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INTRODUCTION
There are an estimated 4.2 million people with disabilities (PWDs)1 

in South Africa, resulting in a prevalence of 7.5%2. Access to oc-
cupational therapy and other rehabilitation services for PWDs in 
South Africa is limited due to factors such as the location of health 
care services, inadequate rehabilitation workforce, a two-tiered 
health system (well-funded private-underfunded public health 
care dichotomy), transportation challenges, as well as poor policy 
implementation regarding disability and rehabilitation3,4. These 
limiting factors persist despite the existence of recent policy docu-
ments published by the National Department of Health (NDoH) 
related to healthcare, disability, and rehabilitation services3. Both the 
 Framework and Strategy for Disability and Rehabilitation Services in 
South Africa 2015-2020 (FSDRSA)5, the National Health Insurance 
(NHI) White Paper 20176, and the NHI Bill 20197, propose the 
integration of rehabilitation services within the primary healthcare 

framework in South Africa in tandem with the primary healthcare 
(PHC) reengineering process8.  

Although PHC reengineering was extended to include rehabilita-
tion professionals such as occupational therapists8-10, the implemen-
tation strategies of the policies are not entirely clear11,12. The lack of 
clarity is evidenced by the absence of detailed steps in implementing 
the policy. The lack of clarity is compounded by inadequate local 
evidence of the occupational therapy service provision in PHC even 
though there is a growing evidence for this role internationally12-15 
Thus, at this point in South Africa, when policies and frameworks 
in relation to disability and rehabilitation in PHC are in the initial 
phases of implementation, it is important to fill the knowledge gap 
by providing an evidence base for the integration of and provision 
of occupational therapy services in PHC16. 

Integration in this study is operationally defined as the presence 
of occupational therapists working in the inter-professional PHC 
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Background: Literature indicates that access to rehabilitation services in South Africa is limited. Recent policy documents by the 
National Department of Health related to disability and rehabilitation propose the integration of occupational therapy services in primary 
healthcare (PHC). However, the implementation strategies concerning integration are not clear as there is inadequate evidence locally 
on the occupational therapy service provision in PHC even though there is growing evidence internationally.
   Purpose: This study sought to determine the services provided by occupational therapists in PHC and to explore the perceptions of 
the occupational therapists on the integration of occupational therapy services within the PHC reengineering streams of the National 
Health Insurance (NHI).
   Method: A two-phase explanatory sequential mixed method strategy was utilised in this study. A quantitative survey was sent to 
members of the occupational therapy professional association and an organisation of professionals providing rehabilitation services in 
rural communities. Qualitative data were then collected using semi-structured interviews with five therapists who completed the survey. 
   Findings: Findings from this study showed there is increasing alignment of occupational therapy services in PHC with the community-
based rehabilitation (CBR), the Social Model, the International Classification of Functioning, Disability and Health (ICF), and the 
Medical Model using client self-management and case-management intervention approaches. The majority of occupational therapists 
are currently based in district hospitals (42%), community health centres (16%), community organisations (8%), and clinics (8%). 
Those working in the community indicated they work in a multidisciplinary team (MDT). They also use PHC service delivery models 
to manage people with disabilities (PWDs). Occupational therapists in PHC have a strong perception of their relevance in the PHC 
reengineering streams, despite the numerous barriers and few facilitators to the integration of occupational therapy services in the 
PHC reengineering streams of the NHI. 
   Conclusion: The perception of the study participants is that occupational therapy service integration in the PHC reengineering 
streams will lead to improved healthcare. However, they are also of the opinion that integration will not happen without advocacy from 
occupational therapists or occupational therapy being adequately supported in PHC.
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teams in keeping with the PHC reengineering streams of the NHI 
which include clinical specialist support teams, school health ser-
vices, municipal ward-based PHC outreach teams, and contracting 
or purchasing the services of private health practitioners. To sup-
port the integration of occupational therapy services in PHC   this 
study sought to explore how services are provided by occupational 
therapists in PHC. The perceptions of occupational therapists on 
the integration of occupational therapy services within the PHC 
reengineering streams of the NHI were also explored17.

LITERATURE REVIEW
Rehabilitation at a primary health care level in 
South Africa
Rehabilitation service provision is an issue especially in the low and 
middle-income countries, where 80% of the global population of the 
one billion PWDs live18. Persons with disabilities have been shown to 
have a lower quality of life as a result of  poorly addressed impairment, 
activity limitations, and participation restrictions18.  Attitudinal, politi-
cal, financial, communication, physical, and health system barriers 
also impact the lives of PWDs19,20. I n South Africa, some of the major 
limitations confounding PWDs in accessing quality and adequate oc-
cupational therapy services are the historical fragmentation of the 
health sector, the two-tiered private-public contrast in healthcare 
delivery21 as well as  the health care staffing crises22. 

The South African NDoH has proposed a national health insur-
ance policy6 to address these limitations, in line with the interna-
tional move towards achieving universal health coverage (UHC) 
by 203010,23. The NHI, through primary healthcare reengineering, 
aims to address the current inadequacies in the South African health 
system such as the private-public sector inequity, maldistribution 
of staff, and challenges in accessing healthcare services. Primary 
healthcare reengineering thus forms a key pillar of the NHI with 
a four-stream approach within the District Health System (DHS) 
as the established medium of delivery24. The four streams include 
clinical specialist school, municipal ward services as well as private 
health practitioner services including occupational therapists, at 
non-specialist level8-10. 

Since the last stream is the only NHI document published in 
20176, which briefly refers to rehabilitation and occupational therapy 
services, it remains to be seen how equity would be achieved in 
essential rehabilitation services such as occupational therapy within 
this policy framework. Local studies reveal limited provision of oc-
cupational therapy and other rehabilitation services in South Africa12, 
where disability is increasing due to a larger ageing population, as 
well as higher prevalence of chronic, and non-communicable dis-
eases1. This limited provision of occupational therapy services will 
persist without the integration of occupational therapy and other 
rehabilitation services in the mainstream health care programmes, 
especially at PHC level if the NHI is implemented25.

International literature has provided evidence and service de-
livery models that can be followed when providing occupational 
therapy services in an integrated manner at PHC level. According 
to McColl et al.26, six models have been used and these include 
 community-based rehabilitation (CBR), shared care, case manage-
ment, client self-management, clinic-based care, and community 
outreach27-29. In South Africa, very few of these models are con-
sidered in relation to occupational therapy in the NHI, which has 
an emphasis on the curative view of health care in service planning 
and provision, and which may continue to overlook rehabilitation 
as a component of PHC.

Of these service delivery models,  CBR (through the CBR ma-
trix)27, is of particular importance as the principles of CBR resonate 
with those of PHC, in that the focus of both is on the accessibility 
of healthcare for everyone including those who have difficulty in 
accessing care. Community-based rehabilitation also supports some 
of the disability models, including the social model30 human rights 
model31,  biopsychosocial model32 and the   International Classifica-
tion of Functioning, Disability and Health (ICF)33, which are the 

lenses through which disability is viewed by society. These models 
provide insight into the approach taken by healthcare providers in 
addressing disability34-36 and are used in occupational therapy to 
provide services. 

However, studies still report the predominant use of the 
medical model34 including in occupational therapy practice at PHC 
level in South Africa which is contrary to the CBR approach3.  The 
medical model focusses on the underlying impairment(s) suffered 
by an individual, which differentiates them from other members of 
society34. This also dictates a personalised approach to treatment to 
alleviate or remediate the impairments. The oldest model conceived 
prior to the 18th century Western Industrial Revolution - the moral 
model35 still persists in very traditional societies, even some in South 
Africa, and is used to explain illness or disability and also needs to 
be considered when providing services. This model is closely linked 
to cultural and religious beliefs and views disability as a result of sin, 
chastisement for negative deeds, or as a spiritual test35. 

Even so, it is not the use of a model which conflicts with CBR, 
but rather the multi-sectoral approach that CBR requires, that has 
been sighted as the biggest challenge to the delivery of rehabilita-
tion services at a PHC level27. Although the NDoH in South Africa, 
through the ratification of the National Rehabilitation Policy 2000 
(NRP)36, FSDRSA5, and  United Nations Convention on the Rights 
of Persons with Disabilities (UNCRPD) 200637, recognises CBR as 
a service delivery strategy, the implementation of these policies has 
been poor38,39. This is because both the Ministries of Health and 
Social Development are responsible for the CBR-based disability 
and rehabilitation services and there appears to be hardly any 
collaboration between the two ministries40. Furthermore, due to 
a poor policy implementation culture in South Africa, policy docu-
ments that address disability and rehabilitation are in existence in 
the country but are largely unimplemented41.

This limited access to occupational therapy and other rehabilita-
tion services results in the majority of the rehabilitation needs of 
individuals not being addressed. However by empowering them 
to minimise the barriers they encounter and involving their family 
members in their home rehabilitation programmes this situation 
can change13,42. Results from a study in Ghana by Dalinjonget al.43 
showed that equity in healthcare services can be achieved in an 
African country with NHI and a service coverage of up to 80-90%. 
Similar success is achievable in South Africa with the integration of 
occupational therapy services in the PHC reengineering streams 
of the NHI.  The presence of occupational therapists working in 
the inter-professional PHC team has been documented both lo-
cally and internationally resulting in increased access to immediate 
and collaborative needs-based care, while also saving costs12,14,15. 
Thus, occupational therapy in South Africa should form an essential 
component of PHC services, based on the CBR framework as high-
lighted in position statements from both national and international 
Occupational Therapy Associations44,45. 

METHODS
Study Design
A two-phase explanatory sequential mixed method design was 
used with data from the first quantitative phase guiding the second 
qualitative phase, both of equal weights46. The first phase was a na-
tionwide cross-sectional descriptive quantitative survey to establish 
how occupational therapy services are delivered in PHC in South 
Africa. The second phase was a qualitative study using in-depth 
interviews to build on the findings in Phase 1 about occupational 
therapists’ perceptions on the integration of occupational therapy 
services in the PHC reengineering streams of the NHI. In this study, 
data were integrated by connecting the data analysis from phase one 
(quantitative) to inform questions and probing in phase two (qualita-
tive). The connection was used to achieve a 1 + 1 = 3 integration 
framework47 by leveraging on the strengths of both the qualitative 
and quantitative methods integration framework, an interpretation 
of more than the individual component methods was achieved47.
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Population and Sampling
The target population/participants were occupational therapists 
working at the PHC level in South Africa. Only the data from oc-
cupational therapists who indicated that they have/had experience 
with PHC were included in the analysis. A QUAN-QUAL sampling 
technique using probability sampling in the quantitative phase fol-
lowed by purposive sampling in the qualitative phase with partici-
pants recruited from those in the quantitative phase was used48.

The electronic survey was sent out to all members of the 
Occupational Therapy Association of South Africa (OTASA) in an 
all-member mailing and therapists who have experience with PHC 
were asked to respond. The survey was also distributed through 
the Rural Rehab South Africa (RuReSA) platform. Lastly, a snowball 
sampling technique was used to recruit participants nationwide 
by asking therapists who received the survey to forward it on to 
colleagues who had not received it. With the assumption that less 
than 10% of the occupational therapists in South Africa are work-
ing at the PHC level based on literature3,49, a sample size of 75 was 
needed to represent the population with a 5% margin of error as 
recommended by Bartlett, et al.50.

Data Collection and Management
The survey utilised in the first phase of this study was adapted from 
an open access Canadian survey study on a national survey of oc-
cupational therapy in primary care by Donnelly et al.14. The survey 
contained 17 closed and seven open-ended questions. The closed 
questions captured aspects such as the participants’ demographic 
information, the nature of the occupational therapy services that 
they provide, and the service delivery model that they utilise. The 
open-ended questions of the survey captured the perceptions of 
occupational therapists on the perceived barriers and facilitators 
for integration of current occupational therapy practice in PHC. 
The survey was developed in an electronic format using Research 
Electronic Data Capture (REDCap)51.

The survey was piloted with three occupational therapists 
who were subject matter experts (SMEs) experienced in PHC, for 
content validity and ambiguity to address emergent issues before 
data collection commenced. Subsequently, the survey was then 
modified by removing or rewording some questions in terms of 
therapists’ qualifications, the types of services offered and future 
services to be offered. Based on the recommendations of the SMEs, 
the questionnaire was deemed suitable for the local South African 
context, with a content validity index of 89%. 

Following completion of the electronic survey, the participants 
were given the option to indicate their willingness to participate in 
the second phase of the study and participants were purposively 
selected for Phase 2 of the study. The researcher attended a course 
on qualitative research methods and the research assistant was also 
trained before the second phase commenced. The second phase of 
the study explored the responses from the open-ended questions 
of the survey through in-depth interviews. In the event of failure to 
carry out a face-to-face interview with any of the participants, Skype 
and WhatsApp interviews were carried out and audio-recorded. 
Five interviews were conducted in English and audio-recorded at 
which point data saturation was reached. A semi-structured inter-
view format was chosen as it provided room for clarity of concepts 
that may have loose associations or lack of focus. The questions 
were also flexible to accommodate probing and emergence of new 
ideas. Field notes were taken by the research assistant during the 
interviews so as to document observed non-verbal communication 
of the participants which the audio-recorder may not capture.

Data Analysis
The survey data of participants were presented using descriptive 
statistics on REDCap51 and Statistica V 13-252. The responses pro-
vided for each of the open-ended questions were analysed using 
frequencies and content analysis. This analysis served as a basis for 
the refinement of the in-depth interview questions that were used 
in the second phase of the study.

Data collection and analysis took place concurrently for the 
second phase of the study. All interviews were transcribed verbatim 
and field notes were typed. The researcher read and edited all the 
transcripts to get a broad overview of the information and to ensure 
the accuracy of the transcriptions. Afterwards, individual transcripts 
were analysed manually using thematic content analysis to develop 
codes, which were then categorised into categories (sub-themes) 
and themes46. Finally, interpretation of data was done based on 
meanings that emerged from the themes. Results were presented 
comprehensively under separate headings for each analysis. Finally, 
trustworthiness was ensured, as recommended by Curtin and 
Fossey53 using member checking, note-taking, keeping a reflexive 
journal, representation of population by participants, audit trail, 
inquiry audit, checking and confirming of emergent themes and 
categories by the co-authors, and triangulation of data sources to 
ensure credibility, dependability, transferability, and confirmability53. 

Ethical Consideration
Ethical approval was sought and received from the University of 
the Witwatersrand’s Human Research Ethics Committee (Medical) 
(M180819). For the first phase, the electronic survey was accom-
panied by a study information sheet. Responding to the survey 
and submission on REDCap signified consent to participate in the 
study. Participants who opted to be included in the qualitative 
stage of the study were provided with an information sheet and 
were requested to sign informed consent as well as grant permis-
sion to be audio-recorded during the interview. The participants 
were informed that participation was voluntary, and they could 
withdraw at any point in the study. Furthermore, anonymity and 
confidentiality were ensured by not requiring identifying data on 
the survey and not including participants’ names in the quantitative 
and qualitative analysis.

RESULTS 
Phase 1 - Current occupational therapy service 
provision in primary healthcare
Seventy-two responses from the survey were received, and all the 
72 returned survey responses were analysed because they met the 
inclusion criteria of having experience in PHC, although the specific 
responses for each question differ as some responses were not fully 
completed. The survey participants were predominantly female 
(91%), mostly in their 20s and 30s. Although all the participants 
indicated they had/have experience with PHC (1 – 35 years), most 
had 5 years or less of work experience with experience in PHC 
after their year of community service. The descriptive analysis 
of the quantitative phase of the study showed that occupational 
therapists at PHC level work more in the urban (68%) than rural 
(32%) areas. The majority of participants were currently based in 
district hospitals (42%) providing outreach services, community 
health centres (16%), community organisations (8%), and clinics 

Figure 1: Use of Service Delivery Models by occupational 
therapists in primary health care in South Africa (n=72)
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(8%); and they all worked in multidisciplinary teams (MDT). 
The respondents reported using a combination of service 

delivery models, with CBR and the medical model being the most 
commonly used and the moral model the least used in occupational 
therapy at PHC level (Figure 1 page 48). 

 The interventions frequently employed by occupational 
therapists (Figure 2 below) included client self-management, case 
management and clinic-based management, while the least used 
interventions were shared care, outreach to neighbouring com-
munities and home visit to clients’ homes. 

of occupational therapy profession by the NoDH.

 ✥ ... there is a vital role that an occupational therapist can play in 
providing health care services on a very ground level (claps hands), 
first line of care practitioner. (R01)

Further exploration during the in-depth interviews supported 
the notion of occupational therapy as an essential component in 
the PHC reengineering streams, as indicated in the responses to 
the open-ended questions in the first phase such as OT is a highly 
valuable service for persons with disabilities especially on a primary 
health care level. The occupational therapists working at PHC 
level in South Africa strongly emphasised their perception of 
the relevance of occupational therapy in the PHC reengineering 
streams due to its versatility. The occupational therapists also felt 
that occupational therapy is essential to improve health outcomes 
especially for PWDs because it connects with and involves the 
community.

 ✥ People underestimate occupational therapy; the knowledge that 
occupational therapists have with regards to pathologies and how 
to empower people with use o f occupations. (R03)

Category 2: Actions currently supporting occupational 
therapy integration in PHC reengineering
The study participants described the following actions engaged in by 
occupational therapists at the PHC level to integrate their services 
in the PHC reengineering streams as being through municipal ward-
based PHC outreach teams, school health services and contracting 
the services of private health practitioners include: involvement in 
school service provision; client self-management, case management 
and health center visits. 

 ✥ ... and the other way that we are trying to do it [integration of 
occupational therapy services in PHC] is to visit centres within 
the community be it adult centres, disability centres, centres for 
children. So that is how we are trying to implement reengineer-
ing.( R02)

This should include increasing awareness and enlightenment 
of other members of the MDT, managers, government, and com-
munity members about occupational therapy. One participant 
was involved in the dissemination of statistics in PHC to managers 
and other role players at meetings through documentation. She 
developed an Allied Health Tick Register (AHTR) which captured 
services provided under the following areas: mother and child, school 
health, mental health HIV, TB, acute, chronic, case management, and 
assistive devices. (RO1)

 ✥ ... so one of the things that I did and implemented at the facility 
that I worked was an allied health tick register, something similar 
to what the nurses at the clinic did as a patient tick register to 
be able to show our visibility of the services we did deliver. Even 
just on a monthly outreach basis. Because they kind of had this 
attitude of, ‘we come in and we unsettle the rhythm for one day’, 
and of course we can only deliver that service again the next month 
when there’s an outreach. R01

The tick register could be an answer for the national identifier 
data sets on rehabilitation services in PHC. The register has since 
undergone revision and refinement and has been adopted for use 
by the Free State Department of Health in the Xhariep District. 

 ✥ ... the payoff from this register (AHTR) is already that another 
OT is being placed in the [...] district with an audiologist because 
the services was just so visible that they said we need to place 
one there again. (R01)

 Category 3: Future actions necessary for Occupational 
Therapy integration in PHC reengineering stream
The participants emphasised awareness, outreach, screening, and 
health promotion as pertinent for occupational therapy service 
integration in PHC reengineering streams.

Figure 2: Intervention strategies used by occupational 
therapist to deliver services at the primary health care 
level in South Africa

Phase 2 - The perceptions of occupational 
therapists on the integration of occupational 
therapy services in the PHC reengineering 
streams of the NHI
A more in-depth exploration of the perceptions of five occupational 
therapists with experience of working in PHC on the integration 
of occupational therapy services yielded the emergent themes, 
sub-themes and categories shown in Figure 3 below.

Figure 3: Themes and sub-themes/categories
Theme 1  – Occupational therapy service integration in 
the PHC reengineering streams will lead to improved 
healthcare

This theme had three categories. 

Category 1: Occupational therapy is relevant to PHC 
reengineering streams
While the participants felt that occupational therapy services are 
essential in PHC for the benefit of clients, there was concern about 
policy implementation and the present state of the underestimation 
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 ✥ ...  so really getting out into the community. Going from door to 
door or having events at a field somewhere where people can come 
and get screened where health promotions talks. I think that would 
be ideal rather than sitting in an office and waiting for people to 
come to you, I think that would be ideal. R04

Although occupational therapists strive to integrate their ser-
vices into the NHI PHC reengineering streams, a number of bar-
riers are currently limiting the integration which were supported 
by the second Theme. 

Theme 2 -   Integration will not happen without 
Occupational Therapy being adequately 
supported in PHC 
The first category under this theme was - Multiple barriers exist 
to occupational therapy integration in PHC reengineering 
streams and these described by the occupational therapists, in-
cluded  lack of financial, space, and transportation resources as well 
as a shortage of occupational therapists employed at PHC, leading 
to work overload and lack of recognition. Similarly, a dearth of 
PHC practice guidelines and research evidence on occupational 
therapy services provided in PHC were also seen as barriers. The 
participants felt that there was a lack of knowledge about occupa-
tional therapy by other health professionals, among policy makers, 
managers, patients, and the community at large. 

 ✥ Lack of resources; sometimes there is a point where you can’t 
treat anymore, you need more resources and that’s also been a 
very big problem. R03

 ✥ ... the second thing [barrier] would probably be lack of research 
within the OT field so just proving the benefit of our profession? 
R04

 ✥ When you go on your campaigns and you do workshops, explaining 
what OT does, then most doctors actually say oh that’s what they 
thought physios do; which is just sad. R05

Lack of policy support especially with policy implementation 
and data regarding PHC occupational therapy services was also 
a concern.

 ✥ ... I find it quite challenging that we are such an essential part of 
primary healthcare, but we are not recognised in the official docu-
ments ..., because look at the primary healthcare reengineering 
policy of 2010 that we have. We are not stated in that policy so 
that influences where your services go. R02

The second category in Theme 2 was Few facilitators ex-
ist for OT integration in PHC reengineering streams and 
participants felt that the facilitators that support  integration of 
occupational therapy services in PHC reengineering streams of 
the NHI included advocacy groups amongst rehabilitation health 
professionals, compulsory community service for recent graduates 
of health professions in South Africa, as well as an awareness of the 
role of occupational therapy among community health workers and 
other community based organisations. 

 ✥ I think com serve also is a great support structure. Community 
service - where OTs are kind of forced into primary healthcare 
settings. R04

 ✥  ... your community healthcare workers who are part of the ward-
based outreach teams, they are the people who most of the 
times meet your patients first. And if they know that the service 
is available and if there’s a referral pathway that they are aware 
of, they can easily transfer patients. R02

 ✥ ... usually when you make sure that you are known and as an oc-
cupational therapist and you support management, management 
tends to support you, so it has like this, feed forward feedback 
thing. R03

They also reported facilitators such as the commitment and 
resourcefulness of occupational therapists themselves to provide 
quality service as well as the knowledge of occupational therapy 
roles in the PHC setting by occupational therapists and other 

stakeholders where occupational therapy services exist. Other fa-
cilitators include , continued occupational therapy engagement with 
stakeholders and a  cordial relationship between the occupational 
therapists and the MDT, and establishing mutual support between 
the occupational therapists and the management structures. 

DISCUSSION
The demographic characteristics of the participants were in tan-
dem with previous studies among occupational therapists in South 
Africa54,55. In terms of the service delivery models, the findings 
from this study are in contrast with majority of evidence regard-
ing the models used by occupational therapists at the PHC level 
in South Africa. Previous studies indicated a dominance of the 
institution-based medical model among therapists with only a few 
using CBR12,39,49. This may be because of the previous studies only 
focused on a particular district or province, whereas this study 
involved a nation-wide survey. While the increase in the alignment 
of occupational therapy services in PHC with the CBR approach, 
biopsychosocial model and the ICF is encouraging it is possible 
that the 42% of participants based at district hospitals may still be 
working within an MDT following the medical model even when 
providing outreach services.  

Although self-management was the most frequently used inter-
vention strategy reported there is currently no evidence supporting 
its use locally. This strategy may well have been adopted by the 
participants since self-management has been shown to enhance qual-
ity of life, participation in desired activities, and self-efficacy among 
clients56 which encompasses the occupational therapy philosophy 
and process outcomes57. The use of community-based management 
through CBR utilised in occupational therapy service provision is 
positive as it supports promoting health outcomes on a long-term 
basis to a set of scheduled patients in the community25,26. Con-
versely, in is of concern that the least used intervention strategies 
are shared care, outreach, and home visits. Home visits in particular 
allow the therapist to gain an understanding of the client’s context, 
barriers in the client’s home or local community and may prevent 
or reduce admissions to health care institutions. This finding could 
be due to the lack of resources available to occupational therapists 
working in PHC for the implementation of these interventions. 
Community health workers or caregivers are appointed on the 
PHC level to address outreach, conduct home visits and improve 
access to health care58. Studies in South Africa have called for 
an increased collaboration between occupational therapists and 
community health workers or rehabilitation workers3,49 as this is 
considered important in achieving these intervention strategies. It 
is recommended that these health workers be specifically trained 
to assist with rehabilitation services40.

Findings from the two phases of the study showed that the inte-
gration of occupational therapy services in the PHC reengineering 
streams of the NHI should be considered essential to improve the 
health outcomes of the population and reduce the overall healthcare 
cost and growing burden of non-communicable diseases in South 
Africa. The participants concern about policy implementation and 
the present state of the underestimation of occupational therapy 
services reinforces the previous findings on the importance of oc-
cupational therapy being an integral part of PHC13,16,17,45 through 
the holistic approach. Issues that affect clients’ occupational per-
formance should be addressed though activities and strategies to 
support their value system, habits, and routines within their family 
and community context to promote health and wellbeing59. 

When actions currently supporting occupational therapy inte-
gration in PHC reengineering were reported on, initiatives such as 
the Allied Health Tick Register (AHTR) register has the potential 
to answer the call for a PHC-specific measure of service outputs to 
show the visibility and relevance of occupational therapy services 
in PHC. This register is the type of initiative that could ultimately 
support the integration of occupational therapy services with the 
existing PHC services. The register meets a need which is empha-
sised consistently in the literature for such PHC-specific measures 
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of service outputs to be developed58,59 to disseminate effects of 
occupational therapy intervention, needs and statistics for services 
offered at PHC level to managers and other role players at meetings 
and through documentation.

The perceived barriers to the integration of occupational 
therapy services into the NHI PHC reengineering streams, including 
lack of policy implementation were similar to those reported with 
previous findings16,56,60. Poor resources and the lack of adequate 
staffing is supported by other studies on the public health care 
services in South Africa3,12. This is also affected by the poor reten-
tion of community service therapists at a PHC level due to a lack of 
posts resulting in poor continuity of occupational therapy services54. 
The lack of knowledge about occupational therapy is consistent 
with the findings of various other South African studies3,12,13. This 
is supported by Scriven and Atwal61 who indicted that occupational 
therapists must become an active part of promoting their role in 
primary health care making others aware of their contribution at 
the level of health care emphasizing the importance of occupation 
in health59. The lack of knowledge can be associated with the lack 
of research evidence for the effectiveness and outcomes achieved 
at the PHC level by occupational therapists60,62. Despite these 
barriers, the participants highlighted some facilitators that support 
integration of occupational therapy services in PHC reengineering 
streams of the NHI. These facilitatory strategies such as involve-
ment with policy makers, exposing others in PHC to occupational 
therapy services as is done in community service placements and 
providing a good service has been shown to enable the integration 
of occupational therapy services in PHC internationally14,53,63,64. 

Limitations of the study
The limitations of this study include the restriction of study par-
ticipants to occupational therapists who practice in PHC with-
out recruiting other pertinent stakeholders such as other MDT 
members, policy makers, managers, patients, and the community. 
However, this was beyond the scope of this study given the time 
constraints associated with completing the research. Hence, it is 
recommended that this should be explored in future. Also, the 
survey did not capture the exact provinces from which participants 
came which may limit the generalisation of the findings. The use of 
an electronic survey to gather data in the first phase of this study 
may have limited the participation of occupational therapists in PHC 
who may not readily have access to the internet, particularly in the 
more remote areas of South Africa.

CONCLUSION
Despite the lack of clarity in recent policies on the integration of 
occupational therapy services at PHC level in South Africa, occu-
pational therapists working in PHC recognise the relevance of oc-
cupational therapy in the PHC reengineering streams. More barriers 
than facilitators were identified by the participants and they had the 
opinion that, in order for occupational therapy to be successfully 
integrated into PHC, adequate support such as financial, space, 
and transport resources as well as, adequate implementation and 
inclusion of occupational therapy in relevant policy documents and 
an increase in the number of occupational therapists employed at 
PHC level, are required. Furthermore, strategies such as adequate 
knowledge of the role of occupational therapy in PHC by occupa-
tional therapists,  other MDT members, policy makers, managers, 
patients, and the community through inter-professional training 
in medical schools, PHC facility- and community-based seminars, 
and workshops; presence of PHC guidelines; adequate research 
evidence on occupational therapy services provided in PHC; and 
effective retention strategy for the community service programme 
are required to support the integration of occupational therapy 
services at PHC level in South Africa. 

RECOMMENDATIONS
It is recommended that occupational therapists should continue to 
utilise CBR, the ICF, and the social model to drive intervention at the 

PHC level. Also, there is a need for updated PHC practice guidelines 
for occupational therapy practice in PHC. Not only will the use of 
PHC practice guidelines ensure uniformity in service delivery, it will 
also assist with role clarification and aligning occupational therapy 
services with the existing \ PHC programmes, such as mother and 
child, school health, mental health, HIV, TB, acute, chronic, case 
management, and assistive devices. The use of the AHTR or a similar 
checklist nationwide will also help in aligning occupational therapy 
services with the existing Department of Health PHC programmes. 
Furthermore, occupational therapists, through professional associa-
tions such as OTASA and RuReSA should continue to work with 
policymakers and high-level healthcare decision making structures 
to ensure that policy makers engage with all the pertinent health 
professions during policy drafting and implementation. 

Continuous awareness of the role of occupational therapy at the 
PHC level, outreach programmes, and promotion of occupation-
based health should be carried out. Health promotion activities and 
outreach programmes can be facilitated by establishing a mutual 
support between the occupational therapists and the community 
health workers. Finally, the integration of inter-professional practice 
and care as part of the education system should also be researched.
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