and health component of the CBR 

programme when exploring the impact of the CBR programme on persons with disabilities, 

families and communities in South Africa. The authors found CBR programmes to be beneficial 

for persons with disabilities and their communities but identified that there was little evidence on 

the evaluation of CBR programmes and efficacy of CRFs. This is supported by Binken, Miller & 

Concha (2009), who assessed the value of the CBR service offered by Community Rehabilitation 

Workers (CRWs) within a rural community of South Africa. The authors found that CRWs 

provided valuable services to persons with disabilities in the communities they served and 

changed the attitudes of families, persons with disabilities, and communities. Thus, exploring the 

CBR programme within the KMPSS from the various role players will assist with exploring the 

successes and challenges of the programme, and identifying the contributions and roles of the 

various role players in the programme.   

The literature supports a CBR programme with a multisectoral strategy for the inclusion and 

empowerment of persons with disabilities to improve their outcomes. This confirms the need to 

further explore the implementation of the CBR programme within the KMPSS.   

 

2.2. Community-Based Rehabilitation in Urban areas 

As CBR programmes have largely been implemented in rural areas when introduced, a dearth of 

literature exists on implementation in urban areas. The WHO (2002) guidelines were formulated 

to assist with initiating and implementing CBR within urban slums and low-income areas. It was 

based on eight case studies that had experience working within these areas. The countries that 

participated included Egypt, Bolivia, Indonesia, India, Kenya, the Philippines, and Brazil. Their 

management ranged from being directly involved with government personnel in Ministries of 

Health, NGOs, and Grassroots Organisations (GROs), as well as DPOs. 

The final report entitled Equal Opportunities for All: A Community Rehabilitation Project for 

Slums was compiled which provides guidance on the integration of CBR in existing activities, 

specifically targeting vulnerable groups. After the finalisation of applicability, the WHO (2002) 

document was borne, titled Equal Opportunities for All: Promoting Community-Based 

Rehabilitation (CBR) among Urban Poor Populations. 

According to the WHO (2002), initiating CBR within these poor and slum areas is feasible and 

should build on existing projects within these communities. It could be run by government, NGOs 

or GROs, and even DPOs. It should link with possible programmes within the community and 

create or build the necessary “Resource Centres” to assist persons with disabilities, their families, 
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and the community. Leaders from within the community should be included to aid and identify 

areas for development and to engage with vulnerable populations to assist with health, 

rehabilitation, education, and livelihood opportunities. The programme should be monitored and 

evaluated by community members to assist with consideration of the programme, and to plan 

future new strategies and courses of action. The guidelines conclude by promoting CBR in slum 

areas, as these areas often still lack accessibility to services even though they are available in 

metropolitan cities. Persons with disabilities are still vulnerable within these communities, and 

therefore CBR has a huge and important role in promoting advocacy, change in public policy, and 

social attitudes. Hence, the role of persons with disabilities, their families, and these communities 

should shift to empowerment with CBR activities, and overall, increase their access to services. 

The collaboration of other organisations should be gradually phased out to encourage community 

involvement and participation.        

 

2.3. CBR Personnel   

CBR personnel are considered the ‘backbone’ of CBR programmes (WHO, 2010). Internationally, 

a variety of CBR personnel have been used to implement CBR programmes. In less-resourced 

areas, CRWs/CHWs have been utilised as a means of task shifting to increase access to 

rehabilitation services and CBR. This is largely due to a lack of resources and healthcare 

professionals (HCPs) within these settings (Gilmore et al., 2017). This has been supported by 

Jesus et al. (2017) and Blose et al. (2021), as these authors found task-shifting effective in CBR 

implementation when well-planned and supported, as well as cost-effective due to the cost of 

employing HCPs in CBR programmes.  

According to the WHO Guidelines (2010), CBR personnel comprise of managers as well as 

Community Rehabilitation Workers (CRWs) who execute and implement the programmes. 

Globally, these CRWs have different names (see the glossary). Their training also varies in 

different CBR programmes. Their training could last a few weeks/months to 1-2 years where they 

could train at an accredited tertiary institution/local community organisation, undergo an exam or 

not, and may be supervised by a Health Professional (Lehmann, 2008).  This has evolved into 

different conceptualisations of the workers utilised within CBR from the literature. Some projects 

have utilised CHWs/or GRWs/or Village Health workers selected from the community and given 

several weeks of training. In other countries, Mid-Level workers (MLWs) have been selected and 

recruited from the community. They have had some form of accredited training for approximately 

one to two years. This has been highlighted by Jansen-Van Vuuren and Aldersey (2018), who 
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found that CBR workers are a diverse group and do the same work but the distinction lies in their 

training and skill level. Therefore, the competencies, skills, and practices of  these CBR workers 

also vary across countries and locations due to their level of training, and dependence on the 

programme being implemented (Jansen-Van Vuuren and Aldersey, 2018; Jesus et al., 2017).  

The WHO Guidelines (2010) highly recommend that CBR personnel should ideally: 

- be selected and recruited from the local community and /or 

- include persons with disabilities or family members of persons with disabilities. 

This has been supported by many authors in the literature (Blose et al., 2021; Mji et al., 2017; Kok 

et al., 2015; Lehmann, 2008). The utilisation of CBR workers with a higher education and 

experience with a health condition has also been found to perform better within these projects, 

according to Kok et al. (2015), who performed a systematic review and studied the intervention 

design factors influencing the performance of CHWs in low- and middle-income countries. The 

above characteristics of a CBR worker have proven to show increased commitment and 

accountability of the worker to the CBR programme, as well as contribute to empowerment of 

persons with disabilities and greater benefit for persons with disabilities (WHO, 2010).  

No specific age or gender has been found or recommended to strengthen CBR. Its utilisation has 

also varied within different countries. It is known to be predominantly female, but in certain 

cultures, men have been dominant in certain tasks/roles. This has largely been observed in rural 

areas (Chung, 2019; Kok, et al., 2015). Within the literature, the characteristics of the CBR 

worker have varied; however, the expected outcomes from the CBR worker and the programme 

are that of community development and empowerment of PWD (Ned et al., WHO, 2010). The 

literature therefore supports exploring the training, competencies, and skills of RCWs in the 

implementation of the programme within the KMPSS.         

 

2.4. Implementation and Management of CBR programmes 

The CBR matrix and the WHO Guidelines (2010) serve as the practical guide for CBR 

implementation. As CBR is rooted in “access to rehabilitation services” according to Helander 

(2007), the participation of persons with disabilities and/or their families is a key component of 

implementation. Therefore, they should ideally be engaged in the planning and implementation of 

CBR (Blose et al., 2019). Kok et al. (2015), illustrated the involvement of persons with disabilities 

and communities in the implementation and planning of CBR projects within South Africa and the 

successful utilisation thereof, in the social integration and equalisation of opportunities for persons 
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with disabilities. However, within the literature, the level of participation of persons with 

disabilities and communities in planning and implementation is still minimal within CBR 

programmes. 

 The implementation of CBR programmes can vary according to the need, resources, and context 

of the community, as well as the structure of stakeholders involved, that is government (Health 

System), community, DPOs, and NPOs (Rule, 2008). Thus, programmes should take the lead from 

communities to increase community ownership to better serve individuals, and improve the 

sustainability and quality of CBR (Gilmore et al., 2017). According to Rule (2008), the 

collaboration and involvement of stakeholders is an important factor for strengthening 

implementation and especially that of the community. This has been supported by the WHO 

(2002) document supporting CBR in urban areas, as well as M’kumbuzi and Myezwa (2016).  

The latter, who reviewed the conceptualisation and understanding of CBR in South African 

literature, identified that many programmes used a three-tier system within the structure of CBR 

implementation. This is as recommended by the WHO Guidelines (2010). They found the 

structure to involve the following:  

- GRWs/or CHWs /or MLWs at the primary level i.e. the inclusion of persons with 

disabilities and their families supported by communities as the important resource to 

provide CBR 

- MLWs and/or professionals as supervisors at the intermediate level to assist with 

professional support, technical supervision, managerial support and linkage to referral 

services for CHWs/or GRWs; and 

- Government and/or professionals at national level in the leading managerial role of 

planning, coordinating, and evaluating CBR.  

Therefore, improving collaboration between all levels (that is, CHWs, MLWs, professionals, 

stakeholders, and government) and strong formal partnerships with DPOs, government 

professionals, and NPOs is vital for successful implementation (Rule et al., 2006; Ebenso et al., 

2010).  Furthermore, Wickenden et al. (2012) state that local and national governments, and NPOs 

can contribute to shaping CBR policy and practice through participatory consultations, where 

these processes would assist CBR programmes to be more responsive to the local needs and 

concerns of persons with disabilities. Therefore, the success of a CBR programme is largely 

dependent on the support given by government and policy (Binken, Miller & Concha, 2009). It is 

also dependent on intersectoral collaboration across all departments within a community 
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development framework, thus working broadly across all sectors to implement CBR (Chappell 

and Johannsmeier, 2009). 

As CHWs/or MLWs work at the interface of the health system, their integration into the system 

and with HCPs is essential for successful implementation (Blose et al., 2021). Interfaces can be 

described as the “…the point at which different interests, relationships, modes of rationality and 

power intersects”, as stated by Long (2001:72) and cited by Lehmann and Gilson (2012: 360). 

However, integration of MLWs into the health system has been considered a challenge for CBR 

development (Lehmann, 2008). This is largely due to health professional dominance within the 

programme and unclear roles of all role players (Jansen-Van Vuuren and Aldersey, 2018).  

Providing clarity on the roles of these workers will assist HCPs to better understand the roles of 

these workers and not limit their role within the programme (Chappell and Johannsmeier, 2009). It 

would further reduce the negative attitudes by HCPs who fear ‘professional competition /or 

‘insufficient expertise’ (Lehmann, 2008:28). Blose et al. (2021), identified that HCPs are critical 

to CBR implementation but should not play the dominant role. Their core competencies within the 

programme should include:  

- “collaborating and leading to strengthen involvement of all stakeholders  

- health advocates – role as facilitator 

-     communicator 

-    professional, and 

-    scholar” (Blose et al., 2021:2) 

Thus, having clearly defined roles within CBR would assist with facilitation and development of 

programmes and assist with the needs of the community (Blose et al., 2021). 

Thomas and Thomas (2002), identified that the differences in the management culture of 

government and NPO’s results in a barrier to effective collaboration, where government uses a 

top-down approach, and NPOs a bottom-up approach, thus, affecting overall implementation of 

the CBR programme. These management cultures vary across different settings (Finkenflügel, 

2006). However, CBR is presented as a bottom-up approach with strong involvement of people at 

community level among all role-players (Finkenflügel, 2006; Washbourne et al., 2016; WHO, 

2010). The WHO (2002) document further recommends that government should relinquish its 

involvement as the programme expands to increase community ownership and participation in 

CBR. Therefore, strong relationships between providers and local communities are essential for 
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the successful implementation of CBR and require CBR personnel working across sectors that 

interface with health systems (Mannan et al., 2012). 

Taukobong (2013), also identified a lack of communication within the District Health System, and 

between all key role players of CBR as a challenge to effective functioning of CBR workers 

within the ODI District. It was also found to negatively affect CHW performance and coordination 

between various stakeholders (Kok et al., 2015). This has been supported by Blose et al. (2021), 

who found that good communication between all role players about CBR programmes is a vital 

element for ensuring social inclusion, Quality of Life and access to CBR services for persons with 

disabilities.  

Lack of/or ineffective information management, and monitoring and evaluation systems, has also 

been found to contribute to lack of funding as well as baseline data, to improve information gaps 

between field staff and management, and between providers and beneficiaries (Cornielje et al., 

2008; Lehmann, 2008). Therefore, effective information management, monitoring and evaluation 

systems, will assist with strengthening CBR implementation, and improve the decision-making 

capacities of people involved in CBR projects and policy-making (Cornielje et al., 2008; WHO, 

1996). 

 

2.4.1. Continued professional development/training 

In order to strengthen and have successful programmes, CBR managers and their personnel 

require continuous professional development to update their training, even though training may 

vary in different settings (WHO, 2010; Gilmore et al., 2017). The knowledge of appropriate 

training for CBR personnel is of key importance when developing and investing in sustainable 

CBR programmes (Rule, 2013). 

Many studies have noted the need for continued professional development, as it would assist with 

the daily challenges that many CBR workers face (Chappell and Johannsmeier, 2009; Jansen Van-

Vuuren and Aldersey, 2018; Lorenzo et al., 2015). This would also help build the capacity of the 

CBR workforce (Mannan et al., 2012). According to Rule et al. (2013) and Ned et al. (2020), 

training is key to developing sustainable CBR programmes. It would help improve the 

competencies and skill set required of the CBR workforce to enhance health worker performance 

and retention within CBR programmes (Couper et al., 2018; Lorenzo, 2015).  Therefore, 

continued training of MLWs requires strengthening within CBR implementation (Gilmore et al., 

2017; Kok et al., 2015; Lehmann, 2008). According to Kok et al. (2015), this would positively 

influence job satisfaction and performance of MLWs. As CBR training varies and is context-
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specific, continuous local training is required. A standardised training guideline has also been 

recommended by many studies to attain minimal competency levels (Gilmore et al., 2017; Jansen- 

Van Vuuren and Aldersey, 2018; WHO, 2010). According to Gilmore et al. (2017), it should 

include: 

- Case management 

- Social protection 

- Monitoring and record keeping 

- Counselling skills, and 

- Mechanisms for referral 

These training skills were found to be common in many studies of CHWs implementing 

rehabilitation (Gilmore et al., 2017). Many authors have also mentioned that CHWs be trained on 

the CBR matrix as well as include skills of empowerment, community development, and advocacy 

to benefit persons with disabilities. These training programmes would also need to be regularly 

reviewed to ensure continued relevance (Ned et al., 2020). Thereby, strengthening and ensuring 

the sustainability and success of the programmes.  

 

2.4.2. Supervision and Support 

The WHO (2010) CBR guidelines state that ensuring CBR personnel are appropriately supported 

and supervised in their roles is considered crucial for strengthening and sustaining CBR 

programmes (Binken, Miller & Concha, 2009; Rule et al., 2013; Higgs, 2018). This is largely due 

to the influence that supervisors have on CBR practice by improving the skills and work of CHWs 

(Binken, Miller & Concha, 2009). A lack thereof would negatively affect CBR practice (Rule, 

2013).  

The WHO Guidelines (2010) state that supervision and support should include the following: 

- Establishing clear supervisory and reporting lines 

- Making personnel aware of their roles and responsibilities, and 

- Undertaking regular performance reviews. 

Therefore, CBR programmes may not be successful if they do not provide the necessary support 

and supervision to CBR personnel including managers (WHO, 2010; Concha, 2009; Rule, 2013).  
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2.4.3. Resources and Logistics  

Chappell and Johannsmeier (2009), identified a lack of skill (on part of the RCWs) in identifying 

the needs of persons with disabilities (physical and socio-economic challenges), and how these 

should be integrated into a holistic CBR programme. They suggest that possible factors 

influencing this gap in successful implementation of the CBR programme could be due to a lack 

of resources within the workplace setting and the socio-economic factors of the setting.  

Rule et al. (2019), explored the knowledge of CBR of stakeholders (excluding RCWs) who 

implement the programme within South Africa. The authors found that CBR implementation can 

be negatively impacted due to the misunderstanding of CBR, poor management, and resource 

constraints.  This has also been highlighted by Blose et al. (2021), who explored stakeholders’ 

understanding of CBR. These authors found a lack of resources, poor translation of CBR theory 

into practice, lack of continuous training, and poor safety and security, as impediments to CBR 

implementation. It has also been found to hinder CHW performance (Kok et al., 2015).  

 

2.4.4. Safety and Security 

Evidence suggests that poor safety and security are impediments to CBR implementation (Blose et 

al., 2021; Jelkeby and Krepper, 2019). This has been identified by Higgs (2018) in her Masters 

thesis dissertation on exploring the facilitators and barriers of RCWs in the provision of speech 

therapy services in the Western Cape, and further supported by Jelkeby and Krepper (2019) and 

Kok et al. (2015). These authors highlighted that these environmental factors negatively influence 

health worker performance within economically poor communities. Kuipers et al. (2001), also 

suggests that effective implementation of a quality CBR programme should consider the setting 

with regards to its socio-economic, political, cultural and religious factors. 

 

The above-mentioned literature has highlighted many of the material factors of CBR, which the 

study endeavoured to explore within the context of the KMPSS.  
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3. METHODOLOGY 

 

3.1. Study Design 

The study design was an exploratory, descriptive study due to the CBR programme’s recent 

implementation in the KMPSS. Qualitative research methodology was employed to enable the 

researcher to explore and understand the implementation of the CBR programme from the 

experiences and perceptions of the various key role players involved in the programme. By asking 

the ‘how’ and ‘why’ questions it allowed the researcher to understand the successes and 

challenges of CBR programme implementation contributing to its sustainability and effectiveness 

within the KMPSS (Blaikie, 2007). 

The researcher used a flexible design /or ‘evolving design’, to present the multiple realities from 

the perspective of the participants (Robson, 2011). By utilising a flexible design, the researcher 

developed an in-depth understanding of the key role players’ experiences and perceptions of the 

factors influencing the CBR programme in the Klipfontein Mitchells Plain Substructure (Robson, 

2011). By exploring the key role players’ (with the focus on the RCWs) perceptions on 

the implementation of the programme, the researcher was able to give a voice to the participants in 

representing their reality (Robson, 2011). Semi-structured individual interviews, documentation 

review, and observations were features of this qualitative research. The study was conducted 

between May 2021 and August 2021. 

  

3.2. Study population 

The research study population included the key role players involved in implementing the CBR 

programme in the KMPSS. They were sought as they could provide appropriate information on 

the research questions to be answered (Ritchie et al., 2003). They comprise 32 RCWs who execute 

the programme, four RCW Coordinators who manage the RCWs, one Rehabilitation Manager 

who manages the RCW Coordinators, one CBR Programme Manager /or Deputy Director who 

runs the programme from the Western Cape Government Department of Health in the KMPSS, 

and two NPO General Secretaries (GS) who collaborate with WCGDOH in the implementation of 

the CBR programme.  
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3.3. Sample size 

Individual Semi-structured interviews were held with the Rehabilitation Manager, three RCW 

Coordinators, eight RCWs from the Klipfontein Mitchells Plain Substructure, and one General 

Secretary of the NPO. 

 

3.4. Sampling Procedure 

Purposive sampling was used to select the respondents for the study. This was done by selecting 

15 participants who were the key role players involved in implementing the CBR programme in 

the KMPSS. When obtaining permission from the Programme Manager to perform the study, the 

researcher was provided with details of the Coordinators, RCWs and NPO General Secretaries 

from the Rehabilitation Manager, as well as the RCW Coordinators. This assisted in obtaining the 

following selection criteria for the sample.    

Two  NPO General Secretaries 

One  Programme Manager 

One  Rehabilitation Manager 

Two RCW Coordinators 
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Eight RCWs 

Selection Criteria based upon: 

1. Years of experience – as experience varied from six years to less than six 

months. It included a mix of four RCWs who had the most experience and 

four RCWs who had less experience. Selecting RCWs with more 

experience would include the HCBCs who started with the pilot and the less 

experienced RCWs’ selected were those who had matriculated and became 

RCWs. This provided varied and different perceptions into the 

implementation of the programme.  

2. Gender – as there are only two male RCWs. It therefore included the two 

male RCWs, one of whom is Xhosa-speaking and one of whom is 

Afrikaans-speaking. 

3. Language – as there are almost an equal number of Xhosa- and Afrikaans-

speaking RCWs. It included four Xhosa-speaking RCWs and four 

Afrikaans speaking RCWs 

 

However, at the time of the study, three participants who had been selected were not interviewed, 

that is, the Programme Manager, one General Secretary of the NPO, and one Xhosa-speaking 

male RCW. This was largely due to unavailability of the participants at the time when the 

interviews were being conducted. The researcher was then able to interview another Coordinator 

(as part of management /or WCGDOH) who had approximately one year involvement with the 

programme. She did not interview the other newly employed Coordinator as she did not meet 

inclusion criteria. As one male Xhosa-speaking RCW was not interviewed, the researcher was 

able to select another female Xhosa-speaking female RCW who had met the inclusion criteria. 

The RCWs who were selected and had experience since the implementation of the pilot 

programme were previously CHBCs, and the RCWs who had less experience also had matric. The 

sample therefore included: 

One  NGO General Secretary 

One  Rehabilitation Manager 
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Three RCW Coordinators 

Eight RCWs 

Selection Criteria based upon: 

1. Years of experience- four RCWs employed since the start of       

implementation (CHBCs) 

                                  -  four RCWs with less than three years experience 

(matric)                     

2. Gender – one male and seven female RCWs 

3. Language – four Xhosa-speaking RCWs and four Afrikaans-speaking 

RCWs 

 

Based on the sample above, the researcher was still able to gather in-depth, rich data about CBR 

implementation from these participants to inform the study (Patton, 2002). It also assisted in 

ensuring heterogeneity and maximum variation of the sample (Liamputtong and Ezzy, 2005). This 

accounted for the 13 semi-structured individual interviews performed by the researcher in the 

study. 

 

3.5. Data collection 

 

Data collection was done by the researcher herself. The researcher directly contacted the 

participants herself. This included all managers, that is, Rehabilitation Manager, General 

Secretaries, Programme Manager, and Coordinators. The Coordinators who manage the RCWs 

from the different NPOs assisted the researcher in contacting the RCWs who fit the selection 

criteria for the study. After briefing the participants about the study (sent via email and discussed 

telephonically) and obtaining informed consent to participate in the study, semi-structured 

interviews were conducted. 

These semi-structured interviews were conducted face-to-face in a comfortable, quiet, and private 

space at a time convenient for the respondents. The researcher conducted the interviews after the 

peak of the third wave following COVID-19 protocols. The Coordinators and RCWs used their 

base /or office to conduct the interviews, and the Rehabilitation Manager used a space at the 

https://uwcscholar.uwc.ac.za/home



 

34 

KMPSS Office. The General Secretary’s interview was conducted via Zoom video call at a 

suitable time for the respondent.  

All interviews were audio-recorded and transcribed by the researcher. Prior to the interview with 

Xhosa-speaking RCWs, the researcher enquired about the need for a translator with the 

participants. All respondents declined the need for a translator. An interview guide with questions 

and prompts was used to guide the researcher (see Appendix I).  During the interviews, the 

researcher was also able to make notes to summarise and clarify key points mentioned during the 

interviews with the participants. Summarising was also done after the interviews. Respondents 

were presented with a treat from the researcher for their participation and contribution to the 

study.  

 

3.6. Data Analysis 

Data analysis was performed by the researcher. This was inductively performed alongside data 

collection to use the codes and summaries of the themes that emerged. This helped the researcher 

to go back and redefine certain questions and develop hypotheses of the enquiry to pursue in 

further depth (Robson, 2011).  

The researcher followed the six steps of Reflective Thematic Analysis Guidelines of Braun and 

Clarke (2019), where:  

1) She familiarised herself with the data collected from the interviews by listening to audio 

recordings, transcribing, reading transcripts, and studying her notes to list key ideas and 

recurrent themes that were coded.   

2) The process of coding assisted the researcher in breaking down the text into meanings.  

3) These codes were systematically and coherently categorised /or clustered to form 

overarching themes informed by the participants’ responses.  

4) The themes identified by the researcher were constantly refined and reduced in number by 

grouping them.  

5) The key themes were reviewed and categorised into a Thematic Matrix. 

6) This assisted the researcher with deriving the interpretations, conclusions, and explanations 

in her write up of the research study (Braun and Clarke, 2019).  

This was done manually by the researcher and reviewed by her supervisor who is familiar with 

the research topic. 
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3.7. Rigour 

The researcher summarised key points during and throughout the semi-structured individual 

interviews. During the interviews, these key points were used to verify the researcher’s 

understanding of what the participants had conveyed about their experiences and perceptions. It 

also provided the opportunity for respondents to clarify and comment on what they had discussed 

(Cresswell and Miller, 2000). Triangulation of data sources through the interviews with the key 

role players, as well as with documentation sources, assisted with corroborating the themes and 

categories in the study. This helped increase validity (Cresswell and Miller, 2000). 

The researcher maintained a diary throughout the research process, where she documented the 

research process and conducted interviews with the various role players. She also used Researcher 

Reflexivity to self-disclose her views, opinions, and beliefs on matters regarding CBR 

implementation in the final write-up of the study (Cresswell and Miller, 2000). 

The researcher provided a rich description of the study setting of the CBR programme in the 

KMPSS, as well as of the research participants involved in the programme in the final write-up to 

increase the relevance of the study (Malterud, 2001). 

An audit trail was also provided by the researcher, accounting for changes made within the study 

to ensure transparency of the research process (Guba and Lincoln, 1985). 

 

3.8. Dissemination of results 

The results of the research study have been presented to the Faculty of Community Health 

Sciences of the University of the Western Cape as partial fulfilment of the requirements for the 

degree of Masters in Public Health. They have also been submitted to the Western Cape Health 

Research Committee for purposes of policy, planning, and implementation. It will also be 

provided to all key role players of the study as well as the Programme Manager of the KMPSS for 

purposes of improvement at the District level. This will be done through presentations to the entire 

CBR programme team (especially the Programme Manager) within the KMPSS. An article will be 

written to inform the implementation of the CBR programme in the KMPSS. 

 

3.9. STUDY LIMITATIONS  

The following study limitations were noted: 

https://uwcscholar.uwc.ac.za/home



 

36 

Sample size was a limitation as the researcher was unable to pursue the research until saturation. 

This was due to the scope of the research study being conducted for a mini-thesis. 

Internet access was not a limitation but required the participant to have good internet connectivity 

/or access. This did affect the quality of one interview being conducted. 

Due to adherence to strict COVID-19 protocols in the face-to-face interviews, facial expressions 

could not be observed due to mask-wearing.  

While the study provides valuable insights into the experiences and perceptions of key role players 

in the CBR programme, its qualitative nature and focus on a single substructure, limits the 

generalisability of the findings. Future studies employing a mixed-methods approach and 

involving multiple substructures could provide a more comprehensive understanding of CBR 

implementation challenges and successes 

 

3.10. ETHICAL CONSIDERATIONS 

The protocol of the research study was reviewed and approved by the Faculty of Community and 

Health Sciences and the Higher Degrees Committee of the University of the Western Cape (Ethics 

Reference Number BM 19/9/9); the Western Cape Health Research Committee; the KMPSS 

Programme Manager of the CBR programme, as well the one NPO in the KMPSS.  

Participation in the study was voluntary for all the key role players involved in the study. They 

were provided with a letter stating the purpose and content of the study via email as well as via the 

Coordinators (in the case of the RCWs). It was also provided and explained to all participants 

prior to the interviews ensuring their anonymity, confidentiality, and responsible persons to 

contact in case of any questions or concerns. 

Before each interview, the researcher provided the participants with the Participants’ Information 

Sheet in the language of their choice (which was either English or Xhosa). She also explained the 

content of the sheet, where she repeated the purpose of the study, and obtained informed consent 

(see Appendices II and III). The researcher assured the participants of confidentiality, anonymity, 

and withdrawal from the study at any time, which would not be disclosed by the researcher. In the 

case of the Zoom meeting interview with the General Secretary, the participants’ information 

sheet and consent form were provided much earlier to the interview via email. The researcher 

informed the participant to please read the Participants’ Information Sheet as well as sign and 

return the Consent Form before the interview. It was also explained before the interview that the 
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participant was also allowed to discuss any areas requiring clarification. The researcher also 

provided participants with opportunities to discuss any matters of concern during and after the 

interviews.  

The study sought not to harm or upset any participants. However, the researcher was aware that 

some questions could potentially lead to recall of some stressful situations experienced by the 

participants within the contextual setting. The participants were made aware of the referral system 

set up with a social worker, should they require any debriefing during or after the interview. 

The researcher was aware of the bias that would possibly arise due to her involvement with some 

of the key role players in the study, as well as her involvement with the implementation of the 

programme in the study area. She ensured that most of her interviewees were not a close contact. 

However, only two interviewees could not be avoided (as they had important roles in the study), 

as they were her manager and the other interviewee who worked with her as part of a 

multidisciplinary team within the same region. The researcher was able to establish a rapport with 

the respondents at the beginning of the interviews, where she introduced herself as a student and 

not as part of the staff of WCGDOH. She also explained to respondents to view her as an external 

source who was there to do her research and listen to their experiences and perceptions of the 

programme. When the researcher was expected to know certain things about the programme due 

to her involvement in the programme, she requested clarification from the respondents to assist 

with her understanding of their perceptions and experiences as being accurate. The researcher used 

her own time when conducting the interviews and kept a diary to self-disclose any bias 

encountered during the research process. 
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4. FINDINGS 

 

4.1. The history of the CBR programme 

The CBR Pilot Programme started in the Mitchells Plain substructure in 2013. The University of 

Cape Town was commissioned by WCGDOH after a discussion at a CBS Summit held in 2011 

(held with NPOs and service providers) to train and upskill HCBCs /or CHWs at that time employed 

by NPOs. They were trained across the rehabilitation fields of Physiotherapy (PT), Occupational 

Therapy (OT), and Speech Therapy (ST) as well as in basic counselling skills (Schneider et al., 

2015; Gamiet and Rowe, 2019). 

HCBCs /or CHWs were given the opportunity to apply from their various NPOs to become RCWs 

based on their Recognition of Prior Learning (RPL). They were recruited and selected by the 

University of Cape Town Disabilities Studies Division to complete the pilot training programme 

spanning one year. The training programme was delivered from October 2012 to December 2013 at 

the site of the University of the Western Cape Community Project, Lentegeur, Mitchells Plain. Their 

training included four teaching blocks spanning 2-3 weeks each. These blocks covered: 

-  Health Wellness and Functional Abilities 

- Promoting healthy lifestyles  

- Inclusive development and agency 

- Disability information, management, and communication systems (Clarke, 2015:18-19). 

The RCWs were then placed at practice learning sites at Intermediate Care Facilities, that is, Life 

Esidimeni and Booth Memorial Hospital, as well as facilities and community-based sites in the 

KMPSS, that is, St. Josephs; Tembalethu School; Sarah Fox; Khayelitsha community, to complete 

their Work Integrated Practice Learning (WIPL) in 2013. The RCWs were placed at these practical 

learning sites over 15 weeks to integrate theory /or knowledge with practical experience.  

These RCWs graduated with a Higher Certificate in Disability Practice, which qualified them at 

National Qualifications Framework (NQF) Level 5. The qualification is registered with the South 

African Qualifications Authority (SAQA).  

This is how the CBR pilot started with six RCWs and one RCW Coordinator in the Mitchells Plain 

Community. 
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The RCWs that trained in the pilot of 2013, were employed in the Mitchells Plain region in 2014, 

and thereafter, the second group of six pilot RCWs were employed in the Klipfontein region in 

2015. The gradual expansion and implementation of the CBR programme has resulted in the 

employment of altogether 32 RCWs within the KMPSS communities, that is, 16 RCWs in the 

Mitchells Plain community and 16 RCWs in the Klipfontein community, which is the focus of study. 

 

4.2. The RCWs role 

RCWs work under the supervision of RCW coordinators, who are health professionals.  

In this section, the role, competencies, skills, and contributions of RCWs are discussed as 

experienced by the key role players. 

4.2.1. Competencies and/or Skills 

The RCWs’ scope of skills and competencies is broad. Their core skills and competencies, as 

described in their current job description, include assisting with: 

- ongoing assessments and facilitation of planned rehabilitation activities e.g. mobility 

training, strengthening exercises, positioning, pressure care, support groups, reality training 

- Facilitating and participating in planned activities to retrain and /or modify the performance 

of basic and instrumental activities of daily living (ADL) e.g. Bathing, toileting, dressing, 

eating, shopping, meal planning, and preparation, managing money 

- Assisting with teaching and demonstrating the use of adaptive devices or techniques to 

optimise functional ability and quality of life, taking into consideration the user’s contextual 

factors e.g. mobility assistive devices, sensory assistive devices, ADL devices, adaptive 

methods 

- Keeping individual records of all household and individual screening, plans, interventions, 

and referrals through contributing to and updating community profile records; maintaining 

up-to-date written and electronic records and activity data; reporting relevant observations to 

the registered health therapist and communicating concerns and/or changes in the patient’s 

condition and circumstances 
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- Facilitating and participating in initiatives to promote the inclusion of people with 

disabilities through social re-integration; asset mapping and building agency 

 

RCWs described their role as the… extension of OT, PT, ST, Audio, and Social Work within the 

home and community. When further expressing their role, a summary of the data explains that their 

skills and competencies include: 

- Assessing and identifying the needs of the PWD and their family within the home 

environment and community 

- Preparing a plan of intervention (with the help of their Coordinator and /or other Health 

professionals) to return the PWD to a high level of function where they could be integrated 

into the home and community environment  

- Facilitating rehabilitation interventions and issuing assistive devices 

- Educating and counselling the PWD, their families, and the community when needed 

- Referring the PWD and their family to the necessary resources  

- Assisting with running screening clinics and support groups e.g. audiology clinics and 

mental health groups 

- Assisting and mentoring RCW students who were on their practical block 

- Doing health promotion activities, while also 

- Performing administrative duties, including record keeping. 

The RCWs reported duties mirror the skills and competencies expected as defined in their job 

description, to fully facilitate the participation of the PWD in their home, community, and society.   

“… I need to do administrative duties…I need to record everything…when going to the 

client…follow the programme that is being prescribed by the therapist… and then I need to 

know the resources within the community or even when it extends outside the community… if it 

is what the client needs…” - RCW 7  

Many RCWs expressed that their role not only involved rehabilitation interventions but also a 

holistic approach to dealing with their clients.  As one RCW reported: 
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“That house is so dirty they don't work…We see that the water is off, and they must clean 

up. That’s part of our job as a rehabilitation worker. They've been six years without water. 

Now, how can you recover?... so I had to plea and go to the Ward Councillor there and write 

letters and by end of the day they had water to use” -RCW 9 

Their roles also include linking the PWD with the various resources available to them within the 

community to assist with integration into society. This was mentioned with such pride by all RCWs, 

as they saw how they contributed to improving not only the physical health but also the social 

environment and economic circumstances of persons with disabilities. This involved RCWs 

engaging with ward councillors, referring to other organisations or health professionals, community 

networking and mobilisation, as well as running groups and special clinics. 

This was confirmed by those in management and the RCWs, who informed the researcher on how 

RCWs assisted persons with disabilities in obtaining an Identity Document to receive a Disability 

Grant, or how they advocated for a person with disability to improve their living conditions within 

the home and had their water re-connected. 

“What I found was for me it was a simple thing as I write up the report I will make their 

recommendations for a ramp, but the RCW becomes a person walking in the community who 

sits at that Ward Councillor’s Office and has that engagement with the Ward Councillor"-

Coordinator A 

One coordinator explained the importance of this holistic approach:  

“…the problems in the home is not just health-related, it's multi-layered, it's social 

problems, economic problems, finance… and so when you come in with a therapeutic hat 

on, you have to look comprehensively and ask what is my role within this. When we go into 

that household and you see that there’s children that's malnourished, you immediately see 

a developmental problem. You have to screen that child, provide support to a teenager in 

the home that is struggling with substances you know… these are just one of the typical 

examples we find ourselves in the home context...” – Coordinator B 

 

RCWs also confirmed using a holistic approach to interventions...  

‘…when the patient had stroke, the cognition was also affected…and the functional 

activities. So now we get the clients to bring it back to functional like cooking and sleeping, 

hygiene purpose, …and also how to walk up stairs, because some areas they have steps, and 

so they didn’t know to walk on steps…and so we facilitate them so that they can know. Some 
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are bedridden… they are in bed…then we ask the family…so that we can fill the form of 

home-based carers, a free practice in communities so that they can have a hand to wash the 

patient… so that they mustn’t feel hard… so we are doing a lot for the patient… advocating 

for the patient...'-RCW 8 

 

As the programme developed and expanded, so did the CBR strategy of implementation. 

Coordinators confirmed that the RCW roles became more CBR-focused.  

“We've expanded over the past two years, looking at more project-based interventions your 

prevention and promotion, type of interventions…also linking up with the vision of the 

bigger substructure goals"-Coordinator A 

They further explained that it took the form of utilising the priorities specified in Healthcare 2030 

to incorporate more CBR principles, for example, the First 1000 Days project which focussed on 

maternal and child health from conception until two years, which now had self-run support groups 

run by the moms at risk encompassing a form of community involvement and /or participation.  

“We identified mothers at risk, and we wanted those mothers to sort of be mentor mothers 

to others. And at that time there was two mothers I remember who was very much interested 

in the programme and I would come every week. And we started upskilling them and we told 

them we need to recruit more mothers and that was initially what we thought… we're going 

to focus on development and stimulation. That part of the First 1000 days. But the mothers 

wanted to just come together and socialise and tell their stories and so we couldn't push our 

agenda. We had to let the people lead so that was also one of the strategies, allowing people 

to lead” – Coordinator A 

“So it was really about how do we get voices, give voices to the people and how do they lead 

and take ownership of their life."-Coordinator B 

“We teamed up with substance abuse centres where we just had talks in the Town Centre 

area and sort of march with them through the Town Centre area. So that was very much 

another strategy…how do we mobilise people within the community…"-Coordinator C 

“…from taking a community march, to just standing on the road and advocating for persons 

with disability to taking a bunch of a group of mothers with autistic children on a surf walk. 

Those are exciting things that keep them [ RCWs] motivated…” – Coordinator A  
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Their scope has also gradually adapted and broadened during the COVID-19 pandemic. They have 

delivered medication as well as tracked positive COVID-19 patients within the communities. They 

are also involved with health prevention and promotion activities and are now recently in “Health 

and Wellness Hubs” within the community. 

 

‘…promotion of health doing the chronic disease lifestyle, such as diabetics, Hypertension, 

HIV, mental illnesses like depression and other mental illnesses…'-RCW 8 

 

The RCWs’ role expanded as they became more competent in their skill set when performing their 

duties. They confidently reported about the activities they provide to persons with disabilities and 

the communities. This is achieved by identifying the needs of the person with disability on their 

regular visits, which is further strengthened by their Coordinators, who support them with the 

necessary skills to implement the programme. They described their role as encompassing a 

comprehensive, holistic approach to assisting persons with disabilities, family, and community with 

their needs and becoming agents of community development, advocacy, and lobbying in the field 

of disability.  

The RCWs thus have a broad range of activities /or competencies /or skills to assist persons with 

disability to return to a high level of function where they can execute activities to participate within 

the home and environment (www.westerncape.gov, 2019). The researcher was able to verify with 

documentation of their job description that their roles not only include health and rehabilitation 

opportunities but also social and livelihood opportunities of CBR. Their competencies and /or 

skillset have broadened and changed with the changing Health System as the programme has 

developed. Their roles have shifted to incorporate more strategies of CBR to become agents of 

change 11  which has been strengthened by good supervisory support (Lehmann, 2007; Higgs, 

unpublished manuscript). This has further strengthened their knowledge and skill set and helped 

them become more competent in performing their duties. They now work across the spectrum of 

the CBR matrix. This has been corroborated by their Coordinators and Rehabilitation Manager who 

also reported that due to the COVID-19 pandemic, RCWs have now also assisted with other 

programmes of HCBS to improve service delivery within the Primary Healthcare Platform of the 

KMPSS. The RCWs' role contributes to many positive health outcomes for persons with disabilities 

 
11 functioning as a community mouthpiece to fight against inequities and advocate community rights and needs to 
government structures (Lehmann, 2007) 
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within the programme. Their roles are therefore important for the implementation and sustainability 

of the programme in the KMPSS. 

 

4.2.2.  Contributions 

The contributions made by the programme were expressed with great pride and satisfaction by all 

respondents. The RCWs recognise that their role contributes to positive health outcomes of the 

programme. They feel confident in performing their duties to assist the PWD to achieve a high 

functioning level where the PWD can return to work /or school; partake in activities within their 

home environment; live on the bottom floor of an apartment instead of the top to gain wheelchair 

access; etc. This makes them feel valued, respected, trusted, recognised and acknowledged for the 

work that they do. 

“I feel that the RCW programme is essential. It’s well needed also and it's a value not only for 

us that's doing the job, but for the client. That's the primary motivation. We can see the 

difference there is this growth in the person, because the person that was now just sitting in 

that wheelchair can now actually want to do things, so they feel motivated… There are a few 

people that have gone back to work. And so things like that.”-RCW 7 

 

4.3. Recruitment 

As mentioned already, the RCWs recruited during the pilot were already affiliated with their 

respective NPOs in the areas in which they lived, and with the collaboration of WCGDOH, were 

employed by these NPOs to work as RCWs within the communities. As they had originally been 

appointed as HCBCs, they had been recruited from the areas in which they lived. This recruitment 

principle, which is fundamental to most CHW programmes internationally, was useful for the RCWs 

as well: they knew their communities and could gain access to persons with disabilities within their 

communities to provide rehabilitation services with ease, as they were already known, accepted, 

and respected in their communities (Coordinator A, personal communication; June 2021).  

However, as the programme expanded and was mainstreamed, the principle of selecting RCWs for 

work in their communities could not be maintained, even though the WHO strongly recommends 

doing so (WHO, 1989). This was also largely because, since 2015, the university has been offering 

CBR as an official course of study, which is open to applications from the entire population. RCWs 

are now selected and recruited through a formal interviewing process for graduates spearheaded by 

WCGDOH at the substructure level within the KMPSS.  
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The pilot RCWs were able to assist in the implementation of the programme to develop and build 

on the trust and acceptance they already had within their communities. As selection and recruitment 

changed and RCWs no longer worked in their communities, this affected the implementation within 

the KMPSS. This negatively influenced the work performance and motivation of a RCW who 

reported a language barrier in working in the area where she was initially placed... 

“…in the beginning, I was working here in [name of area]… so there was a very big 

language barrier challenge… So sometimes you will see that the language, even if it started 

with English ended up changing to Afrikaans and sometimes, I will have to distance myself 

because I will feel that I’m not included in the circle. Let me put it that way, so I’ll just 

withdraw and wait for them for instance, at the gate of that house, or wait for them in the 

car...”-RCW 4 

The recruitment of RCWs who were not from the area affected the contributions they were able to 

make in implementing the service. Some RCWs also mentioned that when not from the area, their 

roles were not easily understood by the community, which required more explanation to establish a 

rapport with their clients. It also did not elevate them to the status that the pilot RCWs already had, 

who were from the area, as clients did not easily trust and accept them. 

 

4.4. Training 

The tertiary institution’s main focus is to provide students with the basic knowledge, cognitive and 

conceptual tools, and practical techniques for the field of disability-inclusive development, thereby 

training students with the foundational skills of disability prevention and care 

(www://health.uct.ac.za/; 2023). They would then qualify with a higher education certificate in basic 

knowledge and competencies for their role as Rehabilitation Care Workers (RCWs). 

Their training includes rehabilitation which encompasses important facets of human functioning 

(see Introduction). However, it also includes aspects of disability, health promotion and social 

inclusion.  

 

This is reflected in the course’s learning objectives. They are expected to: 

“Describe and develop basic health information systems and implement management and 

communication systems in relation to care pathways of people with disabilities across 

sectors to be able to monitor inclusion and access to services. 
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Understand primary health care and assist in the design and implementation of health 

promotion actions, education, and strategies in different contexts and life stages, namely, 

personal management, play, schooling, work, social interactions through sport, etc. 

Understand community-based rehabilitation as a community development strategy to 

promote the rights of people with disabilities and implement strategies and actions to enable 

participation by taking environmental factors into consideration, and 

Practice the ability to screen, provide basic care, follow-up and referral systems, as it relates 

to the needs of people with disabilities.”  – (www://health.uct.ac.za/; 2023). 

 

As RCWs were placed in Work Integrated Practice Learning (WIPL) sites over a 15-week period, 

they were either placed in institutions or communities. Being placed in an institution or community 

differs as it varies in exposure and requires a different skill set depending on the setting. This was 

confirmed by a Coordinator who worked with RCWs in both an Institution and community. Thus, 

the WIPL must prepare the RCW to integrate their skillset and knowledge obtained in the setting.  

As the curriculum spans over four 2-3-week teaching blocks, the knowledge taught is extensive. 

RCWs and Coordinators reported that their learning objectives could only be achieved within a 

workplace setting i.e. WIPL /or community /or institution. RCWs reported that as training and/or 

learning outcomes are different in the community in comparison to institutions /or facilities, their 

practical experience in communities is their biggest teaching modality, with the continuous 

supervision and training provided by health professionals. This is an important aspect of their 

training, as health professionals are integral to their inclusion within the multi-disciplinary team and 

their emerging scope of practice within the health system. 

 

When the pilot started within the community setting, there was no blueprint as to how the 

programme should develop within the setting. This was confirmed by the Coordinator who started 

with the pilot. Therefore, RCWs were primarily used to provide rehabilitation interventions as the 

initial focus of implementation within the community setting. It was about integrating their obtained 

skillset and becoming competent with their new knowledge within the community setting while 

utilising the resource knowledge of the RCW who lived and worked in the community.  

“…RCWs had to identify clients from the area…and so we identified clients with a disability 

who would benefit from rehab…"-Coordinator A 
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Many RCWs confirmed that facilitating human function through rehabilitation interventions is what 

they did within the communities in which they worked.   

They are also expected to do tutorials, group projects, and client presentations to their peers and 

supervisors. RCWs find these useful as teaching modalities to demonstrate their integration of 

knowledge. 

 ‘…we have our presentations to see how far we've come and what we know… 

 …the presentation is good to keep you on your toes…'-RCW 9 

The pilot RCWs who lived and worked in the area had an immense knowledge of the resources 

within the area to assist persons with disabilities holistically with their needs. When recruitment and 

selection of RCWs shifted to the formal interviewing process, Coordinators found that ‘Resource 

or Asset Mapping’ became an important element of learning, as it was essential for the RCWs to get 

to know their community to provide the best care for their clients holistically. This has aided the 

RCW in identifying the needs of the person with disability and engaging with their families, and the 

community to the available local resources.   

‘…we also do Community resources, where must we refer the client, let's say SASSA, for 

money, a police station for crime stuff and health facilities such as clinics and hospitals for 

health problems...’-RCW 8 

Since the pilot (which took 18 months), not a lot has changed in their training. They are trained in 

the course modules as mentioned above over 12 months, however, they now have three theoretical 

teaching blocks spanning four weeks and 15 weeks of practice learning at work-integrated sites. The 

programme is now offered to matriculants with a National Senior Certificate (NSC) and still 

includes applicants with RPL who have experience in the field of disability and development. 

Within the WIPL, RCW students are now placed with RCWs to assist, mentor, and expose students 

to the setting. They are provided with supervision from the university as well as Coordinators and 

mentoring from the RCWs.   

 

Their overall training therefore focuses on a Rehabilitation Care Worker with the skills of 

empowering persons with disabilities, their families, and communities through problem 

identification and resolution of health and disability issues, rehabilitation interventions, and 

components of the CBR matrix. 
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Experience with training 

While the comprehensiveness and density of the RCWs’ training are considered crucial to their 

holistic functioning in communities and households, RCWs expressed that the knowledge attained 

and expected competencies and skills did not completely equip them for the community setting: 

 

“…                                                                                 year course… I don't think it's enough. 

We don't know everything… 

I think that is why I have to consult you guys [health professionals] to come and observe or 

something like that… it wasn't enough. It was too much information… but in a very short 

period...” – RCW 4 

 

This view is also shared by Coordinators, who explained that some skills required refining through 

training, as most learning only happened within the working environment.  

 

“…a lot of the learning actually happens when they start working with you, and their 

knowledge and their practical level of skills are not always on par with work requirements. 

It is when they are in the community… and so you constantly have to upskill them all the 

time to …get the practical experience…so that their skills are up to par…” – Coordinator 

A 

 

Coordinators also shared that they found differences in the learning /or training of matriculants and 

that of the pilot HCBC RCWs. Even though the HCBC RCWs have a huge advantage of the 

community they struggled with certain skills in the working environment…  

“ the matrics… they are much more willing to learn, eager to learn, now how am I supposed 

to do this now again, or they go on the instincts and they, not afraid to tell us I don’t know 

or say listen  I'm going to ask…whereas those that come from home-based care 

background…it's a confidence thing…they look a lot more for direction…so they won’t like 

ask also, so like they have the idea or the expectation that you know, that they need to know 

everything…there’s definitely, things like doing things like the research of things, like I don’t 

know what’s this diagnosis about, so let’s ask my coordinator, ok then I’ll tell them 
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whatever, but that that initiative, they don't have the initiative, whereas the ones that went 

from matric, has the initiative. So they won’t then go and do research, they’ll ask me and 

then I’ll tell them what this is about… I find that those who have home-based care, they will 

sometimes refer, just revert back to the home-based care model because that is where they’re 

comfortable…"-Coordinator B 

 

4.5. Integration into the formal health system  

RCWs are employed by NPOs but work within the formal health system, generating an often 

complex interface mediated through supervision, communication, management, and leadership. 

 

4.5.1. Supervision 

The supervisory structure provided by the Coordinators is important for strengthening the skillset 

and competencies of the RCWs (WHO, 2010; Kok et al., 2015). 

RCWs expressed that they receive good supervision from their Coordinators. They mentioned that 

they enjoy the supervision (even though nerve-wracking at times), as it improves their confidence, 

skillset, and competencies to implement the programme. They described it as a learning opportunity 

to provide the best care for their clients and a form of support when requiring assistance from their 

Coordinators, personal or with their clients.  

 

‘…we're working under the supervision of a trained therapist, which I think is great because 

there's always that little bit of lack of confidence when we go into the community and we are 

faced with something that we missed, not necessarily have learned or dealt with before…'-

RCW 7 

 

Coordinators explained that supervision includes performing many different tasks on a regular daily 

basis. It entails formulating monthly schedules /or timetables of the RCWs’ patients, assessing and 

reassessing persons with disabilities with the RCWs, reviewing RCW documentation and reports, 

drawing up the RCW treatment plans for their clients, supervising the RCWs on visits, monitoring 

and evaluating the RCWs, performance reviews, quarterly team buildings with RCWs, regular 

meetings, monthly training and development, referral of persons with disabilities, networking within 

the community as well as managing the team dynamics and discipline within the RCW team. The 
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researcher, in her capacity as a physiotherapist working with some of the RCWs, attended 

occasional supervised home visits with the RCWs. She is also aware of the weekly scheduled home 

visits of the RCWs with their Coordinators. 

However, Coordinators expressed a challenge with time when supervising RCWs due to the 

increasing workload, increasing workforce contingent, and changing work environment e.g. 

changes within the Health System. 

This supervisory structure and form of support assists the RCWs to be integrated into the interface 

of the health system (WHO, 2010). Even though supervision is proving more challenging as 

explained by their Coordinators, RCWs emphasised that supervision assisted with their training 

needs. This was confirmed by Coordinators who are then able to provide the required training to 

update and refresh their knowledge and skill mix. 

 

4.5.2. Communication 

Communication is a key component in the integration of the RCWs into the Health System.  As 

RCWs work within the Health System, they need to be informed on all relevant matters pertaining 

implementation of the programme. This is done through their Coordinators who explained that this 

is done through an ‘open communication system’ and clear reporting lines. This is whereby the 

RCWs and Coordinators openly discuss and communicate matters pertaining the programme with 

each other. It assists the RCWs in receiving and providing feedback on matters with the WCGDOH, 

NPO, safety, and the community. It is also how challenges affecting implementation are addressed 

(through their Coordinators to the relevant role players in management if needed) and how the 

necessary support is provided to the RCWs. 

Communication to the RCWs is through various channels, that is, WhatsApp, community 

informants, and Coordinators. This has proven to be useful and helpful to both Coordinators and 

RCWs who felt that they were always informed and aware about matters regarding the programme, 

especially when coming to safety issues within the community. 

The communication relationship between the NPO and the Coordinator is reported to be essential 

in providing the necessary HR support and resources to the RCWs (Western Cape Department of 

Health, 2019). Both the Coordinators and NPO felt that they had a good, open communication 

system with each other even though it could be improved. However, the NPO relayed that they 

wanted more involvement with the RCWs to improve the running of the service. Due to their limited 

role as per the service level agreement, the NPO further explained how communication could be 
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delayed and /or misconstrued in the reporting line, as the NPO did not communicate to the RCWs 

directly. 

 

“if there's a complaint because it goes directly to [Coordinator] who is Department of 

Health. I wouldn't want it to work like that. The communication is open, but…for me, it's not 

one line. It's going around the department and back to the organisation which is the RCW. 

So, if I could just communicate directly with the RCW, it would make a lot more sense.”- 

NPO 

 

RCWs expressed different experiences in the communication relationship with their NPOs. RCWs 

who were from one NPO and based at the NPO’s premises relayed that they were able to 

communicate /or interact with their NPO about HR matters /or resources if needed, which made 

them feel supported. RCWs who were from the other NPO and not based at the NPO’s premises, 

felt they did not know their NPO and expressed that they only saw them at ‘contract-signing’ time. 

The General Secretary of the NPO also told the researcher about the ‘silent tension’ between RCWs 

and CHBCs. It was conveyed as tension due to the RCWs’ specialised skills and higher salary 

bracket. The researcher did not explore this further as RCWs did not directly mention it. However, 

it was also mentioned by one Coordinator who expressed that the ‘tension’ affected the RCW and 

CHBC working relationship. 

 

“RCW ..CHW animosity type of thing and so that kind of doesn't play well. Also, they get a 

little bit of a bump in salary because of their, their speciality, special skill but so that also 

presents kind of tension between the RCW and CHW in terms of relationship”- NPO 

The ‘silent tension’ between the RCW and HCBC, alerted the researcher to the RCWs' previous role 

as HCBC before implementation, as well as to being a service new to implementation within the 

community. The latter also resulted in negative attitudes by other health professionals due to their 

lack of understanding of the RCW role (Blose et al., 2021; Gamiet and Rowe, 2019). It was also 

reported by all respondents to have resulted in RCWs leaving other substructures to work in the 

KMPSS due to better understanding and management of the RCWs. 
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“I think that side [other substructure] and this side … they are not operating in the same 

way that side, they don't understand the role of the RCW's. And they seem like they don't 

want to understand it.”-RCW 4 

Even though negative attitudes by HCWs initially existed within the KMPSS, it is reported to be 

changing with the incorporation of other health professionals (Health Team Approach) and 

departments to assist with CBR implementation (e.g. physiotherapist, speech therapist, social 

worker) within the Substructure. 

 

“one of the biggest fears from the therapist was are they working me out?... Because now 

you don't need a therapist. You can use the RCW and then I think that slowly evolved and 

changed work now because then the therapist could see OK, but this is a help to us.”-

Coordinator A 

  

4.5.3. Management and Leadership 

4.5.3.1. The DD’s role 

The management and leadership of the pilot at the Substructure level has played an important role 

in the growth and development of the programme. It also played an important role in integrating the 

RCWs at the interface of the Health System  in the KMPSS (M’kumbuzi and Myezwa, 2016; WHO, 

2010). 

The DD in charge of Comprehensive Health Programmes in the KMPSS was responsible for … 

employing people appropriate… to assist with implementation and having clearly defined roles 

within the programme. This is seen with the appointment of the OTs as RCW Coordinators 

employed at the community level (even though a PT was also specified in Healthcare 2030). The 

DD recognized how the OT’s role could assist with integrating persons with disabilities into society 

as this function is explicit in their job description. Coupled with using policy, guidelines, and 

previous CBR implementation, the utilisation of the OT’s role further assisted implementation 

within the KMPSS, as an OT was  commonly used when CBR was first introduced within other 

provinces of South Africa (Rule, 2008). 

“OT is about getting on with your life, your job, your work, your school, your social life and 

that doesn’t happen in a hospital that happens in the home exactly and so, which is why the 

OTs have taken the main role in managing the RCWs”- Rehabilitation Manager 
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 Respondents reported that the DD secured funding for the employment of more RCWs and Health 

Professionals even though the sustainability and expansion of the programme were still unknown. 

This form of leadership and management of the DD in obtaining the resources (human and financial) 

has assisted with CBR reaching the greater communities and increasing the accessibility of 

rehabilitation to more persons with disabilities. It has also increased the utilisation of CBR within 

other spheres of PHC programmes e.g. COPC, Wellness Hubs, etc. Further, integrating and 

cementing CBR and the RCWs within other programmes of the Health System.  

 

The DD was responsible for garnering support within the KMPSS through regular introductory 

meetings of the CBR programme at initial implementation with health professionals. This strategy 

was utilised to instill a health team approach to assist with CBR implementation and ensure an 

appropriate skill mix for the successful implementation of CBR within the KMPSS (Mannan et al., 

2012). The researcher can attest to this as she was present at these meetings during the initial 

implementation of CBR. Further, integrating CBR and the RCWs with other health professions at 

the interface of the health system.   

 

The rehab background of the DD (being an OT) was also reported to help evolve the programme as 

she understood its value and impact. Thus, she had an in-depth understanding and knowledge of the 

support required and possible challenges the Rehabilitation Manager and Coordinators may 

encounter in the programme at the community level. 

 

“I think it’s mainly because our DD is an occupational therapist, so… it’s always taken into   

consideration. Our DD will close nursing posts to employ another audiologist... Whereas I 

think in other substructures that doesn’t happen, and so I think if you’ve got support from 

the top, that helps hugely.”-Rehabilitation manager 

The support and guidance received from the DD increased their motivation to implement the 

programme within the KMPSS and develop it into a programme that has evolved to incorporate 

more CBR strategies, such as Community participation /or mobilisation, Community Development, 

and Empowerment. Thus, the programme works across all domains of the CBR matrix (WHO, 

2010).  
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4.5.3.2. The NPO’s role 

As the NPO is mainly responsible for the HR management of the programme, the NPO interviewed 

described their management within the programme as being… minimal… They expressed that they 

wanted more involvement (as in CHBC with the CHWs). The NPO conveyed that they did receive 

support from the hierarchical levels of the WCGDOH, as well as from the Coordinators through 

reports and communication to run the programme but lacked … direct oversight…as… 

“We don’t get to see the implementation plan and how it was planned and we don’t… get to 

have input into the plan. And so I think for us to have no input into the plan…and then how 

to grow the staff on an organizational level as well as an academic level, would also be 

beneficial to the RCWs and the programme as a whole” – NPO 

 

Therefore, the NPO has minimal involvement in integrating the RCWs into the Health System (HS) 

at the management level but is merely responsible for the HR administration and provision of 

resources. They are therefore dependant on the communication, guidance, and support from 

WCGDOH management. 

 

The Rehabilitation Manager reports to serve as support for the RCW Coordinato she manages. Her 

main role is the management of all allied health professionals within the KMPSS (including the 

RCW Coordinators). She guides and assists with matters above the Coordinators’ scope of practice 

with issues relating to CBR and at the University level regarding the RCWs. Therefore, she is not 

directly responsible for integrating the RCWs but ensures that the DD is kept abreast of all matters 

regarding CBR and supportive personnel on the management of the programme.   

 

4.5.3.3. The Coordinator’s Role 

The Coordinators’ management and leadership of the RCWs and implementation of the programme 

have been positively described by all respondents (that is, all RCWs, NPO and Rehabilitation 

Manager), as they have the greatest and most important task of managing the RCWs to extend the 

accessibility of CBR to persons with disabilities within the communities of the KMPSS.  

As RCWs, are employed by the NPO, but work within the HS, the Coordinators are important in 

supporting the RCWs to be integrated at the interface of the HS. 
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Coordinators explained that managing the RCWs played a significant role and required a lot of 

responsibility. They informed the researcher about their dual role, where some not only had to work 

as OTs (in health facilities) but also as the RCW Coordinators responsible for managing the RCWs, 

to ensure that a quality service was rendered. Their roles and responsibilities in managing the RCWs 

took a lot of their time. They further explained that as more RCWs were being employed and the 

workload increasing, it required more time to assist RCWs with overseeing their duties (as RCWs 

are required to work under the supervision of a health professional).  It was therefore important for 

them to create the structure for the RCWs to implement the programme (WHO, 2010). 

 

“It takes up a lot of time in terms of managing them [RCWs] because you need to”- 

Coordinator B 

 

Therefore, their responsibilities in creating the structure for the RCWs (as set out in their job 

description and /or scope of practice), provided the framework to provide the necessary support to 

the RCWs. This was also confirmed by the Rehabilitation Manager, NPO, and RCWs, as well as 

the researcher when reviewing their job descriptions, scope of practice, and performance reviews. 

 

RCWs reported that the open-communication management style of the Coordinators provided 

support for the RCWs to perform their duties. This was confirmed by the Coordinators who 

described their management as an ‘open door’ policy. This has helped foster good relations built on 

trust and transparency with the RCWs, to feel supported and valued in the work they do. This 

pertains not only to work-related matters but also on a personal level. Many RCWs also expressed 

that they appreciated this type of management style. It was described as … 

 

“there’s somebody supporting me, so I’m not alone in this. If I’m stuck with something… I 

can go somewhere and the issue will be resolved”-RCW 7 

 

In providing structure for the RCWs combined with their ‘open door policy’ style of management, 

Coordinators are able to provide support on a personal level to the RCWs.  They described it as 

“getting to know the RCWs” to make them comfortable and know of any hindrances affecting their 

work performance. This is provided through teambuilding activities, one-on-one sessions, and 
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debriefing sessions, as explained by the RCWs and Coordinators. RCWs expressed that they liked 

this type of support and felt recognised by their Coordinators. 

The RCWs encountered many challenges within the community, they further explained that they 

were given support through counselling by their Coordinators, assistance from the NPO when 

communicated by their Coordinators, and referral to other counselling organisations if needed. 

The Coordinators also conveyed to the researcher that they had to inform and provide strict reports 

to the Rehabilitation Manager as well as the NPO. This was vital for the efficient management of 

the RCWs and running of the programme in the KMPSS, especially on matters requiring further 

support (out of their scope of practice) from the NPO and WCGDOH. This was corroborated by 

both the Rehabilitation Manager and NPO. 

“My involvement in the programme is actually very minimal I'm very hands-off, but 

observing and just reporting… so if anything goes wrong I'm responsible for it, but I don’t 

have…in terms of the RCWs day-to-day activity, I don't plan the RCW’s day…I don't 

interfere with their day-to-day activities. I don’t get involved in their team buildings…Oddly 

enough, they’re really a self-managed group but they are also overseen by…[Coordinator’s 

Name] so she's very hands-on, so she'll just submit reports to me and I'll just present 

feedback to DOH”- NPO 

 

The researcher noted that the Coordinators are tasked with a lot of responsibility and accountability 

in managing the RCWs to implement the programme. They are an important link to the RCWs 

feeling supported, as well as a direct link to the NPO and WCGDOH. These relationships are 

important for communicating important matters about the RCWs and the programme, further 

integrating the RCWs at the interface of the HS, and assisting with improving implementation. Their 

supportive role and management of the RCWs is essential for the successful implementation of the 

programme.  The responsibilities of the other key role players are not insignificant but recognised 

(by the other role players) for the contributions they make to the implementation of the programme. 

However, the largest form of support in the management and leadership of the programme is largely 

due to the RCW Coordinators and the DD. They are instrumental in providing the motivation and 

guidance to implement the programme in the KMPSS, and integrating the RCWs who are at the 

forefront of implementation.   
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4.5.3.4. Acknowledgement of CBR’s Contribution 

The acknowledgement of CBRs' contribution through statistics would reflect the overall impact of 

the programme within the KMPSS. This would be linked to the health outcomes achieved and CBR 

service delivery within the KMPSS (Lehmann, 2008).  

Coordinators explained that the CBR programme has evolved since its inception, where it has been 

integrated with other programmes at the KMPSS level and has made many contributions to the 

programme. However, the Coordinators have reported that there is no acknowledgement and 

understanding of the value of the programme at higher levels of WCGDOH through its statistics, 

affecting recognition and support from these higher levels (which includes funding and resourcing 

and will be discussed in a section below). 

 

“I feel that there's not enough acknowledgement being given to the RCW. I don't even see 

our stats featuring anywhere, because there are no outcome measures on our current 

existing datasheet from that. So that to me, once I see that featuring and we can tell our 

higher up, provincial leaders, that this is the stats of the RCW then I’ll say they are well 

supported.”-Coordinator B 

“having a proper stats system that will reflect the amount and the value of our work to 

people in higher positions”-Coordinator A 

The researcher observed that there was no ‘official’ information management system on the CBR 

programme at the Substructure level (even though RCWs and Coordinators kept their records), and 

therefore an efficient monitoring and evaluation system was lacking. Therefore, the positive health 

outcomes of the programme could not completely reflect the impact of the CBR programme and its 

contributions to the KMPSS. 

 

4.6. Challenges within the working environment 

4.6.1. Safety 

Due to escalating crime statistics since the inception of the pilot, all respondents expressed poor 

safety and security as a major challenge to the implementation of the programme within the KMPSS. 

As RCWs walk on foot in the community, they are subjected to many social ills, such as, 

gangsterism, substance abuse and violence in these disadvantaged and under-resourced areas. 
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Therefore, safety measures play an important role in keeping RCWs safe. Respondents explained 

that this was done as follows: 

- safety communication to RCWs via WhatsApp, text, email communication, and telephone calls to 

alert RCWs of  potential dangers. 

- pairing RCWs (and therefore not working alone) when entering communities to ensure safety. 

- community informants and RCWs who lived in the areas also assisted with information regarding 

unsafe /or ‘no-go’ areas. 

All respondents corroborated that these measures assist in increasing the safety of RCWs and 

Coordinators who work within the communities.  The unsafe/ ‘no-go’ areas would unfortunately 

receive an improvised delivery of service, as the safety of the RCWs and Coordinators would take 

priority. This was appreciated by RCWs who acknowledged that the continuous safety 

communication and measures established, helped them feel supported despite the working 

environment challenges. 

“It's not a very safe environment, it’s not for everyone. We've had to sort of close down 

entering certain areas because we're a female-driven service and we just can't put our team 

at risk when they enter homes as well. So, ‘safety first’ even though our heart is in the right 

place, and we want to do. We just sort of feel so restricted and you feel scared sometimes 

when we enter homes, so gang violence, substance abuse have escalated.”- Coordinator A 

Crime in the communities was expressed as… ‘dangerous’... It was also conveyed as concerning 

for the RCWs and their families as they have no benefits such as medical aid, retirement fund, and 

/or life insurance. This also further prompted their need to be absorbed into the government to access 

the medical and financial benefits should any harm occur when working in communities. 

The researcher was able to deduce that safety impeded the CBR implementation in the KMPSS. The 

escalating crime statistics acknowledged by all respondents contribute to the emphasis placed on 

safety measures to safeguard the safety of the RCWs and Coordinators, despite the overwhelming 

circumstances within the communities. Due to safety concerns, incentives would increase worker 

motivation, and improve job satisfaction and CBR implementation. 

4.6.2. Resources 

The Coordinators were responsible for managing certain resources that the RCWs required and 

would report to the NPO to obtain these requirements. Many Coordinators explained that these 
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resources were provided but took a long time to obtain due to all the ‘red tape’ involved in 

procurement. Sometimes RCWs would buy out of their own pockets to obtain some resources. 

RCWs expressed different views about resources. Some felt that they received resources and were 

aware of the budget for the different resources, whereas others did not. The RCWs who explained 

that they received resources felt supported by their NPO. These RCWs were from the NPO that had 

a base /or home and those RCWs from other substructures. The RCWs who came from other 

substructures explained that they were grateful for the resources as they did not receive a transport 

allowance in these other substructures. 

“When I was working in [name] substructure… We could receive only the money that you 

get paid, and there was no travelling allowance even though we are working in the 

community, we had to travel from this area to another area to the other patients… So at 

least on this side…there is transport allowance there is. There are times where we are given 

stationary, we are given PPEs, we are given like there's a lot, let me put it that way. So I 

don't think there's too much. Even the uniform…there is a budget for the uniform. There is 

a budget for the stationary, etc. So we are getting things.”- RCW 4 

In one region of the KMPSS, all respondents explained that they have no base /or home and have 

been shifted from place to place which they found very disruptive. This affected RCWs working in 

the region as it influenced the implementation of the service. 

“Space-wise we haven't had a place they[RCWs] or we can call home”- Coordinator C 

The salary was also an area which RCWs explained could be better. However, many RCWs were 

grateful for being paid and were aware that in other substructures and provinces, they would not be 

paid merely as much. 

4.6.3. Absorption into Government and lack of career progression 

Incentives through absorption into government and /or career progression scaling were promised at 

the start of the pilot. Failure to fulfil the promise has left many RCWs disgruntled and demotivated, 

especially those employed since the programme’s implementation. The RCWs conveyed that it was 

a means to ensure job security, acknowledgement, and recognition from the WCGDOH as they are 

not permanently employed but contractually employed by the NPO. They further explained that 

they would reap the financial and health benefits of being employed by the government for 

themselves, and their families. 
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Coordinators corroborated the RCWs’ sentiments, as they found that many good RCWs who left 

the programme became despondent as a result of this, combined with the lack of career pathing. 

They further explained that when RCWs retire they only leave with their monthly salary. One 

Coordinator even explained that if RCWs were employed by WCGDOH, it would alleviate a huge 

burden of the administrative duties that they had to do, to better focus on the management of the 

RCWs and implementation of the CBR programme. 

“There was talk back in 2013 that… their jobs would be evaluated. And then there was some 

talk of it that [the RCWs] might be absorbed into the department, but it's been now seven 

years and there's nothing that's come up. And so, for the team, I can see it’s very despondent, 

especially those being with the pilot. They know what the promises or the discussions were 

made back in 2013 when they agreed to do the pilot…they sort of feel stuck and the 

department doesn't really give any acknowledgement”-Coordinator A 

 

However, the Rehab manager had a different perspective. She argued that the RCWs were indirectly 

employed through the WCGDOH and were provided with posts within the Health System, thereby 

being part of WCGDOH. 

“We actually promised to employ them, but we did. We made it as part of the process that 

once they qualified, we would employ a certain amount and we encouraged the special care 

centres for children i.e. St. Josephs and Sarah Fox at that stage, then as well as the 

intermediate care facilities to employ them [RCWs]”- Rehabilitation manager 

The researcher noted that all respondents used the opportunity to voice their opinion on the long-

standing matter of absorption into government, hoping that it would be utilised to address the 

‘elephant in the room’. 

The lack of acknowledgement and recognition from tertiary level institutions of the CBR training 

programme demotivates and frustrates RCWs wanting further career progression /or pathing to 

pursue one of the professions they are interested in. This was confirmed by their Coordinators who 

explained that the shortfall in career progression also contributed to the lack of retaining RCWs 

within the KMPSS. 

“There is no growth in the course itself because it is just that course. It's not you can apply 

in this, not like there's the university said OK if you are doing this you can go in this 

direction. You can apply because we tried to apply to [university] and the people are 
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like…no, we don't know what this course is about, so there's no way you wouldn't even know 

though, how hard it is for students to do physio or OT, you wouldn't cope.”-RCW 10 

 

4.6.4. Funding challenges 

Better funding of the programme at the provincial and national levels was explained by management 

respondents as needing improvement. They explained that it would assist with increased utilization 

of the RCWs as well as improve the resourcing of the CBR programme for better management of 

the programme. 

“I would still say a little bit under-resourced, but that's not because of the department I 

believe, I think that's more of a National/ Provincial issue”- NPO 

 

4.7. Community Support /or Acceptance 

Community support has also been reported by all respondents as a contributing factor to increasing 

motivation, implementation, and sustainability of the programme (Lehmann and Sanders, 2007). 

RCWs and Coordinators reported that feedback received from the community regarding the 

programme largely demonstrated community support and acceptance. Respondents found this 

valuable, as negative feedback was used constructively to improve the service and help them grow.  

They described it as the challenging patients who found it too ‘hot’ or too ‘cold’ to participate in 

the activities, and the persons with disabilities and their families who did not understand the role/s 

of the RCWs /or the programme. 

“We do get feedback from them [community]. It's not always the good feedback, but 

basically, they were kind of more complaints and more feedback. But you take it in because… 

you have to grow with that feedback.”-RCW 10 

However, all RCWs and Coordinators could easily recall positive feedback received from the 

community. As many families welcomed and assisted them in performing their work, it contributed 

to the RCWs and Coordinators feeling trusted, respected, appreciated, and acknowledged for the 

work they do. 

“Every time when you go, even when they see you in the road…They will say sister[RCW]…[ 

person with disability’s name] is now at varsity, he’s at Cape College is doing so good. It 

makes you feel good because at least the seed that you put in… it's growing nicely”-RCW 9 
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They reported these achievements with immense pride when conveying the positive health 

outcomes persons with disabilities and their families had attained as a result of their contributions 

to implementing the programme. These success stories are described as persons with disabilities 

that have returned to a high functioning level, where they are integrated into their families, 

communities, and societies. This results in more participation from the community in the 

programme (Ebenso et al., 2010; www.westerncape.gov.za, 2019; WHO, 2010).  

Community participation was explained by respondents as to how the community served as 

informants to assist with safety measures, as well as leading and/or running support groups within 

their communities. For example, Mom’s at-risk support groups, Mental health groups, etc. It 

evolved with the programme as it developed over the years to include more CBR strategies and 

empowerment of persons with disabilities and their families. This motivated the RCWs and their 

Coordinators as it contributed to their job satisfaction. 

“…sometimes it's just that thank you. You know that smile, that appreciation that you see 

from your patients and when you see that you've made an impact in people's lives”- 

Coordinator A 

The researcher can conclude that community support and acceptance are depicted in the positive 

and negative feedback received from the community, as well as from community participation 

within the programme as it developed over the years. Negative feedback is utilised by RCWs and 

their Coordinators as learning opportunities to improve the service, while positive feedback 

increases their motivation to implement the programme. This is often due to the positive health 

outcomes that further increase the community's trust, appreciation, and acknowledgement in the 

RCWs and the CBR programme. This has led to more community participation, support, and 

acceptance within the programme, further strengthening implementation and sustainability of the 

programme to include more elements of the CBR matrix and encompassing a multi-sectoral 

approach inclusive of persons with disabilities, their families and communities (Khasnabis and 

Motsch, 2008; WHO, 2010). It has also expanded into a programme consisting of 32 RCWs, four 

RCW Coordinators, two social workers, two auxiliary social workers, two speech therapists, and 

one audiologist working within the CBR programme supported by other health professionals in the 

community of the KMPSS.  
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5. DISCUSSION 

 

I embarked on this study because I have been working in the Community-Based Rehabilitation 

programme in the KMPSS. It is ten years since the programme began in the KMPSS, with little 

known about the successes and/or challenges experienced by the programme and/or how best it 

could be optimised.  

I wanted to explore: 

1. the experiences of the key role players’ implementation of the programme 

2. the key role players’ perceptions and experiences of the RCWs regarding their roles, 

contributions and competencies 

3. and describe the challenges faced by the RCWs regarding their 

- training, resources and support 

- working environment, issues of safety, violence and crime 

4. the interface of the programme and the formal health system regarding integration, 

communication and support  

The following core themes and lessons have emerged from my findings. They include:  

 

5.1. The RCWs Role 

The study found that the RCWs are primarily involved in the health component of the CBR matrix 

as they are employed through their NPOs by WCGDOH to render rehabilitation within 

communities. This is as stipulated in HealthCare 2030 and found in many other studies on the 

implementation of CBR (Helander, 1973; Philpott et al., 2020; www.create-cbr.co.za/cbrstudy, 

2021). These researchers found similar trends in which programmes have started in the health 

domain of CBR. Due to their holistic approach to training, the RCWs’ work in the KMPSS 

extends into all domains of the CBR matrix, which includes education, livelihood, social, and 

empowerment elements. Despite not receiving formal training in the Education and Livelihood 

components of the CBR Matrix, the findings demonstrate that the RCWs do perform these roles 

within their daily tasks (see Findings chapter pp 44-47). In comparison to M’kumbuzi and 

Myezwa (2016), who reviewed the conceptualisation and understanding of CBR in the South 

African literature, our results differ from their findings, as the KMPSS RCWs are not only health- 

or rehab-focused but utilise health to empower persons with disabilities and their families with the 
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local resources of the community. They are therefore trained with the skills to empower persons 

with disabilities, their families, and their communities, as specified by the University of Cape 

Town, their training institution (www://health.uct.ac.za/; 2023).  Their role  or scope has also 

broadened with the Covid-19 pandemic and they are now being utilised in other health 

programmes, such as Wellness Hubs, Community-Oriented Primary Care (COPC), and health 

promotion activities, etc. RCWs are found to play an integral role in the CBR programme of the 

KMPSS, where they promote the overall well-being of persons with disabilities. Their role has 

developed into becoming agents of community development, advocacy, and lobbying (Gilmore et 

al., 2017; Jansen-Van Vuuren and Aldersey, 2018). Their holistic approach upon entering persons 

with disabilities’ homes has resulted in many positive health outcomes, assisting persons with 

disabilities, their families, and communities in accessing and attaining educational, social, and 

livelihood opportunities. They are very proud of these achievements, which have positively 

influenced their job satisfaction, as they feel valued, respected, recognised, and acknowledged for 

their contributions by management, and the communities in which they work. 

While the study highlights the roles and contributions of Rehabilitation Care Workers (RCWs), it 

could further compare these findings with those documented in other contexts or studies. While 

this study identified an expanded role of RCWs beyond traditional rehabilitation services, similar 

trends were observed by Chappell and Johannsmeier (2009), in their examination of CBR 

programmes in urban and rural settings in six provinces in South Africa, as well as Gilmore et al. 

(2017), who suggests a broader evolution in the role of RCWs across different settings. Gilmore et 

al. (2017), who studied the human resource competencies required to implement community 

rehabilitation in less-resourced settings, found that their transcending roles when working and 

trained in the CBR matrix, benefitted persons with disabilities, holistically. As the RCWs role 

significantly contributed to the positive health outcomes within the KMPSS, policy reforms in 

formalising their role and providing clearer career pathways would enhance job satisfaction and 

retention, as well as further strengthen and sustain the essential service of CBR.   

 

5.2. Recruitment and Training 

Initially, RCWs were selected from the communities they served, enhancing trust and motivation. 

As the programme expanded, a more formal recruitment process was introduced, which created 

challenges in community acceptance. Resource mapping has been useful for addressing these 

challenges, although it cannot replace the inherent understanding of local community needs. Other 

researchers, including Gilmore et al.(2017); Jansen-Van Vuuren and Aldersey (2018);  Lehmann 
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and Sanders (2007) and the WHO Guidelines (2010) have echoed similar results. These authors, 

as well as Kok et al. (2015), who reviewed the literature on the factors influencing CHW 

performance, found that recruiting RCWs from the communities in which they live was beneficial 

for successful CBR implementation as well as increased job satisfaction and performance.  

Therefore, the current practice of resource mapping (as the recruitment process may not change) 

should be continuously reinforced by the Coordinators and RCWs in the KMPSS, especially when 

not from the area in which they work, to strengthen implementation and contribute to easier 

community acceptance of the implementation of the programme.  

RCWs are trained in the various components of CBR as guided by the WHO Guidelines (2010). 

They are equipped with extensive knowledge of Rehabilitation skills, facilitation, health 

promotion, and prevention, as well as community development over an intense 25-week /or one-

year training programme. Their training is largely health-oriented and geared towards integrating 

the PWD into society (see Findings Chapter 7.1. and 7.2.). However, within the community, when 

integrating the PWD into their environment /or society, RCWs are working across the CBR matrix 

domains. They were found to educate, counsel, and facilitate rehabilitation interventions, ensure 

social and economic opportunities, and assist with community development and participation, 

encompassing a holistic approach to integrating the PWD. The RCWs were therefore found to 

have been trained with a broad range of skills but not always confident in their skills. This was 

largely due to the density of their training within a short period, as well as their different WIPL 

experience i.e. facility- /or community-based. The study highlights the broad range of skills in 

which the RCWs are trained within a short period to implement CBR in the KMPSS. When 

compared to the literature, many studies mention that training varies due to context and type of 

CBR worker utilised, that is, CHW or MLW. Jansen-Van Vuuren and Aldersey (2018), who 

studied the literature on the training needs of the CBR worker for effective implementation, found 

similar results where they suggest their broad range of skills require ongoing training. They found 

it imperative to strengthen the workforce and create a supportive environment to address the 

challenges they face. They also called for a standardised training guideline for CBR workers to 

ensure basic standards and quality services for persons with disabilities. Therefore, within the 

KMPSS strong collaboration between the training institution and management (as part of 

government) would assist in policy development on training, to further strengthen the role of the 

RCW. A longer formal training period and/or WIPL exposure, would further help in reducing the 

density of their knowledge acquired and improve their confidence in their skillset.   

One of the strengths of the programme, in contrast to many training programmes internationally, is 

the provision of Continuing Professional Development (CPD). CPD is identified as a weakness of 
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many programmes internationally and locally as stated by Gilmore et al. (2017); Jesus et al. (2017) 

and Ned et al. (2020). These researchers found that training is key when developing and investing 

in sustainable programmes. Within the KMPSS it is well provided, through monthly training, 

quarterly performance reviews, regular supervised home visits with their Coordinators, and regular 

meetings. RCWs were found to enjoy this learning opportunity (even though nerve-wracking at 

times) and found that it has strengthened and broadened their skillset to assist persons with 

disabilities when implementing the programme. The support received in strengthening their skillset 

and positive health outcomes thereof were found to increase the job satisfaction and work 

performance of the RCWs in the KMPSS.  Many authors have found similar results (Kok et al., 

2015; Lorenzo et al., 2015; Gilmore et al., 2017). Couper et al. (2018), who reviewed the curriculum 

and training needs of doctor mid-level health workers in Kenya, Nigeria, South Africa, and Uganda. 

These authors identified a significant gap in skills and quality of training. Further stating that 

improving the skills and competencies of the CBR workforce through training and curriculum 

review would build the capacity of the CBR workforce, and enhance health worker retention. The 

Continued Professional Development provided by management found in this study denotes the 

important contribution training provides for the RCWs in the KMPSS. Within the KMPSS the 

training needs of RCWs are often being observed during supervision and /or suggested by the 

RCWs.The researcher can attest to regular training to keep the RCWs updated, as she provides 

physiotherapy training to the RCWs on areas their Coordinators and /or RCWs feel they are lacking. 

The researcher is also aware of other Health Professionals providing training to the RCWs within 

their field of expertise. This further helps support the RCW to be integrated at the interface of the 

Health System and have an appropriately trained  RCW workforce (Ned et al., 2020). Therefore, its 

utilisation in other programmes regardless of context, is pivotal for quality and effective 

implementation. Future research into their formal training would provide greater insight into their 

training needs to sustain and strengthen the programme.     

5.3. Management and Leadership 

The management structure within the programme follows a three-tier system. This involves RCWs 

at the primary level, who provide CBR, HCPs at the intermediate level as Coordinators /or 

supervisors, and Government at the provincial level in the leading managerial role of coordination, 

planning, and evaluation of the programme. This is in line with the WHO Guidelines (2010) and the 

practice in many other countries that have implemented CBR, including in Southern Africa 

(M’kumbuzi and Myezwa, 2016; Couper et al., 2018). 
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The DD was found to have played a pivotal role in the development and implementation of the 

programme in the KMPSS. Her in-depth understanding of the CBR programme and the utilisation 

of the various role players was important to leading and evolving the programme. One important 

aspect of her leadership is the utilisation of OTs, who have been pioneers in training and supervising 

CBR MLWs in pilot projects and other projects in South Africa (such as the RCW Coordinators in 

the KMPSS).  

Her strength in advocating for the employment and funding of more RCWs and other HCPs to 

support the programme within the communities of the KMPSS was found to develop and evolve the 

programme, which has grown into a RCW staff complement of 32 RCWs, four RCW Coordinators 

(now five), two social workers, two auxiliary social workers, two speech therapists, and an 

audiologist. It enhanced the motivation of the Coordinators and the Rehabilitation Manager to feel 

supported within their roles, as she clearly understood the value of the programme. “The DD was 

found to be highly respected and acknowledged by her team, for her role in planning, coordinating, 

and leading the programme” (M’kumbuzi and Myezwa, 2016).  

The Coordinators were found to have a crucial role in managing the RCWs who are at the forefront 

of implementation. This is also due to the scope of practice of the RCWs who cannot practice 

independantly and have to work under the supervision of a HCP (Healthcare, 2030). They were 

found to be the link for the RCWs within the Health System and their NPO. As discussed earlier, 

they are integral to assisting RCWs at the interface of the Health System. They also assist RCWs 

through technical supervision, managerial support, professional support, and linkage to referral 

services. This is as recommended by the WHO Guidelines (2010) and M’kumbuzi and Myezwa 

(2016), who reviewed the conceptualisation and understanding of CBR in South African literature, 

wherein they described the role of the supervisor (and different levels of management) within 

a three-tier system to assist effective CBR implementation.    

Despite the increasing workload due to a growing workforce requiring increased supervision time, 

the Coordinators demonstrated key competencies within their role. Blose et al. (2021), identified 

these competencies when they studied healthcare professionals’ perceptions of community-based 

rehabilitation in KwaZulu-Natal, South Africa. These researchers found that the competencies of 

healthcare professionals are critical to facilitate and develop programmes. Therefore, within the 

KMPSS, the Coordinators had the necessary skills to provide a supportive environment that 

catalysed RCW motivation, job performance, job satisfaction within the team, and overall 

implementation within the communities of the KMPSS. The strengths identified included the 

supervision and support of RCWs and communication. 
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a) Supervision and Support  

In contrast to many programmes internationally, RCWs received regular supervisory and 

professional support as mentioned in the Findings Chapter. This was key to the efficient and 

effective implementation of the programme. It was also due to Coordinators having a clear 

understanding of their role as well as that of the RCWs’ within the programme. This ensured 

that the RCWs were strengthened in their roles within the Health System.   

b) Communication 

Communication from their Coordinators /or WCGDOH to the RCWs played an important 

role in the management of the RCWs. This was demonstrated in the clear reporting line with 

their Coordinators as well as within the ‘open management communication structure’ 

created by their Coordinators. This further strengthened the supportive environment for 

RCWs working within the Health System, which aligns with the WHO Guidelines (2010). 

While the study highlights the use of the three-tier system in its management structure in its 

implementation, the strong leadership and management skills (especially the DD and 

Coordinators) in a clear understanding of the various role players’ roles, and of CBR, were found 

to provide the supportive environment to develop and effectively facilitate implementation of the 

programme in the KMPSS into the programme it is today (Chappell and Johannsmeier, 2009; 

Blose et al., 2021).  However, Chappell and Johannsmeier (2009), who studied the impact of 

community-based rehabilitation as implemented by community rehabilitation facilitators on 

people with disabilities, their families, and communities within South Africa, and Blose et al. 

(2021), found that a clear understanding of the various roles in CBR was lacking, and negatively 

affected its implementation. Therefore, the adoption of a three-tier system is recommended with 

strong management and leadership who have a clear understanding of the various role players and 

the programme, as they are integral in providing professional support, technical supervision, 

managerial support, and linkage to referral services for the RCWs, and in the leading managerial 

role of planning, coordinating, and evaluating the CBR programme for effective implementation. 

The appointment of an OT as Coordinator has benefitted the RCWs and CBR in the KMPSS. 

Within the literature of South Africa, most programmes have utilised OTs within CBR 

programmes (Concha, 2014; Rule et al., 2006). Therefore, within the South African context, it has 

worked, largely due to their professional role and/or job description. However, utilisation may 

vary and is dependant on the context (e.g., rural vs. urban). 

The NPO’s role within the study is primarily confined to human resource management. They are 

not involved in any planning and management of the RCWs /or the programme. More involvement 
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in the programme by the NPO (as a representative of the community), would assist with 

strengthening the implementation of  CBR through improved resource management, and a better 

understanding of the RCWs' roles (Kok et al., 2015; Couper et al., 2018). These authors highlight 

the importance of strong collaboration between all stakeholders including NPOs, to assist with 

successful implementation. Therefore, within the Western Cape and/or South Africa, formalising 

policy on CBR practice and stakeholders would assist with better understanding, implementation, 

and management of CBR.  

5.4. Community Acceptance and Support  

Community acceptance and support were demonstrated when the communities became 

empowered and involved in safety and security initiatives, activities within communities, such as 

support groups, and marches, as well as positive and negative feedback received.  The 

involvement of the community in these activities has positively contributed to increased 

community acceptance and support, which has further enhanced empowerment through the 

elements of community mobilisation and participation [as part of the CBR matrix and/or WHO 

Guidelines (2010)] in the implementation of the programme.  

This has strengthened and developed the programme in providing the RCWs and Coordinators with 

the necessary support to perform their roles within the communities, informing those in 

management, and the RCWs on how the programme could best be optimised, as well as positively 

impacting motivation and job satisfaction of all involved in the programme. The increased 

participation and/or role of the community has benefitted the implementation of the programme and 

was found to assist in addressing the needs of persons with disabilities, and the communities of the 

KMPSS.  

The WHO Guidelines (2010), WHO (2002) document as well as Mauro et al. (2014), who studied 

the effectiveness of community-based rehabilitation programmes, echo similar results. This further 

suggests that increasing community involvement through empowerment, community mobilisation 

and participation in feedback from persons with disabilities’ households and communities (by 

identifying and assisting areas for development and engaging with vulnerable populations), will 

foster social empowerment, new opportunities, and persons with disabilities rights, thus positively 

affecting CBR implementation. Within the KMPSS, ensuring that further involvement from 

the community is continued and increased in the CBR programme, will further enhance community 

ownership and the overall sustainability of the programme. 
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5.5. Key Challenges  

5.5.1. Communication 

Communication about the CBR programme to Health Care Professionals (HCPs) within the pilot 

stage was evident and provided insight into the role of the programme within the Rehabilitation and 

the Primary Health Care setting. It was found to reduce, but not eliminate, fears and resistance /or 

negative attitudes by HCPs to better understand the role of the programme, and especially the 

RCWs. It was therefore more challenging to integrate the RCWs within the Health System at the 

initial stage of implementation, thus conforming to the literature as found by Lehmann (2008) and 

Jansen-Van Vuuren and Aldersey (2018). The introduction of more HCPs (utilising a Health Team 

Approach) to assist with the implementation of the CBR programme provided more clarity on the 

roles of the different role players and, further understanding of how the CBR programme and the 

roles of RCWs are optimised within the KMPSS. This is as recommended by Chappell and 

Johannsmeier (2009) and Blose et al. (2019). It is evident in the utilisation of the RCWs and CBR 

within other programmes of the KMPSS e.g. Health and Wellness Hubs, COVID-19 medication 

delivery, etc. The study, therefore, suggests the utilisation of a Health team approach to provide 

clarity on the various role players’ roles, which could assist in reducing negative attitudes of HCPs 

and improve easier implementation of CBR. Additionally, improving communication between all 

stakeholders outside of the KMPSS substructure, WCGDOH and NPOs, to Disabled People 

Organisations, including parent organisations, universities, rehabilitation teams in other 

substructures, faith-based organisations, and ward councillors, would strengthen the recognition of 

the RCWs’ contribution to health systems strengthening.  

5.5.2. Resources 

Resources presented a challenge to render a high-quality service within the KMPSS (Kok et al., 

2015; Blose et al., 2021). In this study, the lack of resources to sustain and develop the programme 

was found to affect the RCW performance. This was largely due to the absence of a base /or home 

for some RCWs, lack of interaction /or communication with the NPO about resources, and funding 

of the programme at the national level. Within studies, successful implementation has been hindered 

by poor management, socioeconomic challenges, a poor understanding of CBR needs, and resource 

constraints. The lack of acknowledgement of CBR’s contribution through an ‘official’ information 

management system, as well as an efficient Monitoring and Evaluation (M&E) system in the 

KMPSS, is, therefore unable to reflect the contributions made within the programme. Therefore, the 

need for an official Information Management System for M&E of CBR programmes would benefit 

Health Systems and Public Health Researchers and specialists lobbying for it.  This is echoed by 
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Rule et al. (2019), who researched South African stakeholders’ knowledge of community-based 

rehabilitation. They found that a better understanding of CBR at national and provincial levels 

through an effective monitoring and evaluation information system would support shaping CBR 

policy and improve funding of the programme at all levels, that is, district, provincial and national, 

a strategy which could be explored in the Western Cape context. The evidence of this study reflects 

the value of setting up a M&E that would contribute to advocacy for a secure, dedicated funding 

stream for CBR programmes in the health budget to ensure the sustainability of these essential 

services and improving resources within the programme. 

5.5.3. Lack of Career Pathing and Contribution 

The lack of recognition of their contributions, as well as lack of career pathing was found to affect 

retention and job satisfaction within the programme. This has been previously reported in the 

literature. For many of the RCWs (especially the pilot RCWs), the room for growth was understood 

to be absorption into government: the implicit expectation when the pilot was introduced. It is also 

viewed as an opportunity to provide job security with benefits. As they are contractually employed 

by their NPOs, the lack of absorption into the government has also negatively influenced their job 

satisfaction, motivation, and retention within the programme, as has happened in many other 

countries. As RCWs are critical to CBR implementation, policy reforms aimed at formalising their 

roles in CBR and providing clearer pathways could enhance job satisfaction and retention. 

Additionally, accreditation of their certificate still needs to be registered by the health professional 

board /or council (even though accredited by SAQA), which would symbolise the acknowledgement 

of their role and/or contributions and those made by the programme. It would also assist in 

improving career pathing options recognised by other higher institutions and better funding of the 

programme. 

5.5.4. Safety and Security 

Safety and security issues have been found to impede the implementation and service delivery of 

CBR in the literature and within the KMPSS. Kok et al. (2015) and Blose et al. (2021) have found 

similar results. Despite the increasing crime rate, management, and community participation in the 

KMPSS programme have instituted good initiatives within the Health District to assist CBR 

implementation and delivery to reach the vulnerable population within the communities.  

.  
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6. RECOMMENDATIONS AND CONCLUSION 

 

1. Utilisation of a three-tier system with continued strong management and leadership 

(especially in the DD and Coordinators) in the implementation of the CBR programme, 

is highly recommended for the successful development of the programme.  They should 

have a clear understanding of their roles within the programme and of those whom they 

manage to better support the various role players within the CBR programme. The 

utilisation of an OT as Coordinator /or supervisor for the RCWs is strongly proposed as 

their professional competencies are befitting of their role within the CBR programme. 

 

2. The Coordinators of the RCWs should continue to support and integrate the RCWs in 

their roles within the Health System with the various initiatives of technical supervision, 

professional support, safety and security measures, and communication. This would 

strengthen the role of the RCWs and assist with integration within the Health System, 

further contributing to the successful implementation of CBR. Consequently, with the 

increasing workload requirements expected from Coordinators, their role would also 

need strengthening. This would ensure a wide range of knowledge and skills to assist 

with efficient management and implementation of the CBR programme (WHO,2010). 

 

3. The RCWs’ role within the programme requires a broad range of skills and therefore 

Continued Professional Development is crucial for competent and skilled RCWs. Further 

supported by a longer training period in obtaining their certificate and/or increased 

WIPL exposure, would assist in ensuring proficient workers within the CBR 

programme. However, this may have financial implications for students receiving 

National Student Financial Aid Scheme (NSFAS) funding. The introduction of a 

diploma at NQF level 6 which covers the Education and Livelihood Components of 

CBR will provide a means of career planning and subsequent career pathing, allowing 

students to continue to receive NSFAS support.   

 

4. Increased community involvement within the programme through continued feedback, 

participation, and mobilisation (e.g. safety and security issues, leading community 

groups, etc.), would further enhance community empowerment through support and 
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acceptance of the programme, further developing and increasing the sustainability of the 

programme. 

 

5. Safety and security issues, resources, lack of career pathing and contribution, are the key 

challenges that impede successful implementation. Addressing and prioritising these 

factors with good initiatives and funding would alleviate the burden on those affected 

e.g. the incentive structure: career pathing and absorption into government.  

 

6. Communication and discussion by all role players and/or stakeholders in management 

are necessary to ensure the retention, motivation, and job satisfaction of the RCWs. This 

would alleviate many of the concerns of the RCWs about job security and job 

satisfaction, especially about acknowledgement and recognition of their role within the 

programme.  This would contribute to future planning and sustainability of the 

programme. 

 

7. Further exploration into other safety and security initiatives to enhance CBR 

implementation could assist in reaching the vulnerable populations within the 

programme. 
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7 CONCLUSION 

The study found that the implementation of the CBR programme within the KMPSS was well 

implemented.  Therefore, to ensure long-term success and sustainability of CBR, depends on 

strong management support, clear and open communication between health professionals and 

other stakeholders, regular supervision, continued professional development and strong 

leadership. These elements are essential for integration of RCWs at the interface of the health 

system. Recruitment and selection of RCWs from the community is a significant strength that 

training institutions should consider. RCWs impact persons with disabilities and their 

communities, with many positive contributions leading to greater community empowerment, 

participation, mobilisation, and support. Their holistic approach within communities has 

evolved to include many elements of the CBR Matrix (WHO, 2010b).  However, the 

successful implementation of CBR is influenced by several key factors, including safety and 

security concerns, training density, acknowledgement of contributions, resource availability, 

funding and the presence of a formal information management system. It is recommended that 

WCGDOH continue to support the CBR programme and address the identified hindering 

factors to strengthen the sustainability of the programme for persons with disabilities, their 

families, and communities.  
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APPENDICES: 

 

Interview Guide for Managers/ Coordinators/ NPO General Secretaries: 

[Welcome Participant. Confirmation of Informed Consent. Explain purpose of the study. Thank 

participant] 

1. Can you tell me about your involvement in the CBR programme? 

- how long have you been with the programme? 

- what did you know of the programme before you started? 

- what motivates you about the programme? 

2. What is your role in the CBR programme? Describe your roles and responsibilities – in the 

programme and specifically in relation to RCWs. 

- How do you interact with the RCWs?  

- How is your role supported within the health system regarding implementing the CBR  

  Programme? And with the RCWs? 

- what challenges do you experience in performing your responsibilities?  

            - how can this be improved?  

3. Can you tell me about the CBR implementation strategy? 

- how was this decided and / communicated? 

- how was it integrated? 

- what co-operation/collaboration is given? 

- In your experience, are there challenges regarding the implementation strategy? 

- how do you think it can be improved? 

4. What duties are the RCWs expected to perform?  

- are there challenges with RCWs performing their duties? Can you tell me more? 

- how do you think this can be improved? 

- what training do they receive? 

- what additional training do you think they require? 
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- are there challenges with training? If so, can you tell me about them? 

- what do the RCWs contribute to the CBR programme? 

- how are the RCWs supported within the health system?  

4. What challenges do you perceive regarding implementing the CBR programme  

      - in the performance of the RCWs duties  

      - in the training of the RCWs 

      -  environment i.e. issues of safety, violence and crime 

      - regarding resources and support 

5. Do you have recommendations for changes? 
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Interview Guide for RCWs 
[Welcome Participant. Confirmation of Informed consent. Explain purpose of the study Thank 
participant] 

1. Can you tell me about the CBR programme in the Western Cape? 

- and in the KMPSS? 
- how did you come to know about this programme? 

2. What is your role in the CBR programme? 
- how long are you working as a RCW? 

- what interested you in becoming a RCW? 
- what training did you receive to become a RCW? 

- do you feel equipped to work in the community with the training you’ve acquired? 
- do you think you require additional training? Why? 

- what duties are you expected to perform? 
-what challenges do you have in performing them? 

- how do you think it can be improved? 
3. Can you tell me about the support you receive from the WCGDOH? 

- do you think you receive enough support? Can it be improved? 
- do you receive support from your NGO? 

- what kind of support do you receive from the NGO? Can it be improved? 
4. Can you tell me about any other experiences/ challenges you face in your working 

environment? 
- it can relate to resources, issues of safety, transport, salary, etc. Can you tell me  

   more? 
5. How do you know whether the CBR programme is working or not? 

- how do you receive feedback from your clients? 
- do you provide feedback to your managers with challenges/successes? 

- how do you think it has helped? 
- do you receive feedback from your managers? 

- how do you think it has helped you? 
- what do you think can be improved? 

6. Do you have recommendations for changes? 
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Private Bag X 17, Bellville 7535, South Africa 

Tel: +27 21 959 2809 Fax: 27 21 959 2872 

                                                     E-mail: soph-comm@uwc.ac.za 

 
Participant Information Sheet  

 
Project Title: An exploration of the key role players’ experiences and perceptions of the  

                      Community Based Rehabilitation Programme in the Klipfontein Mitchells Plain  
                      Substructure 

 
What is the study about? 
This research study is being conducted by Sadiqa Davids at the University of the Western Cape as 
a requirement for completion of her Masters in Public Health (MPH). The purpose of this research 
is to understand the key role players’ experiences and perceptions of the Community Based 
Rehabilitation (CBR) programme in the Klipfontein Mitchells Plain Substructure. This 
information will provide the evidence to improve and increase CBR implementation and 
sustainability within the KMPSS, as well as increase CBR implementation within other health 
substructures of the Western Cape. 
 

What will I be asked if I agree to participate? 
You will be asked to conduct a one-on-one Zoom/ Whatsapp call interview with the researcher at 
your convenience. This process will take approximately one hour. Questions about your 
knowledge and experience of the CBR programme within the KMPSS, will guide the interview. 

 
Confidentiality 
The researcher undertakes to protect your identity and nature of your contribution. Even though 
the Western Cape Department of Health will know which Substructure has been selected for the 
study, the researcher will conceal the identities of all participants so that no one can link an 
interview with a participant. Interviews will organised in to an alphanumerical coding system 
which only the researcher can access. The researcher will keep all records and transcripts on a 
device and stored in a locked box. This will only be accessed by the researcher who will destroy it 
after completion of the study. Under no circumstances will the identity of a participant be 
revealed. If an article is written about this study, your identity will be protected in the same way. 
 

Voluntary participation and withdrawal 
Your participation within the study is entirely voluntary. If at any time, during the study you 
choose not to participate, you may withdraw from the without suffering any negative 
consequences or loss of benefits. This can be done by letting the researcher know by email or 
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whatsapp message of your withdrawal from the study. 
 

Risks 
The research study is intended to do no harm if you intend to participate. However, should you 
experience any discomfort, psychological or otherwise, an appropriate referral will be made to a 
suitable professional for further assistance or intervention. 

  
Benefits 
You may not directly benefit from the study. However, the information obtained from this 
research study will help the researcher to understand implementation of the CBR programme in 
the KMPSS. This will help to improve and increase CBR implementation in the KMPSS, and its 
sustainability. Ultimately, it is hoped to increase CBR implementation in other Substructures and 
improve health outcomes for communities in the Western Cape.  
 

Questions? 
The study is being conducted by Sadiqa Davids, who is a Masters student at the School of Public 
Health, Western Cape. 
Should you have any questions about the research study itself, please contact: 

Sadiqa Davids 
Student Number: 3911414 

Cell phone: 082 0767 097 
E-mail: sadiqa.meder@yahoo.com 

 
Should you have any questions regarding this study and your rights as a research participant or if 
you wish to report any problems you have experienced related to the study please contact: 
 

Professor Uta Lehmann-Grube 
Director of the School of Public Health 

University of the Western Cape 
Private Bag X17 

Bellville 7535 
E-mail: ulehmann@uwc.ac.za     

  
 

Professor Anthea Rhoda  
Dean: Faculty of Community and Health Sciences  

University of the Western Cape 
Private Bag X17 
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Bellville 7535  
E-mail: chs-deansoffice@uwc.ac.za  

    
This research has been approved by the University of the Western Cape’s Biomedical Research  

 
Ethics Committee. 

 
Biomedical Research Ethics Committee  

University of the Western Cape  
Private Bag X17 

Bellville 7535 
Tel: 021 959 4111 

E-mail: research-ethics@uwc.ac.za 
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                                                     E-mail: soph-comm@uwc.ac.za 

 

Consent Form 

 

Title:  An exploration of the key role players’ experiences and perceptions of the  

           Community Based Rehabilitation Programme in the Klipfontein Mitchells 
           Plain Substructure 

 

The study has been described to me in a language that I understand. My questions about the study 
have been answered. I understand what my participation will involve and I agree to participate of 
my own choice and free will.  I understand that my identity will not be disclosed to anyone. I 
understand that I may withdraw from the study at any time without giving a reason and without 
fear of negative consequences or loss of benefits.     

 This research project involves making audio recordings of the interview. This will assist with 
capturing all the information provided within the interview. All information collected during the 
interview will be kept confidential and will only be accessed by the researcher. After completion 
of the study, the data will be kept for a mandatory period of five years, and thereafter destroyed. 

 

____ I agree to be audio recorded during my participation in the study. 

____ I do not agree to be audio recorded during my participation in the study.   

Participant’s name………………………..  

Participant’s signature……………………………….             

Date……………………… 

 

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION 
Research Office 
New Arts Building, 
C-block, Top Floor, Room 28 
University of the Western Cape  
Private Bag X17 
Bellville 7535 
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