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ABSTRACT

Rehabilitation services have been described as being necessary to maximize patient
independence in order to enable them to participate fully in their communitiedirhef the

study was basedon the problem statement and the research question, this atudyat
exploring rehabilitation professionalsé vie
disabilities accessing CHCs in the Westérhe objectivesof the studywere to explore the

views of rehabilitation professionals regarding experienceatbgris accessing rehabilitation
services at the Community Health Centres (CHCSs) in the Westernaddp® reach health
experts consensus on how rehabilitation services should be provided at the CHCs based on the
outcomes of objective.1Methodology: This study used an exploratory desigmat used
gualitativemethods fodatacollection(workshops and focus group discussidFGDs)anda

Delphi sudy. The study was conductedoatposively selected CHCs in the Western Cape. The
population in this study ieded all rehabilitation professionals who provide rehabilitation
services in the CHCs, who were invited to participatéhan study Data collection: In the
gualitativeand the Delphi study, data was collected througtkshopsfocus group discussions

and emails respectivelipata analysis The workshops antthe FGDs were audio recorded and

then transcribed verbatim for content analysis. Transcripts were read through several times by
theresearcherata was analysed in relation to six predetermineaiéisé=or the Delphi study

the researcher captured dataemails through google form. The researcher usgdcel
programme taleterminepercentage ofonsensus at 65% of response rate, and then analysed
the findings descriptively. Result and conclusion There were challengesregarding
accessibility, resources, and workload in providing rehabilitation services at CHCs in the
Western Cape. The study identified positive attitude towards the referral system,
communication, and accessibility, which were cleapsesent in healthpr of essi onal

awareness.Rehabilitation competencies in this study reached consensus on attitudes,



information sharing, and referral systemsd not forresources (area and space), access
(transportation), and waiting times (penalty feedelays in collecting medicatiorpased on

the outcomes of this study it is recommended ématugh staff, necessary equipment, raising

pati ent s 0as well @3 ream&inirgy positive attitudes are key factors to improve

rehabilitation professionalandrehabilitationcentres
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CHAPTER ONE

INTRODUCTION

1.1 Introduction

This chapter contains the background of #tisdy which serves to establish the context in
which the research project took place. The rest of the chapter includes the statement of the
problem, the study aims and objectives, definition of key terms, and a aynwoh the

subsequent chapters.

1.2 Backgound

Injury to a person may result in the loss of certain abilitesding to challengesompleting
basicdaily activities, and rehabilitation is often necessRghabilitation does naeturn back

or undo the damage caused by disease or injury bigachg aims to help the individual
enhance their quality of lifand achieve the highest level of function that they are capable of
(WHO, 2011).Rehabilitation services are provided in various settings including clinical and
office practices, hospitalsame nursing homes, and some health maintenance organizations
(WHO, 2011). Some therapists also make home visits and provide advice to clients with respect

to choosing an appropriate form oétapy (Nsemo, 2016).

The goal of a rehabilitation programmetbas en descri bed as the maxir
role independence in his or her environment, all within the limitations imposed by the
underlying pathology and impairment, as well as the availability of resources (W,0#toich

Koch & Tham, 2007). Rehhilitation is targeted at patients who are present with physical
dysfunction that affects their daily lif@herefore therapists need to a framework sudhnas
International Classification of Functioning, Health and Disability (ICF) to help adopt a more
holistic view of patient manageme(Wworld Health Organization (WHO), (2007). This can be

1



achieved through full assessment of the patient, accompanied by supporting documentation,
evaluation of quality of patient life by considering patiesbcial and evironmental aspects,

and rehabilitation service delivery. Working at the primary health care level means that
therapists can provide health promotion, prevention, curative, and rehabilitation services for
those in needf the servicegMaleka Franzsen& Stewart 2008 Myezwa & van Niekerk,

2013.

On the other handhose patients attending rehabilitation centres sometimes complain about
service provision, andrenot sure howto manage this ptidem (Ntsiea, Van Aswegehprd

& Olorunju, 2012). Studies have shown that patients also complain about the quality of the
service provided as well as the long waiting times, which can extend from two days to two
weeks before being seen by a healthcare provider (Mlenzana, Bdr@pver,the difficulty

of accessing rehabilitation services in rural areas is a challenge, as patients need to book
transport and then pay extra for it to wait for them when going to a CHC. In addition, Mlenzana
(2013) noted that some service providers do not ask paifiémey understand what therapy is

about, and that they simply do whagytthink is right for patients.

In South Africa, there iasubstantial evidence describing the shortage of rehabilitation services
for people with disabilities. According to Kumumn2011) the most important problems
facing patients with disabilities in the Western Cape are transportation that is either not
available or out of reach, a lack of therapists, and a lack of training for staff. This situation also
contributes to the l&ocof development of communHyased rehabilitation (CBR) programmes.
These organizations aim to provide rehabilitation services, and serve a particular need in Africa,
Asia and South American countries. These programmes help persons with disabilitjgs to co
with their special needs following rehabilitation when they return to their commurities.

Western Cape Government (2013) claims that the rehabilitation system in the Western Cape



offers services at primary, secondary, and tertiary leteth run thiough a referral system

thatleads from one level to other.

In general rehabilitation services that are provided to persons with disabilities in the
community often enhancetheir quality of life, and may also include input froboth

governmerdl ard non-governmental organizations.

1.3 Problem statement

Community health centres are overcrowded with patients aehwewith different ailments.
Amongst these patients are persons with disabilities who are still struggling to access health
care centres. Severaldieshave beerdone in South Africa focusing on the experiences of
patients regarding rehabilitation services. For example, Mleneses(2013) completed a
systematic review that looked at the barriers and facilitators of rehabilitation servicearahd fo

that patients had a perception that health professionals lacked an understanding of rehabilitation
for people with disabilities, and that there was a lack of informai@ring from health
professionals about the rehabilitation process. Mlenzana Y281$8 noted that patients
expressed shock when they were referred to rehabilitation services as they were not aware of
what to expect when they arrived. This was further evident when patients reported being angry
with service delivery as they received #ane treatment when coming for follayp sessions

which cemonstraté a lack of communication between patients and service providers.
Therefore, lack of understanding of rehabilitation and rehabilitation process from both patients
and service providerdack of informationsharing between patients and staff, access to
rehabilitation centres and services, waiting periods as well as service delivery are issues that

need to be carefully considered to improve rehabilitation centres, professionals and service



1.4 Research Question

What are the views of rehabilitation professionals regarding the experiences of patients with
physical disabilities accessing Community Health Centres (CHCsehabilitation services

in the Western Cape?

1.5 Aim of the study

Basxd on the problem statement and the research question, this study aims at exploring
rehabilitation professionals6 views on the

acessing CHCsor rehabilitation servicem the Western Cape.

1.6 Objectives

1 To explore the views of rehabilitation professionals regardxperences by patients
accessing rehabilitation services at tiemmunity Health Centres (CHCs) in the

Western Cape

1 To reach consenswusth rehabilitation experten how rehabilitation seifsesshouldbe

provided at the CHCs based the outcomes of objective 1.
1.7 Definition of key terms:
Attitude: r ef er s t o oneds poi nt odertainisittatignsrthingsn ki n g

(Wilson & Scior,2014).

Disability: An umbrella term for impairment, activity limitation and participation restriction,
created through an interaction between a disease or an injury and contextual factors including

both environmental ahpersonal factors (WHO, 2001).



Patient: refers in thisstudy toan ndividual receiving primary health care services at a

communityhealth Centre (McKague, 2000).

Rehabilitation: The attempt to try to improve the ability of people living with disability to live
their daily lifestyleand the service providedtthe patient to facilitate the process of recovery
from illness or disability ina shorter period of time (Menon, KorrBitensky, Kastner,

McKibbon & Straus,2009).

Rehabilitation professionals:Persons who help people recover from the impairment that is

manifest as a result of an injury or dise@socess (Menon et al., 2009).

Rehabilitation services: Provided for individuals following an ipatient service where the
activity and participation limitations and environmental barriers related to the pddiertt

require hospitaliation (Graham & Cameron, 2008).

1.8 Significance of the study

This study would be a valuable contribution in the field of rehabilitation since it will

provide an understandingpnfe habi | i t at i on pr expegescesobnal s o6
PWDs community health centres in the Western Gapieh in turnmay assist in

better understandintipe challenges with the delivery of rehabilitation serviceBis

may also help tenhance patient care by decreasing gaps in service delilezy

outcomes and the information brought to light in this study may influérecattitudes

of both patients and rehabilitation professiorzsvell agehabilitation policy in the

Western Cape and polbi also nationally.



1.90utline of chapters

Chapter one

Chapter one provides the background for the
views on the experiences of patients with physical disabilities who access community health
centres. It also presents the problem that the study aiatitess. This chapter also presents

the problem statemerihe aim ad the objectives of the studlyinally, the significance of the

study is described.

Chapter two

This chapterpresentsa literature review of rehabilitation and disability from a global
perspective as welis the challenges faced by rehabilitation services during hiaditéation

process. This is th®le the community based rehabilitatiprofessionals must plag provide

services to the people with disabilities. It also provides anvaxe of how public health care

i s an integral part of the c oumbdsedghaslitatore al t h
facilitatorswho have a big role to play in raising awareness of disability and disability rights

in South Africa. Thereforet is important to understand the level of satisfaction among people

with disabilities and healthcare providers in order to improve rehabilitation services

Chapter three

This chapter focuses on the research methods. This study used quaditptoratory design
usingworkshopsFGDs and a Delphi study to obtain a better understandinghabilitation

pr of es siégws nmathese@periences of patients with physical disabilities who access
community healtlcarecentres. Also the study desigtudy setting, sampling strategy, data
collection technique, and data analysis processes are described. Trustworthiness and ethics

corsiderations are also discussed.



Chapter four

This chapter includes the results and discussion of the FGDgdleaised teexplore the views

of rehabilitation professionals regarding the provision of rehabilitation services at three
Community Health Centres (CHCs) providing rehabilitation services in the Western Cape.
Through the analysis process the patterns, trends atidmsldps identified in the study are

described. The findings are pented in themes and subthemes.

Chapter five

This chapter includes the results and discussion of the Delphi study that was conducted in order
to reach consensus on how rehabilitation isess should berovided at the CHCsEXxcel
programmavas used to analyse data and results were presdededptivelyas expressed by

rehabilitdion services experts

Chapter six

This chapter presents the conclusion of the study that is based on thgdiridmitations to
the study are also provided, as well as recommendations that are based on the main findings of

the study.

Since the aim ofthisstudyast o ex pl ore rehabilitation profes
of patients with physical disdities accessing CHCs in the Western Capayas of great

importance to first consider the literature of rehabilitation at agflobaland continentdkevel,

disability, Communitybased Rehabilitation (CBR), and Primary Health Care (PHC).
Therefore, chpter two will be devoted to discuss the literature overview as well agghitynd

the gaps in literature.



CHAPTER TWO

LITERATURE REVIEW

2.1 Introduction

This chaptereviews theliteratureon rehabilitationas a first step to explore and understand
professional@views on the experiences of patients with physical disabilities accessing CHCs
in the Western Capd&his includes an overview of disability, rehabilitation at a global level
and then focuses on rehabilitation in Africa, Commubiged Rehalitation (CBR), as well

as Primary Health Care (PHC) as welllaslso highlights thgaps in the literature

2.2 Disability

As mentioned earliein chapter 1jnjury to a person may result in the loss of certain abilities
leading to challenges complegj even basic daily activities. Such injuries may caussbdity

which has a significant impact on not only on the individual who has the impairment but also
at the level of the community. According to the World Health Organization (WHO) (2011),
there ae many barriers for persons with disabilities (PWDs) as it relates to their social
participation. Knowledge around disability, motivation of health workers, and the state of
facilities can play an important role in the affordability of services for pewsjledisability.
Budgets are one of the important components of service delivery for PWD's. Involving PWD's
in decisionmaking is also important as they are aware of their own needs and the problems
they face, including information about health, educati@msportation, and housing, which all

involve both the gvernment and private sectors.

There are both social and health barriers that affect PWDs, whichitmiak@rtant that we
not only consider them from a medical perspective but should also inchadéhcomponent
in management and care (WHO, 2011). The environment of a PWD has a significant impact

8



on their daily experiences. The barriers faced by PWD can be also related to finance, transport

accessibility, and education.

2.2.1 Definition of disablity

Disability is complex, dynamic, multidimensional and contested, and has been defined as an

umbrella term for impairment, activity limitation, and partatipn restrictions (WHO, 2011).

Disability is characterized as the result of a complex relatiopsh b et ween an i ndi vi
condition and personal factors, and of the external factors that represent the circumstances in
which the individual lives (Schalock, BorthwidRuffy, Bradley, Buntinx, Coulter, Crai§

Yeager,2010).

According to MacLactdn and Mannan (2014), the Wi@eport on disability sergda clear

message.

According to WHO (2001), the International ClassificatiorFafhction has defined disability
as those injuries that affect the body and lead to restrictions on the life expefiarperson.
Disability can also present differently based on the external environment, as welhasrtts

and culture of society.

2.2.2 Prevalence of disability

Reports and studidsavebeen conducted to measure the disability prevalence. According to
the study done by United Natiorfg/N) (2007) on disability statistjc10% of the global
population are living with disability. The incidence of disability differs between developed
countries, such as the United States of America (20% of the populatio@paada (18.5%),

and developing countries like Bangladesh (0.8%) and Kenya (0.7%). It may therefore appear
as though developed countries have a higher incidence of PWDs than developing countries, but
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the low rate may be because there are limited resouncesohducting household surveys
(Mont, 2007). According to the WHO (2011), PWDs of any wugrieumber one billion

globally.

Globally in 2004 the prevalence of disability was around 785 (15.6%) to 975 (19.4%) per
million arepersons living with disability.

According to Kumurenzi (2011), Statistics South Africa (2005) reported that the prevalence of
disability was between 5.9% and 12% of the population. Of these, 52% were women, 47% were

men, 82% were African, 8% were White, 7% westuredand 1.8% were Indn/Asian.

2.2.3 Types of disability

There are different types of disabilities, but the most common one is physical disability (for
example, congenital deformities, paralysis and amputation). Physical disability has a greater
impact on those affected andetefore causes more long term suffering. Other types of
disability include visual and hearing disabilities (for example, being blind, dumb or deaf).
Intellectual disability has been shown to have a direct impact on the family and community of
the PWD (WHQ 2006;Motghare, Venugopala& Kulkarni, 2008).Physical disability can

occur due to trauma such as brain injury, spinal cord injury, amputation, and stroke. It can also
occur due to some diseases such as diabetes, hypertension, rheumatoid arthritis, and

poliomyelitis (Kumurenzi, 2011).

Other stugesshowed that there are visual disability (32%), followed by physical disability
(30%), hearing (20%), emotional (16%), intellectual (12%) and communication (7%). In the
Western Cape 4.7% of the population were disabled. The most prevalent disability in this

province was visual disability (28%), followed by physical disability (24%€nt20.8% who
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did report a specific disability, then hearing (13%), mental (9.6%) and multipleilitysab

(4.5%) (Kumurenzi, 2011).

One of the main challenges facing PWDs is that rehabilitation services are usually designed to
serve adults, and often dotrpyovide appropriate services for young people (those aged 10
years) (Groce, 2004). Children with disabilities in many rural areas receive no education or
rehabilitation care and will continue to be disabled throughout their lives as their psfential

personal development gmrealized (Groce, 2004).

2.2.3 Coverage fopeople with disabilities

It is important to provide health services in the community and it is common for the provincial
and local government to make decisions about the best wanpwade those services. The
standard of service is not commonly the same in all communities and there are different
facilities that provide the same services in different conditions. For example, the use of mobile
clinics in isolated rural areas may be qmared to polyclinics in higllensity urban areas

(DOH, 2000).

There are 4,200 public health facilitiegicsin South Africa each clinic serving about 13,718
people, which means that, on average there are 2.5 visits per year to public health facilities,
while between 65% and 77% are admitted to hospitatbgon, 2016 There are 376 public
hospitals in South Africa, with 143 in urban areas and 233 in rural afea=rding to the

Health Professions Council of South Africa there are 165,371 qualifiedhheate
practitioners, including 38,236 doctors and 5,560 dentists. This means that there is one doctor
for every 4,219 people in the public sector, taking into account the 73% of general practitioners

who work in the private sectad@bson, 2016
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There ae 238 private hospitals in the country, with 188 in urban areas and 50 in rural areas.
Medial aid schemes provide health insurance for 16.2% of the population (about 8.2 million
people). The private sector spends about R120i8n annually. There areraund 3.4 million
principal members and 7.8 million beneficiaridsl{son, 2016 The public healthcare system

still delivers health services even though there are inefficiencies, inadequate quality of care in

some services, and paafrastructure in somareas.

Injuries may cause disabilities which prevent or cimgée completing even basic daily
activities. In such a situation rehabilitation is often necessary. According to the WHO (2011)
rehabilitation does notturn back or undo the damage causedibgake or injury but instead
it aims to help the individual enhance their quality of life and achieve the highest level of
function that they are capable of. In the following section, an overview of rehabilitation as well

as the challenges faced at globat continatal levels will be discussed.

2.3 Rehabilitation

The rehabilitation strategy aims to help PWDs and to remove barriers to getting an education
and finding suitable employment opportunities. VIO report on disability identified that
there argartnerships, for exgohe, with the World Banksroup thagim to provide appropriate

solutions to rerave these barriers (WHO, 2011).

2.3.1 Rehabillitation in Africa

According to the United Nations (200®very PWD should have an equal opportunity to

access available services, such as transport, informatiorthe physical environment.

Rehabilitation services include different health professions such as physiotherapy, doctors,

nurses, social workers, pylogists, and occupational therapists. However, teexdimited
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number of therapists and other health professionals in hositdl€HCsn Africa, and also
a shortage of these staff in the community. This leads to the failure to provide appropriate
services to a large proportion of the population, in addition to the lack of resources that exposes

patientsto danger (Gona, Newton, Ge&dHartley, 2013).

In study byMasasa, IrwirCarruthers & Faurg2005), health professionals need to be trained

to be culturesensitive and to respect the beliefs and views of their patients. It is important that
there is a level of understanding and respect between health professionals and patients who
believe in the value of traditional medicine, while at the same, tirying to increase awaresse

of rehabilitation services.

In a study byPraet Speybroeck ManzanedoBerkvens, Nsame Nforninwe, Zad§i Geerts,
(2009) the percentage of people with disability in Noitthest Cameroon is higher than any
other area in Cameroon. Even though there have been attempts to provide treatment and

rehabilitation for PWDs in Camerooiiese attempts anesufficient.

Rehabilitation senges in the Eastern Cape in South Africa provide assistance to many people
requiring rehabilitation. This includes patients with burn trauma, head injury, trauma, hand
injury, stroke, cardigespiratory and other disordeiGr(it, Mji, Braathen& Ingstad 2012).
Thesenecessargervices focusedn urban areas and therefore do not reach all PWDs, many

of whom live in rural areas. In an attempt to overcome this problem and increase the number
of rehabilitation services in rural areas, there are six new rdiasbii units in Gauteng,
KwaZulu-Natal and the Free State. This includes various rehabilitation physiotherapy services,
and there is an attempt to expand these services to the local areas, as well as to include all other

regions of South AfricaGhappell &Johannsmeier, 2009).
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According to Grut et al(2012), while people in affluent countries have the ability to take
advantage of more health services, in developing countries, poor service delivesytimean
PWDs do not see or feel the results of the éffecand speedy treatment services that are
available in other countries. People with disabilities are one of the most vulnerable populations
and as a result, face exclusion from other aspects of socigsgdd & Whyte, 207; Saloojee,

Phohole, Salooje& [Jsselmuiden, 2007; McColladzynowska& Shortt,2010.

One of rehabilitation services that needs to be developed and must be available is the
psychological rehabilitation services. In a study by Simpson and Sambuko, (2@&3)found
that psychologial rehabilitation services in South Afriegerenot consistent because of the

lack of coherenpolicies around mental health.

Poor people are usually the ones who most need physiotherapy and rehabilitation services, but
despite the progress in service psion and access to more resources, they are still not

accessing services for poverglatedreasons (Maleka et al., 2008).

According to a study byteyn, Kazenellenbogen, Lomba&dBourne (1997) in the Cape
Peninsula of South Africa the period of the segregatienefound that people who have lived
longer periods of their lives in urban areas tenliveounhealthylifestylesmore than in rural

areas.

In a study carried out by Chappell and Jatsmeier (2009) in South Africa, they highlighted

the existence of gaps in the provision of services, which did not take into account the basic
needs and the social circumstances of the family, such as the provision of transport. The same
studyshowedthatthe provision of rehabilitation services differs from one region to another
and that these problems encompass community development, poverty, the lack of equal

opportuwnities, despair, and isolation.
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South Africa is a multicultural, multiracial and multigjnal nation with many different values,
traditions and cultural practice¥his may lead to different attitudes and practices around
disability. These different contexts may affect the type and quality of rehabilitation services
that are providedandleadto misunderstandings between professionals and clients due to these
differing points of view (Groce, 1993; Masasa al, 2005). An understanding of these
differences in cultures may help rehabilitation professionals understand the views of families

who ae concerned about healthcare and rehabilitation (Groce 1993, Masds2005).

Patients who have undergone rehabilitation services have reported both positive and negative
experiences. This reduces the attainment of functional independence forspatigtihe lack

of opportnities to improve their lives.

In order to improve the quality of rehabilitation services, stakeholders must take into account
the views of the patients and their unique challenges and attempt to integrate them into the
provision d rehabilitation serviceK@honde, Mlenzan& Rhodag 2010. By drawing on the

expertise and experience of patients, there as a better chance of improving the quality of

services provided, rather than relying solely on reports femice providers (DOH2000).

Patients6 satisfaction with rehabilitation
personal experiences with the service, the emotional and psychological support that is offered
by the service providers, family participation and level méairagement, access to services
provided, and the level of attention and respect paid to the patient by the service provider. In
addition, in some areas of the Western Cape, public transport options are limited for PWDs

(Kahondeet al.,2010).

The problenof transport constitutes a psychological, physical and financial burden on PWDs,

which may negatively impact their rehabilitation. Because of the public transport problems,
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PWDs are often required to hire cars from neighbours, which is expensive. Ehishgiacts

on their ability to regularly attend rehabilitation appointments (Kahehdé, 2010

Another problem is that service users are not always aware of their rights to access
rehabilitation services (DOH, 2000). They often do not rec&mnermation about their

situation, how to resolve their challenges, or have thep@tipptions explained to them.

Therapists have an important role to play in teaching patients how to mitigate their loss of
function, and how to adapt and adjust to tilse of compensation methods related to their
disability that would enable them to return to productive livdagway, 2012; Mlenzana,

2013).

Physiotherapy rehabilitation in the Western Cape covers different types of rehabilitation,
including patients with éart and lung disease, neurological impairment, occupational health,
gerontol ogy, paedi atri cs, orthopaedics, spor
specialities. Occupational therapists in the Western Cape reported that the development of
vocational rehabilitatiorservices is essential tbe development of PWDs (Coetz, Goliath,

van der Westhuize& Van Niekerk 2011).

The national health policy in South Africa has issued a resolution in support of primary health
care (PHC) and its effecté the natu of treatment available (Rhgddpofu& Weerdt 2011).

Stroke patients in the Western Cape have shown improvements in their daily lives from two to
six months following the initial injury, but even so they were not able to participate ully i

society (Rhoda et al., 2011).

According to Rhoda et al. (2011) 50% of stroke patients in the study are unable to use public

transport, shop independently and climb stairs. That related to 80.7% of the participants
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classified in the lower income, which nmsathat most of them had make use of public

transport.

2.3.2 Global challenges for rehabilitation

Eventhoughthere has been an improvement in rehabilitation services it is still not easily
accessible for most people, especially in developing courdoegparel to the significant
developments in rehabilitation services in developed countries, largely adtafehe use of

technology.

The National Rehabilitation Policy (2000), which describes the enhanced delivery of
rehabilitation services to all indduals, was not implemented. This policy was developed in
order to facilitate the realisation of ever.y
services, and yet patients still struggle to access rehabilitation servites Western Cape
(Mlenzana, 2013). In 2002, the Ministry of Health put a strategy in place in the Western Cape
in order to raise and improve rehabilitation services by 2010. That plan has now been extended
to 2020 (Mlenzana, 2013). This 2020 document was developed beufile problems that

were experienced with the previous system by both patients and health care professionals.
Mlenzana (2013) identified a gap between the needs of the patient and the rehabilitation
services they accessed, and that a lack of informatitimeir medical files ledo suboptimal
outcomes. There was also a lack of rehabilitation service providers and, while some centres

had permanent staff, others ohlgd seasonal staff.

Most people with disabilitiesn South Africa face barriers in their dailiwes, making it
difficult for them to access work, education, and social activities, whials l&a poverty

(Mlenzana, 2013).
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The World Bank reports that up to 14% of people are considered to be affectesbmvith
degree of disability (Wade & de Jong, 2000). This increases the pressure oseanfl u

rehabilitation services.

Globally, studies on rehabilitation have been conducted in order to explore the underlying
knowledge and factors that affect the delivefyr@habilitation services on the part of both
patients and professionals. For examplstudy carried out biforner, Swanson, Boswor&
Matchar(2003) looked at the effects of race and poverty on theepsoand results of patient
rehabilitation in the Uited States. The study differences in outcomeebasedop at i ent s 0
racial characteristics. Furthermore, delays in receiving rehabilitation services were observed
withlow-i ncome patients in the study. Thsoc» hi ghl

economic status and the barriers they face in accessing ritailservices.

The sharing of information between the patient and health care provider may improve
diagnoses, promote salire and patient education, which has been hastened bgehaf u
electronic medical records (EMR) in Calaa America and BritairP@era, Holbrook, Thabane,

Foster& Willison, 2011).

According to Graham and Cameron (2008), the Australian Bureau of Ssat/s88) carried

out a survey assessing the restrictiand limitations of all individuals across Australia who

having disabilities. According to this survey of ageing, disability and carers, about 20% of
Australians have a disability, which was de
whichhaslagd or is | i kely to | ast for at | east 6
17% of respondents had specific restrictions or limitations, and 15% reported core activity
restrictions (with 6.3% having profound or severe restrictions, and 8.88ftirgpmild or

moderate restrictions). The disability rate was 19.2 per 100 people in major citigse210D
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in inner regional areas, and 22&r 100in other areas in Auslian (Graham & Cameron,

2008).

The challenges facing the majority of casedisébility include a lack of services in hospitals,
lack of development opportunities for providers of services because of the limited time for each
patient per week, and a lack of transport for patieRiss¢ Ferguson, Power, Togh&
Worrall, 2014). Stoke patients in South Africa were found to receive treatment at a rate of

once a week in 2011 (Rhodaal., 2011).

In France, the United Kingdom (UK), New Zealand, anduhé&ed States of AmericdUSA)

there is a high incidence of death from tadiovascular diseas®élters, Sarela, Fairfl,

Neighbour, Cowen, StepheisFrancis 2010) Walterset al. (2010) conducted a study in

Australia on the rehabilitation of patients with myocardial infarction through the use of mobile
phone and the Inteet The study explored the use of cell phones and the Internet to send
reminders to patients about appointment and exercises as part of the rehabilitation programme.

It wasfound that the benefit of this method was to improve the provision of rehabilittio

home. In addition, it may also be used to monitorthefellow of t he pati ent ds

will serveto reduce the mortality rate.

In India, there are many kinds of disabilities ind®nce across the countigymar, Roy&

Kar, 2012). Povertyis a very important barrier when it comes to accessing relzaioitit
services in the community, especially in developing countries and rural communities. The lack
of service availability is one of the biggest problems faced by Indian populations. lya stu
done by Kumaret al. (2012 it was found that the main problem in India is the cost of
rehabilitation services, and that the majority of people in need of Heegees live in rural

areas.
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Patients who have suffered from a stroke are exposed toediffeomplications that lead to
challenges in their functional activities, and returning them to their previous functional status
has been the aim of severaldies and research projects.

The integration of those with disabilities in society will not coat®ut until the barriers
between PWDs and the community is addressed. These barriers are most often in form of
attitudes of service providers, specialists and teachergpdaers, employers, parents and even

the disabled themselves. It is important toWwrtbe attitudes of the nedisabled and health
service providers, becaulseowingwhether they are negative or positive will help to determine
which aspects of programmes to correct in order to improve community integratiog therin

rehabilitation progname.

2.3.3 The experiences of rehaltation staff

The experiencef caregivers is usually dependent on the physical dependency of the patient,
and the mental and emotional health of the patient. According to Mlenzana (2013), the
rehabilitation stafiexperienced financial challengthat were associated with transportation.

On theother handgsheyexperienced a good interaction with their therajisterms ofsharing
thenecessary informatioCaregivers highlighted that access to rehabilitationiees was not

a problem, eve when using assistive devices.

2.4 Community based rehabilitation (CBR)

Reaching healtle x p ecensuse@®n how rehabilitation service should be providedne of
the objectives of this study. To do,gbis important tounderstand the concept 6BR, its

components and guidelines
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2.4.1 Definition of CBR

CBR is a strategy within general community development for the rehabilitation, equalization
of opportunities and social inclusion of all people with disabilities. CBRnjgemented
through the combined efforts of people with disabilities, their families, organizations and
communities, and the relevant governmental and-goMernmental healtheducational

vocational, sociand other services (WHO, 2005).

2.4.2 Component®of CBR

The idea of the CBR matrix is based on a strategy of disability development and underlying
participation, inclusion, sustainability and empowerment throughasetbcacy. The CBR
matrix consists of five componeniscluding: Health, Education, LiWildood, Social and
Empowerment. PWDs and their families should be able to control the resources and decisions
that are made in the programmes that are developed for Tesrmeans that PWDs should

take opportunities to make decisions with respect to GBR programmesre implemented

(Motsch, 2008).

Even when CBR programmes are in place, many PWD are still not able to access essential
rehabilitation services, as well as not participate equally in many activities in their communities
(WHO, 2005). CBR hasden promoted for more than 30 years as an important component for
improving quality of life and to provide rehabilitation services for PWDs. The main role of
CBR was to provide rehabilitation services in countries with limited resources (WHO, 2011),
and topromote cooperation between community leaders, PWDs and their families, and other
people in the community (WHO, 2005). Currently, more than 90 countries around the world
developed CBR programmes (WHO, 2011). In South Africa, CBR was initially developed in

1985 by rehabilitation professionals and PWDs. It also initiated a set of programmes
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implemented by the professional associations of occupational therapy, physiotherapy and

speech therapy, who oversaw the training of community rehabilitation workers (CRWs

(CREATE, 2015). These training programmes started in three places in South Africa,;

Khayelitsha in Cape Town (SACLAL1), Alexandra Township in Johannesburg (IUPHC?2), and

in Acornhoek in rural Limpopo Province (CORRES3). Most of the staff who were trained in

CBR programmes did not have disabilities, although some of them had relatives who were

disabled. In 1998 CBR was further developed in Mpumalanga Province, and today has finally

been integrated into the National Rehabilitation Policy of the Department althHas a

philosophy that underpins rehabilitation services (CORRE3

Figure 1 Figure to CBR matrix display table

CBR MATRIX
(Heath | [ eoucamon | [ uveusooo | [ sociaL | EMPOWERMENT
_{ PROMOTION ] EARLY ] { SKILLS ] PERSONAL ] ADVOCACY & ]
CHILDHOOD DEVELOPMENT ASSISTANCE COMMUNICATION

-{ PREVENTION ]

'-{ PRIMARY

==
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!

{ MEDICAL CARE ]

SECONDARY
& HIGHER

WAGE
EMPLOYMENT

—{ CULTURE & ARTS

POLITICAL
PARTICIPATION

| \i—

CBR Matrix adopted from the WHO Guidelines, from Ms. Maya Thomas’ presentation.

'-{ REHABIUTATION ] '-{ NON FORMALJ FINANCIAL RECREATION, SELF-HELP
SERVICES LEISURE. SPORTS GROUPS
ASSISTIVE LIFELONG
DEVICCES LEARNING SOCIAL JUSTICE DISABLED
PROTECTION PEOPLES
ORGANIZATIONS

With respect to health, CBR aims to increase the awareness of society regarding health

promotion as a primangrevention strategy. It also targets the provision of medical care within

the community including medical care for PWDs which is an importanppaghabilitation.
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The education component of the CBR matrix aims to expand early childhood care and
education, provide free compulsory primary education for all, and improve the quality of
education. These aims are part of a global movemeiyldtheUnited Nations Educational,
Scientific and Cultural Organizatig NESCO) in order to provide quality basic education for

all children (WHO, 2011).

Livelihood in the CBR matrix means securing basic needs for survival, like food. For that, CBR
aimsto improve the skills of PWD in ordéw secure employment and to increase their chances

of being employed, whether it is se@inployment or salaried employment. The improvement

of financial status of P WDGossmordestosappatisabtech e of
individual to securéheirbasic needs. The lack of social protection, funds, and support leads to
problems in the livelihood of PWDs. Over time, these challehgssmadat economically

difficult in both high andow income societies.

The social component of the CBR matrix strengthens BWrticipation in society and
improves their social situation. For example, justice in their social life is regtiey have
the right to marry, raise a family, and to be involved in sports witAoytpolitical, altural,

and social challenges.

2.4.3 Guidelines of CBR

As shown inthe previoussectionon CBR matrix, it include multrdimensional sectors and

needs. Therefore, targeting one or two sectorsisnotenoughatp pl y al |l t he nee:

Another issue is to access the serviog$ WD 6 s . It is one of the ma
(Motsch, 2008). CBR guidelines (WHO, ILO and UNESCO) can be used to insure that

rehabilitation and health services are provided to all pegpteare in need (Motkg 2008).
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The CBR guidelines arfiexible, which means that they can accommodate different ideas,
different experiences and different examples in order to promote and describe practical
strategies. The guidelines provide ways to achieve the aims throtmtus on inclusive

devdopment for CBR (Motsch, 2008).

The guidelines contain four sectigiise core components (which include Health, Education,

Livelihood, Social and Empowerment), CBR managaimnand supplementary chapters.

According to WHO (2011) wean summarise the CBR guidelires

(1) Provideguidance on how to devel@md strengthen CBR programmes,

(2) promote CBR as a strategy for commuitugged development involving PWDs,

(3) support stakeholders to meet their basic needs and enhance ittyeo§jlitd of PWDs and

their families,

(4) encourage the empowesnt of PWDs and their families.

2.5 Community rehabilitation f acilitators (CRFS)

Community Rehabilitation Facilitators form one of three programmes of CBR. It is the major

programme of CBR in South Africa because of the difficulties in getting health professionals
to work in the community (Chappell & Johannsmeier, 2009). The CRFhals0a big role to

play in raising awareness of disability and disability rights, as more than a quarter of CRFs in
South Africa have disabilities or have family members who are disabled (Chappell &

Johannsmeier, 2009). According to Chappell and Johanesnf2009), CRFs play an

important role in the lives of PWD and increase community understanding and awareness of
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disability. According to Chappell and Johannsmeier (2009), CRFs do not solve all problems
and challengesuch agoor identification of the nes of PWD, basic needs that are not met,
and a lack of social awareness of family situations. These gaps are different in each area, and

are also influenced by external factors such as tranapdrocal infrastructure.

2.6 Public health care (PHC)

PHC isan integral aspect of rehabilitation servicksSouth Africa, public health care was
historically located within secondary or tertiary institutions. These services focused on
individual therapy using a biomedical approach. Community Health Centres JGiCs
designed to position primary health care services within communities, offered by, for example,

physiotherapists and occupational therapyises (Kahonde et al., 2010).

Primary health care is the first point of contact that individuals, famili@sammunities have
with the health care system. Selective primary health care is concerned with which medical
interventions are most cestfective for improving the health status of the majority of people

in developing countries (Rifkin &/ alt, 1986).

Primary Health Care is essential health care that is made universally accessible for individuals
and families in the community, by means that are acceptable to them, through their full
participation and at a cost that the community and country can afféodni an integral part

of the country's health system, of which it is the nucleus, and of the overall social and economic

development of theommunity (WHO & UNICEF, 1978).

2.6.1 Structure of PHC in South Africa

There are some f act ostrusturetih any comruhity,csuch ashtbe P HC

availability of local staff to assess their own performance and that of their clinic, a community
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that is able to recognise the services that they need, planning by provincial health services, and
provincial governrents to guideasource allocation (DOH, 2000).

According to Kautzky and Tollman (2008), there are six important structures of PHC in South
Africa, starting with the national Department of Health which is responsible for the national
health policy. After tht each Provincial Department of Health is responsible for developing
provincial policy within the national policy framework. There are then three tiers of hospital
within each province: Tertiary, Regional, and District. In the district hospital and coitymun
health centres thgrimary health carés driven by nurses. Preventive and promotive services
aretherefore the responsibility of the government. The private health system includes private

hospitals that are funded by medical aid schemes

2.7 Community health centres(CHCSs)

Community health centres in South Africa are seen adifisstentres for all patients who are

in need of health serviceSHCsare defined as facilities thategiven tothe other PHC services,

and provides 24 hour aceidt and maternity and emergency services, and up to 30 beds where
patients can be observed for a maximum of 48 h&tudlihan, 2006)There is some confusion of

roles and services in certain places where CHCs are similar to district hospitals, for example
the services theris aprocedure room but not an operating theatre, and no general anaesthetics
given to the patient at CHCE(llinan, 2006).

They offer services at CHCs such as mother and child care, immunisation, family planning,
treatment for seually transmitted infections, minor traumand carefor those with chronic
illnesses such as diabetes and hypertension and all rehabilitation services that improve quality of
patients live They also provide services namely prevention, curative, promaivand
accessibility, reporting of illness in early stagasd delivery systemgCullinan, 2006;

Mlenzana, 2013).
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Therehabilitation programs should at least have a physiotherapist, an occupational therapist, a
nurse, counsellors,speech therapist and therapy assistants to provide continuity of care
(Mlenzana, 2013). According to Mlenzana (2013), there are large gaps in access to various
types of rehabilitation professionals, with the consequence that most patients visited only one

or two rehabilitation professionals. The CH@xludedoct or s and a <c¢lin
practitioner, physiotherapies, occupational therapies, nurses, occupational therapists,
orthopaedic nurses, social workers, health promoters, {based carer, speech tapists,

dieticians, psychologists, radiographers and pharmacists (Mlenzana, 2013).

28Patient and professional sdéd satisfaction

Patient satisfaction is considered to be a measurement of the quality of hea(tligcarey,

Yew, Sia & Long, (2012 Some stdies found that testing or measuring the satisfaction of
those who attend rehabilitation services is very difficult, mainly because it is too hard to find
general or global measurements. For example, according to Kieth (1998), evaluating the
pat i e sfactios with eehabilitation services is an extremely difficult task, due to the fact
that there are no standard measurement tools in plRetee Cameron, Ellis, Buick&
Weinman( 2002) conducted a study o litatignhdforeamdt s 6 p e
after myocardial infarction. The study found that patients were satisfied with the outcome,
which resulted in patiestiinprovement and faster return to work. The factdfectedpatient
satisfaction with rehabilitation servicesrenot onlyabout the centres themselves but could

also be related to the patisnffor example sex, age, level of education, and culflinese

factors have been show to represent the varying rates and differences in the level of satisfaction
of patients whattende rehabilitation services (Medirgirapeix, JimeneSerrano, Escolar

Reina& Del BafioAledo, 2013.
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Extended waiting times for oguatient care is one of the main issues that patients complain

about. In a study b¥ing, CathersKing & Rosenbaun{2001), paents responsible for their
childrenbés treat ment s wanmeéortmeo childeratd béreded ed wi t
Maini andMannan(2004) conducted a study in the Netherlands which aimed at understanding

the satisfaction of patients sufferingfm chr oni ¢ r heumatic di seases
satisfaction. The study noted the efforts made by the therapists, who did their best to increase
patientso6 satisfaction with treatment and to
with t he treat ment and the extent of their Kknc
the study. The dissatisfaction reported by patients was with the time required for the completion

of treatment, which was due to the long waiting period. Thdrapi® s at i sf acti o
programme and the services they provided was clearly presented, and they recommended the

presence of more comunication between team members.

According to Kamau (2005) patien®atisfaction in Kenya was good, as a result of thigpol
interactions with patients undergoing treatment for lower back pain. Rafiegree of
satisfaction depends on the extent and depth of their interaction with the therapists. Successful
rehabilitation depends on patiengatisfaction with the services they receive. According to
Roberts Stiller & Dichiera (2012, the services that provided at rehabilitation centres differ
from one provider to another. One of the most important things that contributthe
dissatisfactia of the patient and providerasthe lack of understanding between stakeholders

asit ledto a redation of contact between them.

This could be attributed to a few reasons one of which is the poor availability of adequate
rehabilitation services. Secondlgven where rehabilitation services exist, PWDs must often

rely on family members or friends in their communities for support éRstet al., 2012).
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According to a study on the satisfaction of stroke patients conducté@myset Dahl, Fgrde
& Wyller (2008), treating a patient with dignity and respect had a positive ingpattbe
rehabilitation process, because it affected the confidence of the patient. When the service

provider was indifferenfpatients showed sentment and were dissatisfied.

Patiens &atisfaction is consideresk an important indicator of the quality of rehabilitation
services and health care. But some patients are hesitant to criticise the providers of health care,
especially around the most frequent problem found by researchech, iwkhe failure to meet

the psychosocial and emotional needs of patients, as these are important in order to improve
outcomes. When patients experience depresstore o duringrehabilitation it impedes their
continued improvements even after reh#dilon has ended. When psychiatric treatment is
included it may reduce the patisnfetback by up to twentyiree pecent (Beckman & Clark,

2015).

2.9 Gaps in the literature

This review of the literature included several aspects that may contribmterimved patient
and service provider satisfaction in the health care system. The elements that contribute towards
patient and health professions satisfaction are not clear at community bestres in the

Western Cape.

According to Mlenzana (2013) thers a gap between the needs of the patient and their
rehabilitation and that a lack of information may lead to poor outcomes. Shortage in
rehabilitation service providers has been notethé@\Western Cape health centres, which has

also been linked to botp at i ent and heal t h professional s
information between the patient and health care provider may improve diagnoses, promote self

care and educate the patient, and the use of electronic medical records (EMR) has been show
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to addess some of these challenges. Another study by Mwansa (2010) showed that the factors
that most affected patientatisfactiorareassociated with nenompliance, and that the overall

level of satisfaction was linked to professional competence, caredpreyiand the iEnt
professional relationship.

The challenges facing the majority of PWDs include a lack of services in hospital, lack of
development opportunities for the providers of services, high work load of health professionals
leading to limited tine for each patient per week, and a lack of transport for patients (Rose et
al., 2014). The long waiting time for epatient care is another majaroplem that concerns

patients.

2.10Summary of the chapter

This chapter presented the literature withpees to disability and rehabilitation both globally
and in South Africa. It describdevarious components of service delivery, including CBR, and
discussed the policy and structure of PHC in South Africa. Finally, the chapter pdesent
findings related tolte perceived level of satisfaction of PWDs as it relates to health providers

and relates this to ¢hgaps found in the literature.

As a second step to achieve the aim of the study, research methodology witlussedisand
explained in chapter three; mettology, where a description of thdesignof the study
research setting, population, sampling aseta collection toolsas well as the ethical

consideratiowill be provided.
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CHAPTER THREE

METHODOLOGY

3.1 Introduction

This chaptediscusseshe methods and the description of the study design. Several methods
were used to obtain the information, includimgrkshop,focus group discussions and then a
Delphi study that was used to reach consensus on the outcome from the focus group
discussionslt will present a description of the research setting, study design, population,
sampling and methods to enhance trustworthiness of the findings. The chapter also describes
the method of data collection and analysis used, as well as all ethical cormmdetatng the

study.

3.2 Study Setting

The study was conducted at three of the CHCs that were selected based on their geographical
location, including Centre 1 in the Metropole District, Centre 2 in the Drakenstein District and
Centre 3 in the Metropole iftrict. The centres were purposefully selectedetiasn their

different contexts.

The first centre was a community health centre that primarily served an urban population who
were mostly unemployed. At this centre, patients accessed the Rehabilitattoritbiei
through referrals from other institutions or sedferral. The Rehabilitation Unit is run by a
doctor and of the rest of the team inchgla physiotherapist, an orthopaedics sister, an

occupational therapist, a seasonal dietician, doctors, plegsts and nurses.

The second centre is a community day centre rendering rehabilitation services to both urban

and rural communities. The patients at this centre are refeynedmary health clinics in the
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catchment areas and through outreach progranidoesors from the secondary hospital in the

area also refer patients to the centre. A physiotherapist and two occupational therapists are
based in this unit. A community service physiotherapist had not been appointed in the year of
the study (2017) despitevacant post. Doctors, nurses and pharmacists also play a role in the

rehailitation team at the centre.

Thethird centre is a serindependent rehabilitation centre linked to a community health centre
and an academic university a rural areaReferralto this centre occurred primaritiirough

the community health centre and walk in from private doctors and other referring hospitals.
This rehabilitation team is run by a doctor specialising in family medicine. The centre provides
physiotherapy, occupatial therapy and social work services, while students from a local
university provide speech therapy on a fiane basis. Doctors, pharmacists and nurses play a
role in the rehabilitation of patients. There is a health promotion officer who plays a &ey rol

in the promabn of good health in the area.

3.3 Study design

Due to the nature of the study and its aim whaas to explore the views of rehabilitation
professionals regarding provision of rehabilitation services experienced by patients attending
Community Health Centres in the Western Capegxgioratoryqualitative desigmwas used.
According toCreswell and Girk (2017), qualitativemethodology waused to explain human
behaviour. In additin, the qualitative method gaparticipants an opportunity to provide richer

data than with quantitative methods and to explain their views openly. In this study, the
gualitaive approach was used to give rehabilitation professionals an opportunity to share their
views on what might be done in order to address the concerns raised by participants in the 2013
study by Mlenzana(attitudes of rehabilitation professionals towar@®ge with disability,

information sharing between patient and health professional, lack of physical, financial and
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human resources in the rehabilitation centres, access by patients to rehabilitation centres and
access by service providers for CBR, refiesgstems, limited time and long waiting periads)

An exploratory research design wamnducted because a clear problem had not been defined.
This approach alloedthe researcher to familiarise herself with the problem or case or concept

to be researche(Meyers Gamst& Guarino, 208). After sharing information with the
rehabilitation professionals and getting their views on how to improve the services provided at
the centres where they worked, the researcher analysed the information and conducted a Delphi
study. A Delphi study is defined as a process where experts in the specific field of knowledge
are taken through the process of reaching consensus on an issue at hand. In this context, the
experts were rehabilitation professionals with the knowledgegretience of working in the
rehabilitation sector. All participants were involved in three phase cycles of answering
guestions until they reaed agreement with the statements provided (Helmer & Rescher,
1959). The first phase was based on the outcomeés®D6s. The second and t

based orronsensus gained the first phase.

In the Delphi study the researcher sent invitations to local, national and international

rehabilitation experts in order to obtain infnam a wide variety of experts.

3.4 Data collection method for the qualitative phasé

The aim of this research was to explore reha
of patients with physical disabilities accessing CHCs. A workshag conductedo inform

the participantgbout what patients shared regarding rehabilitation services at the ThtCs.
informationwasrelated tchow the recommendadock! of rehabilitation srvicescame about

as shown in (appendix L&After the presentatigriocus group discussions were usedallect

data from the selected participants of this stbidyed on what was presented in a workshop

The researcher invited the participatmoughthe facility managers of the selected CHCs. The
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three workshops arttireefocus group discussions werengpleted with participants in a venue

that was convenient for them. Workshops and focus group discussions were conducted in
English as most participants were comfortable with this language. The workshops and focus
group discussion were aueiecorded aftereceiving permission from participants. The data
collection methods for the FGRed Delphi studyre presented beloand details about the
workshops are provided in Appendix .16

3.4.1 Population

The population in this study involved all rehabilitationfpesionals who weremployed and
available at the centrest the time the study was conducté&this included doctors, nurses,
physiotherapists, occupational therapists, pharmacists, trauma specialists, clinical nurse
practitioners, the administrators, facility managers, operation manag&paedicurses
Participants were invited to attend a worgghand focus group discussions where they were
informed of the outcomes of the data collected at these centres in 2013, specifically the findings

around the feelings of patients who had attended rehé#bititservices at these centres.

3.4.2 Sampling

Rehdilitation professionals fronthe three centres were purposively selected. The sample
composed of 34 participantho attended the workshops. There wisventy thregparticipants

from Centre 1six from Centre 2 anfive from Centre3.

For the FGDs, thenwereseventeeparticipants. Tiere were six participants froBentre 1six
participants from Centre 2 arftbe participants from Centr8, and. All were approached

individually and invited to participate as a result of their elgpees with working witiPWDs.
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3.4.3 Data analysis

The audio from thevorkshop and=GDs were transcribed verbatim for analysis. The analysis
began with the researcher listening to the voice recordings in order to become familiar with the
data. Then transcription of the informatiiwam the audio recordings produced transcripts that
were read though several times by the researahdrthe researcher analgiske data manually

by using the Microsoft wordData was analysed in relation to the six predetermined themes
adopted from the workshopNotes when reading th transcriptswere done followed by
identification of categories linked to predetermined themes. Categories had internal
convergence and external divergence which means that the categories were internally
consistent but distinct from one another (Marshall & Rossman, 2014). Aftetethification

of themes, an independent researcher reviewed the transcripts and generated their own themes
independentlyin line with the predetermined themetus increasinghe credibility and
dependability of the themes. The lists of themes and categories of both the researcher and

independent reviewer wethen compared and discussed.

3.4.4 Trustworthiness of data

According to Lincoln and Guba (1985) trustworthiness in tptale data is measured partly
by its credibility, which is determined by the match between the assembled realisms of the

participants, and the data drawn from the participants thairasented by the researcher.

Validity in qualitative researchisinfemt i n t he researchersd use
and trustworthiness (Lincoln & Guba, 1985). The trustworthiness of these qualitativeedata

increased by the researcher including the valhy components in the process.
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3.4.4.1 Credibility

There are different wayto enhane the credibility of the data collected (Creswell, 2008). In

the context of this study, the researcher used member checking and peer debriefing sessions
This was done by engagittige participants in the workshops tofaeiliar with the research
problem andaskingthem to give feedback on the summarized data (Lincoln & Guba, 1985).
Notes were takeduring therecordedworkshops and FGD® check whether the researcher

and the supervisor had the same understanding of thegs(fientn, 2004).Thereafter the
participants were given the summary of the transcripts to confirm the accuracy and clarity of

the information (Shenton 2004).

According to Shenton (2004), credibility is a measure of how congruent the findings are with

reality. The transcribed quotations of the data from the FGD were categorized into themes to
ensure the credibility of the data (Graneheim & Lundman, 2004). Member checking for this

study was done to improve the credibility of the information that was @uat&omthe FGDs

This was done by summarising the information from the field notes and presenting it to the

participaits at the end of the workshogsd FGI3.

3.4.4.2 Confirmability

Confirmability refers to the objectivity of the study where the outcoaressupported by the
collected datal(incoln & Guba, 185). To ensure confirmabilityhé researcher kept a record
of all baseline data safely for further analysis, and provided enough substantiation that the

findings and their interpretation were groundethe data
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3.5 Delphi studyPhase2

The Delphi study population consisted of rehabilitation services experts as well as academics
who had experience in rehabilitation servic&s. suit the purpose of the study, experts
nominatedfrom organizations sucls the WHO, academics at universities and the experts
working at CHCs were selected to be my research participants in Delphi study PEzpergs

were contacted individuallyy emailsto determine their willingness to participate in the study

An information sheet outlining the purpose of the study and a consentasnsigned and
emailed back to researchdihe identitiesof the research participantgere protected by not
mentioning their names to the rest of the group when information abooutbemeswvas
sharedData collection wasa@heby emailsand the researchesed google formasa tool to

collect data The total number (N=40) of experts were identified avete all invited to
participate in the study. The total number of participants rsponded in the first round were
seventeen (see sampling p. 32), and the total number of participants who responded in the
second round were twenty (two doctors, two dentists, three occupational therapists, one clinical
nurse practitioner, two professia nurses, three pharmacists, four physiotherapists, one

rehabilitation manger, and two lecturers).

Round Three was conducted with the same twenty respondents who participated in Round Two.
Each round took four weeks for participants to respond-maié Consensus was reached after

the second round of the Delphi study as at this point they had reached the target of 65% and
above. Statements regarding the best way of providing rehabilitation services to patients with
physical disabilitiesverebased on th outcome of the first phase of the study. The Delphi
study was originally designed to Aobtain the
experts by a series of intensive gquestionn
(Ludwig & Starr, D05; 93). Participants were given two weeks to complete the survey and
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reminders were sent individually to all participants after one week. Each member was asked to
comment on a range of statements were rated disagree agree. This process was rejgeh
until consensus was reached regarding the relevance of the statements or when it became clear

that no new information was forthcoming.

3.5.1 Data analysis

Data from the Delphi study wasentered in Excel programnte getthe average and the
percentage of the feedback and analyssdgtablesin Microsoft programmeThis process

was applied to responses from each round of the Delphi study, with the level of agreement set
at 65% in an attempt to reach agreement betweeexpert participants (Ludwig & Starr,

2005).

3.6 Procedure

Ethics approval for the study was obtained from the University of the Western Cape Senate
Higher Degrees and Research Ethics Commiti@gsendix 1)the Western Cape Department

of Health (appendices 3,4,5and the Facility managers of the selected CKipgpendices

6,7,8) Each participant in this study received an information Sfaggendix 15and consent

form (appendix 14}o sign before they participate in the study. Qualitative data collected

from participants through three workshqgpendix 16)and three focus group discussions.
Three focus groups discussions were conducted in English by the researcher and one research
assistant. The workshops and focus group discussions arettaated in three different health
centres on three separate occasions. Each focus group discussion lasted an average of forty
five minutes and was conducted in a private quiet room within each community health centre.
The room was private, comfortable,danonthreatening to the participani$ie workshops

were based orthe outcomes of the study that was completed in 2013 at the same CHCs.
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Participants were allowed to asked questions and give suggestions for way forward that would
address the challenges hiigihted in the 2013 studyhe 5, 6, and 23articipants from each
centrewho participatedn each workshop respectivelyere selectetbased on their expertise

in the field of rehabilitation. An audio recorder was used to record both the workshops and
focus group discussions. Gathering information stopped when the researcher determined that
participants were providing the same information. The researcher then developed questions
based on the outcomes of the worksfmphe focus group discussions whicmadto clarify

the issues that were raised in the workshop. Finally, the Delphi study was conducted using
guestions that were developed based on the outcomes of thg&pleadix 11)Experts were

invited to participate in the Delphi study and were asikedetermine guidelines for how

rehabilitation services CHCs should be offefappendices 12, 13)

3.7 Ethics considerations

Ethics clearance and approval was obtained from the University of the Western Cape Senate
Higher Degrees Committee (Appendix thie University of the Western Cape Research Ethics
Committee, the Department of Health (Appendix 2). In addition, permission was obtained from
the three CHC managers (Appendices 6, Y., Burthermore, all participants received an
information sheet providion ddails of the study (Appendices 10,)1and informed consent

was obtained from each participant voluntarily (Appeeslif, 14 The aim of the study was
explained to the relevant administrative bodies as welieaparticipants.

Participants were assad that all information collected from the study would be kept
confidential when reporting on the findings of the study, and that unique codes would be used
rather than participant names. Participants were informed of their right to withdraw from the
study at any time during the process of data collection with no negative consequences. Access
to primary data was limited to tlmesearcher and supervis@he tape recorders and data were

kept in a locked filing cabinet and storage area, and identificatidesdor participants were
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only accessible by the researcher. All data was kept on a pasgmwtedted computer. The

data will be destroyed after five yed@021) Participants and information frothe Delphi

study (appendices 11, 12,)113as also been gtected as the anonymity of participants was
ensured by using unique identifiers for respondents. The anonymity of participasits w
protected as the emails were sent individually to participants. During the feedback sessions for
the Delphi study no nameseve shared among participants as information was shared with the
group via emails. All participant datailivbe protected in any articles or reports that are
produced following this research project. The research findings will be made avtilaitile

stakeholders.

3.8 Summary of the chapter

An outline of the methodology of the current study was provided in this chapter. The research
setting for the study was described, includingttas used tocollect and analysthe data, as
well as the procedures that were followEahally, the ethial considerations of the study were

presented. The next chapter s the findings of the study.
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CHAPTER FOUR
RESULTS AND DISCUSSION OF FGDs

4.1 Introduction

This chapter prents the findings of thgualitativeof the study which used the workshop and

focus group discussions (FGDs) as data colledtois. Findings that relat
experiences with patients will be presented as direct quotations of the pattisipggh st at e me n
Analysis of the data with verbatim transcriptions of all focus group discussions was coded into

the predetermined themes and categories. In the presentation of the findings, verbatim
guotations from discussions are used to illustrate #gradhand subthemes that emerged from

the data. For the purpose of anonymity and confidentiality, the transcribed quotations from
participants in the focus groups are cited in the cryptogi@mslto FGDs3for settings and

P1to P6 for participants. The arographic information for pticipants presented in table 2

below, the themes and cateigs are presented in tabléddlow.
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Table 1 Demographic information for participants

Setting FGDs Professionals Year s 0| Age
experience
Centrel FGDs1 Pharmacist 13 49
Clinical nurse Practitioner | 18 55
Physiotherapist 9 31
Trauma specialist 12 51
Orthopaedic 18 43
Doctor 7 32
Centre2 FGDs2 Physiotherapist 13 39
Clinical nurse Practitioner | 17 54
The administrator 10 40
Occupational therapist 9 39
Nurse 13 43
Doctor 15 45
Centre3 FGDs3 Pharmacist 10 44
Physiotherapist 7 30
Facility manager 19 56
Nurse 15 50
Occupational therapist 6 33
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Table 2 Themes and sukthemes for focus group discussions (FGDs)

Themes Category

Attitudes of rehabilitation professionals - Reflections on bad attitudes
- Hindrancato improve attitudes
- Strategies for developin
positive attitude

- Component towards positiy
attitudes

Information sharing between patient and he{ - Barriers to sharing information
professiona| - Education and informatior
sharing  with patients -
Communication challenges

Resources at the rehabilitation centres - Human resource barriers
- Physical space barriers
- Financial resources

Access system - System in place and difficulties
Referral systems
Limited time and long waiting periods - System in place

- Spend time with patients

4.2 Attitudes of rehabilitation professionals

4.2.1 Reflections on bad attitudes

Health professionals in this study take responsibility of ensuhiagthey will work towards
having positive attitude to their patients but they also report that it is difficult to maintain this
attitude. In the views of participants their attitadeflected factors such as long waiting times,

no professional supporhd high load patient loads. In addition, some even complained about
the behaviour of patients, which led to important barriers between the professionals and
patients. This is what they expressed when they were asked abouttituelestowards the

patiers:
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ASo it is very hard to maintain a positiywv
do not have &@GOs2ARBh supporto.

AAll you have to do is to m&GDsIRbi n a posi
AUnfortunately it does not al ways happené
seen every day. We woul FGDs3HKle t o see thi

Health care professionals reported that it was difficult to maintain a positive attitude towards
their work, as they had no support and high patient load, even sometimes the rude behaviours
of patients to health professionals was one of the challenges for participants. The attitude of
health and rehabilitation professionals has been determined to bef ¢ime barriers that
negatively affects disabled people to achieve their g¥dils@n et al., (2014)According to
Cockcroft Milne, Oelofsen, Karim, Andersso(2011) health workers have many challenges
when it comes to achieving their goals, includeadack of supplies, poor infrastructure,
negative behaviour of patients, lack of professional support, low salaries, and a lack of
motivation to do good work. Also, the high patient load at rehabilitation centres adds to the
difficulties involved in achiewmg the rehabilitation needs of patients, which may lead to health
care professional dissatisfaction (Kahode et al., 2010). It is evident that some of the health care
professionals in this study found it difficult to remain positive in what they perceiven
stressful environment. They reported that one needs to be positive towards patients. Health
professionals need to have a positive attitude towards their patients, and to respect them in
order for them to receive positive feedkabout the service prision.

4.2.2 Hindrances to improved attitudes

There are many obstacles to improving the attitudes of health professionals, including
significant patient loads, lack of time, and a shortage of staff. Other participants also reported

that the workplace emanment is not adequately equipped.
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Aféthey are so many (patientBEDsS2®#Bd t he ste

Afé.understand why patients are compl ain
the time factor, which is waiting | ong
t hat come HGDs3PBlet weeno.

néwhen | want to di s pe heswndotvds nad wheeliclkeag | ¢ h
friendly so some facilities do have a
faci FGDslyR3.

Staff shortage increasthe challenge when there is a high patient load, which in turn increases
the staff workloadvhich consequentlyncreases waiting times for patients. Added to that, the
lack of equipment increases the barriers to improved service prevadgtudes (Mlenzana

2013; Cockcroft et al., 2011). The rehabilitation centres have to be available and acfm@ssible

all PWDs (Kahode et al., 2010).

Rehabilitation professionals need sufficient physical and human resources, as well as have
enough time to serve all patients who need treatment. Having these resources available will

help to naintain a positive attitude.

4.2.3 Strategies for developing positive attitudes

Positive attitudes are not only premised on how rehabilitation professionals treat or work with
patients.Inclusion, rapport, motivation, communication with patients as well as a balanced
lifestyle arehighlighted by research respondentsexsommended practices and strategigs

that can develop positive attitude among stafiother words, improved communication with

patients may also help them to understand and ob&diar rehabilitation results.
i é trt with the staff first, see that they are happy and not exhausted,; if they are happy

they will be able to give their all because they have the skills to take care of their
pati ¢@GDs3RR.
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Aéi mportant to take car e antlgeyeaaugh sléep;dy , e X
heal thy body iF&DsaP5heal thy mindo.

~

ASo | i ke with communication to the patien
have to motivate not that we wanEGDslhem t o
P5

Health care prassionals reported that their lifestyles are stressful and that they understand
what patients want. According to Satchidanaadnukula, Lam, McGuigan, New, Symons &

Akl (2012) taking good care of PWD takes time and energy, and is exhausting for the health
care provider. Hence Cockcroft et al., (2011) adds by saying that doctors and nurses also need
to improve the poor interaction and attitudes towards patients. That is why they have to focus
on taking care of their health in order to prevent the sideteftéstress (Henderson & Tulloch,

2008). However, there are challenges with respect to developing staff health as it is evident that
there are limited resources (Henderson & Tulloch, 2008). Attitudes of health care professionals
are interlinked with lifestyle as they switch off when they are dealing with patients when not

at work. Therefore, health care professionals need to avoid stressful situations and focus on

creating a more effective split betweeeittdaily lives and their work.

4.2.4 Componentowards positive attitudes

The patrticipants in this study reported that there are lines of communication between managers
and staff that need to be followed if Heeare issues that need to be addressed. Improved
communication between health care profassi®and patients is one component of developing
positive attitudes. Participants reflected on this by sayiaddllowing:

Alf there is something wrong, one needs t

to see if things can be done in a differentway ma FGRs3 RA.

AThe health professional must | i sten to t
that you donodot wik@GDs3PLo, but we do tryo.

46



AWheel chair patients wusually get priorit
pharmacywe al ways ask the secu.FGDOsyP3t o put t he
Health care professionals reported that communication is the key to a good relationship
between patients and rehabilitation professionals. Communication is important when it comes
to develofng positive attitudes, whether with the patient or managers with respect to service
delivery. Communication opens opportunities for employees to connect with managers so as
to encourage professionals to achieve their objectivédigoi, Rochette& Girard, 2014). In
another study it was evident that good communication between patients with physical disability
and professionalsdé6 | ed to positive attitude:
the other hand, a study done by Cockcroft et al. (2@iir)d that nurses who spent too little
time communicating with patients limited the amount of information shared, which had a
negative impact on patient outcomes. According to Kumurenzi (2011) health professionals
must make time to listen and talk to theatients even if they are overwhelmed with work, if
they want to achieve positive attitudes. One of the strategies for health professionals is to
prioritise patients in wheelchairs when they visit the rehabilitation centre (Kilonzo, 2004). It is
evidentthat health care professionals struggle to adjust their methods of communication due to
high patient loads. Having said this they are willing to change their communication skills to
accommodate all patients even if it is only by a few minutes. There ardeavariety of
strategies that can be implemented in order to satisfy all patients wharementing with
disabilities.

4.3 Information sharing between patiens and health professionas

4.3.1 Barriers to sharing information

The health professionals inigshstudy highlighted that there are important challenges with
respect to sharing information with patients. Amongst these, they highlighted language as a

significant challenge, especially when communicating with deaf people. Participants further
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highlighted t he | i mited time they had to address

limited number of socialorkers available in the CHCs.

Aéthe first and the big&@bstPlone is the |

NRéitods quite caisfsfaigerulatcrtos sge FGDsIHP® mat i en
néthe fact t hat a | ot of patients t hat
chall engeséexpect us to | ook into these soci

or ¢ o nlkGOs3rP$ 0 .

The wide variation in culture and language in South Africa is a big challenge to delivering
health care services. According to Masasa et al. (2005), South Africa is -z uttltal, lingual

and -racial society, and all these differences may impactetiabilitation service delivery.
Masasa et al. (2005) says that the diversity of patients forces health care professionals to try
and better understand the beliefs and cultures of their patients so as to be able to address their
health issues. Another studletermined that if health care professionals ignore the social
circumstances of the patients then rehabilitatidll be ineffective (Chappe8 Johannsmeier

2009). In addition to barriers that are due to language and cultural differences there are also
important challenges when communicating with deaf people. The absence of social workers
also hinders the process of care, leading to their identification as key members of the
multidisciplinary team(Roberts et al., 2012). With enough social workerss ieasier to

communicate, share information, amelp patients more effectively.

Because language is an important barrier to be oveoeféorts should be made to
accommodate all South African languages, including sign language, so that heaéndees

are accessible to all.
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4.3.2 Education and information sharing with patients

Health professionals do their best to help patients by sharing information and engaging them,
sometimes by drawing pictures, or otherwise creatively using what is availablethir skill

that they use to ensure that patients understand the rehabilitation proceasegpitbures,

repeat explanations, discuss concepts with patiantsusea translator or sign language. All

of this helps to engage patients so that they umalerstand their treatment.

A | keep it simple in the beginning so the
sayingédraw pictures to illustrate the su
can be sure ofFGRB®EI is going ono.

i € but istglowp sharing as well, so there is group talks while patients are waiting

€ they do peer FGOBs2PBseer educationo.

AWe could just | ear RGDOslaPR8i cs of sign |l angu

Health care professionals reported that if they use creative methods to share information it may
help minimise communication barriers. This is evident from the information they shared where
they discussed the possibility of learning sign language. Infasmand knowledge sharing
areimportant for patients involved in the rehabilitation process (Mlenzana, 2013). Education
and information sharing with patients and the community are important for preventing the
complications of disability, as well as incraap awareness about disability (Masasa et al.,
2005; Henderson & Tulloch, 2008; Mlenzana, 2013). However, health care professionals
should learn sign language in order for them to share information with patients using a language
of their choice. This is @gcially important when working in environments interpretees
unavailable (Kumurenzi, 2011). Therefore, education programmes are important in order that
patients come to better understand their treatment rather than simply accept what is provided

to than (Kahonde et al., 2010). This approach encourages patients to get more information
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about their process of care. In addition, staff will be encouraged to share more information with

patients as part of edugaj them about their condition.

4.3.3 Communicaiton challenges

The challenge of communication was a problem for all centres in this study. Communication
with patients in order to share information takes time, as does learning about the background
of patients in order to better understand them. Commiuimicharriers can occur with patients

who cannot read or with those who hatker challenges with language.

Aémust know the background of the patie
understand the instructi oFfGBs3®3 ven on taki

1]

Maybe i f we could get tranFGDdPbr s, we do

think there is |it.tFGB=s2R5 me f or i nfor ma

3t

Health care professionals reported their concerns around communication with patients,
especially duringonsultation. Language was the main barrier as patients did not understand
simple instructions regarding exercise or taking medication. Rehabilitation professionals know
that communication is the key to improved health care, but patients are not alwagoawa
their right to communicate in a language of their preference, nor do they have enough
confidence to ask (Kahode et al., 2010; DOH, 2000). As a result, patients often have difficulty
sharing information as part of open communication about their comsliiFillion et al., 2014).
There are several factors that affect the communication process, including personal background
and culture of the patients (Masasa et al., 2005), as well as the lack of time and limited
availability of translators at rehabilitan centres (DrainoniLee-Hood, Tobias, Bachman,
Andrew & Maisels 2006; Mlenzana, 2013). It is clear that health professioresdd to have

time to communicate effectively with their patients, including being able to learn about the
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background and theosial and community environments of their patients in order to tieili

the communication process.

4.4 Resources at the rehabilitation centres

4.4.1 Human resource barrier

There are challenges with respect to the provision of resources, especially resoaces.

The participants in this study identified the relationship between staff shortages and workload
as the most important barrier to an effective rehabilitation process. Both staff shortage and
workloads were strongly connected to budget constraimtsther words, staff shortage is a
challenge that is also connected to patient load. . Therefore, more staff are needed in such cases

ashighlightedintheo | | owi ng participantds opinion.

AThe problem with that is twerwohlkeyl wadé\
come here. They can go someWwWBDsI¥RS el se but

omore staff at the rehab.iHGD€2&3 i on centr e

AThe shortage of staff, it ostill I's going
arecutting down at some posHGDd®T ause of bu
In South Africa, there are high numbers of patients who need access to health services relative
to the number of the rehabilitation workers who are available to manage them. Therefore,
alternative workers in rural areas must form part of rehabilitation services in order to meet the

increased demand and economic and social crisis i@ga2015).

Health care professionals in this study reported that they needed more staff because of the high
patient workloadbut the associated budget constraints were overwhelming. The shortage of

staff due to budget constraints may influeize outward migration of health workers as a
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result of poor working conditions (Henderson & Tulloch, 2008). In Soutic#fthe shortage

of health professionals is one of the main challenges to effective patient management
(Mlenzana, 2013). Kahonde et al. (2010) identified several obstacles to successfully addressing
the problems of staff shortage and high workload. Irstnggthe number of health professionals

in the rehabilitation centres was advised by the study participants, which would help the centre
in accommodating the high numbers of patients who arrive to access services. In addition, this

will also reduce the wédoad on staff.

4.4.2 Physical space barrier

In addition, participants reported challenges with the provision of equipment and having
adequate space to use and star&€he necessity of keeping a lot of equipment in very small

spaces leads to inaccessibility, as repadotethe following participants.

ASpace is always a problem, but itds poss
and still get your targets...butf t here i s a bed and a desk,
about you, BGDs3R2he patiento.

AWe can try and motivate ourselves to al/l
basically the only thing we can do, and then follow up, beg foedfugoment to be
pr oviRGPI? &3

A | think when you think of other structu
i nacceB&BslPBe o.

Making sure that the physical space available for equipment storage and use is essential for a
safe and effectveeor ki ng environment (WHO, 2016) . I n
enough space will help in easy access which allow health workers and patients to have better
working and functional environment. Therefore, having better and successful rehabilitation

process will be facilated (Henderson & Tulloch, 2008/lenzana 2013). According to
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Drainoni et al. (2006) there are structural barriers facing PWDs, including inadequate space
and lack ofequipment These are importariictorsto consider in order tariprove and ta
provision of health services.

4.4.3 Financial resources

Financial resources are a major challenge that was mentioned by participants in this study, as
it often prevented them from having their needs met within the centre. Due to theselfinanc
challenges, the government does not pay overtime to health professionals, which further

reduces their wtivation for working overtime.

n. .. I f the director says there is no mor
are stuck, thereisnbti ng one ¢ &@BDs3R2y or doo.

Nnébut in terms of the structure | donot
provi de .BGDslePdvi ce 0

féein the government sector we do not get
able to go the extra mile because they know there is no compensation for any of the
t hings RGDs8Y4 doo.
Health care professionals in this study reported that, whéle were satisfied with the centre
structures, they were not satisfied with the-pagment of overtime. Centre directors reported

that, due to budget constraints, they were not able to supply all of the necessary equipment.

Financial barriers have prewusly been identified as one of the challenges facing the health
care system (Phethlu, 2017). According to the National Rehabilitation Policy document, there
are financial resources and available budgets for each health centre, and health professionals
have the right to access it in order to address their needs (Mlenzana, 2013). From this
perspective it seems that the government is responsible for overtimeemigpr eligible

workers, which would encourage them to maintain and improve the services théleprov
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(WHO, 2016). The question of income is an important one for health workers who have
guestions about whether to remain in the health sector (Henderson & Tulloch, 2008). Therefore,
government should seek to encourage health workers to improve thegeseby paying
overtime for ag extra work that is performed.

4.5Access System

4.51 System in place and difficulties

Participants in this study focused on the physical infrastructure when discussing accessibility,

including patientomfort and wheelchaaccess.

AWe use a booki ngeedcyrsuttecnh e sléft haa tp aat ni ee nctasn

day. I f a patient needs to be BADS3ePSsed, t
Al think we have a policy where persons w
are seen first or quicker, but they are ¢
still wait on the | ineFA@Ds2rP3the persons wi

i En v i ntoeall;npeeds to improve, make the place a little bit comfortable and
war mGDsl P1

Health care professionals reported that the booking systems and policies helped when trying to
supply assistive devices and wheelchair accessibility. This is aligtledwvis to improve the

guality of access and patient outcomes (WHO, 2016). However, it should also be noted that it

is difficult for patients to keep their appo
if the physical infrastructure in rehabdtton centres facilitated access, it would not address all

of the concerns (Masasa et al., 2005, Mlenza

and motivation to try and access health services. This study identified a relationship between
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the dhily workload and the space required in order to reduce patient gvitias and facilitate

access.

4.6 Referral system

This study showed that there is a need for patient referral during the rehabilitation process,
which can be made either within or odisithe centre, depending on the availability of
appropriate healthcare professionals. In this study, the referral system was not highlighted as a

challenge and the communication between staff mesnlere reported as being good.

AWe do know aleutr eda@®aoch adt pe ocesses and t
the staff has improved. The referral system is not a challenge because we are practising
i tFDs2 P6

AThere are cases that you have to refer o
o r EGDs2PS.

—+

1]

It depends on t heFGpglébl em of the patient

Health care professionals reported that there were no challenges in the referral system due to
good communication between rehabilitation team members. Referral also depended on the
pat i e rditiol,swhiah onfluenced whether or not the referral was made to health care
professions within the centre or outside of it. Understanding of the referral system assists health
providers in facilitating the rehabilitation process (Mlenzana, 2013). In dhidy the
participants at one centre confirmed that referral system it is well understood and that
communication between staff had improved. This seems to indicate that staff development had
occurred since the 2013 study in the same centre. The avajlabiliesources at the same

centres made the referraldaassociated treatment easier.
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4.7 Limited time and long waiting periods

4.7.1 Systems in place

This study identified several systems that were used in order to minimise waiting times and to
better acommodate large numbers of patients. These centres used appointment systems, triage,

and DU (collection/delivery units).

Al think that appointment system can ther
is limited is because of large number of patiehtatt ne e d RGDslP® seeno.

AWebve got the CDU (collection/delivery
dondt sit and wai tFGDsl®® f or the medicatio

AYou have processes in place to minimize
assesment ). We str EGDSRPBhe patientso.
Health care professionals reported that the use of an appointment system, triage and CDU were
helpful systems to reduce the waiting times of patients. Long waiting times are an important
problem in healthcare censr@s patients are seen as overcrowding the centres (Mlenzana,
2013). It is strongly related to the increase in patient numbers and reduction of staff. This study

showed that there is development in the system that igaiseithimise long waiting times.

This study also showed that health professionals were aware of appropriate strategies for

addressing the problem of long patient waiting times, a positive finding in South African CHCs.

4.7.2 Spent time with patients

The time spent with patients depended t hei r condi ti on. Some pat

a few minutes of attention, while others needed 10 to 15 minutes. Urgent patients were
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prioritised with respect to accessing services. Education was also highlighted as being

important during consultiain with patients, as it figed with good time management.

oPatients differ; there are those you spe
mi nuteséThere is no easy way of saying vy
FGDs3 P1

Ai't depends on the condition you haveélt
hel p, you will get iitéUrgenRGDE®3 i ents st
Aif we involve more stakeholders from ouf

that they explain to these patients that the importance of attending to their dates to
coll ect theHRGbslRe di cati ono.
Health care professionals reported that they spent different amounts of time with different
patients and again mentioned that there whadl@nges with respect to helping all patients on
the same day. Mlenzana (2013) also found that health professpealdifferent amounts of
time with their patients, depending on the specific case and situation (Kumurenzi, 2011). This
means that healfbrofessionals can spend more time with patients who require more intensive
treatment, although this means that fewer patients can be seen (Gamiet, 2015). According to
Mlenzana (2013) health professionals spent less time with patients than expecteanand so
activities that were expected to be included in treatment sessions were not. This study identified
the importance of collaboration by NGOs in the rehabilitation services. According to
Henderson and Tulloch (2008), integration between government angomemmental
organisations ensured that better services were provided in orderégséinnts as soon as
possible.

4.9 Summary of the chapter

This chapter presented and discussed the underlying facts related to rehabilitation services at

Western Cape CEis, including some findings from a previous study that was conducted at the
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same centre. The chapter identified hegithh o f e s views basdd sobthe patiers 6
experience and how it could be better managed. Professionals showed good awareness
regardinghe challenges in the rehabilitation services and what was needed in order to improve

them

As mentioned in the methodology chapter, a Delphi study was also used as a research method.
Therefore, lhe following chapterchapter five, is devoted fwesentird discuss théndingsof

the Delphi study
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CHAPTER FIVE

RESULTSAND DISCUSSION OF DELPHI STUDY

5.1 Introduction

This chapter presents the findings and discussion of the Delphi study, which was described in
Chapter Three. The objective that this chapteisao address is: to reach consensus on how
rehabilitation services should be provided at the CHCs, based on the outcomes okeotmecti
(explore the views of rehabilitation professionals regarding provision of rehabilitation services
experienced by p@nts attending Community Health Centres (CHCSs) in the Western Cape).
The Delphi study had threeunds, beginning with the arouatdouthow rehabilitatiorservices

should be provided.

5.2Results of Round One (appendix 1)1

For the first round of théelphi, six operended questions were asked to the seventeen
Participants in FGDs, as outlinedchapter three and the demographic information outlimed
chapter four. The summary of the responses in FGDs according to the emerging themes for

each of thesix openended quesiins is presented in tabld@mat below.

The emerging themese relatedo the reaclof health exper@consensus on how rehabilitation

servicesshouldbe provided at the CHCs.
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Table 3 Items, Questions, and Emerging themes for round one

Item

Question

Emerging themes

Attitude s
of
rehabilitation

professionals

How to maintaina
positive attitud@

Good support

Enough staff

Enough time to responc¢
Accessible buildings and appropriate equipment
PWDs

Staff members who are happy and not exhauste
Staff who communicate well and listen to patient

Sharing
information

share
with

How to
information
patient®

Employ translators to address the language barr
Provide pamphlets for patients to read

Learn the basics of sign language for patients
are deaf

Get promoter to educate patients

Provide television programmes in waiting rooms
Have discussions with your patients

Advise your patients about prevention measures
Draw pictures and repeat the explanations of
management process

Talks while patients are waiting

Ensure that there is enough time for patients to «
guestions

Know the background of patients

Ensure that you see patients who were s

previously

Resources

Whatis the solution
for the lack of
physical, financial
and human
resources?

Provide a bigger building to accommodate all st
Request more equipment for assessment
Request more equipment for assessment

Use what you have for service delivery

Hire more staff

Create more space specifically for pats

Write motivations

Reducing
waiting time

How to minimise
waiting times?

An appointment system

health information in the waiting room to redu
patient anxiety

An electronic board to provide queue informatior
Clear dates for collecting medication

A penalty charge per packet if patient did not col
A TRIAGE system

Greater use of services provided by NGOs
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Access sym | How to improve - Use a booking system

access to services - Have information boards for disabled or wheelck
bound patients

- Attend to people who have disabilities first

- Provide transport to the clini

- Make the clinic comfortable, clean and warm
Referral How to improve - Understand the referral system used in the he
system referrals system? sector - Understand the roles that all health ¢

professionals play

- Follow-up on patients

- Have all contact details of insttions you are
referring to

5.3 Resultof Round Two (appendix 13

5.3.1 The expertsod6 demographic information

The average age of the participants was 40 years old and the average number of years of
experience was 12 years. Regarding the experience with rehabilitation, 60% (12/20) had
between six and ten years of experience and 40% (8/20) had between elevatyasid fl@ars

of experience. Forty participants were invited antly twenty respondeden femals and ten

males.

5.3.2 Description of respondents

The intervention programme described in the second round of the Delphi study was designed
based on the emerging themes from Roeind One of the Delphi study. The consensus for

agreement in the Delphi was set at 65% or more (Sumison, 1998; McKenna & FHAX¥n

5.3.3 Consensus of attitude of rehabilitation professionaRound Two

All experts whaoparticipded in the study reached a consensus regarding the importance of
positive attitude to improve rehabilitation services at the CHiis level of agreemeifor each

item in the ection is presented in tablebélow.
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Table 4 attitude of rehabilitation professionals round two

Item Consensus | Level  of | Delphi
reached Consens$ | round
Agree/ reached
disagree
To maintain a positive attitude you have ¢ have
Good support Agree 100% Round
2
Enough staff Agree 95% Round
2
Enough time to r es|Agree 100% Round
2
Accessible buildings and approprig Agree 95% Round
equipmend for PWDs 2
Staff members who are happy and not | Agree 95% Round
exhausted 2
Staff who communicate well and listen | Agree 100% Round
patients 2

5.3.4 Consensus of sharing informatiolRound Two

All participants agreed that the sections dioimation sharing (see Tableb&low) should be

included in order to improve the quality of religtion services at the CHCs.
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Table 5 Sharing Information Round Two

Item Consensis | Level of | Delphi
reached | Consensus round
Agree/ reached
disagree
To share information with patients you should
Employ translators to address the langui Agree 90% Round 2
barrier
Provide pamphlets for patients to read | Agree 85% Round 2
Learn the basics ofign language fo| Agree 80% Round 2
patients who are deaf
Get health promoter to educate patients| Agree 90% Round 2
provide television programmes in waitiy Agree 85% Round 2
rooms
Have discussions with your patients Agree 100% Round 2
Advise your patients about prevention | Agree 100% Round 2
measures
Draw pictures and repeat the explanati{ Agree 95% Round 2
of the management process
Talk while patients are waiting Agree 70% Round 2
Ensure that there is enough time for Agree 100% Round 2
Allow patients to ask questions
Know the background of patients Agree 90% Round 2
Ensure that you see patients who were § Agree 85% Round 2

previously

5.3.5 Consensus of resourcé&®und Two

There was a variety ésponses around consensus in the resources section on resources in the

Delphi (see Table Below for the differences in agreement).
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Table 6 ResourcedRound Two

ltem Consensug Level of | Delphi
reached | Consensug round
Agree/ reached
disagree
The solution for the lack of physical,
financial and human resources is to
Provide a bigger building to accommodi Disagree | 35% Round 2
all staff
Request more equipment for assessmer| Agree 85% Round 2
Use what you have for service delivery | Agree 90% Round 2
Hire more staff Disagree | 60% Round 2
Create more space specifically for patier; Agree 75% Round 2
Write motivations Agree 85% Round 2

5.3.6Consensus access systdRound Two

Participants reached a range of consensus around statements related to the issue of access

systemfor PWDs (see Table @elow).

Table 7 AccessSystemRound Two

Item Consensus | Level of | Delphi
reached Consensus round
Agree/ reached
disagree
To improve access to services
Use a booking system Agree 90% Round 2
Have information boards for disabled | Agree 100% Round 2
wheelchaifbound patients
Attend to people who have disabilities fi Agree 95% Round 2
Provide transport to the clinic Disagree 55% Round 2
Make the clinicacomfortable, clean and | Agree 100% Round 2
warmenvironment
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5.3.7Consensus the referral systemound two

All participantsreached consensus with respect to statementseaefirral system (see Table

8 below).

Table 8 Referral SystemRound Two

Item Consensus| Level of Delphi
reached Consensus | round
Agree/ reached
disagree
To improve referrals you should
Understand the referral system used in | Agree 100% Round 2
health sector
Understand the roles that all health c| Agree 95% Round 2
professionals play
Follow-up on patients Agree 100% Round 2
Have all contact details of institutions y{ Agree 95% Round 2

are referring to

5.3.8 Consensus reducing waiting time round two

Participants also achieved variation in agreement in the section of statementsradond

waiting times (see Tablel8low).
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Table 9 reducing waiting time round two

Item Consensus| Level of | Delphi
reached | Consensus | round
Agree/ reached
disagree
In order to minimise waiting times there should be
An appointment system Agree 95% Round 2
Health information in the waiting room { Agree 70% Round 2
reduce patient anxiety
An electronic board to provide quel| Agree 100% Round 2
information
Clear dates for collecting medication Agree 100% Round 2
A penalty charge per packet if patient d¢ Disagree | 30% Round 2
not collect
A TRIAGE system Agree 95% Round 2
Greater use of services provided by NG Agree 90% Round 2

5.4 Results Round Three (appendix 18

The aim of this round was to reach consensus on the statements where there was disagreement
in Round Two. This round of statements wasmailed to thesame twentyarticipants in order
to get the opportunity to reconsider their initial responses. The consensus point was (65%) and

higher.

5.4.1 Consensus of resources round three

Consensus was not reached regarding the statement around Build bigdergbudhat
accommodate all staff, and the consensus was reached regarding the statemdntliaseoun

more staff (see Table Helow).
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Table 10resources round three

ltem Consensug Level of | Delphi
reached | Consensug round
Agree/ reached
disagree

The solution for the lack of physical, financial and human resources is to

Build bigger building that accommodat( Disagree | 60% Round 3
all staff
Hire more staff Agree 80% Round 3

5.4.2 Consensugducing waiting times round three

Consensus was not reached regarding the statement arquiechenting a penalty charge per
packet of medication if thgatient did notollect (see Table 1Relow).

Table 11 reducing waiting time round three

Item Consensis | Level of | Delphi
reached Consensss | round
Agree/ reached
disagree

To minimise waiting times consider

implementing

A penalty charge per packet if thg Disagree 40% Round 3

patient does not collect

5.4.3 Consensuaccess system round three
Consensus was not reached regarding the provision of tranepitre clinic (see Table 13

below).
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Table 12 access system round three

Item Consensis | Level of Delphi
reached | Consensus | round
Agree/ reached
disagree

To improve access to services

Provide transport to the clinic Disagree | 55% Round3




5.5Discussion

5.5.1 Attitudes of rehabilitation professionals towards people with disability

All experts agreethat having a positive attitude is important when providing rehabilitation
services. They also agreed on the importance of having an adequate number of staff
members in order to maintain a positive attitude while providing rehabilitation services. The
avaliability of human resources is therefore a big concern in headtliedivery (Galarneau,

2004).

Health care service providers working in CHCs need good support in ordevigepquality
service. This support can be provided by higher level administratm managers who are
aware of the needs of health care workers and patients. Accordiiapomde et a{2010)
information regarding support groups, disability grants, vocational training and other

support serviceare important to the patient.

Environmantal factors also influence the positive attitude of health care workers. For example,
appropriate physical infrastructure is important for facilitating physical access to clinics for
PWDs. This improves perceptions of satisfaction of both health workdrB®W#Ds, while an
inability to access them has a negative influence on the interactions between patients and health

workers (Kumurenzi, 2011; Mlenzarfarantz, Rhod& Eide, 2013.

Communication between health providers and patients were agreed to bé tbeemost

important factors in the rehabilitation process. It hdipdacilitate the process positively
(Kumurenzi, 2011Mlenzana et al., 2013). It is welinown that service providers should
communicate effectively and also listen to their patientsr{enzi, 2011). According to

Matsika (2009) andahonde et al(201Q in some Cape Town CHCs patients reported that
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service providers respected, communicated effectively anddawemotional support for
them.

5.5.2 Information sharing between patiens and health professionas

Information sharing is one the processes that occurs when providing rehabilitation services.
Patients need to know about their rehabilitation processes language that they can
understand. In this study, experts agreedubetg pictures or repetition could help the patient
during the rehabilitation process. According to Kumurenzi (2011), patients often complain

about the use of complex terminology used by service providers, which they do not understand.

Discussion and comunication between patients and service providers is an important factor
in providing health services (Kumurenzi, 208tiggelboutyan der WeijdenDe Wit, Frosch,
Légaré, Montori& Elwyn, 2012). In addition, it is important to include patients in their

management planning (Kumurenzi 20Kghonde et al., 201(®tiggelbout et al., 20}2

However, there are still problems with communication and information sharing with non
English speakers and patisrwho use sign language. In both cases, the availalmfity

interpreters was an important challenge that needed twvercome (Kumurenzi, 2011).

Participants in this study agreed that health promoters are important with respect tg @atient
education and information sharing. According to Kumurenzi (2011), ldok of the
rehabilitation service providers has led to poor communication between patients and service
providers. This is due to the fact that service providers dedicate their time to treating patients

rather than improving communication and answerirtgeps Questions (Kumurenzi, 2011).

Knowing about the patientso6 b aecdaamicbmitations hel ps

and facilitators of the patientd{enzana et al., 2013).
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Several different ways can be used to provide informatiopdtents. For example, the use of
audio visual materials in the patiénsvaiting room, and group education using pamphlets
could also be considered (Mlenzana, 2013).

5.5.3 Lack of physical, financial and human resources in rehabilitation centres

Resourcesare an important component when trying to provide health care services. This
includes human resources, as was reported by participants in this study, as well ashieose in

previous studies (Galarneau,(2Q Sherif, 2010; Rhoda, 2010).

Having adequate asssment equipment was reported in this study as being an important
resource in the rehabilitation centréscording to Grut et al2012)providing equipment that

patients need can help to enable them to reach andaimaaptimal functional levels.

Using available resources for the delivery of services is a good way to improve community
based rehabilitation. Here, the attention is focusedcurative services,samentioned by

Mlenzana (2013).

Experts in this study agreed that motivation and adequate sgae important components of
providing rehabilitation services. According to Mlenzana (2013), space is important for

accommodating health services and pasie

However, in this study experts disagreedhe appropriateness of haviagigger building to
accommodate all staffs importanto improve health services. Previous studies have shown
that some health workers were satisfied with space (Mlenzana, 2013), which may explain the
findings of this study. It is therefore suggested thare research is conductaedthe future

Mlenzana (2013).
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5.5.4 Access to rehabilitation centres

Experts in this study agreed on the use of a booking system to facilitate improvements in
rehabilitation serviceddowever here are still challenges relates this system which may
require patients to wait long periods in order to see rehabilitatiofessionals (Mlenzana,
2013). Experts also agreed that it was important to provide clean, comfortable, and warm

waiting and teatment rooms (Mlenzana, 2013).

According to Kumurenzi (2011), wheelchair accessibility is a priority for patients with
mobility restrictions. Experts in this study also agreed that information boards for disabled

patients or wheelchair bound patientsuld be important to consider.

The &perts in this study disagreed that providing transport to the clinic would be an
appropriate way to enhance the service (55%). The reason why they disagreed is
unknown. Other studies have shown that transport is one of the challenges that affect
access taehabilitation services for PWDs. Mlenzana (2013) reported that patients
were dissatisfied with transport services, which was leadipgttentseithermissing

their appointments or arriving late. These challenges with transport were related to

financial barriers (Thobias, 2008).

5.5.5 Referral systems

The referral system is an important step in the delivery of healthcare. All the experts
in this study agreed on the need for understanding the referral system being used in
the health sector. This also teges an understanding of the roles of all health care
professionals in the rehabilitation services. The referral system aims to ensure

effective patient outcomes as well as facilitating planning for effective use of health
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services (Scheepers, 2012). Aaling to Mlenzana (2013) poor health referral

systems can lead fwor health service delivery.

Expert consensus in this study suggested that patient faljowequires that the
contact details of institutions involved in referral are necessary for imgrove
rehabilitation services. According to Scheepers (2012), it is important that information
regarding followup booking and access to service delivery is provided to the patient

before the referral is implemented. This is to ensure bigapétient can beollowed

up.

5.5.6 Limited time and long waiting periods

Long waiting periods and limited rehabilitation times affect the quality of services
provided to patients, as well as patgematisfaction. In this study experts agreed that
appointment and triaggstems would decrease barriers affecting how pegtiaccess

healthcare services.

Education sessions in the waiting room showed a reduction in gatEmntiety
(Mlenzana, 2013), which is similar to the findings by Sherif (200@) found that
limited time and long queues had a negative effect on pabisatisfaction with the

rehabilitation services provided.

Participants in this study agreed that the use of an electronic board for updating
patients on their status in the queue would be useful. In addgiving patients the
date and time for collecting medication reduces the time spent waiting at the

pharmag.
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Non-governmentabrganisations (NGOs) playsignificantrole in reducing the waiting time

for patients at the comumnity level (Scheeperg012).

The experts in the Delphi study disagreed on whetheagtappropriate to charge
penalty fees if the patient did not collect his or her medication on time. It should be

noted that this was a strategy that wesdiby some CHCs in this study.

5.6 Summary of the chapter

This aspect of the study was conducted in order to reach consensus on how experts
believed that rehabilitation services should be provided at CHCs. Three rounds were
conducted and the level of consensus was set at 65% or above. Qengasiseached

on attitudes, information sharing, and the referral system. Consensus was not reached
with respect to resources (area and space), access (transportation), and waiting time

reduction (penalty fee for teys in medication collection).

After presenting and discussing the results of both FGDs and Delphi Study in chapters

four and five, a summary of the conclusions of the study as well as recommendations

and limitations will be presented in the following chapter.
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CHAPTER SIX

CONCLUSIONS, RECOMMEN DATIONS AND LIMITATIONS

6.1 Introduction

This final chapter includes an introduction, conclusion, and recommendations based
on the study findings. The conclusion draws a closing statement on the discussion

chapter, while the recommendations highlighesgaps identified in the study.

6.2 Conclusiors

The first objective of this study was to explore the views of rehabilitation professionals
regarding the provision of rehabilitation services at three of the Community Health
Centres (CHCs) in the Western Capased on the followinghallenges experienced

by patientsvho attenagdthem.

The health professionals in this study reported difficulties with maintaining a positive

attitude towards achieving their goals under stressful environments that were
associatedvith patient behaviour, poor salaries, and patient overldade of the

finding in the study was thatstaff shortage high patient workloadsand lack of

equipment and appropriate buildingse gat i vel y affected staff me

Workload and stiesaffecthealth professionadsttitude and patients care as well.

Regarding sharing informationffective communication was highlighted as being
important for the development of a positive attitude between professionals and their
managers. The study alsfound that health professionals spent too little time
communicating with patients. Finally, although health professionals provided

assistance for patients in wheelchairs, it was still not enough to be efféttere.are
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significant challenges with respt to information sharing, including language barriers
and deafness in some patients. Communication is therefore very important in the
sharing information process. Health team members play important roles in facilitating
and reducing these challenges. Esample, social and cultural issues should be
handled by the social worker in the rehabilitation team. Team members therefore need
to increase the patieiftawareness in order to have more effective health services.
Even though the language barrier idl stichallengethis study showed that thenas

an mprovement in terms ofommunication anthe importance of sharing information

on the side of rehabilitatioorofessiona.

Another finding that the study drew is related taffsshortageand work overbad.

This was one of the main challenges that negatively affected the provision of
rehabilitation services. This was linked to budget restrictions on employing more staff
or paying oveiitne to the health team membefsd one way to overcome such a

challerge is to provide enoughadf in these centres.

In addition to staff shortage and work overloadghhpatient workloads and the
physical structure of facilities were considered to be barriers with respect to restricting
patient sd ac c eesvies.tThis prokeldmaras stronglyadnndomdth s

the appointment system.

Long waiting times and overcrowded waiting rooms were considered to be significant
obstacles in the rehabilitation process. Therefore, it was suggested that appointment
systems be sl in these centres in order to reduce long waiting tirGesd
communication between health team members assists with appropriate referrals. This
needs good knowledge and an understanding of theabkach health professial

in the rehabilitatiorieam.
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In this study the researcher found the Health care plan 2030 was unrealistic with respect to real
world clinical contexts for the health care professional. The plan included several objectives to
improve rehabilitation and quality of life for PWDsit the current challenge is tosire that

these are realistic.

Rehabilitationprofessionalsn this study reached consensus on attitudes, information
sharing, and referral systems. Consensus was not reached in the areas of resources
(area and space), ass (transportation), and waiting times (penalty fee fayddah

collecting medication).

6.3. Recommendations

6.3.1.Recommendations for rehabilitation professionals and rehabilitation centres

U Health professionals should aim to maintain positive att#wdeentrying to achieve
their goalseven under stressful conditiong reportingfactor thataffecttheir attitude.
For example, provide enough staffaying overtime for professionalsphysical
inaccessibility, availability and convenience of the envinentin terms ofbuildings
and equipment for people with disabilitiehich cancreatea positive attitudéowards

health provides.

a Professionals should try to spend more time communicatingpatients in order
to maintainbetter undestanding tgpatiens 6éonditions by provioshg enough staff
and social workex wholisten to patients and manage large patient loads that help

in reducing the wik load and patient overcrowd.
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a Reducelanguage barriers which affect the communication in the rehabifitatio

procesdy employng language translators and prowigtraining in sign language

a Increase patiest @wareness of their rights in an attempt to increase confidence and
mai ntain the right of PWDRyeducatdpabeqgtsFarl acc e
example workshops, draw pictures or repeat explanations while using the health

promoter and other training programmes for them.

a Health care plan 2030 was unrealistic with respect to real world clinical contexts for
the health care professional for te@keholders in development of the Health care plan
2030 should visit rehabilitation centres in order to learn whatr¢laéty of care

provision is.

a Education of service providers with respect to national and provincial health policies

Implementation ofvorkshops for service providers

6.4. Limitations of the study

U The time available for data collection was a limiting factor in this study. The
time spent obtaining permission from the Department of Health andyfacil
managers was considerable.

U Due to thefact that the study findings were based on a qualitative component
and Delphi study means that the findings cannot be representadivaenlth
service providers.

U Focus group discussions could have been more appropriate for service
providers and conduetl during lunch breaks. During the FGDs some of the

participants wee rushing to go back to work.
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0 Some participants felt that the FGDs and workshops took too long, which may

have impacted on their attention to detail
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Appendix 2 ANNEXURE 2 PROPOSAL SUMMARY

would encompass the vision of the 1
health plan and the expectations of

patients
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Appendix 2 ANNEXURE 2 PROPOSAL SUMMARY

Key Words

PERCEPTIONS, REHABILITATION,

PRIMARY HEALTH CARE LEVEL

103



Brief description of methodology

duration of contact with each participant

e.g. interview length, clinical exams)

(Please specify estimated sample size g

Sample size for focus group discussio

for rehabilitation professionals will

comprise of one professional

representing each category of service

providers in one centre e.g
physiotherapist, OT, doctor, nurse
prosthetist, speech therapist, peé€
supporters.

Sample size for clients:

In-depth interviews: the clients will alsa
be categorised into differat types of
disabilities and the study will target one
client from each category to be part of th

interview.

In-depth interviews will be conducted fo
clients until data saturation is

Appendix 2 ANNEXURE 2 PROPOSAL SUMMARY
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reached and for  focus
group
discussions too.
Type of Study Design: e.g. Case Control, [Explorative  design using Indepth
interviews with clients, focus grouf
RCT, Survey discussions and Delphi study an

workshops for service providers will be
conducted

Budgetfor research

R30000.00

Source of funding for the research

National Research Fund

The research will have implications for theYes or |If Yes what are these
requested facilities regarding: implications and how does you
NO project plan to mitigate the
impact
1. Additional load on nursing NO
2. Support services NO
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Appendix 2 ANNEXURE 2 PROPOSAL SUMMARY

3. Consumables NO

4. Laboratory tests NO

5. Equipment NO

6. Space YES To conduct focus groups an
workshops with the service
providers they need to b
interviewed in a comfortable
space

7. Communications NO
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8. Additional OPD visits NO

Appendix 2 ANNEXURE 2 PROPOSAL SUMMARY

9. Admission of patients NO
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Appendix 2 ANNEXURE 2 PROPOSAL SUMMARY

How will the sites be prepared to | By informing them of the research that

participate in your research? | intend to conduct. No preparations tg
be done for this research, data will b
conducted at convenient times for
participants.

Results dissemination plan

1. Tick which groups will be

affected by your research findings

Provincial ma n a (

Di strict Direct

Facility manager

Patients

Community

Other

(please specify)
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2. Whatisthe earliestdate ortimeframiwi t hin one mont h
from the end of research collection
Appendix 2 ANNEXURE 2 PROPOSAL SUMMARY
that the feedback (at least the minimunWi t hi n one to thre
requirements*) will be expected?
Wi thin three to si
Longer than six mo

* Minimum research findings feedback
template
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Appendix 3

Western Cape STRATEGY & HEALTH SUPPORT
Health.Research@westerncape.gov.za

Government tel: +27 21 483 6857: fax: +27 21 483 9895
5t Floor, Norton Rose House,, 8 Riebeek Street, Cape Town, 8001
www.capegateway.gov.za)

Health

REFERENCE: WC_2016RP19_742
ENQUIRIES: Ms Charlene Roderick

University of Western Cape
Robert Sobukwe Road
Bellville

Cape Town

7535

For attention: Dr Nondwe Bongokazi Mlenzana, Ms Luzaan Kock, Ms Rochelle Petersen

Re: To explore and describe the perceptions of rehabilitation service providers in the
implementation of a rehabilitation model at primary health care level.
Thank you for submitting your proposal to undertake the above-mentioned study. We are pleased

to inform you that the department has granted you approval for your research.

Please contact following people to assist you with any further enquiries in accessing the following

sites:

TC Newman Surina Neethling 023 348 8102

Kindly ensure that the following are adhered to:

1. Amangements can be made with managers, providing that normal activities at requested
facilities are not interrupted.

2. Researchers, in accessing provincial health facilities, are expressing consent to provide the
department with an electronic copy of the final feedback (annexure 9) within six months of
completion of research. This can be submitted to the provincial Research Co-ordinator

(Health.Research@westerncape.gov.za).
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3. Inthe event where the research project goes beyond the estimated completion date

which was submitted, researchers are expected to complete and submit a progress report

(Annexure 8) to the provincial Research Co-ordinator

(Health.Research@westerncape.gov.za).

4. The reference number above should be quoted in all future correspondence.

Yours sincerely

AT How ik

DR A HAWKRIDGE
DIRECTOR: HEALTH IMPACT ASSESSMENT
patE: Bl Auy i\

CcC L PHILLIPS DIRECTOR: CAPE WINELANDS
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Appendix 4

Western Cape STRATEGY & HEALTH SUPPORT
Health.Research@westerncape.gov.za

Government tel: +27 21 483 6857: fax: +27 21 483 9895
5! Floor, Norton Rose House,, 8 Riebeek Street, Cape Town, 8001
www.capegateway.gov.za)

Health

REFERENCE: WC_2016RP19_742
ENQUIRIES: Ms Charlene Roderick

University of Western Cape
Robert Sobukwe Road
Bellville

Cape Town

7535

For attention: Dr Nondwe Bongokazi Mlenzana, Ms Luzaan Kock, Ms Rochelle Petersen

Re: To explore and describe the perceptions of rehabilitation service providers in the

implementation of a rehabilitation model at primary health care level.

Thank you for submitting your proposal to undertake the above-mentioned study. We are pleased

to inform you that the department has granted you approval for your research.

Please contact following people to assist you with any further enquiries in accessing the following

sites:

Gugulethu CHC Lunga Makamba 021 637 1280

Kindly ensure that the following are adhered to:
1. Arrangements can be made with managers, providing that normal activities at requested

facilities are not interrupted.

2. Researchers, in accessing provincial health facilities, are expressing consent to provide the

department with an electronic copy of the final feedback (annexure 9) within six months of
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completion of research. This can be submitted to the provincial Research Co-ordinator

(Hedalth.Research@westerncape.gov.za).

3. Inthe event where the research project goes beyond the estimated completion date
which was submitted, researchers are expected to complete and submit a progress report
(Annexure 8) to the provincial Research Co-ordinator

(Health.Research@westerncape.gov.za).

4. The reference number above should be quoted in all future comrespondence.

Yours sincerely

AT HPUSAZADN £
DR A HA
DIRECTOR: IMPACT ASSESSMENT
DATE: \\/ lh/ 2ol
cc P OLCKERS DIRECTOR: MITCHELLS PLAIN/ KLIPFONTEIN
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Appendix 5

STRATEGY & HEALTH SUPPORT
WeStern Cape Health.Research@westerncape.gov.za

Government tel: +27 21 483 6857: fax: +27 21 483 9895
5 Floor, Norton Rose House,, 8 Riebeek Street, Cape Town, 8001
www.capegateway.gov.za)

Health

REFERENCE: WC_2016RP19_742
ENQUIRIES: Ms Charlene Roderick

B G et i) 3 SO TR, 50

University of Western Cape
Robert Sobukwe Road
Bellville

Cape Town

7535

For attention: Dr Nondwe Bongokazi Mlenzana, Ms Luzaan Kock, Ms Rochelle Petersen

Re: To explore and describe the perceptions of rehabilitation service providers in the

implementation of a rehabilitation model at primary health care level.

Thank you for submitting your proposal to undertake the above-mentioned study. We are pleased

to inform you that the department has granted you approval for your research.

Please contact following people to assist you with any further enquiries in accessing the following

sites:

Bishop Lavis CDC Rachel Carelse 021 934 6129

Kindly ensure that the following are adhered to:
1. Arrangements can be made with managers, providing that normal activities at requested

facilities are not interrupted.
2. Researchers, in accessing provincial health facilities, are expressing consent to provide the
department with an electronic copy of the final feedback (annexure 9) within six months of

completion of research. This can be submitted to the provincial Research Co-ordinator

(Health.Research@westerncape.gov.za).
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3. In the event where the research project goes beyond the estimated completion date
which was submitted, researchers are expected to complete and submit a progress report
(Annexure 8) to the provincial Research Co-ordinator

(Heol‘rh_Research@wes?erncoge.gov,zq).

4. The reference number above should be quoted in all future correspondence.

Yours Sineefeh;‘—?

DR A HAWK

DIRECTOR: HEALTH IMPACT ASSESSMENT

DATE: 67/ )r
J ARENDSE DIRECTOR: NORTHERN TYGERBERG
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Appendix 6

On Thu, May 25, 2017 at 12:27 PM, Steflene F Mostert
<Steflene.Mostert@westerncape.gov.za> wrote:

Dear

The only time we can accommodate you is Monday

morning, the 29th at our Staff meeting helding at
08h00 the morning.

We can give you 30 minutes for your presentation.

Kind Regards

Stevelien Mostert

"All views or opinions expressed in this electronic message
and its attachments are the view of the sender and do not
necessarily reflect the views and opinions of the Western
Cape Government (the WCG). No employee of the WCG is
entitled to conclude a binding contract on behalf of the WCG
unless he/she is an accounting officer of the WCG, or his or
her authorised representative. The information contained in
this message and its attachments may be confidential or
privileged and is for the use of the named recipient only,
except where the sender specifically states otherwise. If you
are not the intended recipient you may not copy or deliver this
message to anyone.'
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« Patricia Van Wyk
caroli... Chanray Janine i I
Jeoladl oy gsla )

Hi
Next week Thursday 11-12 ?

Regards

Dr Patricia Van Wyk
Family Physician
TC Newman CDC

Drakenstein Sub District
Cape Winelands

Tel: 021 877 6449
Mobile: 084 970 2883
Fax2email: 0866673430

Patricia.vanWyk@westerncape.gov.za

O
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Appendix 8

’

Jennie Morgan
Nondwe .Gl I

Jeoladl o adon 9
Dear Ayiman,

| am sorry for the delay.

Can you make it here on the 26 July at 2pm?

Kind regards

Jennie

From: AYIMAN ABDULQADIR
[Mmailto:3581956@myuwc.ac.za]

Sent: 271 June 2017 10:57 AM

To: Nondwe Mlenzana; Jennie Morgan
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Appendix 9

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21-959 2542, Fax: 27 21-959 1217
E-mail: nmlenzana@uwc.ac.za

DELPHI STUDY CONSENT FORM

Participant identification number: ............

Title of Research Project: REHABILITATION PROFESSIONALS’ VIEWS ON THE

EXPERIENCES OF PATIENTS WITH PHYSICAL DISABILITIES ACCESSING COMMUNITY

HEALTH CENTRES.
Tick V if yes and x if no Yes No
1 | confirm that | have read and understood the information sheet dated for the a o

above study. | have had the opportunity to consider the information, ask
questions and have had these answered satisfactorily.

2 | am willing to participate in all the rounds of the Delphi study and the follow- a O
up stage
3 I understand that my participation is voluntary and that | am free to withdraw (=] o

at any time, without giving any reason. However, | understand that the
success of this study depends on all participants completing all the Delphi

rounds.

4 I understand that | will remain anonymous to other participants (or experts) o o
throughout this Delphi study and only the researcher will be able to identify
my specific answers.

5 I understand that the researcher will keep all information and data collected in o =]

a secure and confidential manner.

Name of participant Date Signature

Not consenting

| 1 I I am NOT willing to participate in this study | a |
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Appendix 10

UNIVERSITY OF THE WESTERN CAPE

‘ Private Bag X 17, Bellville 7535, South Africa
f‘\\\ : / Tel: +27 21-959 2542, Fax: 27 21-959 1217

R & E-mail: nmlenzana@uwc.ac.za
REShice prost o

DELPHI STUDY INFORMATION SHEET

Study Title: REHABILITATION PROFESSIONALS’ VIEWS ON THE EXPERIENCES OF
PATIENTS WITH PHYSICAL DISABILITIES ACCESSING COMMUNITY HEALTH
CENTRES

Invitation

You are being invited to take part in a research study conducted by Ayiman Abdulgadir (Masters
Candidate) of the University of the Western Cape. Before you decide to participate in this study,
it is important for you to understand why the research is being done and what it will entail.
Please read carefully the following information. Please ask me questions if there is anything that

is not clear or if you would like more information.

What is the purpose of the study?

Goal of rehabilitation program has been described as the maximization of patient’s
independence in order to allow them to participate fully in their communities. This will be
achieved if patients have no limitations that will be imposed by the underlying pathology,
impairments and by the availability of resources. Rehabilitation requires rehabilitation
professionals to be aware of patients’ circumstances at home. Aim of this study is to explore
rehabilitation professionals’ views on the experiences of patients with physical disabilities
accessing CHCs in the Western Cape. Objectives are 1) To explore the views of rehabilitation
professionals regarding provision of rehabilitation services at the Community Health Centres
(CHCs) in the Western Cape based on the following challenges experienced by patients
attending CHCs: -Attitudes of rehabilitation professionals towards people with disability -
Information sharing between patient and health professional -Lack of physical, financial and
human resources in the rehabilitation centres -Access by patients to rehabilitation centres and
access by service providers for CBR -Referral systems -Limited time and long waiting periods. 2)
To reach consensus on how should rehabilitation services be provided at the CHCs based on
the outcomes of objective.
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Why have | been chosen?

You have been asked to participate in this research project because you have been identified as
an expert in rehabilitation profession. Rehabilitation professionals’ views will be beneficial in
improving service delivery at CHCs as patients in a study by Mlenzana (2013) indicated
challenges with service delivery. There were rehabilitation health care professionals that
participated in answering these challenges through focus group discussions and workshops.
Your participation in this phase of the study, Delphi study, will assist in reaching consensus on
how rehabilitation services should be provided at the CHCs.

Do | have to participate?

Participation is voluntary as it will add value to rehabilitation service delivery at the primary
health care level. If you decide to participate you will be given the information sheet to keep and
you will be asked to sign a consent form. You are free to withdraw at any time without giving a
reason. A decision not to participate or to withdraw at any time, will not affect you in any way.

What will happen to me if | participate?

If you agree to participate in the study you will firstly be asked to complete a consent form and
return it via e-mail. This research will be carried out using the Delphi technique consisting of two
to three rounds using questionnaires that are aimed to achieve consensus of appropriate
rehabilitation service delivery. With your permission, the questionnaires will be e-mailed to you.
Simple and specific instructions will be provided for each questionnaire. The amount of time
necessary for completion of each questionnaire will vary with each panellist, but should range
between 10- 15 minutes per round. There are no right or wrong answers to the questions. This
study is seeking your opinion.

The following points are important for you to remember:

e Your participation is entirely voluntary.

e You may decline or withdraw from the study at any time.

¢ You will remain anonymous to other participants (or experts) throughout this Delphi study
and only the researcher will be able to identify your specific answers.

¢ All records are confidential. Your name will only be recorded on the consent form; it will
not be recorded on any questionnaire. All information will only be available to members
of the research team. All information will be destroyed 5 years after the research is
complete.

¢ Any information that you will provide will be confidential and when the results of the study
are reported you will not be identifiable in the finding.

¢ Following the study, information gathered will be sent for publication in professional
journals and will also be presented at conferences. All details of people who participated
in the study will be kept anonymous.

¢ You will only have to complete the consent form once; return of completed Delphi rounds
implies your consent to participate.
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What if something goes wrong?

| am not aware of any complications or risks that could arise from participating in this study.
However, if you decide to participate in the study you will be given written information detailing
the names and telephone number to contact should you have any complaints or difficulties with
any aspect of the study.

Will my participation in the study be kept confidential?

If you consent to participate in the study, your name will not be disclosed and would not be
revealed in any reports or publications resulting from this study. Apart from your consent form,
your name will not be recorded on Delphi rounds. Each participant will be allocated an unique
code. You will remain anonymous to the other participants (or experts) throughout this Delphi
study and only the researcher will be able to identify your specific answers. All information will be
destroyed 5 years after the research is complete.

What happens when the research study stops?

This research is being conducted by Ayiman Abdulqadir, Department of Physiotherapy, at the
University of the Western Cape. If you have any questions about the research study itself,
please contact Ayiman Abdulgadir at:

University of the Western Cape

Department of Physiotherapy

Robert Sobukhwe Road

Bellville, 7535

Cell: 0840752256

E-mail: abood.abado@gmail.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:

Head of Department: Dr N. B. Mienzana
University of the Western Cape
Department of Physiotherapy

Robert Sobukhwe Road

Bellville, 7535

Office: 021-9592542

Dean of the Faculty of Community and Health Sciences: Prof. J. Frantz
University of the Western Cape

Private Bag X17

Bellville, 7535

This research has been approved by the University of the Western Cape’s Senate Research
Committee and Ethics Committee.
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Appendix 11

DELPHI STUDY QUESTIONS —-ROUND 1
Asked with FGDs

o Attitude of rehabilitation professionals

Q1: How to maintain a positive attitude have to have?

o Sharing information

Q2: How to share information with patients should?

o Resources

Q3: What the solution for the lack of physical, financial and human resources?

o Reducing waiting time

Q4: How to minimise waiting times?

o Access system

Q5: How to improve access to services?

o Referral system

Q6: How to improve referrals system?
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Appendix

12

DELPHI STUDY - ROUND 2

TITLE OF STUDY: REHABILITATION PROFESSIONALS’ VIEWS
ON THE EXPERIENCES OF PATIENTS WITH PHYSICAL
DISABILITIES ACCESSING COMMUNITY HEALTH CENTRES

Tick (x) that all appropriate answer/s

DEMOGRAPHIC DETAILS

ABE: e years

Gender: [] male [lfemale
CUurreiit PrIessIOn «vvivvnviimvsnsvamvessvimveivavveve

Years’ experience: ............... years

Attitude of rehabilitation professionals
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To maintain a positive attitude you have to get have

Good support OAgree [Disagree
Enough staff [JAgree [Disagree
Enough time to respond to patients’ queries OAgree [Disagree
Accessible building and appropriate equipment for PWDs [JAgree [Disagree
Staff members who are happy and not exhausted [JAgree [IDisagree
Staff who communicate well and listen to patients OJAgree [Disagree

Sharing information

To share information with patients you should
Employ translators to address the language barrier

OAgree [Disagree
Provide pamphlets for patients to read OAgree ODisagree
Learn the basics of sign language for patients how deaf

OlAgree ODisagree

Get health promoter to educate patients OAgree [ODisagree
Provide television programmes in waiting rooms CAgree [IDisagree
Have discussion with your patients OAgree ODisagree
Advise your patients about prevention measures JAgree [ODisagree

Draw pictures and repeat the explanation of the management process

CJAgree [ODisagree
Talks while patients are waiting [JAgree [IDisagree
Ensure that there is enough time for patients to ask questions

OAgree [IDisagree

know the background of patients [JAgree ODisagree
Ensure that you see patients who were seen previously ClAgree Disagree

Resources

The solution for the lack of physical, financial and human resources is to

Provide a bigger building that accommodate all staff OAgree ODisagree

Request for more equipment for assessment OAgree ODisagree

Use what you have for service delivery OAgree ODisagree

Hire more staff OAgree [ODisagree

Create more space specifically for patients OAgree ODisagree

Write motivations OAgree [ODisagree
Reducing waiting time
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. To minimize waiting times have
An appointment system [JAgree [Disagree
Health information's in the waiting room to reduce patient anxiety

[JAgree  [Disagree

An electronic board to provide queue information OAgree  [Disagree
Clear dates for collecting medication OAgree  [Disagree
A penalty charge per packet if patient does not collect ~ [JAgree =~ [Disagree
A TRIAGE system [JAgree  [ODisagree
Greater use of services provided by NGOs CJAgree  [Disagree

Access system

. To improve access to services

use a booking system OAgree  [IDisagree
Have information boards for disabled or wheelchair-bound patients [JAgree [IDisagree

Attend to people who have disabilities first CAgree  [Disagree
Provide transport to the clinic OAgree  [Disagree
Make the clinic comfortable, clean and warm OAgree  [Disagree

Referral system
. To get better with referral system you must

Understand referral system used in health sector O Agree [Disagree
Understand the roles that all health care professionals play O Agree [IDisagree
Follow-up on patients OAgree  [ODisagree

Have all contact details of institutions you are referring  [JAgree ~ [ODisagree

Thank you for taking time to complete this survey
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Appendix 13

DELPHI STUDY - ROUND 3

TITLE OF STUDY: REHABILITATION PROFESSIONALS’ VIEWS
ON THE EXPERIENCES OF PATIENTS WITH PHYSICAL
DISABILITIES ACCESSING COMMUNITY HEALTH CENTRES

thank you for valuable information received from Round 2 of the Delphi study. the
opinions from Round 2 are summarised (65% agreement and above). you have a final

opportunity to reconsider and alter your initial response or keep it un changed in

disagree sctions.

Tick (x) that all appropriate answer/s

DEMOGRAPHIC DETAILS

AV wiveavons years

Gender: [l male [lfemale
CnrrentProfesSIONS .. comvessssssmunissssonsmensessnsosnss sonsnsnse

Years’ experience: ............... years
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Resources

+ The solution for lack of physical, financial and human resources is to
Build bigger building that accommodate all staff MAgree  [IDisagree
Hire more staff OAgree  [Disagree

Waiting time

. To minimize waiting times have
A penalty charge per medication packet if the patient does not collect
OAgree [IDisagree

Access

. To improve access to services
provide transport to the clinic UAgree  [Disagree

Thank you for taking time to complete this survey
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Appendix 14

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa
\\\ o/ Tel: +27 21-9592542, Fax: 27 21-9591217
~ \/’( 14 E-mail: abood.abado@gmail.com

-
\R\E\ Shice ﬁ'g@Sﬁ'.c E

CONSENT FORM FGDs

Title of Research Project: REHABILITATION PROFESSIONALS’ VIEWS ON THE
EXPERIENCES OF PATIENTS WITH PHYSICAL DISABILITIES ACCESSING COMMUNITY
HEALTH CENTRES

The study has been described to me in language that | understand and | freely and voluntarily
agree to participate. My questions about the study have been answered. | understand that my
identity will not be disclosed and that | may withdraw from the study without giving a reason at any
time and this will not negatively affect me in any way.

This research project involves making audiotapes of you. These audiotapes will be used to
collect information from foucs group discussion and Delphi study . They will be locked in a
locked cupboard and will only be accessible to the researcher. These tapes will be destroyed

after 7 years when the publications are all done and published.

|l agree to be [videotaped/audiotaped/photographed] during my participation in this study.

| do not agree to be [videotaped/audiotaped/photographed] during my participation in this

study.
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Should you have any questions regarding this study or wish to report any problems you have

experienced related to the study, please contact the study coordinator:

Study Coordinator’s Name: Dr Nondwe Mlenzana
University of the Western Cape

Private Bag X17, Belville 7535

Office: 021-9592542

Fax: (021)959- 1217

Email: nmlenzana@uwec.ac.za
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Appendix 15

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21-9592542, Fax: 27 21-9591217
E-mail: abood.abado@gmail.com

INFORMATION SHEET FOCUS GROUP DISCUSSION |

Project Title:
REHABILITATION PROFESSIONALS® VIEWS ON THE EXPERIENCES OF PATIENTS
WITH PHYSICAL DISABILITTIES ACCESSING COMMUNITY HEALTH CENTRES

What is this study about?

This is a research project being conducted by Ayiman Abdulgadir at the University of the Western
Cape. We are inviting you to participate in this research project because you are a health provider
at community health center. The purpose of this research project is to explore rehabilitation
professionals’ views on the experiences of patients with physical disabilities accessing community
health centres.

What will | be asked to do if | agree to participate?
You will be asked to be participating in focus group discussions in your centre and workshop in
one of the Community Health Centers (CHC's). This will only take more or less one hour.

Would my participation in this study be kept confidential?

We will do our best to keep your personal information confidential. To help protect your
confidentiality, we will be using identification codes only on data forms, and using password-
protected computer files. The surveys are anonymous and will not contain information that may
personally identify you. If we write a report or article about this research project, your identity will
be protected to the maximum extent possible.

What are the risks of this research?
There are no known risks associated with participating in this research project.

What are the benefits of this research?

This research is not designed to help you personally, but the results may help the investigator
learn more about Rehabilitation Service. We hope that, in the future, other people might benefit
from this study through improved understanding of Rehabilitation Service.

Do | have to be in this research and may | stop participating at any time?

Your participation in this research is completely voluntary. You may choose not to take part at
all. If you decide to participate in this research, you may stop participating at any time. If you
decide not to participate in this study or if you stop participating at any time, you will not be
penalized or lose any benefits to which you otherwise qualify.
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Is any assistance available if | am negatively affected by participating in this study?
If participants are experiencing emotional problem regarding questions that are going to be
asked they will be assured of being referred to a psychologist to assist them with emotional
issues that will be triggered by this study.

What if | have questions?

This research is being conducted by Ayiman Abdulqadir, Department of Physiotherapy, at the
University of the Western Cape. If you have any questions about the research study itself,
please contact Ayiman Abdulqadir at:

University of the Western Cape

Department of Physiotherapy

Robert Sobukhwe Road

Bellville, 7535

Cell: 0840752256

E-mail: abood.abado@gmail.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:

Head of Department: Dr N. B. Mlenzana
University of the Western Cape
Department of Physiotherapy

Robert Sobukhwe Road

Bellville, 7535

Office: 021-9592542

Dean of the Faculty of Community and Health Sciences: Prof. Frantz
University of the Western Cape

Private Bag X17

Bellville 7535

This research has been approved by the University of the Western Cape’s Senate Research
Committee and Ethics Committee.
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