
http://www.phcfm.org Open Access

African Journal of Primary Health Care & Family Medicine 
ISSN: (Online) 2071-2936, (Print) 2071-2928

Page 1 of 9 Original Research

Read online:
Scan this QR 
code with your 
smart phone or 
mobile device 
to read online.

Authors:
Sithembiso B. Blose1 
Sudipa Doeraj1 
Sabiha Padia1 
Kaveshan Pillay1 
Kinita Reddy1 
Verusia Chetty1 

Affiliations:
1Department of 
Physiotherapy, Faculty of 
Health Sciences, University 
of KwaZulu-Natal, Durban, 
South Africa

Corresponding author:
Sithembiso B. Blose, 
bloses1@ukzn.ac.za

Date
Received: 18 Apr. 2020
Accepted: 27 Sept. 2020 
Published: 27 Jan. 2021

How to cite this article:
Blose SB, Doeraj S, Padia S, 
Pillay K, Reddy K, Chetty V. 
Healthcare professionals’ 
perceptions of community-
based rehabilitation in 
KwaZulu-Natal, South Africa. 
Afr J Prm Health Care Fam 
Med. 2021;13(1), a2461. 
https://doi.org/10.4102/
phcfm.v13i1.2461

Copyright:
© 2021. The Authors. 
Licensee: AOSIS. This work 
is licensed under the 
Creative Commons 
Attribution License.

Introduction
Community-based rehabilitation (CBR) is a strategy to enhance the quality of life for people with 
disabilities (PWDs) ‘through equalisation of opportunities, poverty reduction, and social inclusion 
by improving access to essential human rights services’. It is implemented through a combined 
effort of stakeholders, which include PWDs and their families, communities and governmental 
and non-governmental organisations.1 Community-based rehabilitation was established in 1981, 
following the Alma Ata declaration, as an approach for improving access to health and 
rehabilitation services, especially in rural and underserved communities.2 A CBR matrix was 
developed to guide the implementation of CBR, following the United Nations Convention on the 
Rights of Persons with Disabilities (CRPD). The matrix consists of five domains, namely health, 
education, livelihood, social and empowerment, aimed at enforcing the rights of PWDs.3 Each 
domain has five themes that guide the implementation of CBR. Community-based rehabilitation 
had been reported to be implemented in over 90 countries, but most of the programmes focus on 
one or two domains, mostly health and education.4 The health domain includes promotion, 
prevention, medical care, rehabilitation and assistive devices as underlying themes, whilst the 
education domain includes early childhood; primary, secondary and higher; non-formal and 
lifelong learning. Despite much focus being placed on the health and education domains, PWDs 
continue to experience challenges in accessing healthcare, rehabilitation and education, 
contributing to significantly low levels of employment, thereby rendering them trapped in a 
poverty cycle.5

Background: People with disabilities (PWDs) continue to experience challenges with access to 
healthcare. Community-based rehabilitation (CBR) is an approach that advocates for equal 
opportunities and social inclusion of PWDs to enhance their quality of daily life. Healthcare 
professionals are crucial in the implementation of CBR. However, little is known about the 
perception of healthcare professionals on this approach to rehabilitation in South Africa.

Aim: This study sought to explore perceptions of healthcare professionals on CBR in the 
province of KwaZulu-Natal, South Africa.

Setting: This study was located across four public healthcare facilities spanning districts to 
tertiary levels care in KwaZulu-Natal, situated in rural and peri-urban areas.

Methods: An explorative qualitative approach using focus group discussions was used to 
collect data from healthcare professionals employed at these public hospitals in the province. 
Twenty-five healthcare workers participated in four focus group discussions, with four to 
eight participants per group. Data were transcribed and analysed using thematic analysis.

Results: The findings revealed four dominant themes, namely, the CBR conundrum, CBR 
enablers, perceived impediments to CBR implementation and a proposal for the implementation 
of CBR.

Conclusion: Continual promotion of, as well as education and training on, CBR for healthcare 
professionals, was understood as an imperative for the development and roll-out of CBR 
programmes in South African communities. Excellent communication about CBR programmes 
was described as key to ensuring social inclusion, quality of life and access to services for 
PWDs.

Keywords: Community-based rehabilitation; healthcare professionals; people with disabilities; 
KwaZulu-Natal; CBR Worker.
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It is estimated that 1 billion (15%) of the world’s population 
have disabilities, and of these, 80% are from low- and middle-
income countries (LMICs).6 Fifty to fifty-eight million 
(5% − 17%) PWDs live in sub-Saharan Africa.7 It is estimated 
that the prevalence of disability is 7.5% in South Africa; 
however, this figure is treated as an underestimate, because 
PWDs living in institutions, children under the age of 5 years 
and persons with psychosocial and certain neurological 
impairments were not included because of data limitations.8 
A 2016 community survey, using three severity cut-off/
threshold broad measurements, found that the disability 
prevalence is 16%, when compared with 17% in the 2011 
census.9 People with disabilities are also amongst the poorest 
and least empowered community members, especially in 
LMICs.2 Understanding of the needs and challenges faced by 
PWDs remains a mammoth task for the majority of healthcare 
professionals.10 Therefore, PWDs should be engaged in the 
planning and implementation of CBR services, as they are 
vital stakeholders who offer great insight into feasible 
approaches to improve ‘their’ quality of life and livelihoods.

The accomplishment of CBR programmes should be 
actualised through a multisectoral and multidisciplinary 
approach advocating for combined efforts of PWDs, their 
families, communities, governmental organisations and non-
governmental organisations.11 Poor coordination, 
collaboration and teamwork will create barriers to the 
successful implementation of CBR, influencing the 
effectiveness and sustainability of CBR projects and 
programmes.11,12 Amongst the role players are healthcare 
professionals who play a fundamental role in the 
implementation of CBR.3 These healthcare professionals 
include medical officers, therapists, social workers, dieticians, 
nurses and pharmacists. There is a strong argument that CBR 
implementation in some regions is still based on the medical 
model of disability.13 The medical model focuses on diagnosis 
and treatment. This model may diminish the quality of life of 
an individual as it also aims at ‘correcting’ the disability. It 
has less consideration of the social issues or aspect of a 
person.14 Therefore, healthcare professionals are seen as 
experts, which often renders the opinions and concerns of 
PWDs less important in some settings.15 The role of a 
healthcare professional is critical in the implementation of 
CBR but not the dominant role.

The healthcare professional needs to be skilled as an 
advocate,  communicator, professional, collaborator, leader 
and scholar – as these are all necessary as core competencies. 
As a health advocate for PWDs and CBR, healthcare 
professionals can begin to play their role as facilitators, rather 
than experts in the field of disability.16 Therefore, healthcare 
professionals as health advocates are expected to combine 
their professional knowledge with advocacy to improve the 
implementation of CBR.17 Other core competencies of 
healthcare professionals, such as those of a collaborator and a 
leader, are required to strengthen collaboration with 
stakeholders in the implementation of CBR. This collaboration 
will facilitate necessary changes for disability-inclusive 
programmes that will influence implementation, training 

and policy, which demand that stakeholders keep abreast of 
the latest knowledge.18,19

Therefore, the need to retrain healthcare professionals on 
CBR, as identified by the National Rehabilitation Policy 
(NRP), becomes a critical strategy for CBR implementation 
(NRP).20 The retraining will enhance CBR implementation by 
improving awareness and understanding of CBR amongst 
healthcare professionals. However, the NRP was replaced by 
the Framework and Strategy for Disability and Rehabilitation 
in South Africa (FSDR) in 2015. Still, there is no indication of 
any training being conducted, although the FSDR also 
mentions CBR as a platform for service delivery.21 An 
awareness and understanding of CBR enable healthcare 
professionals to take into account the voices of PWDs and 
allow for better engagement with the community, thereby 
improving the participation and social inclusion of PWDs.15

Awareness and understanding of CBR will most likely lead 
to attitude change, strengthening of family relationship with 
PWDs and better stakeholder engagement. Stakeholders 
play a pivotal role in collaboration for the implementation of 
CBR programmes that are based on rights of PWDS.11 
Community-based rehabilitation stakeholders are expected 
to have up-to-date knowledge of CBR through continuous 
training. Training institutions and academics have been 
found to be a critical source of knowledge. Still, there is a 
challenge of transferring this knowledge and skills to all 
stakeholders, including healthcare professionals.19 The lack 
of awareness and understanding of CBR by healthcare 
professionals and the evidence that training for healthcare 
professionals is deficient contributes to the misunderstanding 
of the purpose of CBR.11,19,21,22 The lack of understanding and 
awareness of CBR amongst healthcare professionals can 
indirectly lead to negative attitudes and the disempowerment 
of PWDs by healthcare professionals.21 Therefore, the purpose 
of this article was to explore the perception of healthcare 
professionals in KwaZulu-Natal on CBR to understand their 
experience and address the gaps in the implementation of 
successful programmes in our communities.

Research method and design
Study design
This study used a qualitative design to explore perceptions 
of healthcare professionals on CBR in KwaZulu-Natal.23 
This approach allowed for an in-depth understanding of 
experiences and knowledge of healthcare professionals 
regarding the planning, implementation and sustainability 
of the CBR. 

Study location
This study was located across four public healthcare facilities 
spanning district to tertiary levels of care. Healthcare 
professionals, registered by the Health Professions Council of 
South Africa and permanently employed, were purposively 
sampled from each hospital. Variation of the sample 
population was achieved through the inclusion of male and 
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female participants with diverse experience in their respective 
professions and different ethnicity. 

Recruitment of healthcare professionals was conducted at 
hospitals in KwaZulu-Natal. The hospitals identified were 
those linked to the University of KwaZulu-Natal community-
based primary healthcare training platform.24 This study 
involved two district hospitals, two hospitals with district 
regional and tertiary services. The study sites are situated in 
rural and peri-urban areas of the province, within a radius of 
300–400 km. 

Study population and sampling strategy
Twenty-five healthcare professionals were recruited from 
the selected hospitals by convenience sampling. Permission 
was obtained from the hospital authorities as part of the 
recruitment strategy. The participants were then recruited 
verbally followed by written information about the study. 
The healthcare professionals included physiotherapists, 
speech and language therapists, occupational therapists, 
audiologists, dieticians, pharmacists, dental therapists, 
psychologists, social workers, nurses and medical doctors 
who were qualified healthcare professionals registered 
with a recognised health board or council in South Africa 
and who were employed by the KZN Department of 
Health. A multidisciplinary team was necessary; as such 
team dynamics are required for effective implementation 
of CBR.

Data collection and data analysis
Four focus group interviews were conducted at the respective 
hospitals in English. Focus groups had between four and 
eight members participating in the discussion. Open-ended 
questions were used to create an opportunity for an in-depth 
conversation on knowledge of CBR, training on CBR and role 
in CBR implementation. Probing and clarification were 
performed to gain a full understanding of comments and 
responses during the interview. Interviews lasted 
approximately 30–60 min and a voice recorder and notebook 
were used to record verbal and non-verbal responses during 
the interviews. The recordings were transcribed verbatim 
immediately after interviews with the researchers and 
immediately analysed thematically to identify emerging 
themes and sub-themes.25

Trustworthiness and rigour
The transcribed audio recordings were checked for any 
missing data against the audio recordings by the researchers 
and a moderator to improve trustworthiness. Data were read 
and re-read for familiarisation by two independent 
researchers to obtain an in-depth understanding of its 
content. Researchers discussed the themes at length until a 
consensus was reached. Significant quotes were highlighted 
and patterns were coded. An expert in qualitative research 
approaches, employed at the tertiary institution, was used to 
moderate codes as well as processes independently.

Ethical consideration
Ethical approval was obtained from the Humanities and 
Social Sciences Research Ethics committee of the University 
of KwaZulu-Natal (Ethical clearance number: HSS/0198/​
019U). Gatekeeper, including KwaZulu-Natal’s Department 
of Health (DOH) Research and Knowledge Management, 
approval for this study was obtained before commencing 
with the data collection (KZN DOH ref. number: KZ 201909 
021). Healthcare professionals signed informed consent to 
participate voluntarily, with no incentives being offered 
during this study. Participants were informed of their right 
to withdraw from this study at any time, should they wish to 
do  so. Confidentiality and anonymity were maintained 
throughout the study process.

Findings
The focus group discussion explored the awareness and 
knowledge of CBR of healthcare professionals. Participants 
included six male and 19 female healthcare professionals. 
Eleven of the healthcare professionals had < 5 years of 
working experience in the Department of Health, whilst 14 
professionals had more than 5 years of working experience. 
Healthcare professionals who participated in this study 
included medical officers (three), a pharmacist (one), a 
physiotherapist (11), occupational therapists (three), speech 
and language therapists (two), audiologists (two), a social 
worker (one) and dieticians (two) (refer to Table 1).

The discussions with healthcare professionals yielded 
four themes. These overarching themes included the CBR 
conundrum, CBR enablers, perceived impediments to 

TABLE 1: Demographics of participants.
Profession Gender Work experience 

(years)
Level of 

care
Identification 

number

Medical officer Female 01 Regional MO1
Female 02 Regional MO2
Female 04 District MO3

Pharmacist Female 02 Tertiary PH1
Physiotherapists Female 08 Tertiary PT1

Male 20 Tertiary PT2
Female 01 Regional PT3
Female 07 Regional PT4
Female 14 Regional PT5
Female 01 Regional PT6
Male 03 District PT7
Female 01 District PT8
Male 01 District PT9
Male 04 District PT10
Female 01 District PT11

Occupational therapists Male 11 Tertiary OT1
Female 02 Tertiary OT2
Female 01 District OT3

Speech therapists Male 07 Regional SP1
Female 12 Tertiary SP2

Audiologists Female 07 Regional AU1
Female 09 Tertiary AU2

Social worker Female 13 Tertiary SW1
Dietician Female 01 District DT1

Female 06 Tertiary DT2
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CBR implementation and a proposal for the implementation 
of CBR.

The community-based rehabilitation conundrum
The theme ‘the community-based rehabilitation conundrum’ 
refers to the phenomenon around challenges that riddle 
healthcare professionals’ understanding of the strategy. 
Community-based rehabilitation is a complex approach and 
requires extensive understanding in order to effectively 
implement it in a feasible context-specific strategy. The 
current study found that the misconception of CBR by 
healthcare professionals is dominant. These misconceptions 
and interpretations of CBR will inadvertently lead to 
ineffective implementation of strategies. 

Some healthcare professionals believed that CBR is 
synonymous with home-based therapy. Their voices are 
reflected in the below quotes:

‘CBR is basically taking treatment out to areas that cannot access 
proper medical care. That is my understanding of CBR. Taking 
out our treatment to rural areas to people who find it hard to 
access care in the cities.’ (Physiotherapist 5, regional hospital)

‘There are still a lot of people who are disabled or need 
rehabilitation that are not getting it. Also, even for us to go to 
their homes for, like an hour, just to give them a bit of therapy. 
It’s just therapy at your home.’ (Audiology 2, regional hospital)

Other participants believed CBR to be an extension of healthcare 
services for patients who have been discharged from the 
hospitals. This is reflected in the illustrative quotes below:

‘We usually discuss it in the MDT when there are clients who 
require CBR. When you are treating the patient in the hospital, 
the patient is coming from a family, from a community, so as a 
pre-discharge plan we have to look into where is the patient 
going to when they are discharged. What kind of support are 
they going to get at home?’ (Social Worker 1, tertiary hospital)

‘It is taking the health care professionals out of the hospital setting, 
and getting them to go into the patients home and real lives and 
incorporate their treatment and rehabilitation programmes to be 
in tune with the community.’ (Physiotherapist 9, district hospital)

However, some of the healthcare workers believed that CBR 
was a novel concept challenging the essential interpretation 
and possibly the implementation of the strategy:

‘[N]o, it’s a new concept, so I don’t really know what it will 
entail.’ (Dietician 2, tertiary hospital)

‘[N]o, I haven’t heard about it (referring to CBR).’ (Medical 
Officer 3, district hospital)

One of the healthcare professionals believed that she had 
basic knowledge, but the following quote highlights her 
explanation and exposes the level of her understanding:

‘[A] holistic approach to health. It’s seeing that the determinants 
of health are environmental, social as well as physical, and it’s 
trying to target areas where health can be supported, and it’s got 
a couple of different tiers that you use for that, in order to make 
it work.’ (Occupational Therapist 3, district hospital)

Another misinterpretation of CBR is reflected in a medical 
officer’s suggestions:

‘[T]here are a couple of challenges that may exist which need to be 
explored, being the commuting of our rehabilitation team to the 
community where proper structures and provisions should be 
made to ensure the rehab(ilitation) team gets to the community 
safely; as well as once the rehab team is there, they need to ensure 
safety while they are there. Secondly, making sure that there is 
equipment on hand and that the rehab(ilitation) team has a full set 
of equipment, which they need. To ensure there is a set standard in 
which the services given to the community is adequate to that of 
the hospital.’ (Medical Officer 2, regional hospital)

This narrative makes it clear that the medical officer 
understands CBR as a continuity of rehabilitation in the 
community and refers to providing adequate resources to 
facilitate such care.

Community-based rehabilitation enablers
The second theme ‘community-based rehabilitation enablers’ 
refers to facilitators for effective CBR that healthcare workers 
identified during the discussions.

A medical officer said ‘looking into the name, you see it’s 
supposed to be comprehensive healthcare where it will 
include the MDT and stakeholders involved in health’ 
(Medical Officer 1, regional hospital), identifying that 
collaboration amongst key stakeholders and role players 
within health and the community will contribute positively 
to the implementation of CBR.

A physiotherapist also believed that:

‘[S]ome of the challenges are, firstly, in identifying key role 
players in the community that are willing people; so it’s like 
getting people on board in terms of your rehabilitation 
programme and how you are going to implement it, and there is 
really key players to every section of that implementation.’ 
(Physiotherapist 11, district hospital)

This was seen as a critical step in involving essential and 
willing role players into CBR programmes and development.

As much as healthcare professionals are regarded as 
specialists in their fields and CBR requires a cadre of such 
professionals for its implementation, the healthcare 
professionals in this study also believed that community 
healthcare workers (CHWs) were key role players for the 
successful implementation of CBR. This is clearly reflected in 
the below illustrative quotes:

‘[T]hey have the community healthcare workers, of which it’s 
them who normally go before the community service workers to 
help them with identifying whatever they need or identify the 
homes or patients who need to be assisted, especially with 
rehabilitation. They will be referred to us, or the community 
service therapist will go to them to intervene and take care of 
patients’ needs or refer to other disciplines besides the 
rehabilitation team. They could assist with CBR.’ (Physiotherapist 
4, regional hospital)
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Page 5 of 9 Original Research

http://www.phcfm.org Open Access

‘[I]t is very beneficial as they do not have to come so far to get 

these services. The community healthcare workers can help with 
that. Therefore, CBR is quite a great thing as it serves the need of 

people with disabilities.’ (Physiotherapist 7, district hospital)

‘[T]he patient doesn’t come to the hospital, or they can’t come to 
the hospital, so it makes it easier for them to access the services 
here with the help of the community healthcare workers.’ 
(Speech therapist 2, tertiary hospital)

Perceived impediments to community-based 
rehabilitation implementation
Whilst CBR was regarded as a good strategy, perceived 
impediments were identified, which were believed to pose 
barriers to the implementation of CBR. These challenges 
included lack of resources, poor translation of CBR theory 
into practice, lack of continuous training and poor safety and 
security. 
The lack of resources, which include personnel and physical 
resources, was regarded as a critical impediment to CBR 
implementation that was seen to be a frustration to healthcare 
professionals:

‘[I]t does not actually happen at hospitals. There is no staff for 
that for us to go to do CBR because we are short-staffed and due 
to lack of transport and money.’ (Audiologist 2, tertiary hospital)

‘[T]here are transport issues; not enough staff; lack of man-
power; lack of financial support. The challenges have become 
much worse over the last ten years.’ (Occupational Therapist 1, 
tertiary hospital)

‘[W]e do not implement CBR due to issues like being short-staffed 
and transport problems.’ (Physiotherapist 1, tertiary hospital)

There was an acknowledgement of the existence of CBR 
policies and guiding documents. However, the participants 
felt that the availability of CBR policies does not necessarily 
translate into practice, and limited or no support is provided 
by governing structures: 

‘If you are going to put up a policy, put up a structure for it. Put 
up the groundwork, foundation for it. If the foundation is there, 
it will stand up, and it will work. But most of the policies get 
implemented at university level first or academic hospitals.’ 
(Audiologist 1, regional hospital)

‘On paper, it’s a good idea, but implementation-wise it’s a bit 
difficult to do.’ (Speech therapists 1, regional hospital)

‘It’s not something that the management or the Department of 
Health is aware of, or it is just one of those policies that are there 
but is not implemented on the ground level.’ (Audiologist 2, 
tertiary hospital)

Some healthcare professionals indicated that the only 
training on CBR received was at the university level and 
there has been no training where they are based. Healthcare 
professionals felt that they were inadequately trained on 
CBR and its roll-out creating barriers to CBR programme.

‘[A]ll the training we had was more at the university level rather 
than at the hospital level. There hasn’t really been any additional 
training that we’ve received post-varsity.’ (Occupational 
Therapist 2, tertiary hospital)

‘[H]ealthcare professionals aren’t trained enough to be able to 
implement it (CBR), and even when we are, we’re too constrained 
by our clinical settings and by the requirements of government, 
so even though they (government) support CBR, they tell us to 
work in particular ways.’ (Occupational Therapist 1)

The influence of crime and personal safety with regard to the 
healthcare professionals going out into the communities to 
implement CBR was a common impediment voiced by 
healthcare professionals: 

‘[S]ome places were not being served due to hijackings.’ 
(Occupational Therapist 2, tertiary hospital)

‘[Y]ou have to think about whether the area you will be going to 
is safe.’ (Physiotherapist 3, regional hospital)

‘[I] want to think that resources are always a problem. First of all, 
we have to be transported there and want to think it is a safe 
place to work, considering the social problems we face in our 
communities.’ (Medical Officer 2, regional hospital)

A proposal for the implementation of 
community-based rehabilitation
The healthcare professionals made suggestions regarding the 
implementation of CBR, including promoting awareness 
about CBR amongst communities, obtaining greater 
community involvement and using available resources for 
CBR roll-out. 

An audiologist said:

‘[T]he people that we are servicing don’t know what they 
actually deserve. We know about it, and we are sitting with the 
knowledge. The people that need this knowledge is the 
community itself. If they don’t get the awareness of what they 
are supposed to have, they actually don’t know that they are 
supposed to access.’ (Audiologist 2, tertiary hospital)

This is important as the community is an essential partner in 
the development of sustainable CBR programmes. A 
physiotherapist also voiced that ‘more health awareness and 
promotion should be forced into different communities that 
we do CBR in’ (PT11).

A dietician suggested that:

‘[I] also think making use of the resources that are available in 
the community. So not coming in from the outside and saying, 
“this is what we think should be done” and not having a one-
size-fits-all for every community. A big focus of ours is identifying 
who are the community leaders and a big focus on how you try 
to implement your plan. You cannot come in and act as an expert. 
You have to come in from the ground level and find influential 
people within the community who can help you sustain, as well 
as implement, it.’ (Dietician 2, tertiary hospital)

This belief is two-fold and makes reference to using resources 
available in the community for CBR and harnessing the voices 
and contribution of the community members as equal partners.

The benefit of partnering with community members is also 
reflected in a physiotherapist’s belief that:
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‘[I]n implementing it (CBR), I think it is trying to get the 
community together and the people to come together and to 
actually implement whatever it is you’ve come up with and 
sustainability because you don’t know whether they are still 
going to carry on with it, and will it be sustained.’ (Physiotherapist 
9, district hospital)

Discussion
The purpose of this study was to understand healthcare 
professionals’ perceptions of CBR and its implementation 
in KwaZulu-Natal, South Africa. This study also explored 
healthcare professionals’ understanding and knowledge 
of implementing CBR. These perceptions are important as 
they influence the approach to the successful 
implementation of CBR for PWDs by healthcare 
professionals. However, misconceptions of CBR by 
healthcare professionals, because of a lack of knowledge 
and limited awareness, can contribute to poor 
implementation.11 Some healthcare professionals, in this 
article, displayed a necessary basic insight into the CBR 
concept, whereas many others lacked understanding of 
the strategy. Community-based rehabilitation is not merely 
decentralising care to home settings, which was a common 
misconception of healthcare professionals, but it involves 
PWDs, their families and the community at large.26

Home-based care is any form of assistance provided to a sick 
person within their home setting. It is not only merely 
intended to give care to dependent patients but also for a 
continuum of care through rehabilitation, psychosocial 
support, reducing stigma and discrimination, as well as 
adherence monitoring of people living with HIV (PLHIV).27 
However, CBR is understood to be an approach and a strategy 
that is a complex concept because of its nature that seeks to 
promote social inclusion, improve quality of life and improve 
access to services.10 Although CBR is understood to be a 
complex concept, healthcare professionals need to have the 
insight to differentiate between CBR and home-based care.28 
This approach requires many layers of involvement, from a 
medical focus to a social paradigm. Healthcare professionals 
in this study did not make the necessary links with the social 
aspect of CBR but displayed a biomedical interpretation for 
CBR implementation. This demonstrated that many 
healthcare professionals did not understand that CBR 
requires various approaches and involves multiple 
stakeholders.19,29 As much as CBR was initially introduced as 
a health and rehabilitation strategy to increase access to 
services for PWDs, it has since shifted from a concept purely 
of health and rehabilitation strategy into a more community-
oriented approach.30

Rehabilitation is one aspect of CBR, whilst advocacy, 
community mobilisation, livelihoods, self-help and social 
dimensions are other essential priorities in CBR. There needs 
to be a move away from an individual or medical perspective 
to acknowledge the social and rights-based approach whilst 
fostering community and social change for inclusion of 
PWDs.19,29 The integration of rehabilitation services into a 

PHC approach to enhance CBR is regarded as an excellent 
move to improve the delivery of rehabilitation services whilst 
empowering the community to take ownership of their 
health and well-being.12,31

Community-based rehabilitation implementation requires a 
multisectoral, multidisciplinary team approach. In this 
study, the healthcare professionals had identified the CHWs 
as the link and liaisons who can play a central role in the 
success of CBR. Although no other key stakeholder was 
identified for this pivotal role, there was no mention of 
training for the CHWs. Whilst CHWs can be used to bridge 
the gaps in the sustainability of CBR, these cadres of 
healthcare workers need to be trained and developed to be 
well-resourced people, who will work together with PWDs 
and their families to identify and reflect problems, whilst 
collaborating to find novel solutions within community 
settings.29 Recent evidence refers to such cadres as 
community-based rehabilitation workers (CRWs) or 
community-based disability workers (CWDs).32 Part of 
CRW/CWD training includes acquiring skills in facilitation 
as they often act as the liaison between PWDs, their families, 
community leaders and professionals.33,34 It is further 
recommended that CRWs/CWDs belong to the communities 
they serve, as their role involves understanding of 
community dynamics, identifying gatekeepers to 
implementing CBR projects, and providing deep insight 
into cultural and traditional nuances.35

The availability of human resources plays a crucial role in 
ensuring the implementation and sustainability of CBR 
programmes. There was a resounding awareness of the 
current challenges of human resource availability for CBR 
implementation by healthcare professionals in this study. 
Interestingly, in South Africa, the average number of 
rehabilitation professionals (occupational therapists, 
physiotherapists and psychologists) per 100  000 people 
ranges between 2.6 and 2.8.36 The cost related to training 
and employing these professionals is high. Community-
based rehabilitation is an intervention that has moved from 
professionally centred institutions to the homes and 
communities of PWDs and where it is carried out by 
minimally trained people, such as CRWs/CWDs, families 
and other community members, thereby reducing the 
financial costs.34,37 Therefore, task shifting becomes 
imperative for effective implementation.38 Task shifting 
was not well understood in our study, as healthcare 
professionals considered CBR as added pressure requiring 
resources from a healthcare system that is already strained. 
This further outlines the lack of CBR training and 
understanding amongst healthcare professionals. The 
shortage of human resources is receiving attention and 
attempts are continually being made to address it. 
However, the needs of PWDs and their families are often 
forgotten. The balance between human resource availability 
and understanding and addressing the needs and concerns 
of PWDs is an essential factor that is also required for 
equilibrium in CBR.10,29,38
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The World Health Organization (WHO) developed CBR 
guidelines to assist member states in developing their 
policies informed by their context.3 Many countries, 
including South Africa, have developed policies and 
legislative acts specific for people with disabilities; however, 
the translation of these policies into practice has been 
problematic.39 Participants in this study recognised the 
availability of policies related to CBR; however, they 
highlighted challenges of translating such policies into 
everyday practice. The lack of policy translation into 
practice has been associated with the failure of managers to 
develop appropriate programmes for CBR, thus contributing 
further to inadequate allocation of resources, for example, 
an insufficient budget for assistive devices.11

Continual education and training of stakeholders, including 
healthcare professionals, are crucial for CBR implementation, 
just as excellent communication and collaboration are 
critical for the successful roll-out of CBR projects.40 In this 
study, healthcare professionals believed that they were 
inadequately trained on CBR and its implementation and 
that it has remained a concept learned in tertiary institutions. 
Additionally, a few healthcare professionals in this study 
referred to CBR as a new concept that was not explored at 
the tertiary level. Other studies have evidenced that barriers 
for accessing services by PWDs are directly linked to poorly 
trained healthcare professionals and stakeholders.31,41 The 
training of people involved with CBR and its roll-out is a 
necessity and should include, amongst others, disability-
related technical skills and disability management skills.11,21 
The training programme needs to be designed and 
implemented together with PWDs, whilst the universities 
should incorporate the training into their existing 
programmes. Gaps in professional education should be 
identified and addressed, possibly through continual 
professional development.42

Healthcare professionals fear for their safety whilst doing 
community work. Incidents of crime have been reported in 
healthcare facilities, where healthcare professionals have 
been victims. According to a September 2019 Health E-News 
report, about 35 healthcare facilities in Gauteng Province 
have been dubbed as ‘crime hotspots’ because of the number 
of crimes and criminal activities that took place within these 
healthcare facilities.43 Furthermore, various news articles 
have reported cases of government vehicle theft and hijacking 
in KZN from multiple departments, including health and 
agriculture.44,45,46 These incidents of crime have compromised 
the health and safety of healthcare professionals. Therefore, 
the existence of crime in a community was identified by 
healthcare workers as a barrier that negatively affects their 
availability and willingness to provide healthcare services. 
However, whilst healthcare professionals experience fear for 
their safety, it should be noted that PWDs are also on the 
receiving end of crime and poor access to services. This 
problem seems to be worse in rural areas, where PWDs have 
to travel many kilometres on foot and at times, often cross 
rivers to access services.11 Yet again, a multisectoral approach 

to CBR should include departments that are responsible for 
safety and security of healthcare workers and PWDs to 
address and mitigate such concerns. Community-based 
rehabilitation and the needs of PWDs cut across all sectors, 
such as health, education, social, justice and labour. One 
sector alone cannot address or respond to the needs of PWDs 
comprehensively, but each sector needs to collaborate with 
the others for the betterment and livelihoods of PWDs.17,19,31 
The collaboration of stakeholders leads to improved 
awareness about the CBR programme, thereby increasing 
access to services for PWDs in their communities. The 
collaboration of stakeholders regarding CBR leads to a shift 
from the institutional service delivery model of rehabilitation 
to a community-based approach to service delivery.11,33,34

The implementation of CBR was not perceived by healthcare 
workers in this study as an impossible strategy to implement 
and made pertinent recommendations for the development 
and sustainability of such programmes. Participants identified 
improving community awareness, using local resources and 
collaboration with key community role players as some key 
strategies that can be adopted in effort to implement CBR. 
These recommendations are aligned with the WHO guidelines.3 
Community awareness aids in the acceptance of PWDs and 
social integration. Self-esteem of PWDs is improved, whilst 
stigma, discrimination and negative attitudes are minimised.6 
The use of local resources, including influential people from 
communities, will aid in ensuring that CBR programmes are 
not all one-size fit all but are specific to each community needs 
and challenges, thereby allowing the community to take 
ownership of CBR programmes. These recommendations by 
healthcare professionals are a positive step for the province of 
KwaZulu-Natal in developing feasible approaches in keeping 
with WHO guidelines on CBR strategies.16,40

It is worth noting that the absence of nurses, in this study, is 
considered a limitation, as nurses play a crucial role in healthcare 
delivery. With new reforms in the South African healthcare 
system and the introduction of family health teams, through 
PHC re-engineering, the interaction of nurses with people with 
disabilities and their families has increased. Therefore, their 
involvement in this study would have been beneficial. 

Conclusion
Continual promotion of, as well as education and training on, 
CBR for healthcare professionals was understood as an 
imperative for the development and roll-out of CBR programmes 
in South African communities. The CBR approach and strategy 
to rehabilitation have been understood to be complex. 

An understanding of the definition and purpose of CBR will 
assist healthcare professionals to unpack the complex nature 
of CBR more appropriately, and this is expected to facilitate 
the development of programmes that will respond to the 
needs of KwaZulu-Natal. An understanding of CBR should 
lead to clearly defined roles for the stakeholders responsible 
for the successful implementation of CBR. 
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Healthcare professionals also believed that a multisectoral 
approach to CBR is vital for successful implementation of 
programmes. Furthermore, good communication amongst 
stakeholders about CBR programmes is a vital element for 
ensuring social inclusion, quality of life and access to services 
for PWDs.
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