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ABSTRACT

Following South Africa’s independence in 1994, the number of hospital social work posts in
state hospitals were substantially increased. Subsequently, unprecedented contextual
changes have affected hospital services, including hospital social workers. This study
focused on the experiences, challenges and coping strategies of social workers working in
multi- disciplinary teams in state hospitals in the Waterberg District, Limpopo Province,
amidst these changes.

A qualitative approach using a phenomenological research design, augmented by
exploratory, descriptive and contextual research designs was used. The purposive sample of
ten social workers based in eight state hospitals in the Waterberg District were interviewed
using semi-structured interviews facilitated by an interview guide. The analysis of the data
was achieved using Tesch’s eight steps in coding (1992:117). The bioecological systems
approach (Bronfenbrenner 2005) and the Life Model theory (Gitterman & Germain 2008)
were combined to frame the study. The data collected were supported by a virtual online
discussion forum. Guba and Lincoln’s (1981) concept of trustworthiness: principles of
credibility, transferability, dependability and neutrality were used to verify the data. Ethical
principles of informed consent, confidentiality and anonymity, beneficence and careful
management of data upheld the ethical integrity of study and the safety of research

participants.
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CHAPTER 1

GENERAL INTRODUCTION, PROBLEM FORMULATION AND ORIENTATION

1.1 INTRODUCTION

The introduction to this research about the experiences of social workers working in multi-
disciplinary teams in state hospitals in the Waterberg District, Limpopo Province, offers an
overview of the background about why this study was chosen and how it was conducted. It
describes the background and problem formulation, theoretical framework and research
guestions, goal and objectives of the study. This is followed by explaining the research
methodology, research methods, data collection and data analysis, before explicating the
maintenance of the study’s trustworthiness. The ethical considerations, key concepts used in
the research report and the format of the thesis are expounded. In conclusion a summary of
the chapter is presented.

1.2 BACKGROUND

This section introduces the reader to first section of Chapter 1, the introduction and the
reasons for undertaking this study. The topic of social work in multidisciplinary hospital
settings, the advantages and limitations of these teams and the reasoning behind including
social workers as allied professionals within multidisciplinary teams are discussed to orientate
the reader to the research topic. This is followed by a description of developments in the field
of social work and health care that could potentially affect the original conception of the social
worker’s role in a multidisciplinary team in a hospital setting, and challenge the role of social
workers, their professional identity and their ability to fulfil their professional mandate in
hospital settings. Subsequently, information is offered about the context of the study. These
themes explain the gaps the researcher detected in existing literature related to the
experiences of social workers working in multidisciplinary teams in a state hospital in the
Waterberg District in Limpopo Province. The introduction sets the stage for the formulation of
the research problem, the problem statement and shares the researcher’'s motivations for

embarking on this study.




1.2.1 Social work and the purpose of adopting a multidisciplinary approach in health
care

For more than a century a multidisciplinary team approach has received positive acclaim in
the health sector based on the notion that inter-professional collaborative practices improve
health outcomes for patients in the health care system (Albrithen & Yalli 2016:129; Ambrose-
Miller & Ashcroft 2016:101; Craig & Muscat 2013:7; Morley & Cashell 2017:207). To be
effective, multi-disciplinary teams, particularly in hospitals, must achieve good inter-
professional teamwork between the medical personnel and the allied professionals, which
include social workers (Albrithen & Yalli 2016:129). Whilst the multidisciplinary team consists
of an assortment of specialised health care professionals, some scholars include the patient
and his or her family as team members too (Morley & Cashell 2017:207). The role players are
expected to work together in a cooperative and coordinated manner for the benefit of the
patient’s wellbeing (Eaton 2018:854).

Social work and the purpose of adopting a multidisciplinary approach in health care are
discussed in terms of the role of social workers in health care settings; definitions of
multidisciplinary teams in health care; and the value and limitations of multidisciplinary teams

within health care.

1.2.1.1 Role of social workers in health care settings

Current publications offer guidelines about the main tasks social workers in healthcare settings

perform, which include having to —

o facilitate communication between health care team members, patients and their
families (Kirschbaum 2017:6);

. advise and motivate for appropriate services for patients and their families (within the
hospital and the broader community) (Limon 2018:1);

. render psycho-social services to patients in specialised care wards and emergency
trauma units (Estelle 2017:31);

. monitor post-operative rehabilitation of patients (Steyn & Green 2010:3);

. impart information to both patients and multi-disciplinary team members to improve
decision making about the patients’ health care (Steyn & Green 2010:3);

° represent patients’ wishes in terms of advance directives, patient rights, and ‘do-not
resuscitate’ orders (Eaton 2018:853; Kirschbaum 2017:6); and




° source relevant services for patients to facilitate their rehabilitation after their
discharge (Eaton 2018:853; Kirschbaum 2017:6).

In addition, social workers in hospital settings render services in general and specialised wards
such as paediatrics, oncology, nephrology, organ transplants and emergency trauma (Estelle
2017:31; McLaughlin 2015:6). They link the patient and patient’'s family with relevant
community resources and monitor their post-operative rehabilitation (Steyn & Green 2010:3).
They are also facilitators of communication between health care team members and the
patient and patient’s family (Kirschbaum 2017:6). All these activities advance the general

quality of patient wellbeing.

The roles that social workers fulfil in hospital settings are not limited to direct face-to-face
interactions with patients. Social workers also fulfil duties that are desk-based, such as working
with computerised data, or conducting management functions, as well as administrative and
undertaking research tasks (Estelle 2017:31; Hennessey 2010:2; Olckers 2013:17). The role
that social workers play in coordinating and facilitating the communication and coordination of
responsibilities within multi-disciplinary task teams is also noted (Albrithen & Yalli 2016:129;
Giles 2016:30; Robinson 2012:1).

1.2.1.2 Definitions of multidisciplinary teams in health care

A descriptive definition of a multidisciplinary team as presented by Finlay (cited by Albrithen &
Yali 2016:131) describe a multidisciplinary team as “a group of individuals with varying
backgrounds, perspectives, skills and training who work together towards the common goal of
delivering a health or social outcome.” This definition acknowledges the value of integrating
the professional expertise of different health care providers, nurses, social workers,
psychologists, pharmacists, physiotherapists, dieticians and so forth (Albrithen & Yali
2016:129; Ambrose-Miller & Ashcroft 2016:101) to support the physician’s role so that different
areas of professional knowledge are combined to advance the holistic care of patients (Briggs,
Fronek, Han, Kim, Kim et al. 2017:126; Ndoro 2013:724). Each professional member
contributes specialised information and interventions that are coordinated with those of the
other team members, in a collaborative manner, based on the assumption that no single
specialisation has all the answers (Ndoro 2013:724). One expects the different team members

to enjoy equal status within such multidisciplinary teams (Dale, cited by McAuliffe 2009:126).

Different terms are used interchangeably in the literature to refer to multidisciplinary team

professional’ and ‘inter-disciplinary’ (Sellman & Snelling cited by Ndoro 2013:724). However,




some authors assert that the term inter-disciplinary, has a more distinctive meaning than the
other terms, “work where groups make adaptations to their role, to take account of and interact
with the role of others” (Hogston & Marjoram cited by Ndoro 2013:724). This definition
highlights the transactional nature of multidisciplinary team members as they influence and
are influenced by other team members. For the purposes of this research, the researcher
uses the terms ‘multidisciplinary work’ and ‘multidisciplinary teams’, because these terms are

generic and relevant to this study.

1.2.1.3 Value and limitations of multidisciplinary teams within health care

The advantages and disadvantages of multidisciplinary teamwork have been discussed in
literature. The following advantages of multidisciplinary teamwork are highlighted by several
authors (Albrithen & Yalli 2016:131; Eaton 2018:853; Dobrikova, Hromkova, Letovancova, &
Slana 2016:83; Kirschbaum 2017:7; Ndoro 2013:726; Bowden, Corcoran, Crowe, Crowe,
Costell et al 2016:56):

. Team members are better informed about one another’s activities and roles which
improves inter-professional communication.

o Team members work collaboratively, which results in the rendering of better high-
quality care to patients, higher survival rates and shorter treatment times.

o Better connections are established between team members, namely patients, their
caregivers, and medical and allied disciplines which ensure that information is more
easily shared and trust between team members is higher.

° Team members accrue more knowledge and skills which benefit the patients,
increasing their access to care and resources, and making more treatment options
available to them.

. Teamwork reduces in-patient hospital stays and premature admissions and
discharges.

. Teamwork contains hospital spending and increases organisational efficiency.

. Team members enjoy greater career mobility when healthcare circumstances
change.

. Research outputs on relevant health care issues increase because different
professionals combine their expertise which creates new information.

. More innovations in health care emerge from the cross-fertilisation of creative ideas

from the different disciplines.




Better decisions are taken for patients with problems because different professional
disciplines review the positives and negatives of treatments collectively and with
thorough consideration.

The mutual support demonstrated between team members makes it easier for them
to deal with difficult cases and or adapt to challenges they jointly experience in the
hospital.

When team maturation occurs, the hospital functions more effectively.

Team members experience greater work satisfaction.

The staff's adherence to clinical guidelines improves.

Inter-professional learning improves practice which has increased health benefits for
patients.

Comprehensive collaborative diagnoses of patients positively contribute to higher

survival rates.

Despite the list of advantages of multidisciplinary teams, such teams are never without

challenges. Some implicit limitations are highlighted in several articles (Beddoe 2011:35;
Bowden et al 2016:70; Craig & Muskat 2013:8; Ndoro 2013:727:). These limitations include
the following:

Conflict between individuals and groups within the hospital setting.

Inadequate communication amongst team members.

Longer times are taken to make decisions about patient care and treatment that must
be offered.

Miscommunications taking place because of team members disseminating incorrect
facts amongst themselves.

Lack of trust within the team.

Obscurity about roles and responsibilities within the multidisciplinary team.
Conflicting goals or objectives based on the diverse professional expertise and
professional values of the different disciplines.

Poor action plans when team members fail to collaborate and cooperate with one
another.

Poor leadership or unstable leadership because of professional rivalry and or the
‘bosses’ delivering different directives that confuse team members.

Inequality of decision-making and power delegated to the different disciplines that

make up the team.




Whilst many of these challenges are intra organisational, according to Leach, Leach, Morgan,
Strand de Oliveira, Hull, @stbye et al. 2017. 18(1):124), issues situated within the larger social
and policy contexts of hospital settings, can destabilise the effectiveness and efficiency of
multidisciplinary teams in hospital settings. These factors create multiple challenges that
undermine the functioning of the teams (Leach et al 2017:124). According to Raniga and
Kasiram (2010:269), many of the challenges that affect the relationships between social
workers and other team members are created by macrostructures that are responsible for
developing financial, time and workplace policies. There appears to be a lacuna of information
about what these challenges are and how they affect the occupational satisfaction and
professional identity of social workers. The researcher therefore recognised the experiences
of social workers working in multi-disciplinary teams in state hospitals in the Waterberg district,
Limpopo province as a relevant topic for further study.

Limited research has been undertaken about social workers’ experiences of how others in
health care settings perceive them (Craig & Muscat 2013:7-8), particularly within South Africa.
The researcher wanted to understand the meanings social workers ascribe to how they are
acknowledged by hospital management and other team members in the multidisciplinary
teams in which they function. Information was needed about how social workers are affected
by the lack of clarity amongst other team members in the multidisciplinary team about the
contribution social workers should be making in a hospital setting. The researcher assumed
such dilemmas could affect the occupational satisfaction of social workers and their
professional identity (Beddoe 2011:26). A locally specific understanding of the topic that
focussed on social workers employed in state hospitals in the Waterberg District in Limpopo

Province, was needed to understand how they should be discussed.

In being curious about external factors situated outside the multidisciplinary teams that affect
social workers in hospital settings (Beddoe 2011:27) and being unable to find literature on the
topic, the researcher found a chasm in the existing body of knowledge that required further
exploration. Empirical evidence of how social work practice in hospital settings has evolved to
adjust to overcoming external challenges that impact on social work and health care services,
was clearly lacking. Some of the obvious unprecedented challenges or ‘new realities’ that may

affect social work practice in hospital settings are mentioned next.




1.2.2 Changes in social work and health care experienced by social workers in
hospital settings

Social workers have faced multiple changes in social work and health care over the years
(Beddoe 2011:24). It remains unclear how the changes in health care have affected social
workers in multidisciplinary teams (Nwanchukhu 2015:139). Craig and Muscat (2013:7) refer
to the “stormy sea of change” and explain that these changes in health care include issues
such as funding shortages in health care, escalating costs of life-saving approaches for chronic
diseases, increased outlays on medication, increasing hospitalisations of patients,
advancements in treatment of complex health conditions; and expanded treatment options
and services for patients. Weiss (2005:3) asserted that the practice of social work in medical
settings has not been revised since the 1930’s. Whilst information is available about factors
that influence job satisfaction among urban and rural health care workers in KwaZulu-Natal
(Du Plessis, Tawana & Barkhuizen 2019:1), the job satisfaction of nurses in North West
Province (Khunou & Davhana-Maselesele 2016:406), issues responsible for the turnover of
nurses working in the public sector in Limpopo Province (Tshitangano 2013:6) and
circumstances that demoralise paediatric rehabilitation professionals in under-resourced rural
hospitals in Limpopo Province (Mathye & Eksteen 2017:406), it was a challenge to locate
studies related to social work in the Waterberg District, Limpopo Province. Information about
how the ‘new realities’ of health and welfare services within this district impact on the job
satisfaction and professional identity of social workers working in multidisciplinary teams in
state hospitals appeared to be non-existent. The researcher contemplated whether a failure
of social work to adapt to new circumstances could negatively affect social workers in hospital

settings.

The ‘new’ realities of health and welfare services mentioned in international and national
literature (Drucker 2017:46; Heitkamp, Klinton & Oga-Omenka 2020) that potentially impact
on social workers in hospital settings, are briefly mentioned. In this discussion the focus is on
the industrialisation of social work subsequent to the 1990’s; changes in the health care sector
in the post- apartheid and colonial eras in South Africa; escalation in admission rates of
previously disadvantaged people to state hospitals who have suffered intergenerational
patterns of poverty and social exclusion; the recognition of social work as a specialised clinical
service and proposed registration requirements; and lastly, the global pandemics of HIV and
COVID-19.




1.2.2.1 Industrialisation of social work

Social work is reported to have become more industrialised in the early 1990’s which has
subsequently curtailed autonomous decision making of social workers; regulated the nature
of the services they can offer; reduced many specialized services they used to deliver because
they are expected to adopt a more generalist approach in service delivery, which according to
Carpenter and Platt (1997) has resulted in the fragmentation of social work services. As noted
by Kitchen and Brook (2005:3) generalist social work services are briefer, more solution
focused and the case management models developed must be adhered to. Some suggest
the changes make it difficult for social workers to respond effectively to the complex human
issues they must manage, and challenge their ability to uphold social justice and the rights of
their patients at all times (Strom cited by Carpenter & Platt 1997:338). This is a major blow
for social workers, who are meant to focus on social justice issues, and advocate for the

protection and well-being of marginalised people (Delobelle 2013:160).

The industrialisation of health care services challenges social workers to survive in
multidisciplinary teams in hospital settings and demands that they become more assertive to
protect and uphold the professional values that essentially define them (Beddoe 2011:24).
Raniga and Kasiram (2010:271) support this by noting that it is difficult for social workers to

assert themselves in such settings where they are afforded less power and status.

1.2.2.2 Changes in the health care sector

The South African health care system underwent major changes after the first free and fair
democratic elections in South Africa in 1994 (Rispel 2016). The then newly inaugurated African
National Congress was tasked to redress the post-colonial and post-apartheid social and
economic inequities that existed (Rispel 2016). Previously disadvantaged people had to be

granted accelerated access to health care services.

To deal with it, specific objectives were established to reform health care services, namely -

. the development of a clinic infrastructure programme in townships and rural areas to
make primary health care services accessible to all;
° provision of free health care services to pregnant women and children under nine

years of age at all clinics and public hospitals;




° dispensing of key drugs in all public health care facilities to secure good care for all
patients; and

° the development of an extended immunisation programme (Coovadia, Jewkes,
Barron, Sanders & Mcintyre 2009:825; Rispel 2016).

In addition, the number of social workers employed in state hospitals increased to expand
psychosocial support services for hospital patients and address social factors responsible for
poor health and social circumstances of patients (Beddoe 2011:24; Craig & Muskat 2013:7).
However, despite the reformative efforts made, health and health care inequalities between
the public and private health sectors, urban and rural areas, remain within districts in all nine

provinces (Harris, Goudge, Ataguba, Mcltyre, Nxumalo et al 2011:123).

The expanded basic health care services in South Africa has significantly strained South
Africa’s health care infrastructure (Delobelle 2013:160). Public health facilities are under-
resourced and poorly managed (Plaks & Butler 2012:138). Rispel 2016 proposes that three
major fault lines are responsible for the poor health services within South Africa. Firstly, South
Africa is too lenient in matters of incompetence, poor leadership and failure of managements
and authorities, to deliver health programmes and services efficiently. Secondly, the district
health system is only partially functioning and therefore fails to relieve the overburdened state
hospitals. Hospitals experienced major budget cuts to allow funds to be diverted to expand the
primary health programmes. Lastly, the South African government has failed to address the
serious health workforce crisis. Because of these deeply rooted failures, patients, health
professionals and policy implementation suffer. Little information is disseminated about how
social workers working in multidisciplinary teams have been affected by the complicated socio-
political dynamics of this health care crisis, particularly social workers in the Waterberg District

state hospitals in Limpopo Province.

The researcher was curious about how issues such as inadequate leadership, limited
manpower and resources in the health care sector have affected the occupational status and
professional identity of social workers within this district. In going forward, one must discover
whether the health care crisis has impacted on decisions made about what tasks must be
assigned to social workers; how the health crisis has affected the relationships between social
workers and other members of the multidisciplinary teams; if sufficient sources are made
available to social workers for them to execute their professional role; and how the health crisis
has affected the nature and number of opportunities available to social workers for their

professional development.




1.2.2.3 Escalation of previously disadvantaged people admitted to state hospitals

The admission to state hospitals of previously disadvantaged people who suffer from
intergenerational patterns of poverty and social exclusion, has increased considerably
recently, particularly in the Limpopo Province (Delobelle 2013:160). This has caused a greater
demand for social work services within state hospitals, without knowledge of whether social
workers feel they are adequately equipped to service and manage the high volume of cases
of patients suffering socio economic challenges which compromise the severity of their health
conditions and affect their recovery plans.

The introduction of the White Paper for Welfare Services in South Africa (Department of Social
Development 1997; Patel & Hochfeld 2013:2) and the Framework for Welfare Services in
South Africa (Department of Social Development 2013) advocate a more developmental
approach in social work and a reduction of clinical interventions. The purpose of the change
is to dismantle historical social inequalities and break the cycle of poverty that undermines the
wellbeing of a majority of the country’s population (Delobelle 2013:160; Patel 2015:9). The
researcher was curious to know whether the mandate of social workers in hospital settings
has changed to encourage social workers to adopt a more developmental social work

approach as they attend to clients in hospital settings (Patel & Hochfeld 2013:2).

1.2.2.4 Medical social work as a specialised social work service

A process is currently underway to recognise medical social work as a specialised social work
service in South Africa and other countries (Herbst 2017:8). With reference to South Africa,
regulations in terms of section 17C (2)(a)(ii) and 28(1)(ii) of the Social Service Professions
Act, 2020 as amended, have been drafted to recognise and register clinical social work as a
specialised social work practice in health care services, but must still be promulgated (Social
Service Professions Act 2016:6). The proposed requirements for a social worker to qualify to
register as a clinical social work medical social worker in a health care setting, will require that
applicants must have a recognised qualification in social work, be registered as a social worker

with the South African Council for Social Service Professions (SACSSP); and must have —
. an appropriate Master’s degree that is related to social work in health care that has

been approved by the SACSSP, plus at least two years appropriate and evidence

based practical experience within the scope of health social work services; or
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° an appropriate post graduate diploma or certificate in social work in health care as
approved by the SACSSP, plus three years appropriate and evidence based practical
experience within the scope of health social work services; or

o five years appropriate and evidence based practical experience within the scope of
health social work services; provided that the applicant demonstrates expertise in
social work in health care and satisfies the SACSSPs assessment criteria for
determining whether the social worker concerned is competent to practice health
social work (van Breda & Addinall 2021:1; South African Council for Social Services
Professions 2020:8;

It is unclear what social workers in state-based hospitals in Limpopo Province think about
social work being statutorily recognised as a specialised clinical social work service and the

proposed requirements for registration as a specialist social worker in health care.

1.2.2.5The global pandemics of HIV and COVID-19

In the space of forty years, The South African health care service has faced two global
pandemics, namely the HIV and AIDS and the COVID-19 pandemics. By 2016 over seven
million HIV/AIDS positive cases had burdened the South African health care system and its
workers (Wouters, Sommerland, Masquillier, Rau, Engelbrecht et al 2020:2). This pandemic
worsened because the stigma associated with HIV/AIDS severely delayed the roll-out and
uptake of antiretroviral treatment (Treves-Kagan, Steward, Ntswane, Haller, Gilvydis et al
2016:2).

The over- extended South African health care system had to face a further burden when the
World Health Organisation (WHO) declared the coronavirus (COVID-19) disease pandemic
on 12 March 2020 (Sorensen, Boosert, Kersting, Staab & Wacker 2021:1). Due to the high
prevalence of HIV/AIDS and TB which includes multi-drug resistance (MDR) patients, the risk
of a high mortality rate in South Africa as a result of COVID-19 was high. It is pointed out that
COVID-19 has further negatively affected the mental health of numerous South Africans
(Joska, Anderson, Rabie, Marais, Ndwandwa et al 2020:1). Physical distancing, job losses,
stigma and discrimination associated with the virus are recognised as precursors to mental
problems affecting South Africans in response to the coronavirus pandemic (Frissa & Semo
2020:718). COVID-19 has placed a severe strain on medical personnel and hospital
resources. COVID-19 has caused a disruption in the facilities for rendering medical services
due to the need of having to limit admissions by only considering life threatening cases for

admission due to lack of staffing, with many medical staff members having to isolate
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themselves and being under quarantine, as well as the lack of resources to manage the
pandemic (McQuaid, McCreesh, Read, Sumner & White (2020:1).

Siedner, Kraemer, Meyer, Harling, Mngomezulu et al (2020:2) concur that South Africa as part
of other Sub Saharian countries, resorted to reducing the visits to hospitals, and discouraging
work, school, travel and leisure activities as much as possible as a means of trying to curtail
the spread of COVID-19 infections

South Africa reported an estimation of 550 000 deaths in 2020 due COVID-19, which were
higher than the predicted 485 000 deaths (Bradshaw, Dorrington, Groenewald, Laubscher &
Moultrie 2021:1). Provincial deaths from 28 March to 3 July 2020, were a total of 3 088
casualties, with the Western Cape reporting 65.5%, Eastern Cape 16.8%, Limpopo 3% and
Gauteng with 11.3% (Pillay-van Wyk, Bradshaw, Groenewald, Seocharan, Manda et al
2020:1).

There has been no published information about the above-mentioned contextual realities and
their effect on social workers in the Waterberg District state hospitals in Limpopo Province, let
alone the potential affects these changes have on their occupational satisfaction and
professional identity and the way they function in multidisciplinary teams. A broader systemic
perspective of the experiences of social workers based in state hospitals in the Waterberg
District, Limpopo Province was therefore needed to understand how these social workers are
affected by the new realities in their workplace, what roles and responsibilities they are
allocated within the multi- disciplinary teams given the changes and discover whether they

perceived their social worker roles as relevant and responsive to the new realities.

This curiosity, shaped the researcher’s definition of the purpose of the study which was to
develop an exploratory, descriptive and contextual understanding of social workers’
experiences of working in multidisciplinary teams in state hospitals in the Waterberg District,
Limpopo Province. A systemic approach was needed to highlight the intersectionality and
interrelatedness of challenges that social workers face in their hospital settings and to identify
the coping strategies they have developed to adapt to and deal with the unprecedented

challenges as mentioned.

1.2.3 Context of the study

In describing the context of the research, information is provided about health care in Limpopo

Province with reference to the Waterberg District state hospitals. This is followed by providing
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information about the Waterberg District state hospitals and the social workers who are

employed to work there.

1.2.3.1 Health care in the state hospitals in the Waterberg District, Limpopo Province

According to the Capricorn District Municipality 2021/22-2025/26 Integrated Development
Plan (Capricorn District Municipality 2023) there are approximately 5.8 million people residing
in Limpopo Province. The province is divided into five districts. The most populous districts are
Vhembe and Capricorn, which together make up approximately half the total population of
Limpopo Province. Waterberg is the smallest district that constitutes 13 percent of the
population. The population in Limpopo Province, according to race, consists of 96.7 percent
Africans, 2.6 percent Whites, 0.3 percent Coloureds and Indians/Asians (Day, Budgell & Gray
2011:4). The study focused on the Waterberg District which represents 13 percent of the
population in Limpopo Province (Day et al 2011:05). A substantial increase in the Waterberg
District’s population in recent years has been reported, which is attributed to the high influx of
illegal migrants from neighbouring countries, who have relocated to this district to improve their
socio-economic circumstances and escape the political unrest in their countries of origin
(Misago 2017:40).

The sociostructural challenges faced by the people of Limpopo Province are typical of most
South African disadvantaged regions. They include crime, unemployment, poverty, HIV and
AIDS, school dropouts, teenage pregnancy, poverty, unemployment, illiteracy and health
issues, which more recently included COVID-19 (De Cock, D’Haese, Vink, Van Rooyen,
Staelens et al 2013:276).

The financial problems experienced by the Limpopo Provincial Government and the high rate
of poverty in the province impact negatively on the quality of health care that is delivered by
the state hospitals (Delobelle 2013:162). The health system in Limpopo Province is
overburdened (Phasa 2015:39). HIV and AIDS has placed strain on government expenditure
in both health care and health educational services, and the whole health system
(Bezuidenhout 2017:193). In addition, the public hospitals have a major workforce crisis that
has not been decisively managed by the government (Rispel 2016:12). According to Phasha
(2015:22) the health care crisis in Waterberg District is caused by poor working conditions,
low staff morale and lack of promotional opportunities that have created a high turnover of
staff. The manpower shortage has contributed significantly to the poor management of the
state hospitals (Landman et al cited by Pasha 2015:39). The Limpopo Province is hard hit by

the brain drain and has resorted to appointing non-clinicians as heads of hospitals (Pasha
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2015: 2). Ineffective and inefficient service delivery, and the wide gap in management capacity
between private and public sectors in the Limpopo region, are commonly reported by national
and local media (Pasha 2015:2).

1.2.3.2 Social work in the state hospitals in the Waterberg District, Limpopo province

There are nine hospitals in the Waterberg District, each one employing between one and three
permanent fulltime social workers. The newly qualified social workers report to more
experienced in-house social workers. When there is only one qualified social worker at a
hospital, he or she reports to a more experienced social worker who is based at the Waterberg
District state hospital that is closest, however this is not gazetted but an internal arrangement
between the social workers based in the state hospitals in the Waterberg District and may not
apply to other districts.

The work that is expected of hospital-based social workers is mostly determined and
prescribed by national legislation and the internal policies of the hospital such as the Standard
of Operational Procedure (SOP) which is a common policy document for the province (Silence
2017:1). The operational roles currently assigned to social workers in South African public
hospitals are largely based on the Functional Business Unit model (Silence 2017:1). Silence
(2017:1) describes the functional unit model as a model where the multidisciplinary team
members, except for nursing staff and social workers, report to a specialist medical doctor.
The social worker reports to the matron responsible for the ward the social worker is
designated to service. If there is only one social worker who is employed to service all wards
in a hospital, the social worker reports to the allied manager who is responsible for hospital
support services. This concurs with Healy’s position (as cited by Beytell 2014:173) that there
are various rules and regulations in place to manage the roles that social workers are assigned
to in hospitals. Essentially, the roles of social workers are defined according to the needs of
the hospital that has employed them. Social workers are expected to engage in
multidisciplinary team ward-round discussions to contribute their expertise related to patient
care progress and relevant treatment protocols needed to advance the patients’ medical,
psychological and social well-being, which is consistent with the role of social workers in
hospital settings (Wale 2011:14).

The human resource management (HRM) in each hospital in the Waterberg District recruits
and inducts the social workers. The HRM team are responsible for conducting the social

workers’ annual performance assessment review in terms of the Performance Management

14

——
| —



Development System (PMDS). Social workers are expected to participate in the internal
Continuous Professional Development (CPD) programme offered in the hospital where they
are based. Most of the training consists of each department being given a turn to educate
other departments about their discipline related interventions. The hospital CPD trainings do
not qualify as CPD training as required and regulated by the South African Council of Social
Service Professions (SACSSP). The researcher’s experience is that social workers based in
Waterberg District hospitals, in Limpopo Province are seldom afforded opportunities to attend
social work CPD programmes which compromises their professional development as social
workers. Social workers are entitled to join one of two labour unions that represent healthcare
workers, the National Education, Health and Allied Workers Union (NEHAWU) and the Health
and Other Services Personnel Trade Union of South Africa (HOSPERSA). There is no union
that exclusively represents social workers in hospital settings nor social workers in South
Africa.

1.2.4 Problem statement

The problem statement of any research project briefly explains an issue that requires further
investigation or study (Babchuk 2017:79; Newman & Covrig 2013:73). It addresses the ‘why
is there a need for the study?’ question. It clearly states the challenges and difficulties the
researcher has had in trying to understand a specific context, which in this case are the
experiences of social workers in multidisciplinary teams in state hospitals in the Waterberg
District, in Limpopo Province (Nienaber 2012:14). In this section the researcher outlines the

research problem addressed in this research and the focus he chose for this study.

As briefly alluded to in the introduction and as further elaborated on in Chapter 2, the literature
review, social workers experience challenges in how their professional role in hospitals is
interpreted by other multidisciplinary team members with whom they must collaborate.
Amongst reported issues they face, are the lack of respect they receive from other team
members in the hospital (Mason & Merino 2013:3) and the line of command they must follow
in terms of reporting to non-social work professionals. Most of these issues are presented as
intra-hospital issues, separate from individual factors unique to individual social workers and
the broader external factors that impact on state hospitals and social workers employed there.
The researcher wanted to develop a systemic understanding of what protective and prohibiting
factors social workers encounter at each level of their bioecological realities. This holistic
understanding would broaden the understanding of their experiences of their occupational
satisfaction and professional identity associated with working in Waterberg District state

hospitals. A holistic systemic account of social issues is required because the ecological
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systems theory is one of the theoretical approaches that underpins social work training
(Lindsay 2013:123). The researcher was therefore motivated to explore, describe and
contextualise enabling and constraining factors based on the local social workers’ frames of
reference of working in a state-based hospital in the Waterberg District in Limpopo Province.
The plan was to systematically examine how factors situate in each layer of the social workers’
ecological system and how its micro-, messo-, exo-, macro- and chromo levels affected their
occupational satisfaction and professional identity.

Locally, specific information was needed about the work situation and responsibilities of social
workers in state hospitals in the Waterberg District because little had been documented about
their experiences in those hospitals and the opportunities they have to validate their
professional status and identity, expand their social work knowledge and skills through
continuous professional development opportunities; and advance their careers and
professional status as social workers. The researcher was unable to find any documented

evidence to help him to find answers to the following questions:

° What roles are social workers assigned by hospital management in Waterberg District
hospitals, and are the roles they are assigned aligned to the professional social work
mandate as outlined in the Framework for Social Welfare Services (Lombard
2015:17)

° How do social workers feel about the way they are treated by other members of the
multiprofessional team they work with, and do these social workers interpret their
social work role in patient care similarly or differently to the ideas held by other
members in their multidisciplinary teams?

. Do they consider their role in patient care to be contextually relevant, and are they

given career progression opportunities within the Waterberg District state hospitals?

Unprecedented changes have affected social work and the health care system since the
1990s. The changes as explained in section 1.4, included the industrialisation of social work;
changes within the South Africa’s health care sector; escalation in the demand for hospital
services from disadvantaged people who have suffered intergenerational patterns of poverty
and social exclusion, the fact that hospital social work has been identified as a specialised
clinical service in South Africa that will soon require social workers in hospital settings to be
specially trained to fulfil registration requirements that will be legislated by the SACSSP; and
the global pandemics of HIV and COVID-19. These changes, all externally situated, are likely
to have had a bidirectional impact on the social workers based in state hospital settings in the

Waterberg District and other significant role players in the hospitals where they are based. No
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documented evidence could be located about how social workers in hospital settings have
experienced these changes and if and how the changes have altered their roles and
responsibilities in the settings where they are based, their levels of occupational satisfaction

and the status of their professional identity.

The researcher therefore concluded that there was a need for more detailed, systemic, locally
specific knowledge on the experiences of social workers based in the Waterberg District state
hospitals that would explain their thoughts and feelings related to their professional identity as
social workers, their power and their occupational satisfaction. A deeper exploration was
necessary to identify factors impacting on them positively or negatively as they carried out
their work commitments as social workers in state hospitals in the Waterberg District, Limpopo

Province.

Against the above background, the research problem addressed was the following:

Based on the paucity of locally specific literature about social workers’ perceptions and
experiences of working in multi-disciplinary teams in state hospitals in the Waterberg District
and the unprecedented changes affecting their profession and workplace, a qualitative study
was needed to identify protective and prohibiting factors responsible for social workers’
occupational satisfaction, professional identity and their ability to satisfy their professional
mandate as social workers within the hospitals where they are employed.

The findings of such a study would lead to recommendations from research participants that
could be directed to the management of state hospitals in the Waterberg District. It is trusted
that the recommendations made at the conclusion of this research, will lead to changes that
would enhance the service rendering, occupational satisfaction, professional identity and
status of social workers in state hospitals in the Waterberg District. This is further explained in

the discussion of the rationale for the study.

1.2.5 Rationale for the study

The rationale of a study provides a broad understandable explanation about what motivated
the researcher to undertake this study (Chachere & Haymaker 2011:37). The rationale

outlines the researcher’s reasons for choosing to investigate the subject in-depth (Arch,
Twohig, Deacon, Landy & Bluett 2015:81)
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The researcher is employed as a senior social worker in one of the state district hospitals in
the Waterberg District. His choice of the research topic arose from his practice observations
as a senior social work manager in state hospitals and from the theoretical gap that he
identified about it (see Chapter 2). Over time he was called on by different professional
members of the multidisciplinary teams in Waterberg District hospitals, to mediate conflicts
between social workers and themselves. Similarly, he received multiple complaints from social
workers who complained of feeling coerced by multidisciplinary team members to perform
work tasks that essentially were not consistent with their role as social workers. Social workers
complained about the lack of understanding other team members had about their professional
tasks, values, ethics and the approach they adopt in terms of patient care. Some social
workers mentioned feeling resentful that they were forced to interject medical values and modi
operandi consistent with the medical model adopted in their hospital settings, but inconsistent
with their professional mandate.

Some were dissatisfied that they seldom were invited to offer psychosocial counselling at the
outset of a patient’s hospitalisation, others felt used by their team members for rendering
concrete services to patients such as financial support, placement and transport, which were
not sustainable, nor empowering. They bemoaned the loss of their professional identity in the
hospital setting and resented having to report to non-social workers in the workplace. Some
mentioned feeling undermined and disrespected within the hospital setting, which contributed
to their stress. Whilst the researcher suspected that the complaints were generic social work
issues in the Waterberg District state hospitals, he needed to empirically validate this
assumption, so that the Waterberg state-based hospital management would take them more

seriously.

The literature found on medical social work or social work in hospital settings provided valuable
insight into the dynamics experienced by social workers as members of multi-disciplinary
teams (see Chapter 2). However, no literature could be located that offered a locally specific
perspective of social worker’s experiences of working in the Waterberg District state hospitals
in Limpopo Province. A locally specific contextual understanding about stressors social
workers in the Waterberg District state hospitals experience in working in multidisciplinary

teams, whilst trying to fulfil their professional obligations was required.

Hence it was resolved to empirically validate the corridor complaints and confirm if the formal
mediation matters that the researcher had dealt with, were commonplace in the state hospitals
in the Waterberg District. It was concluded that an exploratory, descriptive and contextual

gualitative study of the issues mentioned would serve this purpose. It was foreseen that the
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emergent findings and participant recommendations would pave the way to address the
contributing factors responsible for the dissatisfaction amongst social workers working in

multidisciplinary teams in Waterberg District state hospitals.

1.3 THEORETICAL FRAMEWORK

The focus now falls on the theoretical framework adopted for the purposes of this study, which
is presented in more detail in Chapter 2. Applying a theoretical framework in research provides
a researcher with a ‘lens’ to enable him or her to make sense of the events and phenomena
he or she investigates (Maxwell 2013:49). The theoretical framework also assists one to shape
the research topic, research design, field work and data analysis (Trafford & Leshem 2008:24).
The epistemology that was chosen for the study was systems theory. The researcher took this
further by combining Bronfenbrenner’s bioecological systems approach (2001) and Gitterman

and Germain’s life model theory (1976) to create the theoretical framework for this research.

The use of systems theory guided the researcher to develop a holistic understanding of the
positive and negative factors that impact on social workers’ experiences of working in state

hospitals in the Waterberg District because systems theory -

. develops a holistic and dynamic perspective of organisational functioning, which was
the purpose of this study (Barile, Lusch, Reynoso, Saviano & Spohrer 2016:654;
Teater 2014:18);

° highlights systems or subsystems responsible for any disequilibrium in organisations
to enable one to identify what must be rectified or changed to restore the
organisation’s equilibrium or function (Teater 201418);

. promotes the understanding of the complexities of organisational life (Barile et al
2016:654), which in this case was the delivery of social work services in
multidisciplinary teams in state hospitals in Waterberg District (it would help to
highlight internal and external protection and risk factors that have a direct and
indirect impact on the functioning of social workers in multidisciplinary teams in the
hospitals); and

. is an acknowledged epistemological and methodological research approach (Barile
et al 2016:654).

Bronfenbrenner’s bioecological systems approach and Gitterman and Germain’s life model

theory, were combined as will be explained.
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1.3.1 Bioecological systems approach

The application of Bronfenbrenner’s bioecological systems approach would bring greater
specificity to systems theory and draw attention to the relationships social workers
experienced with others in the Waterberg District hospitals and the quality of the transactional
processes that occurred between themselves and others in and outside the hospital
environment. The bioecological systems approach would help the researcher discover how
factors situated outside the hospital such as politics, economics and social factors affected the
delivery of social work services in the state hospitals in the Waterberg District. The protective
and debilitating factors that would be identified could be arranged according to each of the five
ecological systems levels, namely the micro-, meso-, exo-, macro- and chronosystems
(Kirschbaum 2017:20-21). The bioecological systems approach will be expounded upon in the
literature review (Chapter 2).

1.3.2 Gitterman and Germain’s life model theory

Many systems theory concepts are shared by the bioecological systems approach and the life
model theory as developed by Gitterman and Germain, for example the focus on the persons’
interactions within and between their life contexts, and the persons’ interconnectedness with
the contexts wherein they are situated (Duerden & Witt 2010:110). Gitterman and Germain’s
life model theory offered specific concepts that were especially pertinent to the study (Teater
2010:26). These include the person-in-environment fit; adaptations; stressors; coping
measures; relatedness; self-esteem; autonomy and coercive power. These concepts were
relevant for understanding the experiences of social workers based in state hospitals in the
Waterberg District and would explain the positions that social workers occupied and the nature
and quality of their interactions with others who were connected to the state hospitals in the

Waterberg District.

1.3.3 Reasons for combining the bioecological systems approach and Gitterman and

Germain’s life model theory

By combining the theories for the study, the researcher could highlight how leadership was
structured in the hospital and identify what strengths and challenges existed within individual
social workers, the multidisciplinary teams wherein they operated, and within the institution as
a whole (Alexander & Hearld 2012:3). By understanding the opportunities and constraints that

were experienced by social workers within the multidisciplinary hospital settings, initiatives
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could be developed to improve operational and human factors, such as levels of trust,
leadership skills and teambuilding. These changes would benefit the social workers and other
team members, and improve the quality of patient care offered by the state hospitals in the
Waterberg District at the same time (Alexander & Hearld 2012:3). The proposed initiatives
would be contextually relevant and contribute to improved accountability and coordination of
social work services and teamwork amongst hospital personnel, which would reduce stressors

in the hospital settings that undermined patient care (Coovadia et al 2009:832).

The concepts of both the bioecological systems approach and the life model theory developed
by Bronfenbrenner and Gitterman and Germain are explained in greater detail in the literature
review (Chapter 2) together with the advantages and disadvantages of using the theories.

The researcher anticipated that in applying the theories, at the end of the study he would be
able to inform others about internal and external factors that impact on the Waterberg District
hospitals as a whole, the individuals that work there, the hospital departments, the hospital
management, the broader macrosystem factors such as politics, economics and culture that

affect the locally specific hospitals (Barile et al 2016:654).

1.4 RESEARCH QUESTION, GOAL AND OBJECTIVES OF THE STUDY

This section explains the research question addressed in the study and outlines the research
goal and research objectives of the research. This delineates what the focus of the study was

and serves as the prelude for the research methodology section.

1.4.1 Research question

The researcher wanted to explore the social workers’ experiences of the bidirectional
transactions they encountered and experienced at each level of the environmental ecosystem,
namely the micro- meso- exo- macro- and chronosystems to understand their perceptions of
working in a multidisciplinary team in state-based hospitals in the Waterberg District. The
purpose was to investigate and find out how their experiences impacted on their professional
identity as social workers and affected their occupational satisfaction. The intention was to
develop an exploratory, descriptive and contextualized account of the complex realities
experienced by social workers working in the state-based hospitals in the Waterberg District
to understand how unprecedented changes in hospital social work impacted on them and the
health sector. The researcher was curious to learn what coping strategies social workers used

to adapt to their new realities.
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Consistent with Creswell and Creswell's (2018:139) recommendation, the researcher
commenced with a central, broad question about the overarching issue of interest in his
phenomenological study. Being a qualitative study, the research question developed was
exploratory and descriptive in nature to assist him to generate answers that would explain and
describe social work in multidisciplinary teams in Waterberg District state hospitals and the

meanings the participants ascribed to their experiences (Hesse-Biber & Leavy 2011:42).

The research question was therefore formulated as follows:

What are the experiences and challenges of social workers working in
multidisciplinary teams in state-based hospitals in Waterberg District, Limpopo

Province?

This research question was broken down into five sub-questions:

o What are the social workers’ experiences of job satisfaction working in
multidisciplinary teams in state hospitals in the Waterberg District?

e What are the social worker’s experiences of the hospital organization and
management of state hospitals in the Waterberg District?

e What challenges do social workers experience working in multidisciplinary
teams in state hospitals in the Waterberg District?

o What coping strategies do social workers use to adapt to working in
multidisciplinary teams in state hospitals in the Waterberg District?

o What recommendations do social workers have for improving the occupational
satisfaction of social workers in multidisciplinary teams in state hospitals in
the Waterberg District?

The answers to these questions would enable to the researcher to achieve the research goal

as discussed next.

1.4.2 Research goal

Research goal refers to something that the researcher needs to achieve by conducting
research (Fouché & De Vos 2011:94). As a qualitative research approach was chosen for this
study, the research goal needed to be about deepening the understanding and exploration
about some aspects of social life (Hesse-Biber & Leavy 2011:38). Applied to this study, it

meant finding out how social workers in multidisciplinary teams based in state hospitals in the

22

——
| —



Waterberg District experienced working in their hospital settings, whilst considering the nature

of the challenges they faced in the daily execution of their professional mandate.

Hence the research goal for the study was the following:

To develop an in depth understanding of the experiences and challenges of
social workers working in multidisciplinary teams in state hospitals in the

Waterberg District, Limpopo Province.

Pursuing the research goal kept the researcher focused on what had to be achieved by the
end of the study (Lee, Locke & Latham 2015:299). The research goal was subsequently
broken down into specific research objectives.

1.4.3 Research objectives

Research objectives refer to a measurable and attainable conception of the researcher’s plan
to achieve the desired goal (Fouché & De Vos 2011 2011:94). The research objectives chosen
for the study were directly related to what had to be achieved to enable the researcher to
answer the research question at the end of the research process (Hesse-Biber & Doody
2016:22) and to achieve the research goal. Consistent with a qualitative study, the researcher
had to discover and make sense of the lived experiences of the research participants’ and
their circumstances relating to the matter being researched. That understanding could only be
achieved by setting, executing and achieving specific research objectives (Ritchie, Lewis,
McNaughton & Ornston 2013:4). The following research objectives were consequently set for
the study:

o To explore the experiences and challenges of social workers working in
multidisciplinary teams in state hospitals in the Waterberg District, Limpopo Province.

. To describe the experiences and challenges of social workers working in
multidisciplinary teams in state hospitals in the Waterberg District, Limpopo Province.

. To contextualize the experiences and challenges of social workers working in
multidisciplinary teams in state hospitals in the Waterberg District, Limpopo by
analysing the data that are collected.

. To draw conclusions about the findings regarding the experiences and challenges of
social workers working in multidisciplinary teams in state hospitals in the Waterberg

District, Limpopo Province.
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° To make recommendations that could be used to improve the occupational service
delivery, satisfaction and professional identity of social workers employed in
multidisciplinary teams in state hospitals in the Waterberg District, Limpopo Province,

and share those findings with relevant audiences.

The focus of the next section is on the research methodology used to achieve the research
goal and objectives.

1.5 RESEARCH METHODOLOGY

A qualitative research approach that combined a phenomenological research design with
integrated exploratory, descriptive and contextual research designs was chosen to guide the
research decision making process (Mack, Woodsong, MacQueen, Guest & Namey 2011:2).
The main advantage of this choice was that the research methods planned for the study were
consistent with the researcher’s philosophical perspective about how ‘meaning’ should be
constructed in a research study (Hesse-Biber & Leavy 2011:29).

In describing the research methodology employed in this research, the research approach and

research design followed and applied in the research are related.

1.5.1 Research approach

Research approaches are the plans that the researcher designs to follow when collecting,
analysing and interpreting data (Creswell & Poth 2018:31). Qualitative research refers to the
exploration and understanding of participant’s ascriptions to social problems, while on the
other hand quantitative research focusses on testing objectives by examining the relationships
among variables and mixed methods research involves the collection of both quantitative and
gualitative data (Creswell & Creswell 2018:32). Mixed methods research refers to research
that includes characteristics of both quantitative and qualitative research (Leedy & Ormrod
2021:454)

A qualitative approach was selected so that the researcher could interpret the research
problem according to the participants’ experiences and rely on the meanings they ascribed to
working as social workers in multidisciplinary teams in state hospitals in the Waterberg District
(Creswell & Creswell 2018:32; Creswell & Poth 2018:31; Denzin & Lincoln 2008:8). The
research process needed to achieve a holistic understanding of the experiences and
challenges of social workers working in multidisciplinary teams in state-based hospitals in the
Waterberg District (Creswell & Creswell 2018:32; Creswell & Poth 2018:31; Denzin & Lincoln
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2008:4). The findings had to produce personal and contextual information that would be
gathered from multiple sources such as interviews with participants, the researcher’s
observations, existing literature, and hospital and social work documents (Creswell & Creswell
2018:32; Creswell & Poth 2018:31; Denzin & Lincoln 2008:4). Combined, this information
would create a rich elucidation of the research topic (Denzin & Lincoln 2008:4). The researcher
wanted to collect the information personally in the natural setting (the state hospitals
concerned), whilst observing and engaging directly with the research participants over an
extended period of time (July 2020 to July 2021). A lengthy time period was needed for the
researcher to work in the field and engage directly with research participants. With the
researcher being directly responsible for every aspect of the research process, he could
immerse himself in the study and the data (Creswell & Creswell 2018:32; Creswell & Poth
2018:31).Based on the choice to use a qualitative approach, the researcher acknowledged
that he would have to rely on inductive and deductive data analysis to uncover the meanings
participants ascribed to their experiences, circumstances and situations (of working in the state
hospitals) (Hesse-Biber & Leavy 2011:4;Tufford & Newman 2010:1). The qualitative approach
would enable the researcher to identify rich data about social workers employed in
multidisciplinary teams in state hospitals in the Waterberg District, and present a
comprehensive account of their situations (Creswell & Creswell 2018:32; Creswell & Poth
2018:31). As the researcher could not predict what he would encounter when the research
plan was applied, he needed an approach that was flexible and could be adjusted in
accordance with the research conditions and needs of research participants once the research
was underway (Creswell & Creswell 2018:32; Creswell & Poth 2018:31). Before starting the
research, the researcher concluded that the study envisaged would fulfil the main
characteristics of a qualitative approach as outlined by Creswell and Creswell (2018:32;
Creswell & Poth 2018:31).

1.5.2 Research design

As required, a research design was chosen before the study commenced to plot the path or
research steps that had to be followed and to ensure which research tools and techniques
would be appropriate for operationalizing the study (Lune & Berg 2017:22). A research design
guides one in terms of the kind of questions that need to be asked, the techniques needed to
collect the data, what approaches are best for selecting the sample and the steps that must
be followed to analyse the data (Thyer 2012:115; Bloomfield & Fisher 2019:28). Choosing a
relevant research design helps to structure the research process to improve the research
outcomes (Anderson & Shattuck 2012:14). The researcher opted to use a phenomenological

research design integrating exploratory, descriptive and contextual research designs.
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1.5.2.1 Phenomenological research design

The research design applied in this study had to bring focus to the participants’ experiences
of events, actions, ideas and images which determined their perceptions of their realities of

the situations they found themselves in.

According to Chaplin et al (2015:150) qualitative research is consistent with the
phenomenological research design which refers to an intellectual focus in interpretations and
meaning making that is applied to understand the lived environments of people in a conscious
level (Qutoshi 2018:1). In conducting the research, the researcher would need to deal with
and focus on the participants’ real experiences and meanings as personally shared by them.
These shared meanings would be reconstructed into knowledge that would be grounded on a
firmer footing, to benefit others (Pike et al 2010:45).

The following defining characteristics of the phenomenological approach as presented by
Creswell and Poth (2018:76-77) and their application in this research, explain the researcher’s

motivation for selecting a phenomenological approach for this research design:

e A single concept, namely the phenomenon of the ‘experiences of social workers
working in state hospitals in the Waterberg District’, would be explored.

e The group of individuals that would be studied would all have had to experience the
phenomenon, as social workers who had worked in multidisciplinary teams in state
hospital settings in the Waterberg District.

e The Waterberg district hospital social workers would be included in the research to
share their subjective experiences and their individual versions or insider viewpoints
which would be combined to achieve a comprehensive contextualized perspective of
social workers working in multidisciplinary teams in state-based hospitals in the
Waterberg District.

e Because of the researcher’s personal experience of the phenomenon, he would have
to to bracket himself out of the study. He would do this by purposefully setting his
personal and professional experiences of the phenomenon aside to remain focused
on the research participants’ experiences and meanings and not on his own.

e Verbal statements of participants would be analysed systematically to firstly, identify
narrow units of analysis (significant statements made by individual participants), then

create broader units of meaning (themes), that at the end of the study would offer
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detailed descriptions of what participants had experienced about the phenomenon
under research and how they had experienced it.
e Theresearcher would have the responsibility to share a description of the essence of

the research participants’ experiences once the study was concluded.

The drawbacks of using a phenomenological design were noted and acknowledged before the
study commenced. The research process would take longer than the execution of other
research designs because participants would need time to be put at ease. The researcher
firstly would have to establish rapport and trust with the participants for them to open- up during
the research process (Lodico, Spaulding & Voegtle 2010:40). The research sample would only
include social workers employed at eight of the state hospitals in the Waterberg District
because the researcher was based at one of the hospitals with two other social workers, and
in order to minimize potential ethical issues associated with interviewing his supervisees, they
were excluded from the study. The small sample size would also reduce the potential
generalisation of the study.The advantages of this were that this cohort were likely to have
similar experiences, the participants were easy to access, that the sample would be small
enough for the researcher to manage the volume of information that would be gathered during
the study. This meant that the researcher had no intention of generalising the findings of this
study which is in keeping with qualitative research (Lodico et al 2010:40). The greatest
challenge of using this research design would be that the researcher would have to prevent
his professional and personal experiences from affecting the research decisions that he would
take during the study and guard against the possible contamination of research findings
resulting from it (Ritchie & Lewis 2003:20). Several measures for increasing the researcher’s
neutrality during the study would need to be taken, as will be discussed under the heading
data verification (see section 1.9).The researcher concluded that despite these obvious
limitations of adopting a phenomenological research design for the study, the advantages of
applying it would outweigh the disadvantages and necessary plans would be made to
compensate and deal with the limitations as will be explained in the section in the chapter

verifying the data.

1.5.2.2 Exploratory research design

Because it was difficult to find information about how the unprecedented changes in social
work and health settings had affected social workers and their roles in multidisciplinary teams

in hospital settings, it was necessary for the researcher to integrate an exploratory research

design into his study. Exploratory research investigates a research topic that is under
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researched, or under reported, when little is known about the phenomenon (Hesse-Biber &
Leavy 2011:10; Creswell & Creswell 2018:32; Creswell & Poth 2018:31), because this is a
good starting point for research about it (Thomas & Pierson 2010:40). The findings of
exploratory research designs generate more complex research questions that can be
investigated using more rigorous research designs at a later stage (Creswell & Creswell
2018:32; Creswell & Poth 2018:31; Strydom 2013:151).

Exploratory research designs can be easily recognized because they ask the ‘what’ question
which deepens understanding of the selected social reality. In this instance, the researcher
wanted to address the ‘what’ question by asking “what positive and negative experiences and
challenges do social workers in multidisciplinary teams in state hospitals in the Waterberg
District, Limpopo Province, experience?” and “what coping strategies do they use to manage
the challenges they have experienced in working as social workers in multidisciplinary teams

in state hospitals, in the Waterberg District, Limpopo Province?”

1.5.2.3 Descriptive research design

Gathering detail about the social reality of being a social worker in a multidisciplinary team in
a state hospital in the Waterberg District, Limpopo Province, was the ultimate goal of the study.
As the aim of descriptive research designs is to produce a comprehensive picture of the
research problem and the phenomenon being researched (Rosa & Tudge 2013:247), the
inclusion of a descriptive research design in this study became a motivating factor for this
research. As noted by Neuman (2014:39) the research question can only be answered when
the researcher has gathered sufficient descriptive information. In addition, using a descriptive
research design ensures that different elements of the phenomenon under investigation are
discovered (Hesse-Biber & Leavy 2011:10).

Descriptive research designs are associated with the ‘how’ and ‘who’ questions (Neuman
2014:39). In this research, the researcher wanted to find out how the participants’ occupational
satisfaction was affected by working in multidisciplinary teams in state hospitals in the
Waterberg District, Limpopo Province; who or what was responsible for the stress amongst
social workers working in multidisciplinary teams in the state hospitals in the Waterberg
District; and how social workers working in multidisciplinary teams in the state hospitals were

affected by the changes in social work and health care services.
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1.5.2.4 Contextual research design

A contextual research design is a research design that gives consideration to the environment,
framework, setting, or background of a situation where the phenomenon under investigation
occurs (Creswell 2014:186). A contextual research design would have to be used to develop
an assessment of the contextual realities of social workers working in multidisciplinary teams
in state hospitals in the Waterberg District to develop a comprehension of how their realities
were linked to the phenomenon under investigation (Creswell 2014:47). In the case of this
study it meant finding out how contextual factors impacted on the occupational satisfaction
and professional identities of social workers in multidisciplinary teams in state hospitals in the
Waterberg District. The context of this study was central to the investigation because
contextual factors were likely to have an impact on research participants (Daymon & Holloway
2011:6). The inclusion of a contextual research design would assist in uncovering how
intrapersonal, interpersonal, professional, cultural and contextual factors were related to the
participants’ experiences, challenges and coping strategies of working in multidisciplinary

teams in state hospitals in the Waterberg District, in Limpopo Province.

1.6 RESEARCH METHODS

Research methods are the methods the researcher plans to use to approach the research
problem (Taylor, Bogdan & DeVault 2015:3) to ensure that the research questions set at the
outset of the study will be answered (Khan 2014:298). The research methods to be used to
collect, analyse and interpret the research findings are planned before the study commences
(Carey 201725). This section details the research activities that were planned at the outset of
the study. The research methods are presented sequentially to explain how the researcher

planned to achieve the objectives of his study (Daymon & Holloway 2011:100).

1.6.1 Locating the site and participants

The chosen participants and research site had to be relevant to the phenomenon and the
research question being investigated (Creswell & Creswell 2018:185-186). Following the
guideline of Miles and Huberman (as cited in Creswell & Creswell 2018:186), four specific
factors were considered when the research site and participants were chosen, namely the
setting (the eight state hospitals in the Waterberg District, in Limpopo Province); the actors
(social workers working in multidisciplinary teams in state hospitals in the Waterberg District);

the events (intrapersonal, interpersonal, professional, cultural and contextual experiences that
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affected social workers working in multidisciplinary teams in state hospitals in Limpopo
Province); and the research process (engaging and interviewing social workers working in
multidisciplinary teams in state hospitals in Limpopo Province). The setting and the
participants were known to the researcher as he is a senior social worker in one of the eight
state hospitals in the Waterberg District. As cautioned by Creswell and Poth (2018:154) there
can be power issues and potential risks involved when conducting research in a researcher’s
own place of work, which could create an ethical dilemma for him or her. The researcher
anticipated the precautionary measures that could be taken to manage these risks, as
recommended by Creswell and Poth (2018:156-161). For this purpose he planned to exclude
social workers employed at the hospital where he was based, as participants in this study;
exercise multiple strategies to validate the research findings; employ triangulation during the
study; practised reflexivity throughout the research process; build participants checks into the
research process to confirm the findings; and create opportunities for research participants to
collaborate with the researcher about the research process and methods that would be used
in the study.

1.6.2 Gaining access and developing rapport with participants

Before a researcher commences with any form of data collection for a study, he or she must

follow specific steps, including —

° gaining access to the setting;

. obtaining permission from gatekeepers;

o ensuring that voluntary consent to participate is received from each research
participant;

. confirming that participants are informed early and clearly about the type of research
project they will be involved in and what will be expected of them;

. alerting participants to the potential risks and advantages of participating in the study;
and

. informing participants about what measures are planned to protect their interests and
safety (Daymon & Holloway 2011:60-65).

As an employee of the Provincial Department of Health, Limpopo Province, the researcher
would inform the Management Department of Health: Waterberg District by letter of his interest
to undertake a study within the state hospitals in the Waterberg District. Once the researcher

received confirmation from UNISA’s Department of Social Work Scientific Review Council and
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the College Research and Ethics Committee that he could proceed with the study, he would
apply to the Department of Health: Waterberg District in a letter addressed to the chairperson
of the Limpopo Department of Health Research Ethics Committee. Once permission was
granted by the Limpopo Department of Health Research Ethics Committee for the researcher
to proceed with the study, social workers working in multidisciplinary teams in state hospitals
in the Waterberg district, Limpopo Province and their superiors would be informed about the
nature and motivation for conducting the study, the outline of the research objectives and the
selection criteria for participants (Creswell & Poth 2018:152). This would be covered at a
meeting of the Waterberg District Forum for hospital social workers. All Waterberg District
social workers attend this meeting. The researcher chose to use this non-pressurised
opportunity to informed potential participants about the study and address their questions
about the research (Creswell & Poth 2018:156). Individual meetings would be planned with
each potential participant interested in participating and who satisfied the inclusion criteria.
The individual meetings would consist of face-to-face meetings, conducted at safe and

convenient places as selected by prospective participants (Jacob & Furgerson 2012:9).

As required, the research participants would be educated about the research procedures to
be followed, their research rights and asked to complete a voluntary consent form, a critical
research step in phenomenological studies (Creswell & Poth 2018:156). The planned protocol
for obtaining the consent of research participants is expounded in the discussion of the ethical

procedures applied in the research (see section 1.7.1).

Having established professional relationships with the social workers at the state hospitals in
Waterberg District, the researcher was acquainted and known to the research participants
(Zlazier 2016:5; Novick & Gris 2014:473; Brixey & Novick 2019:3). The researcher’s
professional experience of working in the Waterberg District prepared him for understanding
and dealing with possible cultural, religious, gender and professional differences he could
experience in working with research participants during the research process. The researcher
was confident that he could embark on the research process with a reasonable knowledge of
the healthcare systems in Limpopo Province, but would have to put his personal and
professional perspectives about it aside to discover the research participants’ individualised

experiences and views in this regard.

1.6.3 Population

The research population is the total group or collection of people from which a sample is drawn

for research purposes (Carey 2012:247). In most instances in research, it is impossible to
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study a population completely, therefore the researcher has to decide how to select cases
from the population in such a way that the research statements made at the end of the
research process will refer more generally to the wider population of interest (Meier, Alich &
Flick 2014:33). In this regard, Mason (2018:64) and Neuman (2014:69) refer to units of
analysis, such as people, texts, settings and environments that are studied and analysed to
reach conclusions about the phenomenon of interest. The proposed unit of analysis for this
study and hence its research population, were social workers who shared the experiences of
being employed in multidisciplinary teams as social workers in state hospitals in the Waterberg
District (Creswell & Poth 2018:104; Mason 2018:64). Other demographic factors such as the
gender, age, ethnicity of participants, were of lesser importance for this study (Mason
2018:63).

The nine state hospitals in the Waterberg District, employed thirteen social workers in total. In
other words, the research population of the research consisted of ten social workers because
the plan was to remove himself, and the two other social workers based at the hospital where
the researcher worked, from this unit of analysis. As noted by some authors (Ritchie, Lewis,
McNaughton & Ormston 2013:88; Robinson 2012:21) there are benefits in recruiting
participants using established networks when conducting phenomenological research. As
mentioned earlier, in this report (see section 1.5.2.1 Phenomenological research design), the
established network of the Waterberg District Social Work Forum could be used to inform the

social workers about the research and recruit participants at the Forum meetings.

1.6.4 Sampling

As explained by Mason (2018:53), in research the sample should be constituted from
members of the research population from appropriate contexts, settings, timeframes and
moments where the appropriate people are present, and interact so that the data sources are
reflective of the population or units of analysis. Qualitative research is purposive in nature
(Carey 2012:38; Creswell & Poth 2018:158: Barton, Lane, Tejay & Terrell 2016:177) and the
researcher purposely selects participants who according to his or her judgement will provide
the best data for the study (Bouma, Ling & Wilkinson 2012:140; Creswell & Creswell
2018:249). The participants have to be people with experience of the phenomenon being
investigated so that the understanding of it can be extended or advanced (Bouma et al
2012:140). In other words, it was resolved that a non- probability sampling approach would be
most suited to this study. The participants were drawn from eight state hospitals in the
Waterberg district because they would have rich data about the matter being researched,

based on their personal experiences that could be used to answer the research questions
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(Carey 2012:39). Hence of being educated in the social sciences, the researcher was
confident that the participants would be able to reflect on and express their experiences of
working in multidisciplinary teams in state hospitals in Limpopo Province (Creswell & Poth
2018:153).

Two sampling strategies were planned for the study, namely typical case sampling and
criterion sampling. Applying typical case sampling would enable the researcher to explore the
phenomenon from the perspective of ‘typical’ or ‘average’ representatives of the affected
population (Thought Co 2019:23). Employing criterion sampling required the researcher to
predetermine the criteria that will be used to screen potential participants for inclusion in the
study (Creswell & Poth 2018:159). The advantage of using this sampling technique is for it to
improve the quality of data collected during the research process (Creswell & Poth 2018:159).

Selection criteria were set for inclusion in the sample of this research. To be included in the

sample, participants had to —

° be in full-time permanent employment as a social worker in a multidisciplinary team
in one of the state hospitals in the Waterberg District for longer than twelve months;

° provide voluntary written consent to participate in one or two interviews, conducted
at a time and place convenient to them and their work schedule; and

. be willing to participate in a follow-up focus group discussion after the data collected

from the individual interviews had been analysed.

Social workers who did not have the correct work experience at a state-based hospital, whose
registration with the SACSSP were not up to date; and those who did not operate in a

multidisciplinary team in the hospital would be excluded from participation in the research.

The plan was to use the same sample for both data collection methods, the individual
interviews and the focus group discussion. Whilst it is common practice for phenomenological
studies to consist of between eight and ten participants (Creswell & Creswell 2018:186), it is
also noted that sample sizes in qualitative, phenomenological studies are determined by the
principle of data saturation. Saturation being the point reached during the interviewing phase
when no new themes emerge and the information gathered becomes repetitive (Creswell &
Creswell 2018:186). The sample of the study was determined by the nhumber of social workers
employed in state hospitals in Waterberg district who were willing to participate in the study

(ten participants, excluding the two participants who were used for pilot test and the

33

——
| —



researcher). However, the researcher resolved that he would be parsimonious, and stop

interviewing participants if the point of saturation was achieved during the interview phase.

1.6.5 Data collecting

The generation of data is the primary building block of any research study (Carey 2012:246).
It involves several interrelated activities that must be properly planned to collect good
information that will answer the research questions. Creswell and Poth (2018:149) refer to
these activities as a circle of data collection activities, however for this research project was
not according to these circles. For the purpose of this research project collecting and
processing the data are described with reference to conducting interviews, focus group

discussion, secondary forms of data collection, pilot testing, data analysis and data verification.

1.6.5.1 Developing an interview protocol

Several sources mention the value of developing an interview protocol to record the research
data before the research commences (Creswell & Creswell 2018:190; Creswell & Poth
2018:164) in preparation for the data collection. An interview protocol helps to ensure that the
interview phase is well-planned and standardises the process that must be followed for asking
guestions, recording the answers and recording handwritten notes (Creswell & Creswell
2018:190). In other words, an interview protocol helps to improve the accuracy of the content
captured, enhance the clarity, validity and reliability of the findings and standardise language
and interviewing procedures so that all participants receive the same cues (Ritchie & Lewis
2013:10). The protocol regulates how the researcher introduces himself to research
participants, inducts them, asks the interview questions and how he brings the interview to a
close (Creswell & Creswell 2018: 165; Mason 2018:121). The details of the research protocol
that was developed for this research and how it was operationalized during the study, are

expanded upon in Chapter 3 and touched on in sections 1.6.1 and 1.6.2.

1.6.5.2 Conducting interviews

Qualitative interviews are described by Mason (2018:109) as in-depth, semi- or loosely,
structured interviews. The interviews for this study were face-to-face interviews assisted by an

interview guide with open-ended questions, that would be conducted by the researcher with

participants on an individual basis, followed by a focus group discussion.
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These data collection methods, according to Mason (2018:110), share the following

characteristics:

° They promote an interactional exchange, or dialogue, between the researcher and
each participant.

. The interactional exchange is informal but not so informal that its purpose gets lost
(Burgess in Mason 2018:110).

. The interactions are directed by ethical principles and the researcher’s reflexivity.

. A few topics or themes are selected for the interview or focus group to encourage
participants to share their experiences in a spontaneous manner and to provide them
with space to share unexpected themes that are relevant to them.

° The research interviewer brings situational and contextual factors to the fore so that

contextual knowledge can be generated.

In conducting the interviews, information would be collected to generate a profile of the
participants’ demographics. Following Moustakas’ recommendation (cited in Creswell & Poth
2018:79) and according to the research plan, the questions to obtain information about the
research topic started with the following three broad questions:

. “What are your experiences of practising social work in a multidisciplinary team in the
state hospital where you are employed?”

o “What internal or external contextual factors or circumstances positively or negatively
influence your performance as a hospital social worker in your work setting?”

o “What coping strategies enable you to fulfil your professional social work
responsibilities as a hospital social worker in a multidisciplinary team in state hospital
in Waterberg district given the situational or contextual factors you experience

working there?”

As recommended, a number of other open-ended questions would be asked to obtain data to
create a detailed textural and structured description of the experiences of social workers based
in state hospitals in the Waterberg District (Creswell & Creswell 2018:187; Mason 2018:119).

(See the interview guide, Addendum I).

Conducting the interviews would serve as the primary data collection tool for the study,

because interviews are acknowledged to -
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° yield rich and complex detail of the phenomenon (Carey 2012:109; Cavan, cited in
Khan 2014:306; Creswell & Creswell 2018:187);

° offer an inexpensive, convenient and uncomplicated way of gathering detailed
information in a relatively short time frame (Carey 2012:109);

o create an opportunity for the researcher to tune in to the verbal and non-verbal cues
of participants signalling when questions need to be adapted or their sequence
changed to suit participants (Carey 2012:110; Chan, Fung & Chien 2013:5) and

. position the participant as the expert during the research process (Carey 2012:110).

To structure the interviews, a qualitative interview guide with open-ended questions was
planned for the participant interviews. A research interview guide assists the researcher to
obtain required data for the research project in a semi-structured way (Qu & Dumay 2011:238)
by asking and discussing the necessary suitable broad questions to gain insight in and

understanding of each participant’s situation (Castillo-Montoya 2011:813).

An interview guide would be compiled and used to facilitate a collaborative account of
participants’ perspectives (Daymon & Holloway 2011:225); make sure the researcher stayed
in step with the participants’ train of thought and tracked that which was of interest or
importance to them (Edwards & Holland 2013:29); and the interaction during the interview

remained purposeful and relevant to the study (Govender & Sivakumar 2019:45).

At the beginning the interview, participants’ biographical information would be gathered by
noting their gender and asking questions about their ages, years of employment in a state
hospital in the Waterberg District, educational qualifications and number of years registered
as a social worker. Apart from the demographic questions, the interview guide comprised of

the following topical questions (see Addendum I):

1. What are your experiences of practising social work in the state hospital where you
are employed?

2. What internal or external factors or circumstances positively or negatively influence
your performance as a hospital social worker in your work setting presently?

3. What coping strategies enable you to fulfil your professional social work
responsibilities as a hospital social worker given the current situational and
contextual realities of working in a state hospital now?

4. What activities are you expected to perform as a social worker by other multi-

disciplinary team members in the hospital where you work?
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5. What are your thoughts regarding authority and decision-making processes within
the multi-disciplinary team that you are part of in your hospital?

6. How does the hospital management facilitate or compromise your ability to fulfil your
social work professional obligations to patients?

7. Please explain whether your voice as a social worker is heard or not in your work
context.

8. What are the challenges that you are faced with as a social worker in the hospital
where you are based?

9. What recommendations do you have for improving the occupational satisfaction of
social workers in state-based hospitals in the Waterberg region?

10. How does the hospital where you work respect your professional identity as a social
worker?

11. How do you rate your occupational satisfaction working as a social worker in a state-
based hospital presently? Please explain your answer.

12. Explain whether your social work role in the hospital is consistent with the

developmental approach to social work.

The researcher planned to use the following interviewing skills during the interviewing process,

to assist the interview process to be more effective:

Open-ended guestions - The questions used in the interview guide would be open-ended
guestions in keeping with the qualitative approach of the study (Dikko 2016:523). Questions
would be asked in such a way that they would elicit in-depth and detailed responses related
to the views and experiences of participants and produce clear themes relevant to the research
topic (Creswell & Creswell 2018:187; Flick 2014:208).

Probing - The researcher would use probes in response to the participants’ answers to lead
them to offer more detail, depth and examples of the phenomenon being investigated (Flick
2014:208). Using probes would also assist the researcher to clarify any answers that were

unclear or needed more detail (Carey 2012:116).

Listening - The nature of the listening skill in research is such that intense concentration is
required to ensure that the researcher can pick up on a thread of conversation that is relevant
and return to it later in the interview, when the timing is right (Carey 2012:122; Mason
2018:124). The researcher's use of minimal encourages and active listening to the

participants’ experiences would confirm that he was listening. As advised by Carey (2012:116)
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the researcher would listen so intensely to t participants so that he would be able to “read

between the lines” to discover what was being stated “beneath the surface”.

Understanding — The researcher would ensure that he understood participants by reacting
and responding to their responses and reflecting his understandings of what was said in his
own words. The researcher considered it imperative that he would stay attuned to the sensitive
issues the participants shared (Creswell & Poth 2018:173).

Paraphrasing — By repeating what participants shared the researcher would make sure that
he understood what they had said. As defined by Khrismawan and Widiati (2013:136)
paraphrasing means using different words to refer to the same statement.

Clarification —Participants would be asked to clarify any statements they made which were
not clear; because of the importance of verifying the participant’s intended meaning (Carey
2012:116).

Attending to verbal and non-verbal cues — The researcher recognised the importance of
observing both verbal and non-verbal cues during the interview process and planned to
consciously demonstrate this by using actions to show he was actively listening and attending
to what was said. As mentioned by Carey (2012:116) these actions allow the researcher to
remain in the background of the interview and eliminate unnecessary chatter, whilst still

making participants feel that they are being heard.

1.6.5.3 Focus group discussion

The data obtained from the semi-structured interviews would be supported by additional
information gathered from a second data gathering method, the focus group discussion. The
intention of planning the focus group discussion was to create a platform to verify and further
contextualise the data gathered from the interviews by facilitating dialogue between the

members of a group of social workers.

A focus group discussion is a research procedure for which a group of research participants
are invited to discuss the phenomenon under investigation to extend the research findings
(Flick 2014:537). It is also described as a small in-depth group interview of preselected
participants who share similar characteristics that are brought together to discuss questions

related to a phenomenon that is of mutual interest to them (Bouma et al 2012:282; Carey

38

——
| —



2012:127, 246). Focus group discussions usually invite between four and fourteen members
to participate (Bouma et al 2012: 282: Carey 2012:130) which appeared to be perfect for this
research, because the researcher did not anticipate having more than eight participants
involved, depending on the principle of data saturation, as explained in the discussion about

the sample size and due to the small research population (Carey 2012:130).

Because the focus group is usually facilitated by one or more facilitators (Bouma et al
2012:282; Carey 2012:127) so that one person can document participants’ responses, whilst
the other manages the interview and group (Flick 2014:243), the researcher planned to use
an external facilitator to assist with this process. The services of this person, a social worker
experienced in facilitating group discussions, would be obtained to facilitate the focus group
discussion and allow the researcher to focus on capturing the information and the group
dynamics (her details are included under Addenda G and H). The plan was to use the focus
group’s discussion to enable the facilitator to verify the findings that emerged from the
transcribed interviews. The selection of a neutral facilitator who was not linked to the
Waterberg District state hospitals was deliberate. The person was a senior social worker in a
state-based hospital in another district in Limpopo Province, which faced similar socio-political
issues than those discussed in the section describing the context of the study (see section
1.6.5.3 Focus group discussion). In addition, this person was familiar with the policies and
procedures in state hospitals in Limpopo Province that had to be followed in cases of unfair

labour practices which could be useful for the research participants.

The kind of focus group discussion used in this study is referred to as a complementary focus
group (Carey 2012:127). In such a focus group discussion the researcher starts with the
assumption that the invitees have things in common, such as in this case, their work
experience in state hospitals, similar job descriptions and that their ideas are likely to be

complementary (Carey 2012:128).

Several steps consistent with recommendations for focus group discussions, identified in
research sources (Carey 2012:129: Flick 2014:247-248) were considered for the focus group
discussion. The researcher and facilitator would decide on the questions that would be asked
before the focus group, which according to authors Bouma et al (2012:282) serves as a form

of an interview guide.
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The plan for the focus group discussion was as follows:

At the start of the discussion participants would be asked to introduce themselves.
The research topic would be introduced.

Ethical ground rules would be set for the session.

One or two non-threatening warm-up questions would be asked to facilitate
discussion and make participants feel relaxed about sharing their views in the group
context.

Participants would be asked more focused questions to lead into the questions central
to the research process.

The researcher and facilitator would summarise the proceedings and thank

participants for their engagement.

The following main research questions were identified for the focus group discussions:

“What are your experiences of practising social work in a multidisciplinary team in the
state hospital where you are employed?”

“What internal or external contextual factors or circumstances positively or negatively
influence your performance as a hospital social worker in your work setting?”

“What coping strategies enable you to fulfil your professional social work
responsibilities as a hospital social worker in a multidisciplinary team in state hospital
in Waterberg district given the situational or contextual factors you experience

working there?”

Factors motivating the use of a focus group discussion for the study included that -

focus groups are time-saving and economical and produce a rich variety of data
(Carey 2012:131; Flick 2014:243);

they are effective when exploring issues such as people’s motives, attitudes and
group experiences (Carey 2012:131);

some patrticipants prefer to share their feelings and experiences in a group rather
than on a one-on-one basis (Carey 2012:131);

focus group discussions can be used with diverse populations (Linhorst cited by
Carey 2012:133);

they are an effective measure for raising consciousness and empowering participants
(Linhorst cited by Carey 2012:133);
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° they advance the person-in-environment perspective (Linhorst cited by Carey
2012:133);

° they are successfully used with other methods, such as the one-on-one interview
(Carey 2012:133);

o they help to pinpoint relatively consistent views as shared by several people
simultaneously (Flick 2014:243);

. participants in focus group discussions are stimulated by the ideas of others, which
often remind them of events or facts they overlooked or had forgotten (Flick
2014:243); and

° focus group discussions offer a cross-section of ideas from a group of participants
where the researcher can observe different parties reacting to one another’s opinions
(Bouma et al 2012:232).

Whilst all these factors would benefit the study, the main motivation was to use the focus group
discussion as a confirmatory vehicle to support the findings of the one-on-one interviews.
Triangulation by using this additional data source to increase the credibility and validity of the
research findings, is regarded as being important in instances where the researcher

researches the organisation for which he or she works (Creswell & Poth 2018:156).

The potential problems that may be experienced when using focus group discussions were
considered. This included the possibility that the dynamic nature of the focus group discussion
may become difficult for the researcher to manage and may result in inaccurate recording of
data (Flick 2014:248). As mentioned above, this would be mitigated by enlisting the support of
a neutral facilitator to enable the researcher to focus on making field notes of the session and
on operating the digital recorder. Consideration was given to focus group discussions
requiring thorough organisation, meticulous planning and coordination to ensure that the
desired research objectives were achieved (Carey 2012:133). As mentioned, the focus group
discussion would be arranged to coincide with the Waterberg District Social Work Forum
Meeting. This was done for the convenience of participants and because the necessary
infrastructure required for such a meeting was already in place in the form of a data projector,
comfortable venue, appropriate ablution facilities and a kitchen to prepare refreshments.
Permission to obtain the use of the venue for the purposes of the focus group discussion would
be obtained from the Limpopo Provincial Coordinator of Hospital Social Services. The number
of issues for exploration would be limited in comparison with one-on-one interviews because

discussing each question in a group conversation is more time-consuming (Bouma et al
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2012:232; Carey 2012:133). For the group discussion the researcher only planned to ask three

guestions developed for and discussed in the individual interviews:

° “What are your experiences of practising social work in the state hospital where you
are employed?”

. “What internal or external factors or circumstances positively or negatively influence
your performance as a hospital social worker in your work setting presently?

. “What coping strategies enable you to fulfil your professional social work
responsibilities as a hospital social worker given the current situational and contextual

realities of working in a state hospital now?”

As confidentiality can easily be compromised in any group context (Carey 2012:133) the
researcher would insist that participants and the facilitator co-opted to facilitate the focus group
discussion, sign confidentiality forms prior to their participation in the focus group discussion
(see Addendum G). With the permission of the group members, the researcher planned to use
a digital recording device for the focus group discussion and a flip chart paper board to capture
key themes raised by participants. He would make notes about the group process and

dynamics as observed when the discussions were underway.

Two other sources of information would be used in this study.

1.6.5.4 Secondary forms of data collection

In preparing for the study it became evident that a research journal and existing organisational
documents such as human resource policies and procedures relevant to the research topic,
were needed to do the research properly, in addition to conducting the interviews and the

focus group discussion.

With reference to the research journal, the researcher realised that as this was a qualitative
study it would be important to keep track and make notes of his feelings, experiences and
interpretations in a journal so that he could remain reflexive throughout the research process
and could intercept any attitudes and feelings he had, before they influenced any
interpretations of the findings and research decisions he had to make, or undermined any of
the research participants’ perspectives (Bouma et al 2012:187; Creswell & Poth 2018:163).
Therefore, the researcher resolved to enter his field notes in the journal as the research
progressed, to capture his experiences and observations apropos to the unfolding of the

research process and preliminary perceptions he formed along the way.
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Organisational documents, such as the hospitals’ human resource policies and procedures
that addressed topics such as work conditions, job descriptions and staff development, would
provide an additional source of information relevant to the research topic (Creswell & Poth
2018:163).

1. 6.5.5 Pilot testing

Before conducting research interviews, a trial run of the research protocol and research
guestions in the form of a pilot test should be conducted by means of a pilot test (Dikko
2016:522). A pilot test is conducted in preparation for the full-scale study to pre-test the
research instrument (Dikko 2016:522). A pilot test helps to identify flaws, limitations, or other
weaknesses within the interview design so that the necessary revisions and corrections can
be made before the actual research processes of data collection and analysis commence
(Turner 2010:757).

For this study the interview protocol and interview guide were to be piloted using the two social
workers based at the hospital where the researcher worked, because whilst they satisfied the
selection criteria, they could not form part of the research sample for ethical reasons. These
social workers could provide valuable insight regarding the feasibility of the questions
constituting the interview guide and were readily accessible (Creswell & Poth 2018:165). The
guestions and the data collected from the interviews with the two social workers would be
analysed to determine whether the questions generated relevant information for answering
the research questions. Their valuable and honest feedback would be used to inform the final
revisions and adjustments that were needed for the interview protocol and interview guide
(Creswell & Creswell 2018:154).

1.6.5.6 Data analysis

Data analysis is that part of the research process where the researcher looks out for leading
themes, recurring language and beliefs situated in the participants’ stories, by closely
examining what they have shared about their situations (Anfara, Brown & Mangione 2015:30).
The researcher must ‘make sense of it’ and report ‘what is going on’, to advance an informed
understanding of the phenomenon researched, in this case about the experiences of social
workers in state hospitals. His intention was to offer his first-hand knowledge of ‘what it was

like’ to be there with the research participants (Bouma et al 2012: 236-239). He planned to
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divide the data up, take it apart and put it back together again (Creswell & Creswell 2018:190).
It is pointed out that in the case of focus group discussions, data analysis is difficult and time-

consuming because of the number of participants who are involved (Carey 2012:133).

The steps planned for managing the analysis of data for this study consisted of the following

six steps as recommended by Creswell and Creswell (2018:192):

Table 1.1: Steps taken in data analysis (Creswell & Creswell 2018:192)

Step 1 The researcher would arrange and prepare the data for analysis by
transcribing the interviews with participants and the focus group’s discussion

and typing up the field notes.

Step 2 The typed transcriptions would be read and reread by the researcher to get an
overall idea of what participants had said. The tone of their ideas would be
noted. Notes would be made in the margins of the transcripts and field notes
if participants’ ideas and experiences seemed to concur. The researcher
would look out for what social workers observed and heard, how they felt,
reacted and behaved as they tackled their daily duties as social workers in the
state hospitals in the Waterberg District (Bouma et al 2012:239). This would
alert the researcher to identify possible themes that were immerging and be

the start to develop codes for the analysis (Creswell & Poth 2018:186).

Step 3 Participants’ sentences would be segmented into chunks of data that appeared
to be significant statements related to the contextual realities of working as a
social worker in a state hospital in the Waterberg District. Creswell and Poth
(2018:199) refer to this as descriptions of the essence of the phenomenon.
Each chunk of data would represent a separate category that would be
labelled, using a word, or term, as used by another participant or participants.
A list of the code categories and descriptions would be kept. The transcription
of each interview would be read, and the developed codes would be assigned

to relevant sections of the transcribed text.

Step 4 The categories would be grouped into themes, which, according to Creswell
and Creswell (2018:192) should amount to approximately seven themes. Each
theme would represent a different concept that had been identified in the
interviews and used as the headings for the findings section. The themes
would represent significant statements or units of meaning about the

phenomenon of working in state-based hospitals in the Waterberg District.
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Step 5 After reworking the interview transcripts, subthemes (with categories) related
to each theme would be identified so that the researcher would have a list of

descriptions associated with each theme.

Step 6 Excerpts from the transcriptions would be chosen to illustrate each theme and
subtheme to build a contextual understanding of the phenomenon. By using
the theoretical framework, the researcher developed for the study, an
interpretation of the data would be made.

Data would be collected and analysed concurrently. Once a preliminary understanding of the
themes and subthemes had been achieved, a social work researcher would be engaged as
an independent coder to codify the data. A consultation with the independent coder, the
researcher and the researcher’s supervisor would be arranged to reach a consensus about
what codes and themes would be used for the data analysis phase. The advantage of using
an independent coder served to strengthen the verification of the findings. The results of the
analysed data are presented in the research report to produce an empirical account of the
experiences, challenges and coping strategies of social workers in multidisciplinary teams in
state hospitals in the Waterberg District. The report offers a textual description of what
happened, how the social phenomenon was experienced by social workers portraying the
essence of what it was like for them to be a social worker in a state-based hospital in the
Waterberg District as asserted by Klonek, Quera and Kauffeld (2015:270).

1.6.5.7 Data verification and maintaining the trustworthiness of the study

The researcher planned to apply Guba and Lincoln’s (1981) well-known model of
trustworthiness as discussed in Lietz and Zayas (2010:443) for the verification of the data in
this qualitative study, because validity and reliability are less applicable in qualitative research
(Carey 2012:41; Koonin 2014:253). Trustworthiness focuses on four elements in a study,
namely the truth value of the findings (credibility); its applicability (transferability); its
consistency (dependability); and its neutrality (confirmability) (Krefting 1991:216-217). The
purpose or goal of this research was to promote understanding of the phenomenon of the
experiences of social workers working in multi-disciplinary teams in the Waterberg District

state hospitals rather than to generalise results about a broader population (Koonin 2014:258).
A theoretical explanation of the data verification, with the theoretical concepts translated into

the research actions that were planned to strengthen the trustworthiness of the findings and

research process is given in Table 1.2. Table 1.2 outlines the actions that were planned to
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uphold the credibility, transferability, dependability and conformability of the study, the four
criteria and techniques advocated by Guba and Lincoln for this purpose (Anney 2014; Creswell
& Creswell 2018; Creswell & Poth 2018:487; Flick 2014:487; Loh 2013:5).

Table 1.2: Lincoln and Guba’s steps for ensuring trustworthiness criteria and
techniques for establishing trustworthiness (Anney 2014; Creswell & Creswell 2018;
Creswell & Poth 2018:487; Flick 2014:487; Loh 2013:5).

CRITERIA TECHNIQUES APPLICATION IN THE STUDY
Credibility Prolonged People with credible information would be
The researcher's engagement and selected as participants and the researcher

confidence about persistent observation | would refrain from interviewing social

the honesty and in the field, workers based at his place of work so that
accuracy of the triangulation of all participants could feel free to share their
findings (Creswell different methods, perspectives spontaneously.

& Poth 2018:259 — | using different A clear description of sampling methods
261; Hooimeijer & | researchers and and the sample chosen would be given.
Nieuwenhuis different data

One or two lengthy interviews of about an
2016321) which collection methods.

confirms the

hour and a half long would be conducted

with participants so that accurate detailed

congruence descriptions could be gathered about the
between social workers’ contextual experiences,
participants’ views challenges and coping strategies.
and the . : :

A focus group discussion of approximately
researchers’ i iCi

three hours was planned with participants to
interpretations , , -

firstly, create an opportunity for participants
Padgett
(Padg to verify the findings and secondly, to
2017:210).

deepen contextual understanding of how
social workers in multidisciplinary teams
experienced working in state hospitals, what
challenges they experienced and how they
coped with these challenges in a group

setting.

The data would be accurately recorded

using a digital audio recorder, detailed field

notes would be kept in a research journal,
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and the researcher planned to cross-check
all data as collected to create details of the

participants’ perspectives.

A neutral facilitator would be engaged to
facilitate the focus group discussion and
allow the researcher to focus on accurately
recording the discussions. The purpose of
conducting the focus group discussion by
using an independent facilitator was for
triangulation purposes to validate the
findings of the individual interviews and
ensure that the participant’s perspectives
were the focus and not his own. The
independent facilitator would verify the
accuracy of the findings. Using this form of
triangulation would confirm that the findings
were independent and credible.

Detailed situational specific information is
presented to develop a rich contextual
description of social workers’ experiences,
challenges and coping strategies. The
researcher would use verbatim quotations
when presenting the findings to give readers
the exact information as presented by

participants.

Peer debriefing.

The researcher would engage with his
supervisor, the independent facilitator and
the independent coder to ensure that the
descriptions that would be presented were
complete and devoid of his personal
perceptions and values about social work in

state hospitals in the Waterberg District.

Regular debriefing sessions with the
supervisor would be scheduled to help the

researcher identify and eliminate his
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possible blind spots and any possible
biased interpretations of findings. The
researcher would try to stay as close to the
participants’ actual experiences rather than
to his own (Creswell & Poth 2018:271).

Appropriateness of
the terms of reference
and interpretations,

and their assessment.

An independent coder would be engaged to
verify the codes and themes as identified in

the raw data.

The insights presented would be more than

the taken-for-granted assumptions.

A consultation would be arranged between
the independent coder, the supervisor and
the researcher to reach agreement on the

terms of reference and consistent

interpretations.

Member checks,

The researcher planned a follow-up meeting
with each participant after the transcripts for
each interview were completed, to validate

their accuracy.

A summary of the findings of individual
interviews would be presented at the focus

group discussion for participants to verify.

The analysis of

negative cases.

The researcher would present all
conclusions whether he agreed with them or
not, relying on the supervisor and
independent coder to make him aware of

any failure on his part to do so.

The plan was to try to interview as many
participants as the researcher could (by
taking the principle of data saturation in
consideration) to eliminate the risk of
missing different perspectives. He would

report on extreme and/or negative cases
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that he came across during the study and

not just on the status quo.

Transferability

The degree to
which the findings
can be applied to
similar contexts
and settings or to
other groups of
people (Anney
2014:277;
Creswell & Poth
2018:495-496)

Thick description to
ensure that readers
are clear about the
sample and context
(Koonin 2014:258;
Padgett 2017:210).

A clear description of the purposive sample
of social workers selected for the study is

presented.

Details are provided about all research
processes applied during the study from the
point of sampling, data collection, data
analysis and the production of the final
research report. This offers clear
explanations so that others interested in the

study could replicate it if they wanted to.

A thick description of the context of state-
based social work services in the Waterberg

District is presented.

Dependability
Making sure that
the research is
conducted in a
constant and
reliable manner
(Daymon &
Holloway 2011:86;
Korstjens & Moser
2017:435).

Provide adequate
detail of the research
procedures used
(Creswell & Creswell
2018:201; Creswell &
Poth 2018:488).

Every step of the study is detailed in the
final research report, to explain how the
research instruments were developed and
amended after the pilot test, and in
response to research realities encountered

during the study.

Check transcripts to
make sure that no
errors are made
during the
transcriptions
(Creswell & Creswell
2018:201).

Completed transcriptions would be checked
against the audio recordings and members
would be asked to verify that the
transcriptions were an accurate account of
what was discussed during the individual

interviews.

Develop an interview
protocol which the

research team will

The research protocol as discussed in

section 1.1.1.3 of this chapter would be
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adhere to throughout
the study (Creswell &
Creswell 2018:202).

finalized after the appraisal of the pilot

interviews.

Procedural

dependability audit.

All raw data records would be stored
securely in a locked cabinet for the
prescribed period, after which it will be

destroyed.

The summaries, theoretical notes, memos
and field notes would be saved for cross-
checking purposes and are also stored
securely in a locked cabinet for the
prescribed period, after which it will be

destroyed.

The report of the themes developed from

the findings is saved.

Create an opportunity
for participants to
review the findings
and recommendations
of the study, offering
verification that they
are authentic
(Daymon & Holloway
2011:86).

Examine the process
of the inquiry (how
data were collected;
how data are kept;

accuracy of data).

The plan was to present the consolidated
findings at a focus group discussion to
ensure the participants’ verified the
perspectives that informed the

recommendations for this study.

Confirmability
The neutrality of
findings is of

paramount

Filtering out any
research bias (Chan
et al 2013:2).

Bracketing would be used to filter the
researcher’s beliefs, values knowledge and
experiences out, to avoid any contamination

on the part of the researcher.

A record would be kept of the researcher’s

thoughts, ideas and feelings and
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importance observations throughout the study to ensure

(Gunawan 2015:4) that participants’ perceptions and

The research experiences would not be distorted.

findings must be Regular supervision would be used as a
reliable before they safety-net to remove any bias during the
are presented to research process. The role of the supervisor
the public in this regard, would be to hold the
(Connelly 2016: researcher accountable for capturing

435). possible contaminated data and developing

the analysis of findings with neutrality.

The use of an independent coder would
contribute significantly to the neutrality of

the research findings.

Ensure that the final Care would be taken when recording
product reflects the information, transcribing and reporting
fact that the findings participants’ responses in their own words.
and their The commitment was to only report
interpretations are information that was genuinely there.

genuine and accurate.

The recommendations | The interpretations that originated from the
must evolve from and | findings would be consistently explained
be supported by the and demonstrated throughout the research
data. report (Mason 2018:240).

Consistent transparency about the methods
and methodology would strengthen the
researcher’s conclusions and

recommendations in the study.

1.7 ETHICAL CONSIDERATIONS

Ethical considerations in qualitative research refer to the researcher’'s moral behaviour whilst
conducting the research (Resnik & Finn 2011:1241; Wilese 2013:4). According to Creswell
(2014:131) research ethics are meant to protect the research participants from any harm that
might occur during the research process, secure participants’ trust, uphold the scientific

integrity of the research and guard against misconduct and impropriety that might negatively
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implicate the institutions involved in the study. It is emphasised that the moral integrity of the
researcher contributes significantly to the trustworthiness and validity of the research study
(Hesse-Biber & Leavy 2011:58). Typically, ethical principles in qualitative research include
confidentiality, informed consent and anonymity (Wilese 2013:4; Resnik & Finn 2011:1). The
researcher understands ethical considerations to mean the moral good practices that should
underlay all his research plans, and their operationalization, to protect the participants and the
integrity of his research. The ethical principles of qualitative research as presented by Polit
and Beck (2010:121-125) and as outlined by the South African Council for Social Service
Professions (SACSSP) as outlined by (Londt 2018) are the main terms of reference that
guided the researcher’s efforts to uphold the moral integrity of this study. The SACSSP is the
statutory body that governs the provision of social welfare services in South Africa under Act
No 110 of 1978, as amended (Engelbrecht 2014:7). The focus of this discussion is on the
ethical considerations applied in this research, namely informed consent, confidentiality,
anonymity, beneficence, debriefing of participants and management of information.

1.7.1 Informed consent

Informed consent ensures that every subject’s participation in the study is fully intentional
(Wilese, Crow, Heath & Charles 2008:3). Three research actions contribute to participants’
voluntary consent according to Polit and Beck (2010:127), namely participants’ need to be
properly informed about the research process planned, ongoing reassurance that their
participation is voluntary and reminders that they may withdraw at any time they choose from
participating in the research without consequences. Additionally, participants should only be
included in a study if they can offer information relevant to the study (Polit & Beck 2010:127).

The way the researcher applied these three prerequisites are explained next.

A consent form would be issued to participants prior to their interviews so that they could read
through it and think about it to decide whether they would participate in the research (see
Addendum C). The form explains how participants’ confidentiality would be respected.
Participants would be encouraged to ask questions about the study and to raise any concerns
they had about being part of the study (Gibson 2013:7). They would be informed about what
the study is about, its purpose, its risks and benefits, how long the study would take, the
composition of the research team and how the researcher would use the findings (Hesse-Biber
& Leavy 2011:64; Ritchie & Lewis 2013:66). Participants would be reassured throughout the
research process that their participation was voluntary and that they could withdraw from the
research process at any time (Hesse-Biber & Leavy 2011:64; Ritchie & Lewis 2013:66). Any

form of coercion from the researcher or other participants, to secure a person’s participation
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would be avoided (Polit & Beck 2010:127). Participants would be reassured that there will be
no relational nor occupational repercussions should they decline the invitation to be involved

in or withdraw from the study at any stage during the research process.

Private individual meetings would be planned with potential participants where they would be
made to feel comfortable and encouraged to ask questions and share their misgivings about
participating. The concept of informed consent would be explained. An information letter about
the study was issued to each potential participant (see Addendum C). Once the written
consent form confirming their voluntary agreement to participate in the study and allowing the
interview to be digitally recorded was signed, the interview could commence (see Addenda D
and E). The same informed consent form would be used for participants who chose to be part
of the focus group discussion.

1.7.2 Confidentiality

Researchers have an obligation to safeguard each participant’s identity, location and as far as
possible, the research location (Polit & Beck 2010:129). This was particularly important in this
study as participants could feel that disclosing their experiences could expose them to some
risk of retaliation from other colleagues or their superiors in the state hospitals in the Waterberg
District. A coding system would be developed so that codes could replace the names of
participants and their personal details would not appear on the field notes, printed transcripts
or labels of the digital recordings. The codes assigned to each participant would be stored in
a password encrypted file on the researcher’s computer. Care would be taken when presenting
the findings so that others would not be able to identify any participant or any specific hospital
where participants are based. The researcher had to accept that it would be impossible to
disguise the reality that the study was based on the Waterberg District state-based hospitals
in the Limpopo Province. Printed transcripts and other miscellaneous research documents
would be locked in a cabinet in the researcher’'s home. All research participants and others
assisting in the research would have to sign a confidentiality form (see Addendum G) The
independent coder, focus group facilitator and debriefer would therefore complete the same
confidentiality agreement (see Addendum G). In accordance with the prescribed five-year rule
set by the SACSSP (Lombard 2015:11) and UNISA’s research policy (UNISA 2016:17) the

research data would be preserved for five years, before being destroyed.
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1.7.3 Anonymity

Maintaining anonymity in research means that whilst participants will be able to identify
themselves in the findings, the research team members and other readers will not (Grinyer
2009:4). This ensures that participants are protected from any form of harm or victimisation
caused by their participation in the research process (Gibson 2013:4). The researcher planned
to take care in presenting the information received from the participants and would be made
known in the research report, that participants would not be recognised or identified from the
findings presented (Ritchie & Lewis 2013:67).

1.7.4 Beneficence

Beneficence in qualitative research means that participants must be protected from harm,
exploitation and discomfort during the research process and should experience some benefit
from participating, even if only indirectly (Dalamo 2018:11). In other words, the research
process should ultimately promote their welfare (Fouka & Mantzorou 2011:5). The benefits of
participating in a study should always outweigh the risk to participants (Legewie & Nassauer
2018:1). Upholding the principle of beneficence in a study ensures that social justice is
defended throughout the research process. Participants in this study would be reassured that
they would not be expected to perform acts that would reduce their self-respect or shame
them. They would also be reminded that permission had been granted by the Provincial
Department of Health (DOH) to undertake the research and therefore that no one should
expect to suffer any negative recourse from their participation. Interview questions would be
carefully worded to prevent and minimise any distress or discomfort participants could
experience during the interviews (Polit & Beck 2010:130). Participants would be informed
about the types of questions they would be asked prior to being interviewed (see Addendum
I) so that they would be able to prepare themselves for the questions rather than being caught
off-guard. They would be reminded that the recommendations that emerged from the findings
would be presented to the Provincial DoH to motivate for improved working conditions for
social workers in the state hospitals in the Waterberg District and improve the utilisation of
their services in the multi-disciplinary teams in which they worked. The researcher accepted
that no matter what, he was ethically obliged to enlighten the hospital authorities about any
socio-political issues that would be uncovered during the research process, especially those
that violated the rights of the social workers in state hospitals in the Waterberg District.
Participants would be informed at the outset that no one would benefit financially or

occupationally as a result of involvement in the study.
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1.7.5 Debriefing of participants

In the event of anyone being disturbed by his or her participation in the research process, it
would be the researcher’s ethical obligation to refer him/ or her for supportive counselling,
referred to as debriefing (Mahlalela, Johnson & Mills 2011:35-36). Debriefing is a planned
activity facilitated by an experienced professional that is conducted in a conducive
environment (Reierson, Haukedal, Hedeman & Bjark 2017:11) where he or she can reflect on,
and work through the experience or experiences that contributed to his or her distress as a
result of participation in the study (Mariani, Cantrell, Meakim, Prieto & Dreifuerst 2013:148).
The researcher planned to engage an experienced social worker, employed by the
Department of Social Development to provide this support and be available to debrief

participants if necessary (see Addendum M).

1.7.6 Management of information

Data management is the most important phase in research as it ensures the reliability required
to manage and protect the data (Krishnankutty et al 2012:1). In addition, Sutton and Austin
(2015:229) view data management as the researcher’s efforts to stay true to research
participants to make sure that their voices and concerns are heard. Codes are used to refer to
items or sources of data during the research project so that one makes sure that participants

are heard, but without exposing them as individuals (Flick 2009:361).

The following data management techniques as suggested by Sutton and Austin (2015:230)

were to be integrated during the research process:

° When reflecting on the experiences of participants, the researcher would remain true
to them and edit his own experiences.

. The researcher would transcribe the digital recordings carefully by himself, capturing
participants’ responses verbatim. He would check the transcriptions against the audio
recordings, making sure that he had not changed their wording. The transcriptions
would be used to analyse the meanings participants ascribed to their experiences
without altering their meanings.

. During the interviews and the focus group discussion the researcher would have to
listen attentively to what participants were saying and take note of things they were
not saying directly, by ‘reading between the lines’.

. Common responses or similarities in the transcripts would be coded,
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° The codes from the transcripts would be used to identify themes which would be used

to interpret participants’ experiences.

1.8 CLARIFICATION OF KEY CONCEPTS

The key concepts that follow are relevant to this research and are defined, explained and
stated in terms of their application in the context of this study.

1.8.1 Multidisciplinary health team

A ‘multidisciplinary health team’ refers to a group of professional health workers who work as
a team in the primary health sector (Xyrichis & Lowton 2008:147) to improve communication
and service delivery (Murphy, Curtis & McCloughen 2015:45). This team consists of different
disciplines who work together in a health setting, collaborating with each other (Chamberlane-
Salaun, Mills & Usher 2013:66). The concept of multi-disciplinary health teams as used in this
study, refers to a group of health service providers made up of members of different disciplines
(including social workers), who work together to promote the physical and psychological care
and welfare of the patient and to improve service delivery in state-based hospitals in the

Waterberg District, Limpopo Province.

1.8.2 Hospital social workers

Beder (2009:486) states that ‘hospital social workers’ are social workers who are employed in
hospitals as part of multi-disciplinary teams to manage the caseload of patients with
psychosocial, mental and physical health needs. Hospital social workers promote the wellness
of patients by providing education and interacting with professionals from other disciplines
(Judd & Sheffield 2010:117). In addition, hospital social workers steer and promote patients’
services in the hospital and the community at large (Limon 2018:1). For the purposes of this
study, the concept hospital social work refers to the services hospital social workers render to
promote the physical and psychological health of patients and improve service delivery in

Waterberg state hospitals.
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1.8.3 Occupational satisfaction

‘Occupational satisfaction’ refers to the sense of fulfilment employees experience in their work
lives as a result of multiple factors that combine to create a healthy workplace environment for
them and that support their profession (Munger, Gordon, Hartman, Vincent & Feehan
2013:282). Occupational satisfaction includes occupational prestige, a positive self-esteem
and job satisfaction, all health promoting factors (Fujishiro, Xu & Gong 2010:2101). Simply
stated, occupational satisfaction refers to the wellbeing of employees in the workplace
(Gattino, Rollero & De Piccoll, 2015:3). Occupational satisfaction in this study refers to job
satisfaction and the fulfiiment social workers employed in the Waterberg District hospitals

experience in their work lives.

1.8.4 Professional identity

‘Professional identity’ refers to how one views oneself as a professional person (Weaver,
Peters, Koch & Wilson 2011:1221). Professional identify develops from what one
conscientiously prioritises when executing one’s work tasks, such as work practices, values,
and interests which inform one’s decision-making process (Weaver et al. 2011:1221; Trede
2012:163). As stated by Haynes (2011:39), professional identity denotes the development into
stereotypes and a culture among a certain group of individuals in the workplace who are of
the same profession. Professional identity in this study refers to how social workers within the

hospital setting perceive themselves, their professional status, values and purpose.

1.8.5 State hospitals

‘State hospitals’ provide a form of specialised medical care for needy patients who cannot
receive medical treatment from their homes (Beder 2009:486). They are non-profit health
organisations funded by the state that aim to provide health care services to vulnerable
community members who cannot afford private medical care (Rosenbaum, Byrnes & Rieke
2013:3). State hospitals are part of the public health system and are measured by their
location, size, the services they provide and the standards of the services they offer (Packard
& Jones 2015:154). The concept state hospitals, as used in the study refers to non-profit public

hospitals in the Waterberg District that fall under the provincial DOH of Limpopo Province.
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1.8.6 Health sector

The ‘health sector’ refers to a range of health care facilities either state owned, privately
owned, or unlicensed which either sell or provide medication and medical treatment to needy
patients (Mackintosh, Channon, Karan, Selvaraj, Cavagnero et al 2016:2). Adeleye and Ofili
(2010:2) define the health sector as a broad institution that focuses on the physical mental,
and social wellbeing of citizens. The health sector is responsible for ensuring services that
promote the wellbeing of citizens (Peters, Paina & Schleimann 2013:885). Health sector in this
study, refers to all hospitals and primary healthcare sites in the Waterberg District, private and

governmental.

1.8.7 Experiences

‘Experiences’ refers to what a person feels and thinks when in contact with the environment
or an event (Karjaluoto, Munnukka, & Kiuru 2016:4). Chang and Ramnanan (2015:1163) refer
to experiences as self-reported feedback with an encounter, an object or subject. A person’s
experiences are a combination of the person’s practical encounters and observations with and
in the environment and the degree of feeling experienced during such an encounter, or
observation of an event (Huta 2016:4). In this study experiences refer to the feedback, feelings
and impressions social workers in Waterberg District hospitals in Limpopo Province encounter

whilst working as medical social workers in state-based hospitals in the Waterberg District.

1.9 FORMAT OF THE DISSERTATION

The dissertation is divided into five chapters as listed in Table 1.3.

Table 1.3: Outline of the study.

Chapter 1 Chapter 1 informs the reader about what the study is and the research
General context. It presents the researcher’s statement of purpose and the
introduction, issues that sparked his curiosity to investigate the experiences,
problem challenges and coping strategies of social workers based in

formulation and multidisciplinary teams in state-based hospitals in the Waterberg
orientation to the | District. It outlines the research questions, research objectives,
study research approach, design and research methods as planned at the

outset of the study, as well as the data verification methods and
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practical integration of ethical principles throughout the study. It

provides a summary of the key concepts as relevant to the study.

Chapter 2

Literature review

Chapter 2 offers a general overview of scholarly knowledge in the form
of literature related to social work in health care settings, paying special
attention to social work in multidisciplinary teams in hospital settings to
strengthen the rationale for the study. The literature consulted assisted
to position the study in terms of what is already known about the topic.
The theoretical framework used, namely the systems theory and the
ecological systems approach, is outlined in more depth, highlighting
concepts that are relevant to this study. It explains how these
theoretical concepts have informed the research processes followed for
the study and how the theories helped to structure the research

findings.

Chapter 3
Application of
research
methodology,
approach and

design

Chapter 3 offers insight into the researcher’s application of the
gualitative research approach. The methods and procedures and how
they were applied to execute the study such as sampling, data
collection, and data analysis are detailed, including field related issues
that necessitated changes to the original research plan. The

modifications to the original research plans are explained.

Chapter 4
Findings of the

research study

Chapter 4 contains the findings of the interviews that were conducted
with the social workers and the outcome of the focus group discussion.
Verbatim examples of what they said are presented to illustrate each
theme and subtheme identified in analysing the data. A literature control
is woven throughout this chapter, to compare and contrast the findings

with existing literature and vice versa.

Chapter 5
Summary,
conclusions,

limitations and

recommendations

Chapter 5 summarises the research findings and concludes with a
review of whether the research questions have been successfully
answered. The findings inform the researcher's recommendations
about how the occupational satisfaction and professional identity of
social workers based in multidisciplinary teams in state-based hospitals
in the Waterberg District can be improved. The limitations of the study

are mentioned.
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1.10 SUMMARY OF THE CHAPTER

This chapter served to outline the conceptualisation of the research topic which then
developed into the problem statement, rationale for the study, theoretical framework, research
guestions, research goal and objectives, research methodology, research design, research
methods for sampling and data collection, data analysis, data verification, adherence to ethical
principles and clarification of key concepts.

It was noted that whilst social workers for many years have been recognised as offering a
valuable contribution in multidisciplinary teams in hospital settings, they face challenges that
affect their job satisfaction and professional identity. Several external factors that have
impacted on social workers working in multidisciplinary teams in hospital settings were
mentioned, namely the industrialisation of social work; the nature of South Africa’s post-
apartheid health care sector; escalation of the demand for hospital services from socio
economically disadvantaged patients; the progress in establishing a specialisation in hospital
social work and the soon to be legislated regulations for registration as a hospital social worker
with the SACSSP; and finally the influences of the global pandemics of HIV/AIDS and COVID
19.

It was noted that empirical evidence of how social work practice in hospital settings had
evolved to adjust to overcome internal and external challenges that impact on social work and
health care services, was clearly lacking. More specifically, locally specific information about
the experiences and challenges of social workers working in multidisciplinary teams in state
hospitals in the Waterberg District, Limpopo Province was distinctly lacking. It was therefore
concluded that a systemic approach was needed to examine and highlight the intersectionality
of challenges that social workers face in their hospital working settings and appraise their
recommendations of how their job satisfaction and professional identities as social workers in

multidisciplinary teams in state hospitals in the Waterberg District could be enhanced.

The next chapter offers a review of literature relevant to social work in multidisciplinary teams
in hospital settings and expands on the systems theory and the ecological systems approach,

and their relevance for providing the conceptual framework for this study.
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CHAPTER 2

LITERATURE REVIEW

2.1 INTRODUCTION

The purpose of the study was to explore, describe and contextualise the experiences of social
workers working in multidisciplinary teams in state hospitals in the Waterberg District. This
chapter expands the discussion to offer additional information that the researcher sourced
from different literature sources consulted after having interviewed the research participants.
In this discussion of the literature, the focus is on the social workers in hospital settings, new
realities affecting social workers in health care settings and the theoretical framework of the
study, before presenting a summary of the chapter.

2.2 SOCIAL WORKERS IN HOSPITAL SETTINGS

This section discusses social work in a hospital setting. As a member of the multi-disciplinary
team, a social worker working in a hospital setting works with patients and their families in
need of psychosocial help. Based on the literature, the role of social workers in hospital
settings is examined below; before dealing with multidisciplinary teams’ benefits and their

challenges for social workers.

2.2.1 Role of social workers in a hospital setting

Social workers are employed in hospital settings to augment patients’ care, act as a link
between patients and the medical resources, strengthen the communication between patients
and the medical staff, and counsel patients and their families (Allen 2012:184). They render
psychosocial support services to patients and families and advance holistic assessments of
patients to develop effective treatment plans for them which is a specialised service. They also
promote collaboration amongst the different professionals who work together in the
multidisciplinary teams (Kitchen & Brook 2005:1; Hesjedal, Hetland & lversen 2013:441;
Supper, Catala, Lustman, Chemla, Bourgueil et al 2015:719; Dowdy, Furlong, Raines, Bovery,
Kauffman et al 2014:183). The inclusion of social workers in multi-disciplinary task teams in
hospital settings dates back to the early 1900s (Kirschbaum 2017:6). The integration of social
workers in hospital settings was first initiated by the physician Richard Cabot in 1905 in the

United States of America, when he employed a nurse who had completed social work training
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at the Boston School for Social Workers (Pugh 2011:32). Cabot requested the nurse to assist
him by addressing the patient’'s social issues which were interfering with his medical
interventions (Pugh 2011:32). Subsequently, he noted the benefits of social workers, doctors
and educators combining their professional expertise to improve patient care (Kirschbaum
2017:6). Subsequently, there has been a steady increase in social workers employed to work

in hospitals.

Social workers are now recognised for enhancing the communication between health care
team members, patients and their families (Kirschbaum 2017:6; Kitchen & Brook 2005:6).
Driven by their commitment to human rights and social justice, social workers navigate and
advocate for patients’ services within the health sector and the community at large (Limon
2018:1). Some writers attribute the metamorphosis and transformation from a traditional model
in health care to the collaborative patient-centred model to the change efforts social workers
have made in hospital settings (Kitchen & Brook 2005; Limon 2018:1). The contribution of
social workers of non-medical information to team members impacts positively on the
multidisciplinary teams’ problem solving, ensures that patients and their families access
relevant community resources, receive genetic counselling, mental health treatment and post-
operative rehabilitation (Brown, Drake, Gehlert, Wolf, DuBois et al 2016:1; Singels,
Annandale, De Jager, Schulze, Inman-Bamber et al 2010:3). It is now common practice to
place social workers in specialised hospital departments such as paediatrics, oncology,
nephrology, organ transplants and emergency trauma (Estelle 2017:31). The role assigned to
these social workers has advanced from only conducting basic social visits, to providing
therapeutic counselling services, participating actively in the discharge planning of patients,
delivering interdisciplinary care, preparing for patient aftercare treatment outside the hospital
setting, and performing the functions of an integral team member of the trans-disciplinary care
system (Spitzer & Davidson 2013:960; Pugh 2011:33). The latter point is expounded upon

next.

Social work training prepares social workers to facilitate group interaction (Rine 2016:143)
which explains their proficiency in promoting interprofessional collaboration within the hospital
teams (Albrithen & Yalli 2016:129; Giles 2016:30; Kirschbaum 2017:8; Kitchen & Brook
2005:6; Robinson 2012:1). Additionally, social workers contribute vital information to their
other team members such as patients’ motivations for advance directives, patient rights, and
‘do-not resuscitate’ orders, which impact strongly on treatment decisions the medical team
must make (Brown et al 2016:1; Kirschbaum 2017:6). Social workers have expanded the
traditional medical approach to health care by raising awareness of contextual and relational
factors that impact on patient wellbeing (Kirschbaum 2017:8; McAuliffe 2009:130-131). Social
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work ethical principles and anti-oppressive values prepare social workers to challenge medical
personnel to be more realistic about and responsive to patients’ needs (McAuliffe 2009:130-
131). Social work knowledge of community networks assists team members to locate relevant
networks of services convenient to where patients stay to augment the support they require
during their rehabilitation (Kirschbaum 2017:8; McAuliffe 2009:130-131). Because of the
strong relationships social workers foster with patients, patients tend to generalise this trust
and cooperation to other members of the multidisciplinary team (McAuliffe 2009:130-131).

Some of the roles that social workers perform extend beyond direct face-to-face interactions
with patients. In some instances, social workers fulfil desk-based duties by collating and
interpreting computerised data; performing management or administrative functions in the
hospital; and or focusing on research (Estelle 2017:31; Hennessey 2010:2; Olckers 2013:17).
Much of the research outputs of social workers in hospital settings aim to advance effective
collaboration and cooperation within interdisciplinary teams (Gehlert & Brown 2012:1).

Social workers in health care, are more recently acknowledged for working closely with specific
communities to review and transform health care policies, facilities and programmes, to make
sure that they are accessible to those that need them most, are more responsive to their needs

and are effective and efficient (Brown et al 2016:1).

2.2.2 Multidisciplinary teams in hospital settings

A broad definition of a multidisciplinary team provided by Finlay (cited by Albrithen & Yali
2016:131) is “a group of individuals with varying backgrounds, perspectives, skills and training
who work together towards the common goal of delivering a health or social outcome.” The
definition suggests that the professional expertise of different health care providers, nurses,
social workers, psychologists, pharmacists, physiotherapists and dieticians are combined to
advance the holistic care of patients (Albrithen & Yalli 2016:129; Ambrose-Miller & Ashcroft
2016:101; McAuliffe 2009:126). Each professional discipline is recognised to have specialised
information and interventions that, when combined with the knowledge and skills of other team
members contribute to the holistic treatment of patients. In summary, no single specialisation
has all the answers but when their knowledge and skills are combined and their members work
collaboratively and cooperatively together, patients receive comprehensive care. One
therefore expects all team members to be awarded equal status (Dale, cited by McAuliffe
2009:126). Other authors explain multidisciplinary teamwork as inter-and trans-disciplinary

collaboration between allied professionals and medical officers (Brown, Drake et al 2012:1).
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The benefits of multi-disciplinary teams in hospital settings and the challenges experienced by

social workers who are based within them are also addressed in the literature.

2.2.2.1 The benefits of multi-disciplinary teams in hospital settings

Some of the benefits of multidisciplinary patient health care are briefly mentioned in Chapter
1 (section 1.1.1). A more in-depth description based on the literature on the topic follows.

An analysis of literature about the benefits of multi-disciplinary patient health care reported
substantial benefits of using multidisciplinary teams in hospital settings, which included the

following:

o Multidisciplinary teams improve organisational efficiency; enhance service delivery;
extend expertise in patient care management; increase mutual support amongst team
members; advance the maturation and cohesion within hospital settings; and promote
respect and understanding amongst the different professions involved in patient
management (Albrithen & Yalli 2016:131).

° Further advantages noted by Schofied and Amodeo as cited by Albrithen and Yalli
(2016:131) include increasing patient access to health care; improving patient self-
care; increasing work satisfaction amongst the hospital practitioners; reducing in-
patient hospital stays and premature hospital admissions; making a broader range of
treatment interventions available to patients; adjusting treatments to suit individual
patients; reducing the burden of responsibility on individual team members; fostering
greater support among team members when dealing with difficult patients; and being
more objective when delivering healthcare services.

° The organisational benefits of hospital staff working in multidisciplinary teams include
better containment of hospital expenditure; more effective co-ordination of patient
care; and greater accountability (Kirschbaum 2017:7).

. By working in teams, it becomes easier for team members to connect with key role
players in a patient’s care, namely the patients themselves, their caregivers and the
medical team. Team members with the help of the allied professionals, access a
wider range of services for patients such as housing, social relief, child protection and
other relevant community support services, provided by external organisations
(Albrithen & Yalli 2016:129; Dobrikové et al 2016:83).
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Research has ear-marked guiding principles for multidisciplinary care teams (Leach, Wiese,

Agnew & Thakkar 2018:116) which various researchers have expressed as follows:

° Team members need physical spaces that facilitate interaction among the team; a
shared sense of purpose and goals; effective communication; a leadership structure
that reassesses team goals and activities regularly (Leach et al 2018:116).

. According to Ambrose-Miller & Ashcroft (2016:101) the well-functioning of
multidisciplinary teams in hospitals depends upon four factors, shared values and
ethics that support inter professional practice; clearly defined inter-professional roles
and responsibilities for individual team members; good inter-professional
communication between team members; and on-going initiatives to ensure team
members maintain collaborative engagement with one another. These practices are
further endorsed by other scholarly sources (Kirschbaum 2017: 8; McAuliffe
2009:126; Dobrikova et al 2016:83).

° Communication in multidisciplinary teams is key and can be improved by hosting
weekly multidisciplinary meetings, providing continuous professional development
(CPD) training sessions, arranging coordinated patient care review meetings,
increasing access of all team members to the information in patients’ files, scheduling
regular face-to-face team meetings; and encouraging team members to interact with

one another using electronic and telecommunication methods (Giles 2016:28).

Whilst the advantages of social workers being part of multidisciplinary teams have been
expounded upon, many multi-disciplinary teams are fractious and include various challenges,

especially for social workers.

2.2.2.2 Challenges experienced by social workers in multidisciplinary teams in hospital

settings

Social workers must have sufficient medical knowledge to converse freely and confidently
about a patient’s medical condition with other team members and position themselves well
within the multidisciplinary teams they are part of (Beytell 2014:177). They need to be well
informed about existing hospital resources, medical terminology, health care, and hospital
procedures. Apart from their professional training as social workers, they need to undergo a

formal induction programme when appointed to work in a hospital setting (Beytell 2014:177).

As noted by O’Leary, Tsui and Ruch (2013:135), power imbalances, exclusion, discrimination,

and exploitation are common challenges experienced by social workers working within
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multidisciplinary teams. These challenges undermine the partnerships social workers should
have with other team members and impact negatively on their general contentment in working
in hospitals (Ambrose-Miller et al 2016:101; Kirschbaum 2017:10-11; Dobrikova, et al
2016:87). Much of the discontent experienced by social workers working in multidisciplinary
teams in hospitals, is associated with boundary issues (O’Leary, et al 2013:135). Lack of
medical expertise and unfamiliarity with medical terminology and hospital functioning are
reported as major barriers for student social workers doing their practical work in hospital
settings. These gaps in knowledge impact negatively on the relationships they establish with
the other medical team members (Beytell 2014:176). The student social workers struggle to
follow the medical terminology used in patients’ files and medical reports and this frustrates
the other team members. The perceptions of social work participants in Healy’s study (cited
by Beytell 2014:176) were that social workers working in multidisciplinary teams were
marginalised and undermined by the other multidisciplinary team members and that power
struggles were common between the different disciplines and social workers. As concluded
by Beytell (2014:176) knowledge of the biological basis of health and illness is highly valued
in hospital settings and those who possess such knowledge are automatically awarded more

power and respect within the multidisciplinary team.

The problems experienced by social workers in multidisciplinary teams in hospital settings are
complex and affect student social workers and social workers equally, as is explained in Table
2.1. Part of the problem is that social workers are expected to align their social and community
development perspectives with a medical model perspective to connect both medical
personnel and patients. As can be seen inTable 2.1. the challenges experienced by social

workers are plentiful.

Table 2.1: Challenges faced by social workers in medical settings according to different

authors
CHALLENGE EXPLANATION AUTHOR/S
IDENTIFIED
Professional Hospitals still have not developed the culture Ambrose-Miller &
rivalry and of collaboration. Collaboration takes time to be | Ashcroft (2016: 101-
mistrust implemented in the health sector. Conflicts 107)
between medical personnel and other team Beytell (2014:176)
members in the hospital are therefore, not Hansson, Friberg,

uncommon. Medical personnel are reluctantto | Segesten, Getta,
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relinquish their traditional leadership roles in

hospital settings

and Mattsson
(2008:6)
Kirschbaum
(2017:29) Ambrose-
Miller et al
(2016:101-109)

Domination and
lack of support
from medical

professions

Team members with medical expertise have
more power than social workers in hospital
settings. Social workers fail to assert their
professional identity and role within the
multidisciplinary teams. They are easily
coerced into side-lining their primary social

work purpose, advocacy for client systems, to

Albrither and Yalli
Ambrose-Miller &
Ashcroft (2016:101-
107)

Beytell (2014:176)
Fraser (2010:27)

Dobrikova et al

perform lesser skilled tasks such as home- (2016:87)

finding. They feel unsupported by their medical | Kirschbaum

counterparts. They feel marginalised and (2017:11)

undermined by other team members. Power

held by the medical personnel is reinforced by

the inequity of salaries amongst multi-

disciplinary team members.
The Different professions have different priorities Kirschbaum
philosophical as determined by their professional roles and (2016;10)
assumptions professional values. The medical model Murphy and
covered in the adopted by medical staff versus the McDonald cited by
training of team | psychosocial approach adopted by social Fraser (2010:09)

members differs
and they view
patients and
patient care

differently

worker’s position patient care differently. For
example, the medical profession values saving
lives over quality of life; the medical profession
is authoritarian rather than respectful of the
self-determination of patients. The non-
directive, self-determining and empowering
approach used by social workers is contrary to
the medical model which is prescriptive and

places the practitioner as the expert.

The nature of

the social work

The purpose of social work separates social

workers from medical experts. Social workers

Carpenter and Platt
(1997:337);
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profession is
specific and
separates social

workers from

advocate for patient rights, adopt a humanistic
approach, uphold cultural sensitivity, endorse
person centred communication and rely on

social inclusion and empowerment

Kirshbaum
(2017:22-24)
Dobrikova et al
(2016:87)

others in interventions. These places social workers in Ambrose-Miller &
healthcare conflict with their medical counterparts. Ashcroft(2016:101-
109)
Lack of clarity The roles that non-medical team members Albrithen and Yalli
regarding play in patient care and the hospital are (2016:132)
professional frequently misunderstood in hospitals, Frost, Robinson and
roles and particularly the role of social workers. Medical | Anning, and
boundaries staff expect social workers to provide concrete | (2005:188)
services (transport, residential placements and | Kirschbaum
financial support) instead of psychosocial (2017:10)
counselling. Raniga and Kasiram
(2010:263)

Ambrose-Miller &
Ashcroft (2016:101-
109)

Role-blurring

The professional knowledge, boundaries and
multi-disciplinary skills in multidisciplinary
teams are blurred which affects a person’s
professional identity. Roles and responsibilities
can be changed by hospital administration and
create discomfort and anger between team

members. Confidentiality issues are common.

Yalli (2016:132)
Frost, Robinson and
Anning (2005:188)
Kirschbaum (2017
10)

Raniga and Kasiram
(2010:263)
Ambrose-Miller &
Ashcroft (2016:101-
109)

Management

structures

Medical staff members are better represented
in the management teams of hospitals, while

others, particularly social workers, are under-
represented. Social workers often must report
to the matron or nursing managers.

Hospital funding is directed to medical patient

care rather than social programmes. Hospital

Fraser (2010:27)
Kirschbaum
(2017:11)
Dobrikova et al
(2016:85, 91)
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management decides what is expected of
social workers employed in hospitals and
hospital statutory rules regulate the staffing of
social work posts, basic conditions of
employment for social workers, the scope of
social work professional activities and social
worker/patient ratios. Patient care is
determined by hospital administrative
demands and when funds are spent, budget
cuts occur in hospital settings, social workers
are expected to make arrangements to
discharge patients early and shorten hospital

patient stays.

Social workers

lack adequate
training in
medical

terminology and

Without adequate understanding of the
biological basis of health and illness and
medical terminology, social workers struggle
with interpreting and updating written patient

records and conversing with medical

Beytell (2014:176)

practices or
organisational

goals

positions of different disciplines differently
which results in different dispensations

amongst team members.

knowledge practitioners.
Regulations, Hospital employment regulations and human Leach et al
reimbursement | resource structures in health care grade the (2018:116)

In general terms, the literature consulted confirmed that there were gaps in the literature about
the experiences of social workers working in multidisciplinary teams in state hospitals in the
Waterberg District. There was little evidence about how the challenges affect social workers’
ability to fulfil their professional mandate; impact on their professional morale and personal
well-being; and the quality of care they provide to patients. Furthermore, locally specific
insights about the conditions under which social workers work in multidisciplinary teams in
state hospitals in the Waterberg District were lacking, especially regarding external conditions
that affect social workers’ roles and morale. Literature sourced focussed mainly on internal
challenges within multidisciplinary teams in hospital settings and failed to present a more
holistic ecological systems explanation. The researcher’s professional experiences as a social

worker made him wonder about the roles of external factors such as health and welfare
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policies, socio structural realities that affect client systems which social workers have to deal
with, the kind of professional training social workers receive, and if any of these external forces
affect the occupational satisfaction and professional identity of social workers working in
hospital settings. The researcher therefore resolved to conduct an exploratory, descriptive and
contextual study to contribute an ecological systems perspective of social worker’s
experiences and challenges of working in multidisciplinary teams in state hospitals in the
Waterberg District.

2.3 NEW REALITIES AFFECTING SOCIAL WORKERS IN HEALTH CARE SETTINGS

It remains unclear if social workers have been expected to adapt their roles in multidisciplinary
health care settings in response to the ‘new realities’ of health and welfare services that have
occurred, especially within South Africa. The researcher contemplated whether failure to
adapt to their new circumstances could have negative consequences for social workers in
hospital settings. Themes pertaining to changes that social workers working in hospital

settings are affected by, were located and are briefly explained.

Some of the ‘new realities’ of social work in health care settings are of an international nature
and others from a national nature. Some are generic to social work and others more specific
to social workers in hospital settings. The topics identified in this regard are the industrialisation
of social work; the changes in the health care and welfare systems in post-apartheid South
Africa; the HIV/AIDS and COVID-19 pandemics; and the specialisation of social work in health

care in South Africa.

2.3.1 Industrialisation of social work since the early 1990s.

To increase the reach of social work services, whilst curtailing service costs, social work has
become more industrialised. This has significantly curtailed the autonomous decision making
of social workers; regulated the nature of the services social workers offer; reduced specialized
services; and called for a more generalist approach to service delivery from social workers
(Carpenter & Platt 1997:341). According to Carpenter and Platt (1997: 342). This has led to
social work services becoming fragmented. As noted by Kitchen and Brook (2005:3) the shift
in social work services currently is towards briefer, more solution focused and case
management models in hospital settings. The changes have made it difficult for social workers
to respond effectively to the complex human issues they are expected to address, and social
workers are sorely challenged to uphold social justice and the rights of their patients at all

times (Strom as cited by Carpenter & Platt 1997: 341). This is a major blow for social workers
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whose hallmark is their focus on social justice issues and the wellbeing of marginalised people
(Carpenter & Platt 1997:338; Delobelle 2013:160). Beddoe (2011:24) postulates that to
survive in multidisciplinary teams in hospital settings, social workers must be more assertive
to protect and uphold the professional values that define them. This position is also presented
by Raniga and Kasiram (2010). In the light of the changes in health care and social work
services, it is more difficult for social workers to assert themselves where they have less power
and status.

2.3.2 South African ‘new realities’ impacting on social work practice in hospital settings

Apart from the generic challenges social workers in hospital settings face as discussed in the
previous section (see section 2.2.2.2 Challenges experienced by social workers in
multidisciplinary teams in hospital settings), several other pressing challenges situated outside
the multidisciplinary teams and hospitals have the potential to lower occupational satisfaction
and lead to a poor job satisfaction and professional identity amongst social workers in hospital
settings. Amongst the challenges impacting on social work practice in hospital settings in the
form of new realities identified in the literature, are the changes in health care services in South
Africa, changes in the South African welfare system, specialisation of social work in health
care in South Africa, HIV/AIDS and the COVID-19 pandemics.

2.3.2.1 Changes in the South African health care system

For the purpose of this research it is important to reflect on health and social work services
before and after the first democratically elected government came into power in South Africa
in 1994,

Under the apartheid system both the welfare and the health systems were segregated
according to race and whites received greater privileges than other races (Smith 2014:42).
Racial discrimination was driven by the political and economic objectives of the ruling elite
(Schmid 2016:72; Smith 2014:42). Therefore, the first agendas established by the first
democratically elected South African government was to promote parity in services rendered
by all government departments to South African people, particularly within the health sector.
The majority of disadvantaged persons had suffered severely before 1994 as a result of the
inadequate health care services they could access (Coovadia, Jewkes, Barron, Sanders &
Mclintyre 2009:825). The African National Congress (ANC) therefore resolved to correct two

major challenges in health care, the urban-rural inequity of health services and the social
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structural remnants of the apartheid regime (Coovadia et al 2009:825; Omotoso & Koch
2018:1). The expansion of health care services to reach those living in rural areas and uplift
disadvantaged communities, placed great strain on healthcare services in South Africa and
caused a rapid decline in the quality of services delivered (Coovadia et al; Delobelle 2013:159;
Plaks & Butler 2012:138). Poor management, underfunding, shortages of qualified health care
staff and deteriorating infrastructure are criticisms of the current healthcare system. These
shortcomings are as a result of the policy shifts implemented to decentralise healthcare and
expand primary health facilities and services care (Delobelle 2013:159; Plaks & Butler
2012:138).

Health care is meant to be a constitutional right in South Africa, but fragmentation, segregation
and social injustice continue to wear the South African health system down (Maphumulo &
Bhengu 2019:1). The pluralistic South African health care system remains and only a small
minority of the population can afford medical insurance which secures them comprehensive
medical services (Plaks & Butler 2012:138). The majority of South Africans depend on a public
health system that is overburdened and cannot meet the demand for its services (Plaks &
Butler 2012:138). A study conducted during 1996 in the KwaZulu-Natal Province confirmed
that urban hospitals remain better staffed than the rural hospitals and that rural hospitals

remain grossly understaffed (Burns 2011:105).

Unfortunately, the people who need health care services the most are the least likely to receive
them (Plaks & Butler 2012:138). This is a matter of great concern. Socio structural factors
deeply rooted in South Africa’s history continue to predispose the most vulnerable
communities to extreme disadvantage which inclines them to high levels of disease, such as
HIV/AIDS (Human Immune Virus/ Acquired Immune Deficiency Syndrome), tuberculosis (TB),
pre-transitional diseases, and non-communicable or non-infectious diseases (Bezuidenhout
2017:190; Delobelle 2013:159). Vulnerable communities live in under policed communities
with high levels of violence in their neighbourhoods, creating a demand for trauma services,

which places additional weight on the national health care system (Delobelle 2013:159).

2.3.2.2 Changes in the South African welfare system

The South African welfare system mirrors similar themes as those discussed in the previous
discussion about the South African healthcare system. Racial differentiation, embedded
discrimination among welfare recipients, violations of social justice and human rights and lack
of equity in the access people have to resources and opportunities, seriously undermine the

social support available to those previously disadvantaged on the basis of colour (Patel
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2005:72). The ANC government resolved to dismantle unfair welfare policies and change
social welfare services to fight poverty and the social problems that kept people trapped in
disadvantage (Schmid 2016:87). The White Paper for Social Development (1979) as outlined
by (Schmid 2016; 87) was adopted in 1997 in an effort to correct the inequities of the old
welfare system and create a more efficient and effective one. The old apartheid welfare system
was cumbersome because it was administered by 14 separate departments divided according
to race and segregated homelands (White Paper for Social Development 1997). Welfare
services were disjointed, duplicated, inefficient and ineffective (White Paper for Social Welfare
1997). Services were organised along specialist lines, into different fields of service, which
was essentially contrary to holistic practice and were remedial in nature and dependent upon
institutional care (White Paper for Social Welfare 1997). Community work, preventive and
developmental, was not widely practiced by social workers in these settings (White Paper for
Social Welfare 1997). The policy frame work (set out in the White Paper for Social Welfare,
1979) was then adopted with major objectives and the shift from a residual to a developmental
approach to social welfare to deal with the current social problems such as the high rate of
people living in poverty, fragmented families, high rate of abandoned children, substance

abuse, gender based violence and other social ills (Qalinge 2022:76).

The proposed changes included cash transfers, social relief and capacity building in the form
of developmental services for disadvantaged people to assist them out of their challenging
situations caused by unemployment, ill-health, pregnancy, child-rearing, widowhood, disability
and old age (Patel 2015:15; White Paper for Social Welfare 1997), accepting that they needed
socio and economic relief. Their human resource capacity would be increased simultaneously
to assist them to care for themselves and their family members and reduce their dependence
upon social grants (Patel 2015:15; White Paper for Social Welfare 1997). Social workers
therefore were expected to integrate both social and economic development (Lombard,
2011:231).

The White Paper for Welfare 1997 was reviewed in 2008, ten years after it was adopted.
Lombard (2008b:155) noted that the White Paper for Welfare had positively impacted on
reducing poverty, addressing hunger, increasing household access to piped water, promoting
job searches and increasing school attendance. However, it failed to deliver in other respects
(Lombard 2008b:159). Social workers found it difficult to incorporate social development as an
approach into their practice; they struggled to find ways to integrate socio economic
interventions into their programmes; and little had happened in South Africa to minimise the
impact of structural causes of poverty and inequality. According to the researcher’s

professional experience and confirmed by Beddoe (2011:24), social workers in hospital
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settings are currently still challenged to promote economic development of patients, firstly, by
the medical teams’ expectations of what they should be doing to help patients and the team,
secondly, by a lack of training in the developmental approach, and finally, due to their long-

term efforts to concentrate on the psychosocial aspects of social work.

A reduction in poverty was noted between 2004 and 2010 (a decrease of 13 per cent between
2004 and 2008) (Abdulkareem, Ehiane & Nnanezie 2011:69) in response to the introduction
of the Child Support Grant (CSG) and other social security measures (Petty & Mabetoa
2022:10). However, the poverty reduction curve reversed significantly between 2011 and 2015
(World Bank Group 2020). In 2011 the poverty rate reached 18.4 million people and by 2020
it was stated that approximately 55.5 percent (30.3 million people) of the population was living
in poverty at the national upper poverty line with a total of 13.8 million people (25 percent)
suffering food poverty (World Bank Group 2020). Limpopo Province has the second highest
poverty rate amongst the South African provinces, 11.5%, with the Eastern Cape leading with
12.5%. Patients living in poverty make up 7.8 % of hospital admissions in Limpopo Province
and most referrals to social workers in the Waterberg hospitals require referral to shelter
accommodation; assistance with accessing social grants; requests for donations and social

relief; and a request for transport.

Even though measures were in place to address pre-apartheid shortcomings in social work
systems in South Africa, Smith (2014:1) argues that the loopholes in the post-South African
democracy remain and many South Africans still suffer from oppression, inequality, and
poverty. Social workers are unfairly left with the responsibility of promoting transformation.
Their role to advocate against social injustice, promote socio-economic interventions, oppose
inequality and increase people’s access to health care and welfare is more pressing than ever
before (Mbecke 2016:3201). The South African democratically elected government has
inherited an oppressive legacy that has been very difficult to correct. Health and welfare
services remain seriously challenged. There is little clarity about social work services in
hospitals. The professional status, roles and responsibilities assigned to the social workers
who work in multidisciplinary teams have been adjusted in response to these changes. Little
is known about the social workers’ experiences of the goodness of fit between hospital
management and multidisciplinary team expectations of them as multidisciplinary team
members in view of the current health and welfare policies. As confirmed by Peterson and
Pretorius (2022), strategic policies pertaining to the implementation of the social development
approach in health care are distinctly lacking and social workers in health care need a
framework for a social development approach in health care in South Africa, as well as further

training in this approach.
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2.3.2.3 Specialisation of social work in health care in South Africa

It is generally acknowledged that there are specific competencies required of social workers
in hospitals and health care settings that are not characteristically included in the
undergraduate training of all social workers. Despite this, there is only one accredited
postgraduate course available in South Africa to prepare social workers to specialise in health
care. The master’'s degree in Social Health Care MSW (Healthcare)), offered by the University
of Pretoria is a postgraduate degree that aims to develop critical reflective practice amongst
social work health care practitioners (Olckers 2013:12). The course consists of coursework
modules, such as health policy, structures and primary health care, and social health care, as
well as practical work training and a mini dissertation (Olckers 2013:12). The comprehensive
curriculum reflects the broad knowledge base expected of social workers in the health care
field. From the researcher’s experience, few social workers employed in hospital settings have
this qualification. This raises questions about whether those based in health care settings are

suitably prepared to work there.

The SACSSP investigated the need to recognise social work in health care as a specialised
area of social work. Interested persons were invited to submit written comments and
recommendations on the matter. Subsequently, interest groups met with one another to
prepare their submissions which were considered by the SACSSP. A final draft of Regulations
Relating to the Requirements and Conditions for Registration of a Speciality in Social Work in
Health Care was circulated for further comment in 2008. The draft regulations outlined
applicable definitions: requirements for registration; scope of practice for the speciality of
health care; conditions of practice for the speciality of health care in social work; application
process to register for the speciality of health care in social work; and the use of the title social
worker specialised in health care. After integrating the feedback related to the document, the
proposed Regulations Relating to the Requirements and Conditions for Registration of a
Speciality in Social Work in Health Care made in terms of the Social Service Professions Act,
1978 (Act No. 110 of 1978 as amended), were submitted to the Minister of Social
Development. On 22 May 2020 the Minister invited interested persons to submit substantiated
written comments or representations on the intended regulations, to her (Regulations relating
to the registration of a speciality in social work in health care, 2020). It has yet to be

promulgated.
Regarding the intended scope of practice for the speciality in social work in health care, social

work in health care as a field of speciality in social work will provide social work services within

the national health system, including, but not limited to, health establishments, rehabilitation
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programmes, community-based programmes and private practice (Department of Health
2020:1)

In terms of the gazetted regulations the roles reserved for specialist social workers in health

care will include -

° conducting bio-psychosocial assessment of the diverse client systems to identify and
develop culturally and contextually suitable interventions to manage physical,
psychological and social health challenges;

° promotion of health education and prevention of illnesses through capacitating client
systems (individuals, families, groups and communities) to improve their own health
outcomes by offering relevant information that enables them to make informed
decisions;

. applying relevant models of intervention with client systems that are consistent with
appropriate South African legislation, policies and procedures;

. participating in discharge planning by appraising the bio-psychosocial adjustment
required by patients and offering or increasing their access to a continuum of care
which includes community-based education, rehabilitation and after care;

° interfacing and networking with other stakeholders to develop sustainable resources
for patients and making referrals to inter-sectorial partners when appropriate;

° advocating for policies, procedures and legislation that meet and protect patient
interests and wellbeing; collaborating with health service providers and their
significant others to maximise the bio-psychosocial functioning of client systems are
pertinent to their health challenges; and

. strengthening interactions between health service providers and health service users
by advocating for those with less power whose needs are not met, mediating conflicts,
easing tensions, coordinating and increasing collaborations between service users
and service providers (Regulations relating to the registration of a speciality in social
work in health care, 2020).

Once the regulations have been promulgated, to qualify for registration as a specialist social
worker in health care, one will have to be a social worker who has completed one or more of

the following:

. a masters’ degree in social work that is appropriate to social work in health care, plus
two years’ evidence based practical knowledge and experience relevant to working

within the field of social work in health care; or
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° a post graduate certificate or diploma relevant to social work in health care, with three
years’ relevant evidence and practical knowledge; or

° a bachelor’s degree in social work and a completed accredited short course in social
work in health care as acknowledged by the SACSSP, on recommendation of the
Professional Board for Social Work, plus relevant experience and knowledge
gathered by working as a social worker in health care; or

. a bachelor's degree in social work, with five years of relevant evidence based
practical knowledge and experience within the scope of social work in health care
(Regulations relating to the registration of a speciality in social work in health care,
2020).

2.3.2.4 HIV/AIDS and the Covid-19 pandemics

The Human Immune Virus/ Acquired Immune Deficiency Syndrome (HIV/AIDS) pandemic has
over the years increased the South African mortality rate significantly, as well as the number
of orphaned children (Patel 2015:148). HIV/AIDS has an intense social impact and several
facets of contracting HIV/AIDS require intense social work support. Families struggle to
disclose their status because of the associated stigma. The disease tends to deplete a family’s
financial resources because in lower socio-economic groups the family’s income earning
capacity is much reduced because when an infected person becomes too sick to work, the
person loses his or her job and or those who have to care for the infected family member give
up their jobs to care for the sick relative and assume responsibility for the household and child
care duties (Bezuidenhout 2017:193). The health care system places the burden of caring for
HIV/AIDS patients on families, expecting them to treat the HIV/AIDS infected member at home
so that health care resources can be preserved. Greater access to Antiretroviral drugs (ARVS)
in recent years has significantly lowered the number of orphaned children (Petty & Mabetoa
2022:13) and reduced mother-to-child transmission (Bezuidenhout 2017:191). These
developments have escalated governmental expenditure for health care and health education
services at a time when investment needs have increased, global financial resources are
strained, and international organisations and donors who previously invested in HIV/AIDS
treatment and education can no longer do so (Bezuidenhout 2017:193). This has resulted in
imposed budget cuts for other health care services. Social workers therefore have an
important role to play in offering counselling to help people to come to terms with their
diagnosis, support the HIV/AIDS patients and their families in accessing social relief and
grants, relationship counselling and in some situations, linking them to child welfare and child

protection services.
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Another issue of concern is the high tuberculosis (TB) and HIV co-infection rate that manifests
as a multi-drug and drug resistant TB (Bezuidenhout 2017:190). The multi-drug resistance
most typically occurs when TB management is poor, medications are improperly used and/or
treatment regimens are incorrectly applied, and/or when patients do not complete their
prescribed treatment course (Alexander & De 2007:289). The challenges of a TB and HIV co-
infection are that the infection is more severe and causes a reactivation of latent TB; and the
active TB creates an increased HIV viral load, that fast tracks the progression from HIV to
AIDS, and ultimately death.

The impact of HIV/AIDS on the health system and South African nation has been compounded
by the emergence of the COVID-19 pandemic. COVID-19, a flu-like or fever-like illness, that
causes severe acute respiratory disease, is highly infectious and spreads through respiratory
droplets and direct physical contact (Cai, Sun, Huang, Gamber, Wu & He. 2020a:1; Chughtai
& Malik 2020:2). It is caused by the SARS-CoV-2 virus and is distinctly different from the other
common viruses (Arabi, Murthy & Webb 2020:1; Murphy, Vallieres, Bentall, Sheevlin, McBride
et al 2020:1; Wang, Liu, Wu, Chen, Li et al 2020:1; Vilches, Sah, Moghadas, Shoukat,
Fitzpatrick et al 2020:1; Xiao, Zhang, Kong, Li & Yang 2020:1; Cai et al 2020:1). Whilst most
people infected with the virus experience mild to moderate symptoms and recover without
special treatment, some become seriously ill and require intensive medical treatment. This, in
a developing country such as South Africa, imposes intense strain on an already teetering

health care system.

COVID-19 was first announced on the 31%t of December 2019 in the city of Wuhan, Hubei
Province in China. Because of COVID-19’s rapid global spread, it was declared a global
pandemic on 11" March 2020 by the World Health Organisation (WHO) (World Health
Organisation 2019). In order for South Africa to protect its already burdened healthcare
system, and the high number of vulnerable people with co-morbidities such as HIV,
tuberculosis and diabetes, the government declared a national state of disaster on the 27 of
March 2020 (Cai et al 2020a:1; Chughtai & Malik 2020:2). The plan was for the health care
systems to focus on devising ways to flatten the curve of the pandemic and increase the
healthcare system’s capacity to manage the pandemic before the main wave of COVID-19

cases occurred.
South Africa has experienced four COVID-19 waves as explained by Bhoumily (2022). The

first, the Alpha variant, presented between June and August 2020 and was recognised as the

original SARS-CoV-2 variant. The second manifested between November 2020 and January

78

——
| —



2021 and was identified as the Beta variant and the third occurred between May and
September 2021 and was classified as the Delta variant. The fourth is the Omicrom variant
which was found in November 2021 and is currently considered to be the maost virulent of all
the variants thus far. The Omicrom variant has presented more spike protein mutations than

previous variants, which explains its transmissibility and its ability to evade vaccines.

By December 2021 South Africa reported that 44.3% of the adult South African population had
been vaccinated and more than 50% of the population had been exposed to SARS-CoV-26.
(Maslo, Friedland, Toubkin, Laubscher, Akaloo et al 2021).

The national lockdowns imposed several restrictions in accordance with the large number of
confirmed positive COVID-19 cases at the time. This placed several restrictions on face-to-
face contact between people as a means of mitigating the perilous risks of coronavirus
transmission between people. South Africa reported a cumulative total number of 625 056
cases with 2 505 new cases identified by August 2020, a total number of 47 deaths were
recorded which brought a total number of 14 028 deaths with 538 604 recoveries translated to
a recovery rate of 86% (WHO- COVID-19 2020;1) leading to the Government enforcing severe

movement and other personal restrictions.

Over time, matters improved to such an extent that the South African President, Mr Cyril
Ramaphosa announced the easing of the restrictions by allowing the entire country to move

down to alert level 2 lockdown on 18 August 2020 which allowed and permitted —

o opening of travel between provinces again,

o visiting of family and friends,

. opening of restaurants with the allowance to serve alcohol with a curfew from 10pm
to 4am,

. opening of public places such as parks and social gatherings with other restrictions
remaining in place such as all gatherings being limited to a maximum of 50 people,

. limited numbers of people to be allowed in a retail store, cinema or other public space,

o current restrictions on international travel to remain the same,

. the sale of alcohol from Monday to Thursday from 9am to 5 pm by licenced premises,

. the sale of tobacco products, and

e gyms and fitness centres to open with strict health and safety protocols in place, hotels

and accommodation facilities being opened including leisure travels being opened

79

——
| —



whilst the number of guests at any time remaining limited to prevent the spread of the

virus (Intensive Care Unit 2021:2).

The lowering of the lockdown level was motivated by a decrease in number of new cases and
hospital admissions to Intensive Care Unit (ICU) which was putting the pressure on hospitals
which did not have enough beds for the patients at the time.

The COVID-19 prevention strategies discouraged direct face to face contacts which impacted
significantly on the services social workers have rendered, particularly social workers in
hospitals. Family visits and family counselling and support services were discouraged, which
challenged social workers to fully execute their social work roles (Colaneri, Seminari, Piralla,
Zuccaro, Filippo et al 2020:301; Willan, King, Jeffery & Bienz 2020:1). Family members were
prohibited from visiting patients in hospital (Willan et al 2020:1). Whilst hospitalised positive
COVID-19 patients were forced into quarantine, many died alone without their families being
able to take leave of them. Family members of patients struggled to access information about
patients’ progress because family visits at the hospitals were restricted (Barber, Kogan,
Riffenburg & Enguidanos 2015:3). Social workers in state hospitals in the Waterberg District
were accosted by family members in the car parks and entrances to the hospital to find out

about their family members who were hospitalised.

Self-isolation of health care workers, social distancing, lack of personal protective equipment
(PPE) and the lockdown measures, affected social workers in hospital settings, creating
emotional and mental frustration because they were amongst the front-line workers during the
COVID-19 pandemic (Willan et al 2020:2; WHO Coronavirus disease 2019 (COVID-19)
Situation Report 72:1; Greenstone and Nigam 2020:4; de Quervain, Aerni, Amini, Bentz,
Coynel et al 2020:3).

From the discussion above, it is obvious that the COVID-19 (coronavirus) pandemic has
negatively affected the normal day to day social work functions in hospitals and has created
some uncertainty about the role social workers are expected to play in multi-disciplinary teams
in South African hospitals. Face to face contacts between hospital social workers and the
patients’ families were restricted as part of the lock-down regulations. The State of Emergency
was lifted on 14" April 22 (Presidency Republic of South Africa 2022). Face to face contacts
have subsequently been resumed. It was difficult to make use social technology to execute
social work duties, because Limpopo Province is predominantly rural and there is a scarcity of

mobile network towers that impacts negatively on mobile users’ connectivity.
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2.4 THEORETICAL FRAMEWORK OF THE STUDY

To assist the researcher to organise the information gathered and add depth to the meanings
and experiences that participants shared in the individual interviews and focus group
discussion, a theoretical framework was developed for the research. A theoretical framework
creates a lens through which the researcher can view events and phenomena (Maxwell
2013:49-53). It creates a schema of interconnected empirically demonstrable concepts that
offers a frame of reference to focus and define one’s observations, a structure that organises
and categorises one’s observations; terms to describe one’s observations concisely; and to
make reliable inferences about what behaviour one can expect (Gitterman 1996:472-473). For
this reason, systems theory, more precisely Bronfenbrenner’s bioecological approach and
Gitterman and Germain’s the life model approach (Gitterman & Heller 2010:204) were
combined for the study. The motivations for choosing these approaches were presented in
Chapter 1 (see section 1.2.3).

The theoretical framework developed for this research is described by outlining relevant
concepts of the systems theory as related to the study, namely Bronfenbrenner’s ecological
systems approach, the definitions and tenets ‘life model theory’, advantages and
disadvantages of using Bronfenbrenner’s bioecological systems approach and Gitterman and
Germain life model theory for the study. The defining concepts of the theoretical framework

and their application to the study are sketched.

2.4.1 Systems theory

Systems theory as conceived by biologist Ludwig von Bertalanffy has been applied
consistently within social work contexts since the 1940s (Lindsay 2013:123). The theory
assumes that families, organisations and institutions are open systems that are in constant
interaction with other systems (Lindsay 2013:123). Each system is made up of units or parts
that function as a whole, and each separate unit or part influences the functioning of the system
as awhole (Lindsay 2013:123: Teater 2010:18). The interactional processes and relationships
between the different units are the focus of attention. According to Teater (2010:18) different
elements of the system work together in an orderly, interrelated way to achieve the system’s

purpose or goal.
In this case, as outlined in Chapter 1 (see 1.3.2) the purpose of the study was to examine

social workers in Waterberg state hospitals (a part or unit of the hospital) and study their

relationships and functioning within the hospital (the system as a whole). The interactions and
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functioning of social workers within the multidisciplinary teams and organisational structures
of the hospitals where they were based are studied to obtain an understanding of their
contribution to the attainment of the hospital’s goal to provide effective and efficient health care
to patients and their families. Cognisance is taken that invisible boundaries separate the
different units of the system, differentiating each system from the others (Teater 2010:19).
Occupational boundaries between the different disciplinary team members in hospitals
working together in multidisciplinary teams are commonly decided by their unique professional
training, the roles they are assigned, their job descriptions and the authority they are allocated
to within the hospital organisation.

Systems theory assumes that material or information moves in and out and between the
subsystems or different units and throughout the whole system. Systems try to maintain a
state of equilibrium or balance to ensure that they will achieve their goal (Teater 2010:19).
When events occur that prevent the growth and goal attainment of a system or part thereof,
the system or subsystem is caught off guard and experiences disequilibrium (Teater 2010:20).
In the context of this study an example of disequilibrium would be the resultant burnout of
social workers caused by their boundaries not being respected, their inability to access the
resources and opportunities they need to fulfil their professional role, or events they

experience that compromise their personal and professional wellbeing.

The experiences of social workers in hospital settings potentially affect the services they
deliver to hospital patients, patients’ families and the community at large, as well as their
functioning in multidisciplinary teams. Systems theory is a relevant theory to use in this
research, because its theoretical constructs enabled the researcher to examine the
experiences of social workers in a hospital context (the phenomenon being investigated), the
guality of the dynamics within the hospital system (that is the quality of interactions between
social workers, multidisciplinary teams, the hospital management and external forces such as
policies and legislation regulating health services and social work practice prescribed by the
Department of Health and the SACSSP). It would highlight internal and external factors that
impacted on social workers in the hospital setting as a whole, the individuals, departments,
management of the hospital, and broader macro system influences such as politics,
economics and culture to determine what bearing these have on the ability of social workers
to execute their professional mandate within the hospital (Barile et al 2016:654), their
professional identity and their job satisfaction. This information would inform recommendations
for practice for social workers working in multidisciplinary teams in state hospitals in the

Waterberg District.
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The advantages of adopting a systems approach in the study are presented in Chapter 1 (see

section 1.2.2). So, it will not be repeated here.

2.4.2 Bronfenbrenner’s bioecological systems approach

The bioecological systems theory, developed by Bronfenbrenner, proposes that individuals
constantly grow or change, positively or negatively as a result of their direct or indirect
interactions with the inter-related systems in which they are situated (Barile et al 2016:653;
Duerden & Witt 2010:108; Shin & Steger 2017:20). The bioecological systems approach
breaks the context in which an individual finds him or herself in into to five system levels,
distinguished as the micro-; meso-; exo-, macrosystems, and the chronosystem that was only
added by Bronfenbrenner later. Bronfenbrenner arranged these levels from the most intimate
level to the most distant levels, in the order mentioned (Rosa & Tudge 2013:246-247).

The microsystem focusses on the individual’s inner world of experience and incorporates
intrapersonal factors such as the person’s make-up, bio-psychological functioning,
intelligence, personality and intergenerational factors that are vertically transmitted (Feit &
Holosko 2013:10). When applied within an organisational context the microsystem
incorporates the individual employees’ experiences and perceptions of the organisation’s
demands and their sense of wellness associated with working within the organisation (Barile
et al 2016:658). This study needed information about the experiences and perceptions of
individual social workers operating as professionals within multidisciplinary teams in state
based-hospitals in the Waterberg District. Exploration and description were needed about the
daily challenges and coping mechanisms social workers used to fulfil their role in a hospital
setting. Information about social workers’ perceptions of self-identity, role clarity, knowledge
and expertise and professional values were needed to advance an understanding of the
experiences of social workers in that context (Kirschbaum 2017:8-10). Any positive or negative
attributes that enabled social workers to operate successfully within the hospital setting located
in literature were used to compare the participants’ experiences against. Some examples of
positive factors situated within the microsystem as mentioned in the literature include being
willing to adopt a collaborative approach with other disciplines (Ashcroft et al 2018:48);
establishing role clarity about what is expected of them as social workers in a hospital setting
(Vungkhanching et al, cited in Kitching 2013:20); being motivated to acquire adequate
information about chronic illnesses, psychotropic medications, cultural competence and
psycho-education; and developing competence in advance end of life directives and decision

making (Summer et al, as mentioned by Kirschbaum 2017:21).
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The meso level refers to the daily interactions the individual encounters with significant others
situated within the immediate work setting (Holosko & Feit 2013:10). The individual’s
relationships with these significant others are interconnected and a source of support and
assistance for them (Hu, Liao, Dai-Hong, Liu, Wang et al 2010:59). Team members in a
hospital setting are expected to respect that the members of other disciplines have different
conceptualisations of patient care and that the combination of these different perspectives
leads to a broader, more holistic conceptualisation of the patient and patient care. Good
collaboration amongst team members, positive inter-communication and positive conflict
management skills within the team are therefore expected (Kirschbaum 2017:20-21). In terms
of this study the researcher needed information about the working relationships that exist
between social workers, their supervisors/managers in the Social Work Department and other
multidisciplinary team members in the hospital, such as doctors, nurses and members of the
allied professions which include physiotherapists, occupational therapists, dieticians,
pharmacists, psychologists, optometrists and administrative personnel. To fulfil the research
goal of the study, the researcher needed to describe the interactions social workers have with
the team members and identify the factors that enhanced or disabled the pivotal relationships

they have within inter-disciplinary teams.

The exo level, on the other hand, refers to the context in which the individual operates
(Krishnan 2010:8). Ideally a healthy context provides individuals with resources and
opportunities to promote their wellbeing and enable them to fulfil their professional obligations
and duties (Liao, Hong & Rao 2010:59). The exo level system is responsible for creating the
culture of the organisation and is reflected in the language adopted in the organisation and the
relations and structures that accelerate or inhibit creativity and development therein.
Information was needed about how resources and finances in state hospitals in the Waterberg
are distributed to different disciplines, the policies that regulate their distribution, the
management of multidisciplinary task teams, and the existing hospital culture and how it

affects social workers’ ability to fulfil their professional mandate.

The macro level system refers to broader influences that impact on the organisation or
individual, such as culture; religion; socio economic issues; social values; policies; and the
educational, health and legal systems (Rosa &Tudge 2013:247). As noted by Liao et al
(2010:59) this refers to the structural factors that regulate the individual’'s social standing and
the roles expected of them. In many instances, structural factors are formalised into policies
drafted by businesses or the Government to reflect current ideas or values about mechanisms
that must be in place to manage risks and rewards, and regulate governance so that service

networks can be changed in accordance with contextual realities. Imaginative social policies
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and interventions are required for organisational growth and development (Coovadia et al
2009:832). Examples of macrosystem level factors that negatively affect social workers in
hospital settings, include issues such as the poor representation of social workers in formal
health care leadership roles and the hierarchical culture that favours and awards more power
to medical personnel (Kirschbaum 2017:20). Practical examples of external structural forces
of interest in this study are the SACSSP, DoH Service Operating Procedures, and PMDS

(performance management development systems).

Chronosystem level refers to factors that occur across time which impact on individuals and
the hospital system. The chronosystem factors may be of an historical nature, in some cases
even present over several generations. An example in this study is the apartheid system which
was responsible for the unequal distribution of services among different South African
population groups, which, 25 years later, still oppresses and disadvantages people previously
marginalised is advantaged (Cottrell 2016:199).

The four components that are central to Bronfenbrenner’s bioecological systems approach
that impact on individuals, namely the process; person; context; and time (Rosa & Tudge
2013:251-254; Evans & Wachs 2010:80) respectively entail the following:

° Process refers to the interactions persons have with their immediate surroundings.
The interactions may be proximal (face to face) or distal (indirect) (Petty & Mabetoa
2021:59). The interactions impact either positively or negatively on the individual. The
proximal interactions that offer positive benefits for the individual include a sense of
intimacy, emotional support, nurturing that promotes the individual’s self-esteem and
wellbeing. Proximal relationships occur at micro- and messo levels. Distil interactions
are those that provide resources, opportunities, social inclusion, rights and cultural
identity. They occur at exo-, and macro levels.

. Person refers to the personal characteristics of an individual that influence how others
relate to them. It encompasses the individual’s interactional styles with others, inner
resources, attractiveness, ability, knowledge and skills (Petty & Mabetoa 2021:59).

. Context refers to the five system levels as discussed, namely the micro-, meso-, exo-
, macro- and chronosystems. The systems present both protective forces and risk
factors for the individuals that impact on their wellbeing. The different systems interact
with one another. Each system level has potential to offer the individual protective

resources or generate stress (Rosa & Tudge 2013:246).
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° Time refers to the chronosystem which as indicated earlier, acknowledges that events
and developmental changes occur as a person moves through time, affect his or her

well-being. Socio-historic events can affect later generations.

Bronfenbrenner’s bioecological systems theory was chosen to structure the information
gathered about social workers’ experiences of working in multidisciplinary teams in state
hospitals in the Waterberg District. A contextual perspective was needed to provide insight
about the bi-directional interactions social workers have with the different systems that
surround them concentrically, in the form of multidisciplinary teams; hospital management;
health and welfare governmental departments; broader cultural and occupational influences;
and the quality of those relationships. Information about the proximal (direct interactions,
person to person) and distil (indirect interactions with larger systems) social workers
experienced within the organisation structure of the state hospitals and external influences
that impacted on them, assisted to answer the research question. The researcher was curious
to discover what protective and risk factors were located in each of the ecological systems that
impacted on social workers so that the information could be used to inform social work practice

in multidisciplinary teams in state hospitals in the Waterberg District.

2.4.3 The definitions and tenets of ‘the life model theory’

An off-shoot of the bioecological systems theory, ‘the life model theory as developed by
Gitterman and Germain was selected to augment the bioecological systems approach in this
research. The life model theory, like Bronfenbrenner’s bioecological systems theory,
highlights the person-in-environment and the connections, interactions and communications
that occur between the person, his or her family, groups and communities and the broader
systemic environments wherein he or she is situated (Corey, Corey, Callanan & Russell
2014:398; Duerden & Witt 2010:110); Teater 2010:19, 24. The life model theory encourages
one to be curious about, “What is going on?” rather than “Why is it going on?”. With more
information and understanding one can concentrate on ‘what’ needs to be changed’ rather
than ‘who’ should be changed. (Gitterman & Germain 2008:54).

The life model theory does not focus on the individual's development as does
Bronfenbrenner’s bioecological systems theory. It rather explains the person’s experiences of
trying to fit into the complex environment in which he or she is situated, hence referring to the
‘person-in-environment’ concept (Gitterman & Germain 2008:51). Instead of separating the

context wherein the individual operates into five categories, the life model theory concentrates
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on only three categories, namely the physical, social and cultural categories (Gitterman 2009;
Teater 2010:24; Teater 2014). Teater (2014) explains the physical environment as the context
that represents the natural world in which the individual lives which includes the man-made
buildings and infrastructures that people need. Social environments represent the person’s
relationships and interactions with his or her friends, family and social and community links.
Individuals may be linked to or be a member of different organisations. Societal structures
control people. They regulate how they are organised politically, legally and economically
(Gitternan 2009). The cultural dimension of the ecological system refers to the norms, values
beliefs and language that shape a persons’ outlook, perspectives and expectations (Gitterman
2009). There are many factors and dynamics situated in these three different contexts that
affect the person positively or negatively. The intention of the life model theory is to enable
social workers to assess and intervene when the interactions between individuals and their

contexts are stressful (Gitterman & Heller 2010:205).

Several person-in-environment concepts coined by Germaine and Gitterman (1976:605) and
Teater (2010) are pertinent to this study, including person-in-environment fit, adaptations,
stressors, coping measures, relatedness, self-esteem, autonomy, and coercive power. Clarity
about these concepts is needed to deepen the interpretations of participants’ meanings of
working in multidisciplinary teams in the state hospitals in the Waterberg District (Gitterman &
Heller 2010:205).

Person-in-environment fit: A person or a collective group’s perceptions of how their physical,
intellectual, emotional and motivational strengths and limitations, environmental resources
(family, social networks, organisations and physical space) help them to manage their life
tasks and or challenge(s) are indicative of their ‘person-environment fit' (Gitterman & Heller
2010:205; Teater 2014). When a person is allocated roles or activities they perceive to fit’ with
their true selves, he or she experiences a good person-environment fit (Duerden & Witt
2010:108). A person’s requirements, rights, purposes and capacities must be compatible with
his or her physical and social contexts (which include culture and history) for him or her to
experience a good person-environment fit (Teater 2010:26). A person will experience his or
her daily life stress according to his or her perceptions of the level of fit between him or herself
and the personal and environmental resources available to him or her (Gitterman & Heller
2010:205). When the person perceives that he or she and his or her environment are
compatible, the person’s potential for personal growth and mastery is freed (Gitterman & Heller
2010:205; Gitterman & Germain 1976:605). If the person’s perceptions of the availability of

personal and environmental resources are negative, the person experiences stress (Gitterman
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& Heller 2010:205; Teater 2010:26). The person’s ‘person-in-environment fit' is rated on a

continuum of ‘favourable’, ‘minimally sufficient’, or ‘unfavourable