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Aim 
Between 2012 and 2014, the Klipfontein/Mitchells Plain sub-structure in Cape Town piloted an initiative to 
train community health workers through a one-year Higher Certificate in Disability Practice, creating a new 
cadre of mid-level health workers referred to as rehabilitation care workers. These workers were trained to 
provide basic rehabilitation and disability-inclusion services for people with mental, neurological and 
substance use disorders across the lifespan. 

This paper explores the role of rehabilitation care workers in advancing disability-inclusive development and 
community-based rehabilitation to support universal health coverage in primary-level mental health services. 

Method 
Rehabilitation therapists developed and supervised home- and community-based recovery-orientated care 
programmes for rehabilitation care workers, using a task-sharing model. Based on the pilot’s success, local 
health service management adopted a health systems strengthening approach, adjusting human resource 
policies to support community-based rehabilitation services including psychosocial care. This pilot was a 
collaborative effort between the Western Cape Department of Health and Wellness and local universities to 
develop the curriculum and train an initial cohort of 33 community health workers. 

Outcomes 
Supervised rehabilitation care worker teams improved access to intersectoral health services in line with 
community-based rehabilitation principles. The initiative disrupted the ‘revolving door’ phenomenon through 
individual case management, group interventions, and population-level mental health promotion and 
prevention efforts. 

Conclusion 
Rehabilitation care workers play a critical role in bridging the mental healthcare gap and strengthening the 
care continuum between primary and community-based services. The Klipfontein/Mitchells Plain sub-structure 
pilot demonstrates how adaptive human resource and service planning can support disability inclusion and 
reinforce district health systems. The ongoing creation of rehabilitation care worker and rehabilitation 
therapist posts focusing on mental, neurological and substance use disorders is gradually expanding to other 
sub-structures in the region. 

Introduction 

The Western Cape Department of Health and Wellness 
(WCDoHW) envisages a health system by 2030 that brings 
care closer to the community, promoting well-being.1 

The WCDoHW Health Care 2030 plan (HC2030) advocates 

for comprehensive, quality care packages that cater for 
all health needs across the life course, are accessible, and 
enhance the quality of life of beneficiaries.1 Despite pri
oritising mental health services in the province, the im
plementation of comprehensive mental healthcare pack
ages inclusive of community-based psychosocial 
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rehabilitation remains a challenge for service managers, 
policy-makers and clinicians. The ongoing acute mental 
health facility pressures, practice in silos, bio-medical fo
cus, poor access to out-patient services, stigma attached 
to mental health illnesses, and human resource con
straints result in mental health care service gaps.2 These 
and other challenges lead to ‘revolving door’ patients, 
poor adherence to treatment, inappropriate use of acute 
services, and premature discharges. 

The mental healthcare gap in the Western Cape pre
vails throughout South Africa.3 Recognising the impact 
of mental, neurological and substance use (MNS) disor
ders on the healthcare of the nation and the shortage of 
specialist mental healthcare providers, the Academy of 
Science of South Africa (ASSAf/the Academy)3 presents a 
vision for existing healthcare personnel to function in a 
task-sharing/task-shifting system. Task-sharing and task-
shifting involves the rational distribution of tasks among 
health workforce teams, with mental health care pro
vided by non-specialists under the training, supervision 
and support of specialist mental health workers.4 Task-
sharing emphasises collaboration and support between 
specialists and non-specialists to improve access to men
tal health care. 

Task-shifting typically involves transferring tasks from 
highly specialised health professionals to less specialised 
staff, often due to a shortage of specialists.5 The Acad
emy proposes the integration of mental health into gen
eral health care, particularly the capacitation of commu
nity health workers (CHWs) in basic psychosocial 
rehabilitation and disability-inclusive community devel
opment skills.3 

Similar recommendations for investments towards re
habilitation in a community-based health system were 
outlined in a report by Thematic Commission Pillar Five 
of the Presidential Health Summit.6 The Pillar Five report 
proposes a shift in focus from curative to promotive and 
preventive health care, and increased appointment of 
CHWs. It recognises the need to formalise the training 
and scope of practice of CHWs, including their compe
tencies and roles in delivering rehabilitative services. A 
conceptual re-alignment by health system managers and 
human resource planners would be necessary for these 
recommendations regarding rehabilitation in commu
nity-based services (CBS) to materialise.6‑8 

The WCDoHW project described in this paper exempli
fies the implementation of these human resource strate
gies, and is based on the Community-orientated Primary 
Care (COPC) practices implemented by a rehabilitation 
team in the Klipfontein/Mitchells Plain sub-structure 
(KMPSS) in the Cape Town Metropolitan Municipality. It 
details some of the management decisions taken to im
plement the WCDoHW HC20301 aspirations at local level, 
with particular focus on the leadership strategies that led 
to the improved and impactful implementation of reha
bilitation services throughout the continuum of mental 
health care. 

This paper foregrounds the strategic human resource 
management approaches used to develop and utilise a 

cadre of rehabilitation care workers (RCWs) as members 
of COPC rehabilitation teams. COPC is a “continuous 
process by which primary health care (PHC) is provided 
to a defined community on the basis of its assessed 
health needs by the planned integration of primary care 
practice and public health”.9(p3) The COPC process aligns 
public health services for the burden of disease in a geo
graphically defined community with PHC through health 
promotion, disease prevention, treatment, rehabilitation, 
and palliative care delivered by teams of CHWs that are 
supported by nurses and sometimes by doctors based at 
a PHC facility.9 

The authors focus on the role of RCWs who are sup
ported by rehabilitation therapists to provide basic com
munity mental health and other disability-related ser
vices. RCWs have formal entry-level certification in 
disability inclusion and rehabilitation care work. Many of 
the RCWs employed in the KMPSS are CHWs with this cer
tification. 

Case description 

Piloting rehabilitation care workers 

The development of a mid-level rehabilitation health 
workforce for HC2030 began in 2012 with a pilot project 
undertaken by the WCDoHW and the University of Cape 
Town (UCT) in collaboration with the University of the 
Western Cape and the University of Stellenbosch. The pi
lot aimed to design a curriculum in disability manage
ment and community-based rehabilitation, and to train 
an initial cohort of 33 CHWs to become certified RCWs. 
Students in the first cohort were either employed by or 
volunteering at non-profit organisations (NPOs). The one-
year, full-time curriculum for a Higher Certificate in Dis
ability Practice (HCDP) was hosted by the Division of Dis
ability Studies at UCT. The first cohort of 28 students 
graduated in 2014. UCT remains the training institution 
for this certificate course. The outcome of the pilot pro
ject was a new cadre of mid-level health worker in the 
WCDoHW called a rehabilitation care worker. The RCWs 
extended the rehabilitation service in the CBS where they 
were employed, including a facility-based, six-week in-
patient transitional care service that is outsourced by 
the WCDoHW to NPOs. Since the project’s inception, 121 
RCWs have graduated to date (2024), most of whom are 
employed in government posts or by NPOs funded by 
government. 

Reflections on the 2014 outcomes led to a second pilot 
project incorporating speech, language, swallowing and 
audiology services into the HCDP curriculum and into 
PHC and CBS platforms. In 2017, the KMPSS, along with 
other sub-structures in the Cape Town Metropole, pi
loted a COPC approach in one geographic area per sub-
structure, to test its feasibility and benefits.9 These pro
jects afforded the authors an opportunity to collaborate 
with RCWs through task-sharing and task-shifting. Prac
tice-based evidence in the pilot sites has highlighted the 
RCWs’ contribution to enhancing people’s access to ba
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sic disability-inclusive and rehabilitative services closer to 
where they reside. 

In 2019, the KMPSS management faced pressure to in
corporate mental health services into the PHC and CBS 
platforms. Improved access to primary-level mental 
health services was needed to relieve the high demand 
at the acute service level at Mitchells Plain Hospital and 
Lentegeur Hospital, the latter being a mental health spe
cialist hospital. A continuum of mental health care was 
urgently required. The KMPSS rehabilitation team, in
cluding RCWs, embraced the opportunity to expand their 
role in CBS and COPC to include psychosocial interven
tions in anticipation of hopeful outcomes based on the 
three approaches that are described in the next section. 

Method 

In assessing the outcomes of this intervention, the au
thors employed a qualitative, reflexive methodology. Re
flexivity as a research approach is “an intentional intel
lectual activity in which individuals explore or examine 
a situation, an issue, or object based on their past ex
periences, to develop new understandings that will ulti
mately influence their actions or in which they critically 
analyse the field of action as a whole”.10(p539) Structured 
group dialogues were used to critically reflect on and 
analyse professional experiences and make recommen
dations for further actions.10 Through the reflexive 
process, insights were collectively articulated around 
three themes: the implementation of the HCDP pro
gramme, role distinctions between RCWs and rehabilita
tion therapists, and strategic leadership in policy transla
tion. 

The HCDP programme 

Re-engineering PHC in South Africa requires building hu
man resource capacity, particularly in the field of rehabil
itation and disability, which is under-resourced and does 
not meet the needs of persons with disability across the 
lifespan and their families.8,11 The human resource plan 
of the National Department of Health (NDoH) advocates 
for CHWs as part of the Ward-based Primary Health Care 
Outreach Teams (WBPHCOTs) to address, among other 
healthcare programmes, the rehabilitation needs in com
munities.12 However, CHWs are not capacitated to de
liver the basic disability-inclusive and rehabilitative in
terventions needed for non-communicable diseases and 
MNS disorders that are prevalent in a population across 
the lifespan.3 CHWs require formal certification in basic 
disability and rehabilitation competencies, and should be 
supervised by rehabilitation therapists.3 

The HCDP programme, accredited at National Qual
ification Framework Level 5, is the first formal higher 
education initiative for mid-level health workers in the 
Western Cape. It provides opportunities to upgrade the 
informal certification skills of CHWs by taking into con
sideration recognition of prior learning and work expe
rience. The programme also caters for Grade 12 grad

uates. The qualification develops foundational skills for 
health promotion, disability prevention and care, basic 
rehabilitation, and family support. The RCW skills set 
serves as a bridge between multi-sectoral public sector 
services, non-government organisations (NGOs) and 
NPOs, particularly with regard to early childhood devel
opment, schooling, and access to work and leisure op
portunities. 

The RCW’s primary tasks are to screen for persons 
with impairments, assist them with participation in every
day activities such as self-care, learning, work, and play, 
and to promote their social inclusion. Using the World 
Health Organization (WHO) International Classification of 
Functioning, Disability and Health13 as a conceptual 
framework, the HCDP curriculum includes the impair
ments, activity limitations, and participation restrictions 
associated with the most prevalent MNS disorders. The 
RCWs advocate for access to services and resources us
ing elements from different components of the WHO’s 
Community-based Rehabilitation (CBR) Guidelines,14 in
cluding the CBR mental health guidelines. 

RCWs perform their roles in people’s homes and other 
community spaces. Clinical guidance and governance of 
the RCW scope of practice must, however, be provided by 
the relevant rehabilitation therapists in the district where 
they are employed. The professionals who are eligible 
to provide the necessary clinical supervision are either 
occupational therapists (OTs), physiotherapists (PTs), 
speech and language therapists (SLTs), or audiologists. 
OTs provide supervision of RCWs working with mental 
health clients. 

The HCDP programme consists of four theoretical 
courses: inclusive development and agency; disability in
formation, management, and communication systems; 
promoting health and well-being; and health and func
tional abilities, along with one work-integrated practice 
learning course. The programme aligns with the National 
Skills Development Strategy aiming to promote a skills 
system that responds to labour market needs and pro
motes social equity.15 The work-integrated course ad
dresses social equity by ensuring that RCWs are ade
quately prepared to provide essential services to people 
with disabilities and are equipped to enter the workforce. 

Role distinction between RCWs and 
rehabilitation therapists 

Rehabilitation care workers play a vital role in the recov
ery of persons with mental illness, however, they can
not function independently, which foregrounds the role 
of the supervising rehabilitation therapist. The ASSAf re
port3 on provider competencies for MNS disorders indi
cates that ideally, CHWs with RCW certification should be 
supervised by rehabilitation therapists such as OTs and 
clinical social workers, and that the current curricula for 
nurses, doctors, psychologists and other key providers 
do not yet adequately prepare them to deliver compre
hensive rehabilitation and community-based disability-
inclusive development services. Rehabilitation therapists 
are positioned to supervise RCWs in meeting the needs 
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Table 1. The roles of the rehabilitation therapist and the rehabilitation care worker 

REHABILITATION THERAPIST REHABILITATION CARE WORKER 

Task-shifting and task-sharing 

of persons with physical, sensory and psychosocial im
pairments. However, in the PHC setting, roles have be
come blurred as duties among healthcare professionals 
are shared and duplicated to ensure that communities 
are optimally serviced and treatment gaps are pre
vented. Therefore, it is important to establish guidelines, 
roles and responsibilities to ensure accountability and 
successful service provision. Table 1 outlines some core 
functions of the RCW and the supervising rehabilitation 
therapist. 

Table 1 depicts the collaborative partnership between 
the therapist and the RCW, indicating that the RCW can
not function independently within the CBS context. The 
supervising therapist provides the overall case manage
ment, referring to the co-ordination and oversight of 
mental health services, ensuring that the client’s needs 
are met through appropriate services and interventions. 
Mental health intervention activities, psychosocial dis
ability prevention, and mental health promotion group 
activities provided by the RCWs at community-based 
venues require regular supervision and team meetings. 
Understanding the roles of each service provider and fa
cilitating these responsibilities leads to optimum impact 
and beneficial effect within the CBS rehabilitation service. 
It is the therapist’s role to contain and guide RCW ac
tivities with the individual(s) concerned, whether in the 
home, group or community setting. A synergy of collabo
ration, sharing, and engaging practice requires nurturing 
as the RCW becomes the extension of the rehabilitation 
team in the community. Mental health services require 
careful task-shifting and sharing between the RCW and 
therapist, especially in PHC contexts at the primary and 
CBS levels, where the emotional toll of mental health 
care can lead to provider burn-out and compassion fa
tigue. The therapist plays a continuous role in guiding 
and developing the RCW’s skills, while also addressing 
the impact of social determinants of health on the RCW’s 
productivity and mental well-being. 

The CBS rehabilitation team, consisting of rehabilita
tion therapists and RCWs, collaborates with other pro
fessionals such as social workers and registered counsel
lors, as well as with relevant stakeholders in government 
sectors and NGOs to achieve community-wide outcomes. 

The WCDoHW funds one specific NPO per PHC facility 
in the Cape Town Metropole to provide integrated CBS, 
including treatment interventions, disease prevention, 
health promotion, and palliative care. These NPO teams, 
which include nurses and CHWs, collaborate with reha
bilitation teams to enhance disability inclusion and reha
bilitation. Although such collaboration currently occurs 
infrequently, the goal is to strengthen the partnership 
between the WCDoHW, NPOs and communities to opti
mise the continuum of care. 

Strategic leadership and policy translation 

The KMPSS CBS rehabilitation model offers valuable in
sights for further reinforcement and replication in other 
settings. Each pilot project provided practice-based evi
dence for reconfiguring services to address unmet dis
ability-related health needs. Small feasible structural 
changes applied in the broader context after the pilot 
projects resulted in significant service improvements. 
Health managers, recognising the success of the pro
jects, took bold steps to apply the knowledge, lessons 
and good practices more broadly in the sub-structure. 
However, despite the success of small studies, there is 
often hesitation among managers and frontline staff to 
scale practices due to the bureaucratic nature of govern
ment departments and the challenges of implementing 
changes in large, complex health systems. Nevertheless, 
the KMPSS model demonstrates that change is possible. 
Figure 1 illustrates how a systems approach to service 
design was used to integrate RCWs into CBS. 

The context of good practice described in Figure 1 per
tains to the health system in KMPSS. KMPSS is located 
on the Cape Flats with an estimated combined popula
tion of just over one million people. An estimated 92% 
of this population are dependent on public services. The 
foremost approach of KMPSS leadership and governance 
was to respond to the disability-related service needs of 
their population by embracing the opportunity of intro
ducing RCWs onto the platform. This approach required 
engaging the local corporate management teams to sup
port the health managers in obtaining the necessary re
sources to recruit, train, and pay RCWs. 

• Overall assessment and case management 
• Design, implement, and evaluate individual, group, and 

population programmes 
• Identify and delegate intervention strategies to RCWs 
• Ongoing in-service training and supervision of RCWs for 

quality assurance 
• Monitoring, evaluation, and documentation of services, 

including statistics 
• Human resource management 
• Referral and liaising with CBS, and intersectoral and in

terdepartmental stakeholders 

• Conduct home visits 
• Screen individual and home environment 
• Refer with permission from the therapist and follow up 

on referrals 
• Implement delegated elements of intervention plans 
• Assist with screening clinics in facility and community 
• Assist with planning and running community events 
• Group facilitation 
• Facilitate community engagement, advocacy and net

working 
• Data capture 
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Figure 1. A systems approach to rehabilitation service design 

Source: Van Olmen, et al., 2012.16 

In a system, the various decisions made by service 
managers has an influence on other parts of the system. 
Undoubtedly, it was clear that the service delivery of 
RCWs would be beneficial; however, an adequate num
ber of therapists was required to provide clinical gover
nance at the CBS level. Historically, all rehabilitation ther
apists were based at the PHC facilities. They did not go 
into the community, nor did they provide any CBR ser
vice. Their clients were expected ─ based on ambula
tory primary level medical services ─ to attend individual, 
(on average) monthly rehabilitation appointments at PHC 
clinics. Therefore, the leaders in the KMPSS had to con
sult with the rehabilitation therapists to motivate them 
to work in the community, i.e. to be willing to apply their 
disability-inclusive development and CBR competencies. 
These negotiations required a range of human resource 
management interventions such as knowledge- and in
formation-sharing, change-management strategies, and 
additional training for therapists on their CBS rehabilita
tion role expectations. Importantly, a series of facilitated 
support workshops16 were offered at which therapists 
and RCWs could process their mutual expectations, con
cerns, and shared values and service principles. 

This process of role-transitioning triggered a new way 
of working among the rehabilitation therapists. For ex
ample, OTs became ‘community-rich’ service providers 
and the main clinical governance support to the RCWs. 
Physiotherapists and audiologists became the ‘facility-
rich’ service providers, and the speech language ther
apists started working in both the community and the 
facility depending on need. The OTs provide limited fa
cility-based services, and the PTs provide limited CBS, 

depending on the health needs of the population they 
serve. The goals and outcomes of CBS rehabilitation were 
promoted by enabling flexible re-allocation of roles evi
denced by increased referrals, compliments from service 
users, and endorsements from referring facilities. Due 
to the positive feedback received, the broader KMPSS 
management team supported the conversion of posts 
from other professional groups and prioritised additional 
funding to appoint more OTs. The KMPSS managers pro
vided strategic support through hosting consultative 
workshops and ongoing feedback loops with the affected 
staff, referring facilities, and patients. They were posi
tioned to design continuum models of care and a robust 
referral system for a CBS rehabilitation service that in
cluded mental health. Local management policies were 
then designed to provide direction and support. How
ever, the service provision was handed to the therapists 
to take the lead, with fruitful outcomes for the people 
served and for the local CBS health system. 

In summary, firm intentional leadership led to strate
gic policy decisions by management at local level in de
liberations about the resources required for CBR service 
delivery, which paved the way for more optimal health 
outcomes that overtly situated rehabilitation as an inte
gral part of universal health coverage. In particular, the 
principles of CBR and the values of disability-inclusive de
velopment informed the original decision of the KMPSS 
management team to take the bold step of piloting the 
RCW pilot project in 2012. 
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Box 1. The anonymised case of RK 

RK had a history of bipolar mood disorder and previous mental health admissions. An initial screening by the RCW was 
followed by a home visit from an OT for a comprehensive assessment, which evaluated RK's mental state, life role-
functioning, personal recovery goals, family needs, and social determinants of health in the community. 
The functional assessment led to the design of an individualised, feasible mental health recovery programme to be carried 
out by the RCW. RK had three children, aged 7 to 12, two of whom lived with her, while one resided with the paternal 
grandmother. She lived with her aunt, her two children and two other occupants in a three-bedroom home with access to 
basic services. RK and her two children shared a cluttered bedroom that she kept locked to ensure privacy. 
RK initially had restricted affect, low mood and linear thought processes, and was easily distracted. She reported 
persecutory delusions and obsessive thoughts about colleagues. Although RK was physically able to perform basic activities 
of daily living, she required verbal prompts to complete these, including assistance with medication adherence. The family 
reported challenges regarding RK’s behaviour because it adversely affected her ability to care for her children. RK was 
employed as a cashier at Shoprite prior to her admission, and returning to work was an important personal recovery goal. 
This self-identified goal became the motivation for enhancing RK’s independence in activities of daily living and improving 
her engagement with family, friends and work colleagues. The OT assigned a RCW to conduct two to three monthly sessions 
with RK, with the following person-centred recovery programme that was task-shared and task-shifted between the OT and 
the RCW: 

The outcome ─ one of numerous other similar cases managed by the CBS rehabilitation team ─ highlights the role of the 
RCWs. After discharge from the CBS rehabilitation services, RK was referred to the WCDoHW-funded NPO in her geographic 
area for ongoing adherence support. At the point of her discharge, she was independent in all basic activities of daily living, 
compliant in taking her medication, more engaged in her parenting and social roles, and was reunited with her son. 
Furthermore, she resumed employment as a cashier at Shoprite, and has not had a relapse or admission since 2022. 

Key outcomes 

Case-based evidence 

The impact of the approaches described above is illus
trated in Box 1 by the anonymised case of RK, a 31-year-
old female referred to CBS rehabilitation in July 2022 af
ter being discharged from Mitchells Plain Hospital for a 
major depressive episode. 

Expanding access to rehabilitation 

There are currently 11 OTs (four in 2013) and 32 RCWs 
(six in 2014) working in two CBS rehabilitation teams in 
the KMPSS. Since 2019, the referral of mental health
care users and the provision of a CBS recovery-orien
tated mental health and family support programme have 
steadily increased. The rehabilitation team has incorpo
rated mental health care for all of their clients across the 
lifespan, irrespective of presenting impairments. Thus, a 
client referred for stroke rehabilitation, where only the 
‘physical’ aspects were addressed, will now also receive 
intervention for signs of depression, anxiety, or other 
mental health concerns. Statistics for the CBS rehabilita
tion services for mental healthcare users since 2019 in
dicate a collective caseload of eight to 10 individuals and 
their family at any one time. Statistics also indicate that 
since the start of 2024, there has been an increase to a 

collective caseload of 50 to 55 clients at any one time. 
These statistics suggest that as the population and dis
ease profile have changed, so too has the need for an in
tegrated CBS workforce inclusive of psychosocial disabil
ity and recovery-orientated rehabilitation. 

The contribution of a disability-inclusive and rehabil
itation-capacitated workforce to strengthen the primary 
mental healthcare system warrants policy attention. 
Firstly, CBS rehabilitation not only benefits persons with 
disabling MNS disorders and their families, but also the 
communities in which they live. Secondly, CBS rehabili
tation is also a component of universal health coverage 
and an important goal of the envisaged National Health 
Insurance.17,18 Although the Presidential Health Sum
mit6 listed rehabilitation as a component of comprehen
sive health care, there is currently no framework for the 
inclusion of rehabilitation in COPC. The KPMSS perspec
tive could serve as an exemplar towards good practice 
in other health system sub-structures. Thirdly, the work
force planning for rehabilitation at primary level is ham
pered by outdated knowledge on CBR and limited un
derstanding of disability-inclusive development among 
health-system planners, government officials, and 
healthcare workers.8 

It is acknowledged that rehabilitation therapists and 
RCWs are scarce human resources for universal health 
coverage. Task-shifting and task-sharing competencies 
enable the reach of scarce rehabilitation therapists to 

• Psycho-education: information on diagnosis, medication adherence, healthy lifestyle choices, leisure exploration, goal-set
ting, and relapse prevention. 

• Family education: information on diagnosis, relapse prevention, handling RK’s illness behaviour, and self-care in the care
giver role. 

• Life skills: practical strategies to manage symptoms, including communicating with family, friends and colleagues, parent
ing skills, stress management, and conflict resolution skills. 

• Return to work: engagement with employee management, job coaching, work site visits, and reasonable accommodation/
workplace adaptations. 

• Liaison: regular supervision with the OT and liaison with the social worker at the community health centre. 
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be extended through partnerships with RCWs. The range 
of responsive approaches used by RCWs, combined with 
their deep familiarity of community dynamics and net
works, would make their role invaluable ─ particularly in 
under-served areas, including rural areas. 

Lastly, the KMPSS CBS rehabilitation model of care 
has facilitated opportunities to engage in activities linked 
to the wellness approach with disease prevention and 
health promotion strategies being prioritised. For exam
ple, clients are supported with ‘return to work’ interven
tions; parents are supported with ideas for home-based 
play and development stimulation; youth with challeng
ing behaviours are linked to group-based peer support 
services; and isolated elders are assisted to connect with 
relevant community organisations. 

In accordance with the intersectoral principles of 
CBR,14 the CBS rehabilitation team, and specifically the 
RCWs, work collaboratively with other government sector 
representatives. They are positioned to act as linking 
agents for promoting the personal recovery, social inclu
sion, and participation of persons with mental health dis
orders. The emphasis of this exemplar of good practice 
is on the importance of being person-centred and pri
oritising the inclusion of all persons within a community 
through collaboration with various stakeholders and par
ticipation in intersectoral collaboration for better health 
outcomes and good quality of life. 

Discussion 

Public health workers, including RCWs and CHWs, typi
cally work from 08h00 to 16h00, Monday to Friday, which 
limits their ability to support employed clients. For in
stance, when RK returned to work, she could not meet 
with RCWs during the day. Similarly, RCWs and CHWs 
cannot provide family support when no-one is at home. 
Flexible working hours for RCWs and CHWs could be ex
plored to accommodate such clients, but this would have 
to be in consultation with all stakeholders and be consis
tent across the team, including supervising therapists. 

The current system for capturing rehabilitation service 
statistics is narrow, only tracking the number of assistive 
devices issued at PHC clinics. CBS rehabilitation services, 
including mental health recovery interventions, are not 
captured, and data are informally gathered by therapists 
for reporting on the National Framework for Disability 
and Rehabilitation descriptors for CBR.19 

RCWs are employed by NPOs funded by the WCDoHW 
and contractually managed by those NPOs, while clinical 
governance is shared with WCDoHW rehabilitation ther
apists. This arrangement relies heavily on strong working 
relationships between the NPOs, departmental officials, 
and therapists. More integration of mid-level health 
worker positions into the public sector health system is 
needed.18 The KMPSS team faced challenges in introduc
ing RCWs as mid-level workers, requiring regular role-
clarification between rehabilitation therapists, RCWs, and 
CHWs. Strengthening the alignment of RCWs’ and CHWs’ 
roles is a priority for health and rehabilitation managers. 

Another limitation highlighted in this study is the gap 
in curricula for healthcare professionals, such as nurses 
and doctors, in rehabilitation and disability-inclusive de
velopment. This gap may contribute to a lack of inter
disciplinary collaboration and hinder the integration of 
disability studies and rehabilitation services into compre
hensive healthcare delivery. 

Recommendations 

It is recommended that professional boards, training in
stitutions, and employers consider upskilling RCWs 
through career-laddering to a higher certification level. 
An additional year of training to become a community 
rehabilitation worker with a broader intersectoral scope 
would provide a career development pathway. Two 
RCWs have successfully entered the occupational ther
apy programme at a local university through recognition 
of prior learning, although this required that they resign 
from their roles and secure their own funding. 

The KMPSS experience highlights that CBR is crucial to 
comprehensive care, and RCWs and rehabilitation ther
apists should be integrated into WBPHCOTs, alongside 
nurses and CHWs, as outlined in current policy. In line 
with this recommendation, we must explore and for
malise task-sharing and task-shifting between RCWs and 
CHWs, particularly in areas such as supporting daily living 
independence and screening for functional deterioration 
as part of this collaborative, inter-disciplinary care model. 

Additionally, this paper highlights the need for future 
research, particularly in exploring opportunities for prac
titioners to share ‘lived experiences’ on under-re
searched topics. Another key area for exploration could 
be to focus on understanding the barriers and enablers 
to scaling small-scale successful practices within large, 
complex health systems, especially in the context of bu
reaucracy. For example, research could focus on how 
corporate governance could support a flexible, adaptable 
health service that responds to evolving population 
health needs and hurdles, and the cost-saving benefits of 
CBR.18 

Finally, training institutions should incorporate disabil
ity studies, rehabilitation practices, and human rights 
frameworks into the curricula for all healthcare profes
sionals, tailored to their specific roles. Additionally, inter-
disciplinary training that fosters collaboration across 
healthcare professions should be prioritised to ensure 
the delivery of comprehensive, person-centred care. 

Conclusion 

This paper underscores the pivotal role of RCWs in ad
vancing universal health coverage and emphasises the 
critical importance of bold, responsive leadership in dri
ving local-level policy innovation. The KMPSS experience 
exemplifies how decentralised decision-making and 
adaptive management can effectively transition rehabili
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tation services from facility-based models to community-
orientated care. 

Operating within the bounds of delegated authority 
and resource constraints, the KMPSS team strategically 
responded to unmet health needs by designing and im
plementing contextually relevant interventions informed 
by practice-based evidence and pilot studies. Incremen
tal yet deliberate changes were introduced and adopted, 
even when these involved unfamiliar or unconventional 
approaches. 

A particularly noteworthy example of this leadership 
was the decision to support the HCDP as a foundational 
platform for capacitating RCWs. This commitment laid 
the groundwork for a more inclusive, community-based 
rehabilitation service model, aligned with the principles 
of equity, responsiveness, and sustainability. 

The success of this initiative affirms the value of coura
geous, evidence-informed decision-making and offers a 
replicable model for strengthening human resources for 
health in support of disability inclusion. 
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COPC Community-orientated Primary Care 
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Klipfontein/Mitchells Plain sub-
structure 

MNS 
mental, neurological and substance 
use [disorders] 

NDoH National Department of Health 

NGO non-governmental organisation 

NPO non-profit organisation 

OT occupational therapist 

PHC primary health care 

PT physiotherapist 

RCW rehabilitation care worker 

SLT speech and language therapist 

UCT University of Cape Town 

WBPHCOT 
Ward-based Primary Health Care 
Outreach Team 

WCDoHW 
Western Cape Department of Health 
and Wellness 

WHO World Health Organization 
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