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SA Journal of Occupational Therapy

Perceptions on transitioning from   
impairment-based to occupation-based practice 
in public healthcare within KwaZulu-Natal

ABSTRACT

Introduction:Holistic healthcare service delivery requires rehabilitation 
personnel to consider all the components of health that influence the 
client's quality of life. However, there is limited literature on approaches 
to implementing rehabilitation services within South African public 
healthcare. This study explored rehabilitation personnel's (such as 
occupational therapists, speech therapists, physiotherapists) use of 
occupation-based practice impairment-based practice and the barriers 
and facilitators associated with their practice choice. 
Methods: A qualitative research design was conducted through semi-
structured interviews (13 participants), a focus group (4 participants) and 
community mapping. Purposive sampling was utilised to select 
participants in the iLembe district, KwaZulu-Natal, South Africa. Data 
were analysed using deductive thematic analysis. 
Findings: Three themes emerged from the study; Attitudes towards 
impairment-based practice, Reflections on OBP, and The way forward. The 
need to focus on all the components of health rather than just the 
disease and the benefits of using the occupation-based practice approach 
were highlighted.  Additionally, different factors required to implement 
holistic rehabilitation services and the barriers to OBP were identified. 
Conclusion: Although the study identified OBP benefits, various barriers 
associated with its implementation were identified. Rehabilitation 
personnel, community stakeholders, and clients must work together to 
improve OBP implementation in public healthcare by combating the 
barriers identified in the study.

Implications for practice
This study has implications for rehabilitation service implementation in 
the iLembe district public healthcare sector. OBP was perceived to have 
more quality of life and health outcomes, which leads to implications for 
practice. There is a need to transition from the medical model with 
approaches only focusing on body structures and functions into 
approaches that consider all the components of health, such as the OBP. 
Even though there are barriers towards OBP implementation, 
rehabilitation personnel can still promote its implementation through 
inter-professional practice, continuous professional development and 
health promotion. Furthermore, there are implications for undergraduate 
programmes to equip undergraduates with the skills to implement OBP 
within under-resourced facilities.
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BACKGROUND
Impairment-based practice (IBP) was reported as the dominant paradigm 
within medical-oriented healthcare facilities in South Africa, focusing on 
body structures and function1. The dominance of the medical model, which 
defines health as the absence of disease, results in a limited focus on 
external components influencing the client's participation, in contrast with 
the World Health Organisation's (WHO) definition of health2. This appears 
at odds with the WHO's definition of health as not just the absence of 
disease but a complete state of physical, mental and social well-being2.
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Holistic healthcare interventions require more than focusing 
predominantly on the impairments. Healthcare providers 
must consider other factors, such as contextual factors and 
activity participation, especially when implementing 
rehabilitation services3.
    The WHO has been promoting this agenda, as seen in their 
shift from the International Classification of Functioning, 
Disability, and Health (ICF) in 1980 to 20012. The paradigmatic 
shift entailed changing terminology and service focus from a 
"consequences of disease" classification to a "components of 
health" classification in 20012. These components of health 
represented a move toward including components that 
consider an individual's holistic health. The ICF is a 
multifaceted classification providing a theoretical base for 
implementing healthcare services, specifically rehabilitation 
services. There are two parts of the ICF, namely Functioning 
and Disability, which includes body functions and structures, 
activities, participation, and contextual factors, including 
environmental and personal factors2. The framework 
highlights participation limitations within roles and activities, 
which are influenced by physical and social factors while 
emphasising the importance of activities and participation in 
health and quality of life. The initial shift towards the inclusion 
of activities and participation in the ICF resulted in a need for 
a subsequent shift towards focusing more on occupation-
based practice (OBP) to facilitate improved quality of life and 
health. OBP includes activities (such as activities of daily living 
and work) and participation (how a client can participate in 
activities), which are often unaddressed during the 
implementation of rehabilitation services⁴.

Hall & Visagie⁵ noted that the ICF is not optimally utilised 
in clinical rehabilitation practice in South Africa. Additionally, 
efforts to view clients from a holistic perspective are primarily 
outside of the medical model⁶. These contentions are 
influenced contextually as South Africa has increased 
unemployment and poverty rates, negatively impacting 
access to healthcare services, especially in poor communities3. 
Personal resource restrictions create a need for more client-
specific and context-specific healthcare. 

The iLembe community comprises 89.2% isiZulu-speaking 
Africans, 3.4% White, 6.9% Asian, and 0.8% Coloured 
populations⁷. A quarter of the population lives in traditional 
and informal settlements; 50% of the roads are in good 
condition, and 50% in fair and poor conditions⁷. The South 
African public healthcare sector caters to 80% of the country's 
population; however, numerous barriers exist to accessing 
rehabilitation services⁸. These barriers include a lack of human 
resources, budget constraints, transportation limitations, a 
focus on the medical model, high turnover rates in acute 
hospitals, poor compliance, communication challenges and a 
breakdown in referral pathways⁹,1⁰. Anecdotally, therapists 
have highlighted the challenges above as the critical reasons 
for the decreased use of OBP in South Africa. There is limited 
research regarding therapists' experiences in implementing 
OBP11. Thus, there is a need to explore rehabilitation 
personnel's experiences with implementing IBP and OBP, and 
the different factors affecting their practice choice within 
public healthcare in South Africa. Understanding their views 
and beliefs will assist in understanding the rationale for their 
practice choice when implementing rehabilitation services 
within the district. The need for holistic healthcare requires 
exploring the factors influencing rehabilitation personnel's 

practice choice. Local conditions influence contextual factors 
linked to clients' access to rehabilitation services and 
personnel practice choices within the district. The study aimed 
to explore the factors influencing rehabilitation personnel's 
practice choices when implementing rehabilitation services in 
public healthcare. and personal and contextual barriers and 
facilitators promoting effective OBP implementation. 

METHOD 
Study design 
An explorative qualitative research design was used to 
understand the rehabilitation personnel's perceptions 
regarding IBP and OBP, and the rationale behind their practice 
choice. This research approach supported exploring 
rehabilitation personnel's experiences, social context, and 
views12 through semi-structured interviews, a focus group, 
and community mapping. These data collection methods 
allowed the researcher to capture and understand the 
participant's in-depth perceptions and feelings through 
careful and focused analysis.

Study population, sampling and recruitment strategy 
Participants were recruited by the first author over two 
months by contacting the facility managers and acquiring the 
names of the individuals employed in the district's hospitals 
and primary healthcare institutions, as seen in Figure 1 
(below). Purposive sampling was utilised to recruit individuals 
working in the district for maximum variation. The sample 
comprised five occupational therapists , nine physiotherapists, 
three speech therapists, and three of which were key 
informants including one assistant director, chief 
physiotherapist and occupational therapy deputy head of 
department. For the purposes of this study, ‘rehabilitation 
personnel’ refers to personnel who are involved in 
rehabilitation of clients in an acute hospital. This included 
occupational therapists, physiotherapists, speech and 
language therapists. The study population comprised of 
rehabilitation personnel working in the iLembe district’s 
public healthcare sector with more than six months work 
experience in the South African public healthcare sector and 
registered with the Health Professions Council of South Africa 
(HPCSA). The individuals who met the inclusion criteria 
described above were invited to participate in the study 
telephonically.

Figure 1: Map of the iLembe district with available full-
time rehabilitation personnel.
Key: CHC- Community Healthcare Centre
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Data collection 
The data collection tools were semi-structured interviews, a 
focus group and community mapping. The one focus group 
was aimed at critical key informants. The thirteen semi-
structured interviews targeted community service officers and 
grade one practitioners to explore the factors influencing their 
practice choice. The ICF's biopsychosocial perspective guided 
the compilation of the questions used for the semi-structured 
interviews and the focus group to understand the participants' 
perceptions of the different practice choices and which 
contextual factors influence them.
Semi-structured interviews
Semi-structured interviews allow participants to give in-depth 
opinions on their experiences and report a detailed 
explanation of their perceptions13,1⁴. The semi-structured 
interviews comprised of eight open-ended questions that 
explored the perspectives of the people responsible for 
implementing rehabilitation services. Further, exploring their 
perception on IBP and OBP, and OBP facilitators and barriers. 
The data from the face-to-face and zoom semi-structured 
interviews which ranged from 15 minutes to 1 hour, were 
recorded using an audio-recording device and manually 
transcribed. The interviews were conducted in English, a 
language both the participants and the researcher were 
comfortable with and could effectively communicate in. 
Different venues within KwaDukuza, Maphumulo, Ndwedwe, 
and Mandeni were utilised, depending on where the 
participant was employed.
Focus groups
Focus groups provide many different forms of interaction1⁴, 
allowing the researcher to identify contradictions between 
participants. The focus group assisted in defining OBP in a 
neutral language and improved insight into positive and 
negative factors contributing to OBP and IBP implementation 
in the district. It was conducted for one and a half hours on 
the Zoom platform, with key informants: an Acting Head of 
Department, Assistant Director (AD), Chief and grade one 
practitioner. These key informants are involved in the 
development of policies, permanent staff employment, the 
training of community service officers (CSO) and make 
decisions concerning rehabilitation services at a district level. 

The data were recorded using Zoom and manually 
transcribed. The focus group allowed participants to share 
their opinions, knowledge, and insights on the topic, and to 
receive feedback from other participants. The researcher 
conducted the focus group in English, which all the 
participants reported they were comfortable to converse in.

Community mapping
Community mapping was used to understand the contextual 
influences of OBP within the iLembe district, such as available 
healthcare facilities with and without rehabilitation personnel, 
and facilities, such as special schools and sheltered 
workshops. Data for community mapping was obtained 
through interacting with community members and healthcare 
practitioners in the district.

Pilot study
The pilot study was conducted to test the semi-structured 
interview's viability, and the necessary changes were made in 
the questions and questioning method before data collection. 
Two rehabilitation personnel from different settings within the 
public healthcare sector participated in the pilot. This assisted 
in amending the questions and prompts for the semi-
structured interviews to improve clarity and elicit sufficient 
information depth. It also allowed the researcher to become 
familiar with implementing data collection method before the 
main study.

Data Analysis 
Data were analysed using deductive thematic analysis guided 
by the ICF framework1⁵, which allowed the researcher to 
analyse the participants' perceptions of IBP and OBP 
concerning the components of health, as seen in Figure 2 
(below). Furthermore, Braun and Clark's six-step data analysis 
techniques1⁶  guided the write up process of the study's key 
findings using sub-themes and themes. Initially, the researcher 
engaged in a process of familiarisation with the data, which 
was done through transcribing verbatim from the audio 
recordings and analysing the transcripts with guidance from 
the supervisors using thematic coding. After coding, similar 
concepts and findings were grouped to formulate sub-themes 
and themes. These sub-themes and themes were generated 
and reviewed, and then the final themes were defined and 
named ,and used to write up the data findings.
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Trustworthiness
The researcher used various strategies to ensure the 
trustworthiness of the study, as seen in Table I (below).

Table I: Trustworthiness of the study

Ethical considerations
The study followed the Protection of Personal Information Act 
4 of 2013 guidelines restricting disclosure of personal and 
confidential information1⁸. The purpose of the study, and 
voluntary participation and confidentiality were emphasised, 
meaning participants' information was confidential, and 
withdrawal from the study could occur at any point in the 
study. Informed consent was obtained from the participants 
before data collection. All the participants were assigned 
pseudonyms to ensure anonymity. 
     Ethical clearance was received from Humanities and Social 
Sciences Research Ethics committee and the KZN Department 
of Health (DOH). Gatekeeper permission was obtained from 
the iLembe District Office. After completing this research 
study, the findings were sent to the participants, the facility 
managers and DOH to influence rehabilitation service 
implementation and awareness.

FINDINGS
Demographics
Seventeen participants took part in this study in total. There 
were thirteen participants in the semi-structured interviews; 
three speech therapists, three occupational therapists and 
seven physiotherapists as seen in Table II (adjacent). The focus 
group comprised four participants, represented in Table III 
(adjacent). Tables II and III illustrate the participants’ 
experiences and different factors influencing their practice 
choice and view of rehabilitation services within the district.

Table II: Demographic characteristics: semi-structured 
interview participants 

Table III: Demographic characteristics: focus group 
participants 

Key:
PT-Physiotherapists  
ST-Speech therapists
OT-Occupational therapists
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Themes and sub-Themes
Three themes were formulated from the data sub-themes 
gleaned from the analysis of the data, as illustrated in Table IV 
(below). Theme 1 related to attitudes towards IBP while 
highlighting how public healthcare is geared towards treating 
body structures and functions and the different factors 
promoting IBP. Theme 2 explored reflections on OBP and 
factors influencing its implementation and Theme 3 discusses 
participants' positionalities in moving towards more OBP-
oriented rehabilitation approaches.

Table IV: Themes and sub-themes

Theme 1: Attitudes towards IBP
Participants highlighted an increased need to understand how 
the client's diagnosis impacts their client's body functions and 
structures, as seen in IBP. IBP was described as focusing solely 
on the impairment experienced by the client and the main 
reason for referrals from other healthcare practitioners. 
Participants outlined different factors influencing their practice 
choice and the implications of using IBP. Two sub-themes 
were identified: Diagnosis Focused and Contextual influences.

Diagnosis Focused 
IBP was seen to only focus on body functions and structures, 
neglecting other components of the ICF, namely, activities and 
participation and environmental and personal factors. They 
reported that these limits understanding of other factors 
influencing the client’s health, including restrictions in 
participation, activity limitations and contextual factors. 
Participants from different facilities and professions noted that 
IBP does not allow for a holistic view of the client’s needs to 
offer optimal rehabilitation intervention.

"Sometimes you can be solely focused on one aspect… if 
somebody… had a physical injury

 you focus so much on the physical injury that you tend to 
overlook their psych aspects" 

(Participant 9, occupational-therapist CSO,
 semi-structured interview)

Contextual influences
Most participants highlighted an increased need to 
understand how the client’s impairment impacts their client’s 
body functions and structures, as seen in IBP. Furthermore, 
IBP was described as focusing solely on the client’s 
impairment and the reason for referrals from other healthcare 
practitioners. 

"What we find difficult when we go into the ward, we can't get 
straight in there and always

 start functional rehab because sometimes patients are very sick 
… when we doing our undergrad, we always focusing on 
function … and that's … fine function and activity-based 

treatment.
 But sometimes it doesn't always work in the first… maybe two 
sessions in a ... patient that's really … unwell, and it's not there 

yet." 
(Participant 1, occupational-therapist, focus group)

"They just refer a patient for the impairment; they never refer a 
patient because the patient

 can't dress … I think doctors are more trained for more 
impairment based"

 (Participant 2, occupational-therapist CSO, semi-
structured interview)

Participants reported a dominance of the medical model 
within healthcare facilities and amongst other healthcare 
practitioners who expect them to implement IBP rather than 
OBP. Further, noting a limited understanding of OBP among 
other healthcare professionals, high turnover rates, and 
limited staff are some of the reasons for focusing on body 
functions and structures as it is perceived as the faster practice 
choice.

"This facility is quite acute, so patients come and go… quickly, so 
you tend to prioritise your

 rehab towards the patient, especially if they're inpatient or 
outpatient, and then you tend to 

focus a lot more on… what the impairment is what the condition 
is? How can you treat it" 

(Participant 9, occupational-therapist CSO, semi-
structured interview)

“You sort out… the major issues… the cause of a problem and… 
it gets the patient through

 the system faster so it’s less taxing on resources … resources are 
usually… limited, 

understaffed there’s loads of patients” 
(Participant 3, physiotherapist CSO, semi-structured 

interview)

Some participants in the semi-structured interviews reported 
they felt their roles as physiotherapists were more IBP-
oriented to improve body functions and structures, while OBP 
was the domain of occupational therapists to improve 
participation using activities. This perception was held by half 
of the permanent physiotherapy staff who engaged in the 
study, the CSOs were observed to have a deeper 
understanding of the ICF framework and holistic 
interventions.

“I think with physio we want to get you to your highest-level 
functioning as early as 

possible… we deal with the impairment itself ”
 (Participant 7, physiotherapist, semi-structured 

interview)

"The ICF method it targets everything the patient's impairment. 
What they can do? What they cannot do? Activities they used to 
do? And how it impacts their activities?... their environment and 

personal factors" 
(Participant 4, speech-therapist CSO, semi-

structured interview)
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Theme 2: Reflections on OBP
Many participants displayed uncertainty when defining OBP 
and required verbal prompting to report their perceptions of 
the practice. When they could articulate their understanding 
of the practice, they regarded OBP as a more holistic approach 
considering all the "components of health". Some participants 
who utilised OBP needed to be made aware of the practice 
name. They highlighted that OBP was client-specific and 
yielded more activity participation and performance 
outcomes when utilised correctly. Participants also 
highlighted factors influencing OBP implementation in the 
district, resulting in the following sub-themes; Prerequisites 
for implementation, Barriers to implementation, Facilitators of 
OBP, and Outcomes.

Prerequisites for implementation
OBP required an initial assessment that allowed participants 
to gain insight into the client’s personal and environmental 
activity limitations and facilitators. The insight into the client’s 
life allowed participants to work towards improving health 
and quality of life. Participants noted that OBP must be 
implemented correctly to yield results and improve 
participation, which requires intense planning, intentionality, 
time, and knowledge.

“If you do a good subjective and you ask them what job you do 
… what are your hobbies

… you will always think of ways to incorporate your exercises” 
(Participant 11,

 physiotherapist CSO, semi-structured interview)

"We have the whole knowledge of occupational science and 
everything that contributes…

 to how I do occupation-based treatment. My skills are not 
always the best" 

(Participant 2, occupational-therapist CSO, semi-
structured interview).

Barriers to implementation
Participants identified barriers to OBP implementation in the 
district's public healthcare, namely; contextual barriers, such 
as, community-specific and facility-specific; and personal 
factors, such as, client-specific factors. 
     The district was observed to be predominantly made up of 
hills, valleys and gravel roads outside the central towns. 
Participants noted that most clients are unemployed and 
poverty-stricken, leading to an inability to afford 
transportation fees, resulting in non-compliance with 
rehabilitation services. 

The district has six public healthcare facilities (five 
hospitals and two CHCs) with rehabilitation services, with the 
rehabilitation personnel being primarily CSOs. There are 34 
clinics in the district, but not all have outreach programmes, 
limiting access to rehabilitation services.

Participants noted a communication barrier as the 
community members in the district were predominantly 
isiZulu speaking. Therefore, being unable to speak and 
understand isiZulu was a limitation towards implementing 
OBP. Thus, it is difficult to understand the clients leading to 
difficulties in obtaining subjective information on their activity, 
participation and contextual needs.

“Language barrier… your different languages trying to explain 
how to do a certain thing in  a certain way but at the same time, 

cultures, people have different ways of doing different 
occupations” 

(Participant 10, occupational-therapist CSO, semi-
structured interview)

     Some participants in the focus group reported a lack of 
facilities outside DOH to carry over OBP, including sheltered 
workshops and schools catering to individuals with different 
disabilities. No schools catered to children with only physical 
disabilities, hearing, visual, and multiple impairments. 
Moreover, there were no remedial and prevocational schools 
in the district. The lack of these facilities was believed to be a 
societal constraint negatively impacting quality of life and 
carryover of OBP into the community.

"Children with disabilities that … have physical disabilities, but 
have good cognitive function,

 are not being included in mainstream schools, because those 
schools do not cater for 

children with disabilities" 
(Participant 1, occupational-therapist, focus group)

There are three schools for severely mentally disabled 
children and one school for the neutrally impaired  in the 
iLembe district. 

Participants identified human resources as a contextual 
limitation towards implementing OBP as it requires intense 
planning and intentionality. It was difficult due to the human 
resource constraints, specifically permanent staff, as noted in 
Tables V and VI (below). Most participants working in the 
district were CSOs. They reported having limited experience 
and skills, which restricted client-specific OBP, 
which requires intentionality and planning.

Table V: Number of rehabilitation personnel in each 
facility (year 2022: August- December)

 
  

Table VI: Number of rehabilitation personnel in each 
facility (year 2023: January- May) 

KEY: NOPS: Number of permanent staff. NOCSO: Number of 
community service officers
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Participants noted that limited human resources as seen in 
Table V and VI, and high facility turnover rates in acute 
settings led to shorter rehabilitation sessions.

“We don’t have permanent staff … if you just have comserves as 
well that’s working, it’shard to do an MDT… most of the 

comserve’s as well they … learning still” 
(Participant 6, physiotherapist, semi-structured 

interview)

"I definitely think that the knowledge needs to be improved so 
that they have a good understanding of what's 

occupation-based, a good understanding about impairment
 based and when it's best to use which on… In acute hospital, 

you have such a short  time, so you end up having to treat… the 
impairment… might not have the time frame to

 do all the occupations … it's easier to just treat the impairment"
 (Participant 10, occupational-therapist CSO, Semi-

structured interview)

Participants perceived OBP to require more time for planning 
and implementation, which was difficult to conduct in a fast-
paced environment that required more straightforward 
approaches to counteract the time constraints.

"It's difficult to give… intense occupation-based therapy which 
takes planning which takes

 a lot of intentionality to put the patient's needs first if you're 
seeing a lot of patients by yourself " 

(Participant 5, speech therapist CSO, semi-structured 
interview)

“…For doctors to… understand… rehab and the role of rehab 
and not just… being so focused on discharge” 

(Participant 1, speech-therapist, semi-structured 
interview)

Numerous environmental barriers within the facilities were 
reported, includinglimited space, equipment, and infra- 
structure, as activity participation could not be simulated 
within the facilities to improve performance.

“Physical resources… we don’t have space to store the equipment 
… it’s a barrier as well and general understanding of what 

therapy is what therapy does for you”
(Participant 6, physiotherapist, semi-structured 

interview)

Participants identified client-specific barriers to OBP 
implementation, including poor support systems, unemploy- 
ment, and poverty, limiting compliance and carryover of OBP
at home.

"People don't have a family structure… the family abandons 
them or they just around people who don't really know them, so 

it's hard to… bring their occupation into therapy" 
(Participant 1, speech therapist, semi-structured 

interview)

"Financially, a lot of patients cannot get to the hospital …
transport fees are… expensive" 

(Participant 3, physiotherapist CSO, semi-structured 
interview).

Facilitators of OBP
Numerous environmental facilitators for OBP were identified. 
Participants reported needing a complete rehabilitation team,
an excellent subjective assessment, MDT combined sessions,

and working with the client and family to set therapy goals. 
One participant mentioned that standard operating 
procedures (SOPs) are required to improve access to 
rehabilitation services through the correct referral pathways 
and set a standard level for the rehabilitation services to be 
implemented.

"If somebody transfers out, gets another post or resigns and 
tires… the post gets frozen

… your patient load is increasing, and your staffing load is 
decreasing" 

(Participant 2, physiotherapist, focus group)."

"When you see a patient, you have to assess… set some goals 
where you want to go with this patient. So your goals should 

come from what… the client wants to achieve… So I'll be 
working out every… session… with the patient will be directed in 

terms of… making this patient being able to integrate into the 
work environment.” 

(Participant 3, occupational-therapist, focus group)

“Having joint sessions where the OT, physio and… speech 
therapist worked together 

on one patient with the family member to get the optimal goals 
or outcomes”

 (Participant 5, speech-therapist CSO, semi-structured 
interview)

“The SOP’s and… DOH policies…it's not specifically for a certain 
condition, but it is how the patient can access the service…the 

pathway the patient needs to follow up to access the service, and 
in terms of referral pathways” 

(Participant 2, physiotherapist, focus group)

Special schools and sheltered employment opportunities 
were noted as key factors required to facilitate OBP carryover 
in the community. Persons with disabilities were noted to 
have decreased opportunities to engage in activity 
performance and participation within the community, which 
are vital to improving quality of life and health outcomes.

"A program whereby these the skills that I acquire from the 
centre they can get some kind of… employment, or it can be… 

where they can start doing their own things maybe
 that will also give those disabled patients… some kind of 

purpose and have a meaningful life" 
(Participant 3, occupational-therapist, focus group).

Outcomes
OBP was viewed as a holistic approach, facilitating activity 
participation and improved independence. OBP allowed 
participants to understand the different components of the 
client’s health, such as functioning and disability, 
contextualfactors, the limitations towards activity 
performance and participation to work with the client towards 
returning to the highest level of independence possible. 
Additionally, allowing for carryover at home as clients could 
incorporate techniques learnt in therapy. 

"Occupation-based is a more holistic approach, according to me, 
on how we can look at how getting the people back into society 

… looking at what they can do… what must they do every day in 
their life to be able to be as independent as possible" 

(Participant 2, occupational-therapist CSO, semi-
structured interview)
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"Patients… do recover mostly to a high level of functioning, 
returning to a high level of functioning… to a life that they used 
to live before so patients are more satisfied and then also… the 
quality of life… Today I had a patient that has low back pain; so 

she also said she doesn't have time to do all these extensive 
exercises because she is a mom of four kids, so she's… busy 

doing house chores all the time, so I taught her how to do her 
core exercises while doing dishes for instance" 

(Participant 3, physiotherapist CSO, semi-structured 
interview)

    "It's more functional based than just looking at just one joint 
or one impairment… it's looking at the person as a whole" 

(Participant 11, physiotherapist CSO, semi-structured 
interview)

Theme 3: Way forward
Most participants had decreased insight into the Social Model 
of Disability (SMoD). Once the definition of SMoD was given 
to them, they identified the model to have similar principles 
with OBP, namely, the focus on participation in activities and 
not just the limiting impairment. Participants reported that 
OBP allowed for compensation for lost function and 
contextual adjustments if body functions and structures could 
not be improved. One participant highlighted that therapy 
should not be viewed as linear or binary. However, we should 
consider the different factors influencing the client, such as 
changes in body structures and functions, capacity to 
participate in activities, environmental facilitators and barriers, 
and personal factors. Participants reported that IBP and OBP 
could be used together depending on the client's needs. Most 
participants highlighted the need to transition towards OBP to 
address all the components of health as it is neglected in 
biomedical healthcare settings. These perceptions resulted in 
two sub-themes, "We can't shy away from the impairment" 
and "You are not just treating a condition".

"We can't shy away from the impairment."

Participants acknowledged that the client’s body structure and 
function form part of the components of health. They 
reported a need to remediate the body structure and 
functions in acute stages of rehabilitation, if possible, through 
using different approaches and activities to improve 
participation in meaningful activities in different 
environments.

"…You can use both interchangeably because… we can't shy 
away from the impairment.

 We still need to try to find ways to improve the impairment as 
well as trying to find  ways to help the patient to do whatever 

they used to do”. 
 (Participant 4, speech-therapist CSO, semi-structured 

interview).

"You aren't just treating a condition."
Even though the client cannot be isolated from their 
impairment, participants highlighted that the impairment 
cannot be treated without addressing the client as an active 
member of society. Due to the medical model dominance in 
the public healthcare settings in the district, participants

reported a need to move towards more OBP. OBP allows 
participants to understand the client and the different factors 
influencing their health, such as their body structures and 
functions, environment, activities and participation.

“Occupational based would… be the better one because… if 
people are really wanting to do a specific task then if that if you 

start early… they are able to achieve that quicker” 
(Participant 11, physiotherapist CSO, semi-structured 

interview)

“Occupation based… it’s more functional… and allowing the 
patient to use those strategies
 in real life… it’s more holistic”

 (Participant 1, speech-therapist, semi-structured 
interview)

“I… think that focusing on occupation rather than impairment, 
focusing on getting these  people out there, getting them to see 

that my disability doesn’t stop me from doing  these things”
 (Participant 2, occupational-therapist CSO, semi-

structured interview)

DISCUSSION 
The study identified IBP as a non-holistic approach focusing 
on addressing body functions and structures, which concurs 
with the finding by Tomori et al⁹. This focus on impairment 
was found to sometimes neglect the other components of 
health, such as activity participation, and environmental and 
personal factors, which are critical when providing 
rehabilitation services. Even though IBP was viewed to focus 
on one component of health, it was still widely utilised in the 
district's public healthcare sector due to different factors such 
as stage of illness and rehabilitation, limited human resources, 
limited insight on OBP and physical resources geared towards 
body functions and structures in the healthcare facilities.
     Despite the increased use of IBP approach, participants 
perceived OBP as a more holistic approach. It is perceived to 
consider all the components of health, including activity 
performance, participation, contextual factors, and how their 
presenting impairment, disability, and body functions 
interrelate to impact client health needs. The participants in 
this study suggested that OBP is multifaceted and aimed at 
improving health and well-being through activity 
participation, and easily generalised to client’s lives1⁹. OBP 
implementation was perceived to have improved quality of 
life by compensating for lost function by addressing 
contextual factors. Furthermore, it was viewed as allowing 
participants to view clients as occupational beings, not just 
their impairment1⁰.
      Although OBP was viewed as a holistic approach, there are 
numerous barriers impeding its implementation within the 
district. Contextual factors, namely, socio-demographic 
variables such as language, high unemployment, transport 
limitations, and crime rates which contradict findings by Aas & 
Bonsaksen's2⁰, who found that these factors did not impact 
OBP access and implementation. Additionally, language 
barriers were found to cause difficulty in rehabilitation 
personnel's understanding of their clients' activities, 
participation, and contextual needs. Language barriers 
resulted in a decreased understanding of their client's 
contextual and personal factors, and rehabilitation goals. The 
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previously mentioned barrier further limits the client's insight 
into rehabilitation services and OBP, along with other 
contextual factors such as poverty and transportation 
limitations leading to non-compliance, which reinforces 
findings by Narain & Mathye21. 

Narain & Mathye21 further assert limited awareness of 
rehabilitation services in rural South African communities. The 
iLembe community is predominantly a Black community, and 
this was linked to the decreased awareness of rehabilitation 
services within the district, which was perceived to be a 
barrier to OBP implementation, as these services are 
perceived to be for wealthy White communities21. Limited 
awareness of OBP negatively impacts clients' personal factors, 
such as motivation to engage in activity-based approaches 
such as OBP, further impacting their function and 
participation within their context.

Contextual factors within the district, such as the 
decreased number of special schools and sheltered 
workshops, were perceived to decrease compliance and 
carryover of OBP into the community. Furthermore, 
emphasising a need for more of these facilities to carry over 
OBP within the community outside of DOH, which was not 
seen in other literature relating to OBP.

Contextual factors within the healthcare facilities, such as 
limited facilities offering rehabilitation services, limited 
rehabilitation personnel employed in the district's public 
healthcare sector and limited physical resources also served 
as barriers. The previously mentioned barriers led to limited 
time to explore activity performance and identify barriers to 
activity participation within the client's context. Additionally, 
this study highlighted the need for rehabilitation personnel to 
advocate and bring awareness to community stakeholders to 
conduct environmental changes in the district's healthcare 
facilities to promote activity performance and participation, 
which reinforces the findings by Scaffa & Reitz22.

Kwa-Zulu Natal DOH financial constraints influenced the 
lack of availability of physical resources for OBP 
implementation23. These facility-specific barriers concur with a 
study by Hall & Visagie⁵, which identified the dominance of 
the medical model, decreased human resources, high 
turnover rates, and limited time as factors that led to IBP 
being the primary practice choice. The previously mentioned 
barriers concur with multiple studies24–27, highlighting the 
limited availability of resources, participants' lack of 
experience and skills, and medical model dominance hinder 
OBP implementation. OBP was considered difficult to 
implement in a medical-model-based facility as pragmatic and 
contextual factors exerted opposing influences22,2⁷. Due to a 
lack of experience and skills in implementing OBP, some 
recent graduates choose IBP over OBP2⁷. CSOs found OBP 
inherently complex, requiring skills, time and complicated 
techniques to implement. They felt they needed more time to 
plan and experience implementing OBP2⁴,2⁵,2⁷, leading to them 
implementing more IBP. Even though they viewed OBP to be 
holistic and client-specific, some permanent physiotherapists 
considered OBP to be an approach for occupational therapists 
and IBP as more aligned with physiotherapy, which is in 
keeping with findings from Narain & Mathye21 and Inglis et 

al.2⁸. The perception that OBP is the core of the  
occupational  therapy profession is one reason why OBP is not 
used by other rehabilitation personnel21.  CSOs considered 
OBP as a practice all rehabilitation personnel should utilise as 
it encompasses all the components of health, including 
physiotherapists CSOs. Similarly, Narain & Mathye21 stated 
that physiotherapy must focus more on participation to   
meet the client's needs. 

Contrary to findings by Wolf et al.2⁹ and O'Donoghue et 
al.2⁵, this study found that decreased family involvement was a 
barrier towards implementing OBP in terms of facilitating 
carryover and home-based OBP. Wolf et al.2⁹ found that family 
involvement was perceived not to impact OBP 
implementation. In contrast, O'Donoghue et al.2⁵  found that 
family members increased involvement resulted in the family 
feeling obligated to help the clients in their activity 
participation, becoming over-involved and taking over the 
client's responsibilities and decision-making. Unemployment 
and poverty were found to limit access to healthcare services 
and continuous OBP, as seen by Chichaya et al.3⁰ as accessing 
healthcare services is expensive for people with disabilities. 
Further, limiting continuous and practical OBP which is critical 
to producing activity and participation outcomes.

This study identified key factors to promote OBP 
implementation within the district. The need to improve the 
client-therapist ratio by employing permanent staff from each 
discipline to form a complete rehabilitation team in each 
healthcare facility was identified. More permanent staff would 
improve human resources to deliver rehabilitation services 
and access to supervision and mentorship for community 
service officers31, thus improving OBP implementation. More 
staffing will promote inter-professional practice and 
collaboration with clients and their families to set therapy 
goals. Standard operating procedures (SOPs) focusing on 
improving access to rehabilitation services and awareness of 
the available rehabilitation services are required to implement 
OBP and access rehabilitation services. 
   CSOs spoke highly of OBP, indicating they valued the 
approach, which concurs with the literature2⁰,22. However, 
their decreased skills, experience and knowledge resulted in 
decreased confidence to implement OBP, which is essential in 
OBP implementation. Furthermore, it highlights the need for 
undergraduate health science programmes in South Africa to 
better prepare newly graduated rehabilitation personnel's 
theoretical knowledge and skills in considering all the 
components of health and implementing the OBP 
approaches11.  Facilities such as special schools and sheltered 
employment or employment opportunities are needed in the 
district to carry over OBP to improve activity participation and 
quality of life.
     When transitioning towards more OBP approaches, it is 
vital to acknowledge that the clients' impairment is a part of 
their health. Following the findings by Oliver32, the study 
highlighted the importance of recognising the relationship 
between the client's impairment and other components 
ofhealth. Neglecting body functions and structures, as seen in 
SMoD, creates a gap in understanding the holistic client and 
health32, thus, the importance of choosing a practice choice 
according to the client's needs. Different approaches can be 
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utilised depending on the client's needs. Additionally, 
rehabilitation service implementation needs to be tackled 
collaboratively, with the understanding that the components 
of health are influenced by a dynamic system22,32,33. Activity 
participation is often unaddressed⁴; therefore, the study found 
that rehabilitation personnel must adopt more OBP 
approaches when implementing rehabilitation services.

Recommendations 
It is suggested that DOH involves people with disabilities 
when formulating policies and addressing public healthcare 
concerns regarding disability. Rehabilitation personnel, other 
healthcare practitioners and policymakers are advised to be 
more aware of the components of health when formulating 
policies and implementing OBP. Additionally, to counteract 
human and physical resource barriers, DOH is advised to 
improve the budget towards rehabilitation services to 
promote the implementation of holistic, client-specific 
interventions. Non-holistic approaches may lead to further 
complications and unnecessary use of state resources 
(Revolving-door syndrome). Moreover, it is suggested that 
DOH funds training for rehabilitation personnel, and 
encourage rehabilitation personnel’s continuous professional 
development to improve their knowledge of OBP 
implementation to conduct holistic, subjective, environmental 
assessments of client-specific healthcare needs. 

Future studies exploring OBP in physiotherapy and 
speech therapy and other healthcare practitioners are 
required to improve insight into the effect of OBP within these 
disciplines. Rehabilitation personnel are advised to improve 
awareness of rehabilitation services, their role in holistic 
healthcare and the importance of OBP through health 
promotion programmes. Furthermore, rehabilitation 
personnel and community stakeholders must problem-solve 
ways to counteract barriers to access to rehabilitation services, 
e.g. outreach services.

Community stakeholders are advised to establish 
sheltered workshops and more schools catering to the needs 
of persons with disabilities to improve clients’ community 
engagement, activity participation and quality of life. 

The undergraduate curriculum should focus more on 
inter-professional practice and education, and encourage 
learning the skills required to implement OBP in public 
healthcare.

Limitations 
The study explores the perspectives of rehabilitation 
personnel within public healthcare in semi-rural and rural 
communities in one district; therefore, contextual factors 
cannot be generalised to other populations. Furthermore, 
most participants were community service officers who still 
needed to establish their professional identity. The dominant 
medical model influenced their practice choices in their 
workplace. The study is focused on the perspective of 
rehabilitation personnel; this includes physiotherapists and 
speech and occupational therapists. The study did not 
consider the perceptions of other healthcare practitioners vital 
in providing holistic healthcare services.

CONCLUSION 
OBP was found to improve the components of health, level of 
independence and carryover into the community. Even 
though OBP was perceived to have more health outcomes, 
IBP dominates the district's public healthcare facilities. IBP's 
dominance is accredited to factors such as the dominance of 
the medical model, acute phases of illness, high hospital 
turnovers, limited staff, skills, experience and insight into OBP 
and the belief that OBP is restricted for occupational 
therapists. The limited resources within the district's public 
healthcare system require rehabilitation personnel to 
problem-solve sustainable and innovative ways to improve 
OBP implementation. This requires the district stakeholders to 
work together and use the available resources to improve 
OBP and holistic healthcare implementation, considering all 
the components of health. The study emphasised the need for 
continuous learning and skills development to equip CSOs 
with the necessary skills to make them confident to 
implement OBP. Insight building amongst healthcare 
practitioners about OBP is required to decrease the 
misinformed perceptions associated with OBP. 
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