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SUMMARY 

Candidate:  Michelle Joubert 

Degree:  MA (Sport and Recreation Management) 

Title of Dissertation: Impact of current sport and recreation policy in South 

Africa on the provision of sport and recreation 

opportunities for persons with disabilities in 

marginalised communities 

Study leader: Dr. Engela van der Klashorst  

 

Research has shown that participation in sport and recreation is beneficial in 

numerous ways. Some of these benefits include physical and health benefits; 

behavioural and social benefits; cognitive benefits and psychological benefits. 

However, barriers to physical activity participation for persons with disabilities exist. 

Sustainable sport and recreation interventions have the potential to address and 

eliminate various barriers to physical activity participation for persons with 

disabilities.  

Current service provision approaches for persons with disabilities in Tshwane focus 

on individual treatment of disabilities and excludes most disabled individuals. 

Expanding individual intervention to community intervention will ensure the 

inclusion in physical activity participation in marginalised communities such as 

Mamelodi. A great number of potential participants are excluded from interventions 

as marginalised communities are at risk of fragmented interventions. The social and 

environmental context in middle and higher socioeconomic communities allow for 

participation as opposed to lower socioeconomic communities. South African 

policies associated with sport and recreation participation for persons with 

disabilities do not allow for continuous participation in sport and recreation 

intervention programs as it is inadequate and is not applied in marginalised 

communities like Mamelodi. 

The overall aim of the study was to evaluate sport and recreation service delivery for 

persons with disabilities in the marginalised community of Mamelodi using a socio 

ecological approach as a theoretical lens.  

This study utilised a qualitative approach to ask the research question: How can a 

socio ecological approach to sport and recreation service delivery for persons with 
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disabilities in the marginalised community of Mamelodi assist in providing a more 

comprehensive application of policy? 

Results of the study included the limitation of sport and recreation participation 

opportunities for persons with disabilities present in marginalised communities such 

as Mamelodi. Despite the described inclusion of persons with disabilities in policies 

such as the National Sport and Recreation Plan (2012), sport and recreation 

participation opportunities remain nonexistent.  

The conclusion of the study confirmed that policies related to sport and recreation 

participation for persons with disabilities in South Africa are not implemented on 

community level despite its existence.  

The study concludes by recommending that the lack of sport and recreation service 

delivery for persons with disabilities can, and should, be addressed through the use 

of a socio ecological approach. 

 

 

Key Words: Community; Disability; Impairment; Inclusion; Policy; Sport and 

Recreation Interventions 
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Navorsing het getoon dat deelname aan sport en rekreasie op talle maniere voordelig 

is. Van hierdie voordele sluit in fisiese en gesondheidsvoordele; gedrags- en sosiale 

voordele; kognitiewe voordele en sielkundige voordele. Daar is egter hindernisse vir 

fisieke aktiwiteit deelname van persone met gestremdhede. Volhoubare sport- en 

rekreasie intervensies het die potensiaal om verskeie hindernisse vir fisieke 

aktiwiteitsdeelname vir persone met gestremdhede aan te spreek en uit te skakel. 

Huidige diensverskaffingsbenaderings vir persone met gestremdhede in Tshwane 

fokus op individuele behandeling van gestremdhede en sluit die meeste gestremde 

individue uit. Uitbreiding van individuele intervensies na gemeenskapsintervensie 

sal verseker dat insluiting in fisieke aktiwiteit deelname aan gemarginaliseerde 

gemeenskappe soos Mamelodi beskikbaar word. 'n Groot aantal potensiële 

deelnemers word van intervensies uitgesluit aangesien gemarginaliseerde 

gemeenskappe die risiko loop van gefragmenteerde intervensies. Die sosiale en 

omgewingskonteks in middel- en hoër sosio-ekonomiese gemeenskappe maak 

voorsiening vir deelname, anders as laer sosio-ekonomiese gemeenskappe. Suid-

Afrikaanse beleid wat verband hou met sport- en rekreasie deelname vir persone met 

gestremdhede, maak nie voorsiening vir deurlopende deelname aan sport- en 

rekreasie-intervensieprogramme nie, aangesien die beleid onvoldoende is en nie in 

gemarginaliseerde gemeenskappe soos Mamelodi toegepas word nie. 

Die algemene doel van die studie was om sport- en rekreasie dienslewering vir 

persone met gestremdhede in die gemarginaliseerde gemeenskap van Mamelodi te 

evalueer deur 'n sosio-ekologiese benadering as teoretiese lens te gebruik. 

Hierdie studie het 'n kwalitatiewe benadering aangewend om die volgende 

navorsingsvraag te vra: Hoe kan 'n sosio-ekologiese benadering tot sport- en 
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rekreasie dienslewering vir persone met gestremdhede in die gemarginaliseerde 

gemeenskap van Mamelodi help om 'n meer omvattende toepassing van beleid toe te 

pas? 

Uitslae van die studie sluit in die beperking van sport- en rekreasie-deelname 

geleenthede vir persone met gestremdhede wat in gemarginaliseerde gemeenskappe 

soos Mamelodi voorkom. Ten spyte van die omskrywing van persone met 

gestremdhede in beleide soos die Nasionale Sport- en Rekreasieplan (2012), bly 

sport- en rekreasie-deelname geleenthede onbestaanbaar. 

Die gevolgtrekking van die studie het bevestig dat beleide wat verband hou met 

sport- en rekreasie-deelname vir persone met gestremdhede in Suid-Afrika nie op 

gemeenskapsvlak geïmplementeer word ten spyte van sy bestaan nie. 

Die studie sluit af met die aanbeveling dat die gebrek aan sport- en rekreasie 

dienslewering vir persone met gestremdhede moet aangespreek word deur die 

gebruik van 'n sosio-ekologiese benadering. 

 

 

Sleutelwoorde: Beleid; Gemeenskap; Gestremdheid; Inkorting; Insluiting; Sport- en 

Rekreasie Intervensies 
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CHAPTER ONE 

1. INTRODUCTION, AIM, RESEARCH PROBLEM, AND 

SUMMARISED METHODOLOGY OF THE STUDY 

 

1.1 INTRODUCTION 

“When you judge someone based on a diagnosis, you miss out on their abilities, 

beauty and uniqueness.”  

-  (Unknown) 

 

Disability, often defined as an impairment, needs to be understood as a social and 

political issue rather than merely a medical issue (Oliver, 1998). Disability is 

regularly portrayed as a problem in body functions and structures, such as significant 

loss or deviation, as well as intellectual and cognitive dysfunctions (ICF-WHO, 

2001), and it is on the basis of this difference that persons with disabilities are 

excluded. 

Society places social restrictions on disabled individuals and set their standards for 

functional independence (Robertson & Long, 2008). If disabled individuals function 

‘below’ standards set by society, they are often portrayed as inferior. Disabled 

individuals have to survive in a community ‘system’ designed for what is seen as 

‘normal’ human beings. Society causes the greatest barriers to inclusion for persons 

with disabilities. Society, as a whole, tends to disregard the needs of disabled 

persons. Statistics indicate that over one billion people in the world live with 

disability (Rasmussen, Wiedemann, Kryger, Koenen, Trimmel & Boersma, 2015). 

Persons with disabilities still face considerable challenges despite international 

policy addressing equal rights and access to different opportunities and services. 

Many barriers for persons with disabilities exist. One of the greatest barriers to 

participation and inclusion is access. Buildings, programs and opportunities are 

inaccessible to disabled persons which contribute to exclusion. 

Participation in sport and recreation intervention programs is beneficial to persons 

with disabilities. Benefits derived from participation in a sport and recreation 

program include; enhanced quality of life, self-determination, feelings of belonging, 

various health benefits and improved self-image. The promotion of self-

determination should be an important aspect included in an intervention program. 
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Self-determination is the combination of skills, knowledge, and beliefs that enable a 

person to engage in goal-directed, self-regulated and autonomous behaviour 

(Algozzine, Browder, Karvonen, Test & Wood, 2001). 

Participation in sport and recreation interventions is strongly influenced by a 

country’s policy. Every country has its own unique policies regarding persons with 

disabilities. The National Sport and Recreation Plan (NSRP, 2012) put forth by the 

Department of Sport and Recreation, South Africa, comply with global legislation in 

theory. The NSRP (2012: 19) points out that it “paves the way to ensure that as 

many South Africans as possible have access to sport and recreation, especially 

those from previously disadvantaged communities.” The NSRP (2012) therefore 

indicates a focus on inclusion, accessibility and equitability. In all the activities, as 

outlined in the NSRP (2012), special emphasis is put on the inclusion, empowerment 

and promotion of government’s priority groups, namely the youth, the aged, women, 

rural communities and persons with disabilities (NSRP, 2012). However, application 

of policy in marginalised communities remains fragmented and application on grass 

root level seems to be lacking. 

The impact of legislation on participation opportunities in countries in which policy 

is implemented, for example, the United States of America’s Americans with 

Disabilities Act (ADA) are visible through the availability of opportunities for 

disabled persons on both community and national level. The Americans with 

Disabilities Act, for example, necessitate the inclusion of persons with disabilities in 

all services and programs provided as well as providing full and equal access to all 

facilities where services and programs are delivered (Robertson & Long, 2008). 

 

1.2 CLARIFICATION OF TERMINOLOGY 

In this study the following concepts need clarification: 

Active Recreation:  

The NSRP (2012) classifies active recreation as an activity with somewhat 

flexible rules where one competes against oneself or nature and is physically 

or mentally beneficial. 
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Ableism: 

Hehir (2002) describes Ableism as societal prejudice against persons with 

disabilities. Ableism is seen as discrimination in favour of able-bodied 

persons. 

Community: 

Defining community can be broken down into the sum of its parts – namely 

the ideas of geographical propinquity, communities of interest, and forms of 

common affective union (Blackshaw & Crawford, 2009). A locality or place 

such as a neighbourhood that includes relational interaction or social ties that 

draw people together (Duffy & Wong, 1996). In this study, community will 

refer to a collection of marginalised individuals drawn together by their 

exclusionary status (Van der Klashorst, 2014). 

Disability: 

The ICF- World Health Organization (2001) defines disability as activity 

limitations. It must be severe enough to interfere with activities of daily 

living (ADL) like eating and dressing, general education, employment, 

communication and mobility (ICF-WHO, 2001). This study will utilise the 

term disability as an umbrella term when referring to impairment. 

Impairment: 

The ICF- World Health Organization (2001) defines impairment as problems 

in body functions and structures, such as significant loss or deviation. 

Impairments include intellectual and cognitive dysfunctions (ICF-WHO, 

2001). An individual may look or perform differently from the societal or 

cultural norm, but this deviance is not considered a disability if the person 

can benefit from general education services, is employed with a sufficient 

salary to live without agency assistance, and does no harm to individuals or 

the environment (ICF-WHO, 2001). 

Inclusion: 

According to Rasmussen et al. (2015: 6) “inclusion is seen as a universal 

human right embracing all people irrespective of race, gender, (dis)ability, 

health, socio-economic status, etc. Inclusion means making room for all to be 

part of society, whether at the level of national law or at a local level for 
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example, in terms of how a game is organized or a lesson at school is 

taught.” 

Passive Recreation: 

Passive recreation is defined by the NSRP (2012) as an activity done in 

leisure time; is voluntary in participation; is not rule-bound; it is non-

competitive in nature; overlaps with other areas and is done purely for fun 

and enjoyment. 

Policy:  

Cairney (2012) defines policy as the sum total of government action, from 

signals of intent to the final outcomes.  

Sport: 

The word sport is derived from the Latin etymological root disportare, 

meaning ‘to carry away’ (Blackshaw & Crawford, 2009). The NSRP (2012) 

defines sport as physical exertion which is rule-bound; has an element of 

competition; holds external rewards; may be physically and mentally 

beneficial; has economic benefits; is casual or organised; is facility dependant 

and contributes to social outcomes. 

 

1.3 PROBLEM STATEMENT AND RESEARCH QUESTION 

According to Rasmussen et al. (2015) sustainable sport and recreation interventions 

have the potential to play a vital role in addressing the various barriers to physical 

activity participation of persons with disabilities in marginalised communities. 

Research has shown benefits including acquisition and mastering of new skills, 

developing self-awareness, building sustainable relationships, living an active and 

healthy lifestyle, active participation in society and psychosocial well being. 

Current approaches to service provision for persons with disabilities in Tshwane are 

aimed at the individual treatment of disabilities; however, this excludes most 

disabled individuals. The expansion of individual intervention to community 

intervention will facilitate the inclusion in physical activity of participation in 

marginalised communities. Marginalised communities are currently at risk of 

fragmented interventions, thereby excluding a great number of potential participants. 

Persons with disabilities living in middle and higher socioeconomic communities 
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have more available opportunities to participate as the social and environmental 

contexts provide for participation. 

Policies in terms of sport and recreation participation for disabilities in South Africa 

are inadequate as it does not provide for sustained opportunities in marginalised 

communities. Although the National Sport and Recreation Plan indicates a focus on 

the strategic objectives to assist with broadening the base of sport and recreation 

participation in South Africa, application in marginalised communities remains 

fragmented. 

Disability interventions require a holistic approach that reflects both the complexity 

of disabilities as well as the need for community level interventions. This study 

proposes a socio ecological approach to disability interventions in Tshwane and asks 

the question: How can a socio ecological approach to sport and recreation service 

delivery for persons with disabilities in the marginalised community of Mamelodi 

assist in providing a more comprehensive application of policy? 

 

1.4 AIMS AND OBJECTIVES 

The overall aim of this study is to evaluate sport and recreation service delivery for 

persons with disabilities in the marginalised community of Mamelodi using a socio 

ecological approach. 

The overall aim will be achieved through the following objectives: 

● To identify policies relating to disability sport and recreation provision in 

South Africa; 

● To determine actual service delivery in disability centres in the marginalised 

community of Mamelodi; 

● To recommend policy implementation alternatives based on a socio 

ecological approach. 

 

1.5 THEORETICAL FRAMEWORK 

This study will utilise the socio ecological theory as a framework from which to 

explore sport and recreation policy implementation as a potential impacting factor on 

the holistic well-being of persons with disabilities in marginalised communities. 
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Humpel, Owen & Leslie (2002) suggest that regular physical activity is strongly 

associated with better physical and psychological health outcomes, and the 

promotion of physical activity is now a high public health priority. To develop 

relevant policies and effective interventions, it is necessary to identify the factors 

that can be changed to influence physical activity behaviour (Humpel, Owen & 

Leslie, 2002). Humpel, Owen & Leslie (2002) classified such factors within seven 

domains: demographic and biological, psychological, cognitive and emotional, 

behavioural attributes and skills, social and cultural, physical environmental, and 

physical activity characteristics (perceived effort and intensity). The physical 

environment as an influencing factor is one of the least understood influences on 

physical activity and is a relatively new area of research. Policymakers and program 

providers are increasingly paying attention to the physical environment within which 

physical activity takes place. Applications of health behaviour theories to physical 

activity have identified roles for environmental influences, most often in terms of 

‘barriers,’ ‘facilitating conditions,’ or ‘contextual influences’. 

The interactions of environmental, personal and behavioural factors on physical 

activity are well explained by Bandura’s social cognitive theory (1986, cited in 

Humpel, Owen & Leslie, 2002). For each of the three sets of interacting factors the 

amount of influence exerted on different individuals, activities and circumstances 

differ for each factor. Bandura argues that when environmental attributes exercise 

powerful constraints on behaviour, they emerge as the overriding determinants. 

When it comes to physical activity, environmental attributes may be predominantly 

influential. Sallis and Hovell (1990, cited in Humpel, Owen & Leslie, 2002) 

developed a social cognitive model of physical activity behaviour, emphasising the 

role of environmental attributes, within a context where multiple determinants 

interact at several levels. ‘Ecological’ models of health behaviour provide accounts 

of the interaction of people with multiple levels of determinants within their physical 

and sociocultural environments (Humpel, Owen & Leslie, 2002). To capture the 

complexities of ecological frameworks, behaviour-specific models have been 

identified. Applied to physical activity, such models aim to provide an integrated 

account of the complex patterns of possible determinants (Humpel, Owen & Leslie, 

2002). 

Disability ideology consists of a shared interpretative framework widely used to 

classify people as able or disabled, identify the origin of disability and recommended 

how to adapt to it (Coakley & Burnett, 2009). According to Coakley & Burnett 



19 

 

(2009) the dominant ‘disability ideology’ in many cultures today is organised around 

three major ideas and beliefs: Firstly, people can be classified as able-bodied or 

disabled (or ‘differently abled,’ to be politically acceptable). Secondly, disability 

exists when a physical or mental impairment interferes with a person’s ability to 

function ‘normally’ in everyday life. And lastly, disability creates special needs that 

are best treated with a medical or technological ‘fix’, the care of experts, and 

adaptive strategies to deal with the challenge of being impaired or relatively 

disabled. 

Ableism involves the perception that being able-bodied is normal and essential for 

self-sufficiency as opposed to being disabled, subnormal and incapable of fully 

participating in physical daily activities. The use of a disability ideology leads to the 

stigmatisation, patronisation, pathologizing and pitying of those who do not meet 

particular standards of physical or intellectual ability due to a personal impairment. 

Social organisation and social marginalization of persons with disabilities are caused 

by the use of the disability ideology and Ableism perspective and these individuals 

are often segregated from those assumed to be able-bodied. Coakley and Burnett 

(2009: 18) emphasize this difference in perception by saying that “variations across 

all physical and intellectual abilities are a normal part of human life, but disability 

ideology and Ableism obscure this fact and prevent us from realistically dealing with 

ability differences across many different situations.” 

Defining disability as resulting from an interaction between the person with 

impairments and her or his environment means that barriers to participation are 

wider than simply those connected with the person’s condition (Rasmussen et al. 

2015). Various barriers have been identified in research including physical, 

attitudinal and institutional barriers. The environment can furthermore act as a 

contributory disabling factor. This may include physical, attitudinal and institutional 

factors which not only impact on opportunities for participation but also affect how 

opportunities are perceived by persons with disabilities. 

Lack of access to facilities and transportation, poor lighting in public spaces or poor 

communication all lead to physical barriers for persons with disabilities. Physical 

barriers not only serves as a hindrance in activities of daily living, but also prevents 

participation in sport and recreation opportunities. Attitudinal barriers such as 

ignorance and prejudice surrounding disability that leads to marginalization and 

stigma can severely undermine the psychosocial well-being of persons with 

disabilities (Rasmussen et al. 2015). Limited opportunities for participation in 
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physical activity can lead to depression, low self-esteem and feelings of low self-

worth. Access to employment, social interaction and education are all affected by 

these feelings due to the influence it has on the empowerment and efficacy of 

disabled persons. Institutional barriers such as the lack of provision of services or 

problems with funding or not applying standards and policies can also affect the 

opportunities and choices persons with disabilities have to fully participate in society 

(Rasmussen et. al. 2015). 

Research has lead to a greater understanding of disabilities. Technical and economic 

opportunities are increasing in many parts of the world. International and state law 

have been put in place to ensure the rights of disabled persons. However, in spite of a 

great amount of research, persons with disabilities are often among the most 

marginalised in low resource settings, even though they have the same rights to 

participate in all spheres of life – in family life, at school, in the workplace or in 

politics (Rasmussen et al. 2015). The United Nations Convention on the Rights of 

Persons with Disabilities (CRPD) (2008, cited in Rasmussen et al. 2015) states that 

no-one should be limited in their social and economic opportunities. 

Some of the greatest challenges persons with disabilities face include lack of access 

to health services, education and employment. This also includes limited 

opportunities to live independent lives. Decisions with regards to social activities, 

education, jobs and other services are made on behalf of persons with disabilities due 

to legal authority carers may have over disabled persons. This may lead to exclusion 

and marginalisation. Carers may also take informal charge because they fail to 

realise the degree of capability the person with a disability might have. Persons with 

disabilities may feel that they have no power or say over their own lives which may 

also lead to feelings of incompetence. 

Policy in the United States of America such as the Americans with Disabilities Act 

(ADA), for example, require that private and public organizations include persons 

with disabilities in all aspects and areas of services provided and amenities offered, 

and also to provide full and equal access to all services and programs (Robertson & 

Long, 2008). In South Africa, the strategic focus of the National Sport and 

Recreation Plan (NSRP, 2012) is to reconstruct and revitalize the delivery of sport 

and recreation towards building an active and winning nation that equitably improves 

the lives of all South Africans. The NSRP include 3 core pillars of implementation; 

active nation, winning nation, and enabling environment (NSRP, 2012). To build an 

active nation the NSRP (2012) specifically focuses on the following strategic 
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objectives to assist in broadening the base of sport and recreation in South Africa. 

Firstly, to improve the health and well-being of the nation by providing mass 

participation opportunities through active recreation; secondly, to maximize access to 

sport, recreation and physical education in every school in South Africa; and lastly, 

to promote participation in sport and recreation by initiating and implementing 

targeted campaigns. 

Long term participant development plans include, among others the physical, mental, 

emotional, and cognitive development of athletes within the entire sports 

development continuum, including athletes with a disability (NSRP, 2012). The 

NSRP (2012: 12) states that “in all the activities, as outlined in the NSRP, special 

emphasis is put on the inclusion, empowerment and promotion of government’s 

priority groups, namely the youth, the aged, women, rural communities and persons 

with disabilities” The NSRP outlines core values of accessibility and equitability. 

Sport and recreation should be freely available to all regardless of economic status, 

gender race, geographical location, ability, disability or language. Every individual 

should also have an equal opportunity to make for him/herself the life that he/ she is 

able and wishes to have, consistent with his or her duties and obligations as a 

member of society without being hindered in or prevented from doing so by 

discriminatory practices (NSRP, 2012). 

 

1.6 RESEARCH METHODOLOGY SUMMARY 

1.6.1 Research Design 

The study will adopt a qualitative research design. Qualitative research provides the 

researcher with an approach to explore and delve into the meaning that individuals or 

groups assign to a social problem (Creswell, 2009) such as the participation with a 

disability. Creswell (2013) describes qualitative research as a methodology in which 

the researcher starts with certain assumptions and a theoretical framework that 

informs the study of a specific research problem. The purpose of qualitative 

methodology is to describe and understand, rather than to predict and control 

(MacDonald, 2012). A proper understanding of policy and the implications of the 

policy that fuel current practices can only be achieved through the in-depth 

examination of services provided in marginalised communities. Qualitative research 

is especially appropriate for this study because it is well suited for the task of 

representing groups outside the mainstream (Ragin & Amoroso, 2011 cited in Van 

der Klashorst, 2014).  



22 

 

 

1.6.2 Research Population 

1.6.2.1 Research Sample 

This study will include three organizations and institutions based in Mamelodi that 

provides care to persons with disabilities. Study participants will include managers 

as well as staff members of the below-mentioned organizations and institutions. 

These organizations include: 

● Bophelong Centre for the Disabled 

● Tshegofatsong Special School 

● Alfa and Omega Special Care Centre 

1.6.2.2 Sampling Method 

This study will utilise purposive sampling in which participants will be chosen on 

the basis of the specific experience or knowledge or information possessed (Gratton 

& Jones, 2010). Participants are selected on their knowledge and expertise of 

disabilities. 

 

1.6.3 Data Collection 

Data collection will be done through semi-structured interviews with the managers 

and staff of the identified disabled facilities in Mamelodi. Data collection will also 

be done through documentary analysis.  

1.6.3.1 Semi-structured interviews 

Interviewing is an engaging form of inquiry in which a researcher attempts to elicit 

information from the respondent through direct questioning (MacDonald, 2012). 

Individuals develop subjective meanings of their experiences which results in a 

complex and varied explanation of a social reality (Van der Klashorst, 2014). 

Interviewing is ideal for the collection of data regarding human perceptions and 

experiences. The goal of utilising a qualitative research design is to provide an 

opportunity to understand the complexity of views rather than to narrow meanings to 

a few categories (Creswell, 2009). 
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1.6.3.2 Documentary analysis 

Documentary sources include policy documentation. The non-reactive nature of 

documentary sources is useful in researching sensitive issues and providing access to 

a rich source of data, as it can be categorised as cultural constructions (Clark, 

Flewitt, Hammersley & Robb, 2014). Documentary sources used in this study are 

available in the public domain and could, therefore, be consulted without the need to 

obtain informed consent (Creswell, 2013). 

 

1.6.4 Data Analysis 

This study will utilise an objective based data analysis approach. All recorded 

interviews and documentary sources will be transcribed into rich text format and 

coded according to the following themes: 

• Policies related to disability sport and recreation provision in South Africa. 

• Application of policies related to persons with disabilities in organizations 

and/ or the community. 

• Actual service delivery in disability centres in Mamelodi. 

• Access to sport and recreation interventions in Mamelodi. 

• Policy implementation alternatives based on a socio-ecological approach. 

 

1.7 ETHICAL ASPECTS 

Ethical clearance for this study will be obtained through the University of Pretoria’s 

ethical committee. Participation will be voluntary for all participants. Informed 

consent from all participants will be obtained before any participation takes place. 

Confidentiality will be maintained throughout this study.  

The ethical aspects included in the study are voluntary participation; informed 

consent; no harm or risks to participants; and privacy. 

 

1.7.1 Voluntary Participation 

Participants in the study will not be compelled, coerced or forced to participate. 

(Mcmillan & Schumacher, 2010; Gratton & Jones, 2010).   
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1.7.2 Informed Consent 

Consent will be obtained by asking participants to sign a letter of informed consent 

that indicates an understanding of the research and consent to participate (Mcmillan 

& Schumacher, 2010; Gratton & Jones, 2010). Participants will be informed of the 

research aims of this study. All participants will have an opportunity to terminate 

participation at any time. Full disclosure of any possible risks linked to this study 

will also be provided to all participants. 

 

1.7.3 No Harm or Risks to Participants 

Participants will not be forced to reveal information that may result in 

embarrassment or danger to home life, school performance, friendships, and the like, 

as well as direct negative consequences (Mcmillan & Schumacher, 2010; Cresswell, 

2013). This research study will prevent any harm, injury or discomfort to its 

participants.  

 

1.7.4 Privacy 

Privacy of all research participants will be maintained and protected. The researcher 

will ensure privacy by using confidentiality and the appropriate storing of data 

(Gratton & Jones, 2010).  

1.7.4.1 Confidentiality 

No data will be linked to any individual by name. Code names will be made use of 

for all individual participants. Only the researcher will have access to individual 

data.  

1.7.4.2 Storage of Data 

All data linking a participant to a response will be destroyed to ensure the protection 

of participant identity. Any storage of data will be done in a safe manner. Data will 

be stored by the Department of Biokinetics, Sport and Leisure Sciences for a period 

of 15 years. 
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1.8 CHAPTER CONCLUSION 

Chapter One provided an overview of the research problem, methodology as well as 

an overview of the literature related to the topic. Chapter Two will explore how 

disabilities are classified and defined. 
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CHAPTER TWO 

2. DISABILITY DEFINED AND CLASSIFIED 

 

2.1 INTRODUCTION 

Chapter One provided an introduction and contextualisation of the study. Chapter 

Two will focus on how disability is defined as well as the classification thereof. It 

will start by defining disability. 

 

2.2 DISABILITY DEFINED 

Disabilities can be defined both from a social and medical perspective. A person is 

therefore defined by what is perceived to be medically or socially different than to 

what is seen as normal. Two proposed models that conceptualise disability exist 

within the study of disabilities: the medical model and social model. A third model, 

incorporating a medical and social understanding of disabilities, the Biopsychosocial 

model exists. 

 

2.2.1 Medical understanding of disabilities 

Leonardi, Bickenbach, Ustun, Kostanjsek & Chatterji, (2006: 1220) defines 

disability as “a state of decreased functioning associated with disease, disorder, 

injury, or other health conditions, which in the context of one’s environment is 

experienced as an impairment, activity limitation, or participation restriction.” 

Disabilities are often described as impairments. It is however important that a clear 

distinction between disability and impairment must be made. The WHO (2002) 

makes this distinction by identifying disability as dysfunctioning at one or more of 

the following levels: 1) impairments, 2) activity limitations and 3) participation 

restrictions. “Disability is an umbrella term for impairments, activity limitations and 

participation restrictions” (WHO, 2002: 2).  

The WHO (2002: 8) describes the medical model “as perceiving disability as a 

feature of the person, directly caused by disease, trauma or other health conditions, 

which requires medical care provided in the form of individual treatment by 

professionals.” Issues regarding disability within this model are addressed from a 

medical perspective through the use of medical treatment or other interventions. 
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The International Classification of Functioning, Disability and Health - World 

Health Organization (ICF-WHO, 2001) provides the following distinction between 

disability and impairment: a disability can be conceptualised as activity limitation 

whereas impairment is conceptualised as problems in body functions and structures, 

such as significant loss or deviation. Impairments include intellectual and cognitive 

dysfunctions (ICF-WHO, 2001). However, it will only be seen as a disability if it is 

severe enough to interfere with activities of daily living (ADL) including eating and 

dressing, general education, employment, communication and mobility (ICF-WHO, 

2001). An individual may look or perform differently from the societal or cultural 

norm, but this deviance is not considered a disability if the person can benefit from 

general education services, is employed with a sufficient salary to live without 

agency assistance, and does no harm to individuals or the environment (ICF-WHO, 

2001). 

 

2.2.2 Social understanding of disabilities 

The social model of disability is described by the WHO (2002: 9) “as a socially 

created problem and not an attribute of an individual” (WHO, 2002: 9). The social 

model views problems as created by an unaccommodating physical environment 

which is brought about by attitudes and other features of the social environment 

(WHO, 2002). To address problems regarding disability a political response is 

required.   

Davis (2013) explains that, in order to understand the disabled body from a social 

perspective, it is crucial to keep the concept of what is perceived as the norm, or 

what is referred to as a normal body in mind. Davis (2013) explains the foundation 

on which definitions of ‘normal’ and ‘disabled’ are often based. According to Davis 

(2013), most human beings strive to be normal as we live in a world that is based on 

norms. People rank, and are ranked, on the basis of this conceptual line into 

categories ranging from sub-normal to above-average. Not deviating from, 

conforming to or not different from are all ways to describe the term ‘normal.’ A 

disabled person is seen as different as they deviate from, or do not conform to the 

norm set by society. 

According to Borsay (2004), disability can be viewed as a social construct, where the 

level of one’s ability in society is dependent on the culture within which the disabled 

person lives. “Traditionally, disability was viewed as a personal trouble and a 

medical condition” (Borsay, 2004: 3). Any deviation from what is considered as the 
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norm is seen as a misfortune of a tragic loss (Borsay, 2004). The social model was an 

alternative to the medical model in that it provided a new way of studying the 

disability experience. The way ‘normalcy’ is described may give rise to the problems 

that individuals with disabilities face (Davis, 2013).  

Society, according to Davis (2013) seems to have an inherent desire to compare 

themselves to others. This gives rise to the notion that some concept of a norm must 

have always been present. The author explicates that “the idea of a norm is less a 

condition of human nature than it is a feature of a certain kind of society” (Davis, 

2013: 1). A norm “implies that the majority of the population must or should 

somehow be part of the norm” (Davis, 2013: 3). When a person falls outside a 

certain societal norm, they are seen as deviant or deviating from the norm. When it 

comes to disability, persons with disabilities fall outside a societal norm. Therefore, 

they are perceived as deviants.  

Disability was historically perceived differently from the way it is perceived now. 

Davis (2013) emphasize that the social process of ‘disabling’ came about during the 

industrialisation period. Attached to this process was a set of practices and 

discourses linked to late eighteenth and nineteenth-century notions of nationality, 

race, gender, criminality and sexual orientation.   

When used independently, these two models can be viewed as inadequate even 

though both are partially valid when used separately. Disability is complex in nature. 

According to the (WHO, 2002: 9) disability presents a dual problem: on the level of 

an individual’s body as well as on a social level: “Disability is always an interaction 

between features of the person and features of the overall context in which the 

person lives, but some aspects of disability are almost entirely internal to the person, 

while another aspect is almost entirely external.”   

 

2.2.3 Biopsychosocial model 

A more plausible model would be one that is a combination of the medical and social 

model. The ICF-WHO is based on the biopsychosocial model, a model that is based 

on both the medical and social model. Porter and Van Puymbroeck (2007) explain 

that the term ‘biopsychosocial’ indicates the interaction between the biological 

aspects with the psychological and social environment of the individual. “ICF-WHO 

provides, by this synthesis, a coherent view of different perspectives of health: 
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biological, individual and social” (WHO, 2002: 9). Diagram 2.1 represents the 

model of disability that forms the basis for the ICF-WHO: 

 

Diagram 2.1 Biopsychosocial Model of disability (WHO, 2002: 9) 

As illustrated by the diagram, disability and functioning are outcomes of interactions 

between health conditions (disorder, disease or injury) and contextual factors 

(environmental factors and personal factors) (WHO, 2002). The ICF was strongly 

influenced by the social model as it recognises how the social environment can 

aggravate a person’s disability if society does not adapt to it. External environmental 

factors include architectural characteristics, social attitudes, climate, legal and social 

structures. Internal personal factors include age, gender, coping mechanisms, 

education, social background, experience and overall behaviour. The diagram 

demonstrates three levels of human functioning as classified by the ICF-WHO: 1) 

functioning at the level of body or body part, 2) the whole person and 3) the whole 

person in a social context (WHO, 2002). The WHO (2002) notes that disability, 

therefore, involves the dysfunctioning at one or more of the following levels: 1) 

impairments, 2) activity limitations and 3) participation restrictions (Porter & Van 

Puymbroeck, 2007). 

 

2.3 TYPES OF DISABILITIES 

The word ‘disability’ is a collective noun that is used for a variety of mental and 

physical disabilities. Disabilities are therefore classified as either a mental or 

physical disability, however, areas such as sport and education often have a separate 
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classification that assists in categorisation and participation in that area. Disabilities 

can further be categorised in terms of extent and permanency (Barron, 2001) as 

illustrated in Figure 2.1. 

 

 

Figure 2. 1 Extent and permanency of disability 

 

2.3.1 Mental disabilities 

Mental disabilities include cognitive, emotional and sensory disorders, for example 

mental retardation, Alzheimer’s disease and mental illness (Durstine, Painter, 

Franklin, Morgan, Pitetti & Roberts, 2000). 

 

2.3.2 Physical disabilities 

Physical disabilities can be the result of a genetic disorder, for example when a 

person is born without a limb; a traumatic injury to the central nervous system, for 

example Quadriplegia; or of a medical condition such as a Stroke, Multiple 

Sclerosis, Spina Bifida and Muscular Dystrophy (Durstine et al. 2000; Law, King, 

King, Kertoy, Hurley, Rosenbaum, Young, & Hanna, 2006). Durstine et al. (2000) 

further include the deaf and hard of hearing as well as persons with a visual 

impairment under physical disabilities. 

 

2.3.3 Levels of disability 

There are five levels of disability namely Quadriplegia (also known as Tetraplegia), 

Paraplegia, Diplegia, Triplegia and Hemiplegia:  
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● Quadriplegia or Tetraplegia is paralysis in all four limbs, the trunk and 

may also affect organ functions like respiration, blood pressure and 

temperature regulation;  

● Paraplegia includes paralysis of the lower limbs. Involvement of the trunk 

and organ functions may also be present or affected, depending on the level 

of damage or the extent of the paralysis;  

● Diplegia is a paralysis of corresponding parts on both sides of the body that 

typically affects the legs more severely than the arms;  

● Triplegia is paralysis of three limbs;  

● Hemiplegia involves loss of sensation in either the right or the left side of the 

body.  

 

In some cases, more than one disability or impairment may be prevalent 

concurrently. Usually, disability and impairment coincide, where an impairment (a 

problem in body function) is severe enough to interfere with activities of daily living, 

in which case it becomes a disability. According to Dudzik, Elwan and Metts (2000: 

8) “impairment (caused by a disease or disorder) can result in a disability.” The 

authors provide the following example: “polio (a disease) can cause paralysis (an 

impairment); this, in turn, can result in limiting a person’s mobility (a disability), 

which can lead to a person’s inability to secure employment” (Dudzik, Elwan & 

Metts, 2000: 8). 

 

2.4 CAUSES OF DISABILITY 

The causes of disability are vast. Dudzik, Elwan and Metts (2000) articulate that 

when looking at causes of disability, one must draw a distinction between direct 

causes - proximate determinants - of impairment, such as congenital causes; 

disabling diseases; accidents and injuries; and indirect factors, many of which are 

linked to poverty. 

 

2.4.1 Direct causes of disability 

One of the leading causes of disability is accidents resulting in disabling injuries. 

Road traffic accidents are the most common resulting in disabling injuries. Another 

common cause of disabling injuries is work-related accidents (Dudzik, Elwan & 

Metts, 2000). 
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2.4.2 Indirect factors contributing or resulting in disability 

WHO (1981, cited in Dudzik, Elwan & Metts, 2000) emphasises that the major 

causes of disabling impairments in developing countries are malnutrition, 

communicable diseases, low quality of perinatal care, and accidents (including 

violence). The authors (Dudzik, Elwan & Metts, 2000: 16) further states that “causes 

of disability, which may vary greatly within and between countries, are affected by 

level of development, standards of public health services, age structure, and 

lifestyle.”  

Disability due to communicable disease, malnutrition and injury is associated with 

poverty. Communicable diseases like poliomyelitis (commonly known as polio), 

trachoma, leprosy and measles are more prevalent in developing countries. The 

spread of these diseases may be due to inadequate sanitation. Malnutrition not only 

increases susceptibility to other disabling diseases but may also be a direct cause of 

disability. “Micronutrient deficiencies can have severe direct consequences; for 

example, lack of vitamin A can cause eye disorders and even blindness” (Dudzik, 

Elwan & Metts, 2000: 17). UNICEF (1998, cited in Dudzik, Elwan & Metts, 2000) 

also links impaired intellectual development to child malnutrition. Workers from 

developing countries are required to work in more physically-demanding labour 

environments, which make them more prone to accidents leading to injuries as 

opposed to workers from high-income countries. Furthermore, lack of proper, timely 

health care and rehabilitation services often worsen disease outcomes (Dudzik, 

Elwan & Metts, 2000). This causes impairments to turn into chronic disabilities.  

 

2.5 ICF-WHO AS CLASSIFICATION 

This study will utilise the World Health Organization’s International Classification 

of Functioning, Disability and Health (ICF-WHO) conceptualisation. This 

Classification “provides a consistent and complete conceptualisation of disability” 

(ICF-WHO, 2001; WHO, 2006; Ustun et al. 2003 as cited in Leonardi et al. 2006: 

1220). 

A cross-culturally applicable classification system was created by the WHO in a 

pursuit to create standardized terminology and to provide a conceptual framework 

(Bornman, 2004). “In the 1980s the ‘International classification of impairment, 

disability and handicap’ (ICIDH) was developed and widely used, followed by a 
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revision of the classification towards the end of the 1990s resulting in the 

‘International classification of functioning, disability and health’ (ICF-WHO) which 

was formally endorsed in May 2001” (Bornman, 2004: 182). The ICF is now 

accepted globally and is used in many health-care settings, social services and 

organisations (Howard, Browning & Lee, 2007). 

 

2.5.1 The purpose of ICF-WHO 

The International Classification of Functioning, Disability and Health, known as 

ICF-WHO, provide a standard language and framework for the description of health 

and health-related states (WHO, 2002). The ICF-WHO is a multipurpose 

classification of health and health-related domains and is a valuable tool that could 

be made use of in different sectors. The ICF-WHO describes an individual's level of 

capacity (what they can and cannot do in their environment), their level of 

performance (what they actually do in their environment), as well as changes in body 

function and structures. Two lists are utilised to classify these domains from body, 

societal and individual perspectives: a list of body functions and structures, and a list 

of domains of activity and participation (WHO, 2002). ICF-WHO also lists 

environmental factors that interact with all these components: “In ICF-WHO, the 

term functioning refers to all body functions, activities and participation” (WHO, 

2002: 2). 

The ICF-WHO is used as a versatile tool to measure functioning in society 

regardless of one’s disability or impairment. The ICF-WHO serves as framework to 

organise information (Perenboom & Chorus, 2003). The ICF-WHO is designed to 

have a much broader area of use than traditional classifications of health and 

disability (WHO, 2002). The ICF-WHO focuses on health and functioning rather 

than on disability (WHO, 2002; Perenboom & Chorus, 2003). Previously, disability 

began where health ended; once you were disabled, you were in a separate category 

(WHO, 2002). A shift away from this old way of thinking is prevalent. ICF-WHO 

puts the notions of ‘health’ and ‘disability’ in a new light (WHO, 2002). The ICF-

WHO acknowledges that disability is not something that happens to only a minority 

of humanity and that every human being can experience a decrement in health and 

thereby experience some disability (WHO, 2002). “ICF-WHO thus ‘mainstreams’ 

the experience of disability and recognises it as a universal human experience” 

(WHO, 2002: 3). Impact rather than the cause is focused on. This allows all health 
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conditions to be equally compared using a common metric (the ‘ruler’ for health and 

disability).  

Porter & Van Puymbroeck (2007: 47) explains that the ICF-WHO “reflects a 

universal, integrative, and interactive approach to functioning, disability, and 

health.” The aim of the ICF-WHO as global model is to provide classifications of 

health and functioning while at the same time allowing for a holistic approach to 

well-being (Porter & Van Puymbroeck, 2007). The ICF-WHO aims to provide a 

common language for the use across different disciplines. The following quotation is 

an excellent description of what the WHO is trying to attempt: “A commonly used 

term, globalization refers to the development of a new global consciousness that is 

based on changing conceptions of reality” (Harris & Seid, 2004; Robertson, 1992, 

cited in Howard, Browning & Lee, 2007). This is illustrated in the ICF-WHO’s four 

primary aims (Howard, Browning & Lee, 2007). The four aims are as follows:  

1. to provide a scientific basis for understanding and studying health and health 

outcomes;  

2. to establish a common language for describing health in order to improve 

communication at all levels of health and society;  

3. to permit comparison of data across countries, health care disciplines, health-

related services;  

4. to provide a systemic coding scheme for health information systems” (ICF-

WHO, 2001: 5 as cited in Howard, Browning & Lee, 2007: 62). 

 

The future application of the ICF-WHO (2001) is presented by Browning, Howard 

and Lee (2007) as: 

1. A statistical tool for the collection and recording of data; 

2. A research tool to measure outcomes and quality of life or environmental 

factors; 

3. A clinical tool during assessment or, as assistance in matching treatments 

with a person’s health condition; 

4. A social policy tool when designing grant and compensation systems; 

5. An educational tool to raise awareness and facilitate social action to better 

society and its individuals. 
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Bornman (2004) emphasises the use of the ICF in intervention as positive as it: 

1. Emphasises the strength of individuals with a disability by focusing on the 

participation of each in their specific environment. It describes 

comprehensively both the barriers and the facilitators that either restrict or 

facilitate interaction with others; 

2. Assists persons with disabilities to participate more through the provision of 

interventions that are aimed at enhancing the competencies of the individual 

this is done by removing the barriers and increasing the facilitators; 

3. Focuses on the broader environmental factor of social inclusion that allows 

for a change in societal attitudes towards disability. It informs and as result 

change the social environment; 

4. Provides a measurement on which the environmental and personal factors 

that may obstruct participation can be measured. This serves as an indication 

that can provide information to plan interventions. 

5. Determines whether a specific intervention has been effective as it 

determines the impact of interventions on all three levels: the impact on body 

function and structure; the impact on activity level; and, the impact on the 

participation level. 

 

2.5.2 ICF-WHO as International Classification of Functioning, Disability and 

Health 

The International Classification of Functioning, Disability, and Health (ICF-WHO) 

is a revision of International Classification of Impairment, Disabilities and 

Handicaps (ICIDH) developed by the World Health Organization (Porter & Van 

Puymbroeck, 2007). To describe the consequences of health, the WHO created the 

International Classification of Impairment, Disabilities and Handicaps (ICIDH) in 

1980. In 1997 - 1999 the ICIDH was revised and was newly referred to as the 

International Classification of Functioning, Disability, and Health (ICF-WHO). The 

ICF-WHO was supported and approved by the 54th World Health Assembly on May 

22, 2001 for the purpose of international use.  

The ICF-WHO is a global model representing functioning and disability. It has 

undergone considerable field-testing and cross-cultural development (Leonardi et al. 
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2006). Porter & Van Puymbroeck (2007: 48; WHO, 2001) points out that “the ICF-

WHO has been tested for cultural applicability in over 50 countries at a variety of 

United Nations-affiliated organizations and was developed by a consensus of 652 

people from 18 countries over seven years.” 

The ICIDH was criticised for its strong association with the medical model rather 

than the social model (Bornman, 2004). It was also criticised for its “internal 

inconsistencies and lack of clarity of the terms ‘disablement’ and ‘handicap’” 

(Frattali, 1998 as cited in Bornman, 2004: 184). The term ‘handicap’ fell into disuse 

due to concerns that were raised with regards to the use of the term. Persons with 

disabilities considered the word ‘handicap’ to have socially imposed negative 

connotations. Because the ICIDH focused on diagnosis alone, it failed to predict the 

following: predict service needs, the outcomes of interventions and the level of care 

needed and provided. “These factors together with an international focus on the 

participation and functioning of individuals within a particular community and a 

sharper look at the environmental factors that restrict or facilitate participation 

necessitated the revision of the ICIDH” (Bornman, 2004: 184). McConachie, 

Clover, Forsyth, Jarvis & Parkinson (2006) highlights that the ICF endorse the 

principle that participation applies to all people regardless of age and culture. 

Measuring aspects of participation intended solely for disabled children is therefore 

not helpful. 

The umbrella term ‘functioning’ is used to indicate positive aspects at all three levels 

of the ICF. The term ‘disability’ is, however, used as umbrella term for the negative 

aspects. Disability is seen as multi-dimensional phenomenon that results from the 

impaired interaction between individuals and the environment. Figure 2.2 provides a 

graphical presentation of the ICF model (also known as the Biopsychosocial model).  

 

Figure 2. 2  The ICF Model 
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In this figure, it is clear how the health condition interacts with both the 

environmental and personal factors to result in either functioning or disability in one 

or more of the three levels.  

The three levels of functioning are further explained in a table by Bornman (2004). 

According to the ICF functioning, disability and health can be classified on body 

level, in terms of body functions and structure referring to the physiological and 

psychological functioning of body systems; the individual level, in terms of the 

execution of a range of activities or tasks by an individual; and, society level, in 

terms of a person’s participation in a life situation (Howard, Browning & Lee, 2007; 

Perenboom and Chorus, 2003). McConachie et al. (2006) explains how the social 

model of disability is inherent in the ICF model by using an example: an adolescent 

boy using a self-propelling may have full independence in a well adapted house but 

may encounter difficulties outside the house, for example with public transportation 

and lack of adapted amenities. The boy is therefore excluded not because of his 

disability, but because of barriers in the social and physical environment. 

ICF further highlights the importance of the impact of environmental and personal 

factors on functioning. According to the Classification system, environmental factors 

refer to the physical, social and attitudinal environment in which people live. 

Environmental factors influence a person from outside and include the attitude of the 

society in which a person lives which is inherently directed by factors such as 

physical access to buildings and a country’s legal system. Environmental factors 

vary from the exosystem – national policies – to the immediate, microenvironment, 

for example, access to a wheelchair. Howard, Browning and Lee (2007) highlight the 

opportunity provided by the ICF to indicate environmental barriers as positive, as it 

allows health care professionals to identify the strengths that may contribute to the 

health of an individual. Environmental factors can, however, be classified either as a 

barrier or a facilitator (Perenboom & Chorus, 2003). 

Personal factors include the characteristics of the individual that have an impact on 

how the disability is experienced. Personal factors include gender, age, additional 

health conditions, lifestyle, social background, education and past and current 

experiences of the disability; and characteristics that may potentially impact an 

individual’s experience with disability. Due to the large social and cultural variations 

associated with personal factors, these factors are not given codes in the ICF model 

(Howard, Browning & Lee, 2007). Bornman (2004) adds that it also includes 
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protective factors that can contribute to better developmental outcomes for children 

from a high-risk background.  

 

2.5.3 Underlying principles of ICF-WHO 

The World Health Organisation (2002: 13) identified several underlying principles 

for ICF-WHO. WHO (2002: 13) state that “There are general principles that 

underlay the conception of ICF-WHO as a health classification of functioning and 

disability and are closely linked to the biopsychosocial model of disability.” The 

ICF-WHO principles are crucial and guided the revision process. The ICF-WHO 

principles include: universality, neutrality and environmental factors. 

● Universality: This principle states that classification with regards to 

functioning and disability should be applicable to all persons regardless of 

their health condition. Thus, the ICF-WHO is about all people and is 

concerned with all persons’ functioning. The intent is not for it to become a 

tool for labelling persons with disabilities as a separate group.  

● Neutrality: Classification should express both positive and negative aspects 

of each part of functioning and disability. This can be accomplished through 

ensuring domain names are worded in a neutral language.  

● Environmental factor: The ICF-WHO includes Contextual Factors, which 

lists environmental factors, in order to complete the social model of 

disability. “These factors range from physical factors such as climate and 

terrain, to social attitudes, institutions, and laws” (WHO, 2002: 14). An 

important aspect for the scientific understanding of the phenomena included 

under the umbrella terms 'functioning and disability' is the interaction with 

environmental factors.  

 

2.5.4 Advantages and disadvantages of ICF-WHO as classification framework 

2.5.4.1 Advantages 

A primary advantage of the ICF-WHO as a tool is that it codes information about 

individuals’ health “in a way that integrates their experiences of both the medical 

and social aspects of their health condition” (Bornman, 2004: 186). It focuses on 

human functioning. Disability is described from the perspective of an individual’s 

life circumstances and how it influences a person’s experience. Bornman (2004: 186) 
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argues that “this ensures that the locus of the problem and the focus of intervention 

are situated not solely within the individuals, but also within their physical, social 

and attitudinal environments.” For this reason, the label given to a person with a 

disability now describes the outcome of the interaction between the individual and 

their environment. Therefore, it is no longer merely a label given to a person with a 

disability. Additionally, the ICF-WHO is culturally appropriate, etiologically neutral 

and covers a person’s whole lifespan. According to Bornman (2004: 186) “it can 

thus be used by any individual with a health condition in that it describes the 

consequences of any such condition, ranging from someone with a minor impairment 

such as hay fever, through to someone with severe impairments, activity limitations 

and participation restrictions, e.g. an individual with a dual sensory impairment.” 

Bornman (2004: 187) “the more severe end of the spectrum covers the category of 

individuals traditionally referred to as ‘disabled’.” Therefore, the ICF-WHO is not a 

minority model as it incorporates the basic principles of universalism. 

2.5.4.2 Disadvantages 

The ICF-WHO framework has certain limitations in spite of it being used 

universally.  “The ICF-WHO uses a complex coding system that is counterbalanced 

by its common-sense notion” (Bornman, 2004: 187). Objectives between 

professionals differ greatly. Comparing data is, therefore, a great challenge. 

Bornman (2004: 187) is of the opinion that “the heterogeneity is exaggerated by the 

fact that in this context most professionals are mainly concerned with assessment 

and its associated individual orientation data, without much standardization of 

procedures.” “A lack of appropriate concepts with trans-professional currency has 

led to communication difficulties, a problem compounded by the ambiguity and 

confusion in terminology” (Bornman, 2004: 187). 

 

2.6 CHAPTER CONCLUSION 

Chapter Two described the different ways in which disability is defined and 

discussed the classification thereof according to the ICF-WHO (2002). Following in 

Chapter Three is a discussion of the various benefits associated with sport and 

recreation participation for persons with disabilities. 
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CHAPTER THREE 

3. SPORT AND RECREATION PARTICIPATION BENEFITS 

FOR PERSONS WITH DISABILITIES 

 

3.1 INTRODUCTION 

Chapter Two provided an overview of the definition and classification of disabilities. 

It discussed the ICF-WHO International Classification of Functioning and Disability 

in detail. This chapter will look at the possible benefits that a person with a disability 

can derive from participating in sport and recreation interventions. 

 

3.2 BENEFITS DERIVED FROM PARTICIPATION IN SPORT AND 

RECREATION INTERVENTIONS 

The terms ‘physical activity’ and ‘organised activities’ are used interchangeably to 

describe sport and recreation interventions. The WHO (2001) defines physical 

activity as any bodily movement produced by skeletal muscles that require energy 

expenditure. Sport and recreation interventions involve physical activity as it 

requires bodily movement produced by skeletal muscles that result in energy 

expenditure. Organised activities are structured activities designed to produce a 

certain outcome and involve mostly group participation. Sport and recreation 

interventions are therefore organised activities, as it is structured in such a manner as 

to produce certain outcomes and is designed to cater for group participation. Sport 

and recreation interventions may however also involve individual or single 

participation.  

Sport and recreation interventions, through physical activity, have the potential to 

produce various health benefits for persons with disabilities. It has an impact on all 

aspects of health and well-being, including physical well-being, cognitive well-being 

and psychosocial well-being (Rasmussen, Wiedemann, Kryger, Koenen, Trimmel & 

Boersma, 2015). Sport and recreation interventions should be organised in such a 

manner as to ensure the production of positive health outcomes.  

Participation in organised activities is beneficial as it aids in skill development, long-

term mental and physical health as well as social relationships (Simeonsson, Carlson, 

Huntington, McMillen & Brent, 2001; Law, et al. 2006; Specht, King, Brown, Foris, 

2002). Physical activity has the ability to prevent and treat various physical and 
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psychological disorders (Dishman, Washburn & Heath, 2004 as cited in Sallis, 

Cervero, Ascher, Henderson, Kraft & Kerr, 2006). Rasmussen et al. (2015: 55) 

emphasise the benefits of participation in sport and recreation activities by stating 

that “positive physical activity experiences permeate the quality of all aspects of life 

– improving education, health, psychological and social well-being and lifelong 

success.” Sport and recreation participation not only provide participants with 

immediate benefits but has a positive long-term impact that lasts throughout one’s 

lifespan (Rasmussen et al. 2015). 

Inactive lifestyles are a serious public health challenge faced worldwide (Sallis et al. 

2006). Those at highest risk for inactivity are women, people from lower 

socioeconomic communities and persons with disabilities (Brownson, Baker, 

Housemann, Brennan & Bacak, 2001; Rimmer, Riley, Wang, Rauworth & 

Jurkowski, 2004). In spite of ample evidence indicating the benefits of physical 

activity, persons with disabilities are far less likely to engage in physical activity 

than persons without disabilities (Rimmer et al. 2004). Persons with disabilities face 

various barriers as well as facilitators which may directly have an influence on their 

participation levels (Humpel & Owen, 2002 as cited in Rimmer et al. 2004). 

Physical activity behaviour patterns are also directly related to availability and 

accessibility of facilities and resources. People are more likely to participate in 

physical activity if they believe that they have access to facilities and resources 

(Brownson et al. 2001). Access to, and the use of community facilities and resources 

like walking trails, may be beneficial in promoting physical activity (Brownson et al. 

2001).  

Persons with disabilities may experience secondary complications due to inactivity. 

These secondary complications include muscle atrophy, orthostatic intolerance, 

reduced maximal oxygen uptake (V.O2max), decubitus ulcers, osteoporosis and 

impaired circulation to the lower extremities leading to eventual thrombus formation 

(Durstine et al. 2000). Additionally, a negative psychological impact through 

increased depression, a diminished self-efficacy, a greater dependence upon others 

for daily living and a reduced ability for normal societal interactions may be caused 

due to physical inactivity (Durstine et al. 2000). 

Adequate sport and recreation interventions should, therefore, focus on a holistic 

approach for maintaining and improving physical and mental well-being. It should 

also be enjoyable, safe, effective and maximise accessibility (Durstine et al. 2000).  
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3.2.1 Physical and health benefits 

An ample amount of physical and health benefits exists. Table 3.1 presents a 

summary of the physical and health benefits associated with physical activity.  

Table 3. 1 Physical and health benefits 

Cardiovascular impact ● Increased cardiorespiratory fitness 

(Rasmussen et al. 2015). 

● Decreased risk of cardiovascular disease 

mortality (Durstine et al. 2000; Rasmussen et 

al. 2015). 

● Functional capacity is improved through a 

decrease in heart rate, blood pressure and 

perceived exertion during sub-maximal 

exercise as well as an improved ability to 

tolerate physical stress (Durstine et al. 2000; 

Rasmussen et al. 2015). 

● Reduces blood pressure in people with 

hypertension. 

Improved circulation • Increased circulation to the lower extremities 

preventing thrombus. 

Muscle and skeletal 

improvement 

• Maintaining normal muscle strength, joint 

structure and joint function (Durstine et al. 

2000). 

• Increased muscular strength and endurance 

(Buettner, Fitzsimmons & Attav, 2006; 

Durstine et al. 2000). 

• Normal skeletal development during 

childhood and adolescence. 

• Achieving and maintaining peak bone mass 

(Durstine et al. 2000). 

• Maintaining balance through better core 

muscle strength (Rasmussen et al. 2015). 
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• Increased flexibility (Buettner et al. 2006; 

Durstine et al. 2000). 

• Enhanced bone density (Durstine et al. 

2000). 

• Enhanced and maintenance of healthy joints 

(Durstine et al. 2000). 

• Enhanced locomotive ability (Durstine et al. 

2000). 

Decrease in disease and 

medical conditions 

• Reduced risk of developing obesity; 

improved blood lipid and lipoprotein 

(Rasmussen et al, 2015). 

• Reduced risk of developing diabetes 

(Durstine et al. 2000). 

Nervous system • Enhancing the efficiency of the nervous 

system (Rasmussen et al. 2015). 

 

Physical inactivity due to bed rest and restricted physical activity due to illness or 

disability has detrimental physiological effects on the health and physical 

functioning of persons with disabilities (Durstine et al. 2000). Participation in 

physical activity not only improves overall well-being but also delays physical 

deterioration (Brownson, Boehmer & Luke, 2005). Inactivity leads to a cycle of de-

conditioning that results in the impairment of multiple physiological systems as 

demonstrated in Fig. 3.1. (Painter, 1994, as cited in Durstine et al. 2000). 

 

Figure 3. 1 Cycle of de-conditioning with physical inactivity  
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Fig. 3.1 graphically illustrates how disease results in inactivity and de-conditioning. 

De-conditioning leads to further inactivity. Physical activity can optimize physical 

functioning and reduce de-conditioning. 

An important consideration is mobility: “The extent to which limitations to 

movement exist in physically-challenged individuals determines the ease with which 

they can perform daily living tasks” (Durstine et al. 2000: 210). For this reason, 

special attention should be drawn to the ability to maintain mobility. One of the 

biggest concerns that persons with disabilities face is maintaining or improving their 

current mobility status. Mobility is limited by disability conditions like traumatic 

injuries, for example, spinal cord injury, amputation, traumatic brain injury; 

developmental disabilities, for example, Spina Bifida and cerebral palsy; and, visual 

impairments. Limited mobility has a negative influence on the extent to which 

individuals can perform tasks of daily living. Thus, mobility should be improved 

where possible through the use of physical activity (Rasmussen, et al. 2015). 

 

3.2.2 Behavioural and Social benefits 

Social interaction is essential for normal development (McConachie et al. 2006) and 

should receive special attention. Sport and recreation interventions provide an 

individual with the opportunity to socially interact with those around them. Social 

interaction improves a person’s ability to interact and solve problems with others and 

creates a sense of belonging which results in social well-being (Rasmussen et al. 

2015). 

Buettner, Fitzsimmons and Atav (2006) listed over 150 studies in their literature 

review which indicates that the use of recreation had a significant positive effect on 

behavioural problems. Positive behavioural changes as a result of participation in 

sport and recreational participation include positive verbalization, increased 

socialisation and communication (Buettner, Fitzsimmons & Atav, 2006). Buettner, 

Fitzsimmons & Atav (2006) has identified the effectiveness of recreation 

interventions. The behavioural and social benefits associated with sport and 

recreation participation are presented in Table 3.2.  

Table 3. 2 Behavioural and social benefits 

Independence • Greater independence with regards to activities 

of daily activities (Chappell & Johannsmeier, 
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2009; Schalock, 2004). 

• Personal growth (Scholl, Smith & Davison, 

2005). 

• Development of autonomy and independence 

(Shogren, Bradley, Gomez, Yeager, Schalock, 

Borthwick-Duffy, Buntix, Coulter, Craig, 

Lachapelle, Luckasson, Reeve, Snell, Spreat, 

Tassè, Thompson, Verdugo & Wehmeyer, 

2009). 

Opportunity to increase 

skills 

• Increased opportunity to acquire and perform 

lifelong recreation skills (Scholl, Smith & 

Davison, 2005). 

Social interaction skills • Increased ability for normal societal 

interactions. 

• Opportunities to build and enhance social 

relationships (Specht et al. 2002). 

• Broadening of social networks (Scholl, Smith & 

Davidson, 2005). 

• Building of friendships and a support system 

(Rasmussen et al, 2015; Schalock, 2004; Scholl, 

Smith & Davison, 2005 & Specht, King, Brown 

& Foris, 2002). 

• Improved social skills (Rasmussen et al. 2015). 

Sense of belonging • A sense of belonging to a community or a 

group (Rasmussen et al. 2015). 

• Reduced social isolation through social 

interaction (Scholl, Smith & Davidson, 2005). 

Social inclusion and 

integration 

• Community integration and submersion; 

participation in community roles through social 

inclusion (Schalock, 2004). 
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• Greater social acceptance by peers and others in 

the community (Favazza, Phillipsen & Kumar, 

2000 as cited in Scholl, Smith & Davison, 

2005; Scholl, Smith & Davison, 2005). 

 

3.2.3 Cognitive benefits 

Physical activity can also improve cognitive well-being. Rasmussen et al. (2015: 57) 

describe cognitive functions as “the mental processes such as memory, attention, 

concentration, understanding language, learning, solving problems and making 

decisions.”  

Cognitive benefits include: 

● Brainpower benefits from physical activity (Rasmussen et al. 2015). 

● Improves ability to concentrate (Rasmussen et al. 2015). 

● Cognitive productivity (Schalock, 2004). 

● Better concentration (Rasmussen et al. 2015). 

 

3.2.4 Psychological benefits 

Chappell & Johannsmeier (2009) points out that psychological aspect to sport and 

recreation interventions are equally as important as the physical component. Table 

3.3 summarises the psychological benefits associated with participation in sport and 

recreation interventions. 

Table 3. 3 Psychological benefits 

Enhanced mood • Increase in endorphins makes people feel 

happier and less anxious (Rasmussen et al. 

2015). 

• Decrease in depression (Buettner, 

Fitzsimmons & Atav, 2006; Durstine et al. 

2000). 

• Decrease in anxiety (Buettner, Fitzsimmons 

& Atav, 2006) 

• Decrease in irritability (Buettner, 
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Fitzsimmons & Atav, 2006) 

• Decrease in aggressiveness (Buettner, 

Fitzsimmons & Atav, 2006) 

• Reduced stress levels (Schalock, 2004: 

Specht et al. 2002). 

• Reduction of feelings of hopelessness 

(Chappell & Johannsmeier, 2009; Rasmussen 

et al. 2015). 

Increase in sense of well-

being 

• Enhanced psychological well-being through 

improved health related quality of life 

(Durstine et al. 2000). 

• Sense of empowerment (Rasmussen et al. 

2015). 

Improved concept of self • Improved self-concept (Schalock, 2004; 

Scholl, McAvoy, Rynders & Smith, 2003; 

Scholl, Smith & Davidson, 2005; Specht et 

al. 2002). 

• Improved self-image (Rasmussen et al. 

2015). 

• Increased self-efficacy. 

• Improved self esteem (Chappell & 

Johannsmeier, 2009; Rasmussen et al. 2015; 

Schalock, 2004; Scholl, McAvoy, Rynders & 

Smith, 2003; Scholl, Smith & Davison, 2005; 

Specht et al. 2002). 

• Increase in sense of self worth (Specht et al. 

2002). 

Increase in sense of 

inclusion 

• Reduced feelings of isolation (Chappell & 

Johannsmeier, 2009). 

• Companionship (Specht et al. 2002) 
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• Feelings of belonging (Specht et al. 2002). 

Adjustment to life with a 

disability 

• Enhanced adjustment to living with a 

disability (Specht et al. 2002). 

• Improved coping skills (Specht et al. 2002). 

 

3.3 CHAPTER CONCLUSION 

Chapter Three provided an overview of the benefits associated with sport and 

recreation participation for persons with disabilities. Participation in sport and 

recreation provides physical, cognitive, psychological, behavioural and social 

benefits. Chapter Four will look at a socio ecological theory approach to community 

disability interventions.  
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CHAPTER FOUR 

4. A SOCIO ECOLOGICAL APPROACH TO COMMUNITY 

INTERVENTIONS FOR PERSONS WITH DISABILITIES 

 

4.1 INTRODUCTION 

Chapter Three provided an overview of how disability is defined in terms of the 

medical model, the social model and the biopsychosocial model. Types of 

disabilities were identified and discussed and the two classification models were 

introduced. Chapter Four will look at how the socio ecological model can be used as 

an implementation approach for sport and recreation participation opportunities for 

persons with disabilities. 

 

4.2 SOCIO ECOLOGICAL THEORY: AN OVERVIEW 

Bronfenbrenner’s ecological theory is used to understand the interaction between 

people and their environment. Bronfenbrenner (1976) as cited in Algood, Hong, 

Gourdine and Williams (2011: 1143) explain that “the ecological theory conceives 

the environment as an interactive set of systems, which are “nested” within one 

another”. People function within different systems. A relationship exists between a 

person and their environment (Onken, Craig, Ridgway, Ralph & Cook, 2007) and 

interactions and transactions exist between a person and their environment (Onken et 

al. 2007). People are seen as being in a dynamic interaction with their environment 

(Austin, 1998) and people are thereby not only actively influencing their 

environment but are influenced by their environments (Austin, 1998).   

The socio-ecological theory emphasises that the interdependent interaction between 

systems is the major influencing factor of how an individual perceives social reality 

(Bronfenbrenner, 1976 as cited in Algood, Hong, Gourdine & Williams, 2011: 

1143). This approach emphasises the impact of the quality and context of an 

individual’s environment on the person’s development (Härkönen, 2007). The 

ecological theory emphasises the need to address problems at multiple levels. The 

integration of factors within each system as well as across all levels of the bigger 

system is highlighted with the goal to create a healthy community environment with 

social support that enables everyone with the opportunity to develop a healthier 

lifestyle (Brownson et al. 2001: Onken et al. 2007). Due to its emphasis on the 
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interaction between systems the ecological theory assists in understanding how a 

change in one system will impact on other parts of the system and therefore on the 

system itself (Onken et al. 2007). 

Human development, from a socio-ecological approach, is examined by focusing on 

three aspects: an individual’s perspective of the environment, the environment 

surrounding that individual, and, the dynamic interaction between the individual and 

the environment. Development is therefore defined as an “ongoing change in the 

way a person perceives and deals with or adapts to the environment” (Reifsnider, 

Gallagher & Forgione, 2005: 217). The ecological environment is illustrated as a set 

of ‘nested’ structures with each layer or system surrounded by another layer or 

system (Reifsnider, Gallagher & Forgione, 2005). This network is composed of the 

micro-, meso-, exo-, and macrosystem (Algood, Hong, Gourdine & Williams, 2011) 

as illustrated in Figure 5.1. At the innermost level is the microsystem which contains 

the child or person, parents, family, peers and religious setting. The following 

systems are the mesosystem, the exosystem and the macrosystem. These systems 

have a powerful effect on the individual, for example through parenting practices 

and through how society and culture are structured. Whenever a person moves into a 

new setting, a mesosystem is formed. An example of a mesosystem can be the 

school or centre that a person attends or the work environment of a parent 

(Reifsnider, Gallagher & Forgione, 2005). 

 

Figure 4. 1 Diagrammatic Illustration of Bronfenbrenner’s Socio Ecological Theory 
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4.2.1 Macrosystem 

Bronfenbrenner (1977, cited in Algood, Hong, Gourdine & Williams, 2011: 1144-

1145) defines the macrosystem as “consisting of the micro-, meso-, and exosystems 

that exist, or may exist at the level of the subculture or the culture as a whole, in 

conjunction with any belief system or ideology.” The macro system forms the outer 

layer of the individual’s environment and refers to the contextual patterns of systems 

(the microsystem, mesosystem and exosystem) that exist at the level of the culture as 

a whole. Contextual patterns are influenced by belief systems, ideology, cultural 

values, customs, laws, and language and impacts on the whole system (Reifsnider, 

Gallagher & Forgione, 2005. The macro system impacts on the individual by means 

of policies, rules and norms that have a cascading influence on the other layers, or 

systems. If it is a belief in a culture, or society, that people with disabilities are 

‘inferior’ to normal-abled bodied persons, then that society is less likely to provide 

resources such as sport and recreation opportunities for people with disabilities. An 

example of a cultural norm that impacts on persons with disabilities in marginalised 

communities is the belief that the provision of housing, healthcare and primary care 

is more important than the provision of sport and recreation opportunities. Even 

though housing, education and healthcare is important, sport and recreation are also 

important as it can impact positively on a person with disabilities’ sense of well-

being and thereby reduce health costs. 

 

4.2.2 Exosystem 

An interaction between two or more settings exist within the exosystem, of which 

one is the immediate setting (Bronfenbrenner, 1976, 1977 as cited in Algood, Hong, 

Gourdine & Williams, 2011: 1144). This layer defines the larger social system in 

which the individual does not function directly. The workplace schedules of family 

members and community-based family resources are nestled in this system. Other 

examples include the social network, parent employment and neighbourhood 

characteristics (Bronfenbrenner, 1976, 1977 as cited in Algood, Hong, Gourdine & 

Williams, 2011: 1144).  

 

4.2.3 Microsystem 

The microsystem refers to the environment in which a person is directly embedded 

within (Algood et al. 2011). The microsystem is the ‘layer’ that is the closest to the 
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individual and includes the family, school, neighbourhood and immediate 

environment.  It also refers to the interaction between a person and his or her direct 

environment within which a person function (Algood et al. 2011). A direct 

interpersonal relationship with other persons exists within the microsystem (Algood 

et al. 2011). The most important/ most notable interpersonal/ direct relationship is 

between the person with a disability and family members. Direct, interpersonal 

interaction has the greatest influence on an individual. 

 

4.3 APPLYING THE SOCIO ECOLOGICAL THEORY TO DISABILITY 

INTERVENTIONS IN MARGINALISED COMMUNITIES 

With the determination of the World Health Organisation’s International 

Classification of Functioning, Disability and Health known as the ICF classification, 

attention has been refocused on the impact of environmental factors on the health 

and participation of people with disabilities (Magasi, Wong, Gray, Baum, Wang & 

Heinemann, 2015). The importance of a socio ecological approach in the disability 

realm lies in the fact that it shifts the focus away from recovery solely being the 

responsibility of the individual to one that makes equally strong demands of the 

environment (Onken et al. 2007). Cook and Burke (2002) reiterate that the 

environment in which a person with a disability is situated may be socially 

inaccessible, economically unaccommodating, legally exclusionary and emotionally 

unsupportive. A socio-ecological approach impact on the nature of solutions from 

focusing on ‘fixing’ the individual by removing barriers and creating access to 

participation opportunities (Onken et al. 2007). Bronfenbrenner’s theory focuses on 

how society impacts on a person’s development. He proposes that the structure of 

society influences everything, including whether a person can grow into a fully 

competent member of society (Härkönen, 2007). 

Society has created a negative understanding of the meaning of disability by 

distorting how people view people with disabilities through social interaction. 

Devine and Dattilo (2001) suggest that the same process of social interaction can be 

used to change people’s perceptions of disability, for example through how language 

is used. A wheelchair can be described as restrictive; however, it can be positioned 

as positive if it reflects the independence that it allows the user. The social 

construction of disability therefore reflects a lack of social acceptance and inclusion 

of people with disabilities in society. 
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4.3.1 Community integration 

Persons with disabilities have a long history of being denied the same rights and 

opportunities as other people in society. The consequence of a history of devaluation 

and isolation from full participation in society has been put under the spotlight in the 

last 30 years. Mactavish and Schleien (2000) identified two responses that resulted 

from the recognition of the rights of people with disabilities. The first response is the 

principle of normalisation followed by legislative responses which, in combination, 

have led to significant increases of people with disabilities being integrated into the 

community, and therefore the exosystem. 

More policies and research are needed to redefine and recognise community 

integration to result in stimulating a sense of community (Cummins & Lau, 2003). 

The broader environment such as a community also has an influence on an 

individual with a disability. One of the most important aspects of community 

influence is community integration of persons with disabilities.  A distinction 

between social and physical integration must be made. Integration into a community 

is the ability to participate fully in a community (Onken, et al. 2007). This is 

however not always the case. Individuals with disabilities face exclusion due to 

stigma, negative stereotypes, discrimination, perceptions, prejudice and beliefs held 

by a community. Limitations individuals with disabilities face are placed on these 

individuals by their community. Disabled individuals are not always welcomed, 

accommodated or accepted by society. Persons with disabilities are treated 

differently than individuals perceived as normal by a community. Persons with 

disabilities are treated as outsiders due to a community’s view that these individuals 

do not conform to the norm (Cummins & Lau, 2003). This leads to social exclusion. 

Because of social exclusion, social isolation and loneliness are experienced.  

Persons with disabilities often face social exclusion, and because of the experience 

of exclusion, it is wrongly assumed that all disabled individuals desire full 

community integration. It is also further assumed that full physical integration into a 

community is only beneficial for these individuals. This is, however, not the case. 

Physical integration may have a negative impact on an individual. For physical 

integration to be beneficial to the level of physical integration that is optimal for the 

individual in a specific situation must be considered (Cummings & Lau, 2003). 

Social integration has a more reliable positive influence on a person’s well-being 

(Cumming & Lau, 2003). True social integration into a community is, however, 

more difficult to achieve than physical integration. 
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Cummins and Lau (2003) argue that the achievement of a sense of community 

connectedness should be one of the core goals of service provision. Programs and 

interventions aiming to increase social inclusion often focus on the physical 

integration of the person with a disability into the general community. The ability to 

live amongst others - i.e. positive interdependence – forms a crucial part of 

integrating persons with a disability. When integration is not successfully achieved 

dehumanising forms of oppression and violence can occur which includes ‘othering’ 

and labelling (Onken et al. 2007). Cummins and Lau (2003) ask whether physical 

integration puts the well-being for people with a disability at risk. Physical 

integration of persons with a disability entails placing the person with a disability in 

a normal bodied environment, for example at school or at work. Enforced 

community exposure as a result of changes in policies in the macro system can 

impact relationships within the exosystem both positively and negatively. If a person 

with a disability is placed in a social environment which is hostile it may result in 

additional stress on the person with a disability. It can, however, also have a positive 

result if it allows a person with participation opportunities that have been previously 

denied. 

A sense of community is not achieved by merely being in the presence of others. A 

psychological sense of community, defined as the feeling that one is part of a readily 

available, supportive and dependable structure, is a crucial part of social integrating 

people with disabilities, and of achieving a sense of community. A sense of 

community entails a sense of community connectedness, personal interdependency 

and a sense of belonging. In this sense, it is closely aligned with the sociological 

concept of social capital (Cummins & Lay, 2003). 

Any given person belongs to multiple communities. A family; extended family; 

school or work; sports clubs; an ethnic group; a cultural group; and various 

additional communities include the communities of which a person may be part of, 

but Cummins and Lau (2003) emphasise that one will be the primary community. A 

person’s primary community provides the values, norms, beliefs and sense of 

historical continuity. It further impacts on socialisation and psychological 

development. The general community is targeted in the physical and social 

integration of a person with a disability (Cummins & Lau, 2003). 

Ten aspects of community integration are used in measuring the success of an 

intervention targeting social inclusion. This includes community involvement, access 

to medical services, speciality medical and dental services, education services, 
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employment opportunities, social-, housing- and spiritual needs, and volunteering. 

Additional variables include the number of activities undertaken within the 

community; the number of personal relationships; the frequency of access to 

community resources; the number of leisure activities engaged in outside of the 

home; and, subjective well-being.  

In a study done by Cummins and Lau (2003) the researchers ask the question of what 

exactly is meant by integration. The geographical location of people within a specific 

community causes the community members to be more integrated. Members of a 

geographical community are more likely to share the same churches, shopping 

centres, sports facilities and services. This does, however, not necessarily mean that 

the community members are integrated. This example can be used to explain why 

policies to integrate people with disabilities are often not successful. The socio-

ecological theory provides an understanding of how different systems impact on the 

individual with a disability and provides an understanding of how policies in the 

macro system should be adapted to allow for the integration of people with 

disabilities into the community and bigger society. 

The socio-economic context of a community plays an important role in determining 

whether a sense of community can be created through sport and recreation 

opportunities as facilities and personnel may not be available (Pickett & Pearl, 

2001). Communities with a higher income have greater access to sport and recreation 

facilities such as walking or jogging trails, indoor and outdoor facilities and parks 

than communities with a lower income (Brownson et al. 2001). 

 

4.3.2 Facilitating a sense of community 

Physical exposure is a necessary condition to create a sense of community; however, 

it is not sufficient on its own as it can create a sense of alienation. The physical 

aspects of community integration interventions are often emphasised. The socio-

ecological theory allows for the understanding that it is however only one aspect in 

creating a sense of community (Cummins & Lau, 2003). 

Subjective well-being is linked to social integration and not to physical integration. 

This necessitates that the action of creating a ‘sense of community’ should be re-

evaluated. Cummins and Lau (2003) suggest the following conceptual building 

blocks that should be incorporated into any intervention aimed at creating a sense of 

community: 
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1. The process of normalisation that involves both physical integration and 

active participation; 

2. The fact that people with disabilities often have smaller social networks that 

the non-disabled population; 

3. The social networks of people with disabilities often consist of other people 

with disabilities; 

4. Well-being is correlated with social connectedness. 

 

A sense of community is enhanced by an active association with selected members 

of a persons’ own family and non-family friends with whom a common interest is 

shared (Cummins & Lau, 2003). For community integration to be successful it must 

involve a sense of community in a way that makes the person feel that they are part 

of an available, supportive and dependable social structure. Community integration 

is therefore subjective, not objective, and cannot be measured or evaluated with 

objective evaluative measures.  

 

4.3.3 Interaction between the direct and indirect environment 

An implicit assumption held by policy makers and service providers is that a more 

objective integration is beneficial to persons with disabilities. Integration attempts 

frequently comprise a service goal with no stated upper limit to integration. The 

higher the duration and frequency of social integration, the more successful the 

program. This is, however, not the case. Every person will have a limit to the 

duration and frequency of socially integrated activities that can be participated in. 

Various factors play a role in the interaction between the direct and indirect 

environment of the person or child with a disability. These factors include parenting 

stress, social support and area of residence. Relationships within the socio-ecological 

system are of importance in the development of the person with a disability. 

Relationships in the micro and mesosystem are of the utmost importance to the 

integration of a person into the family and the community. 

4.3.3.1 Relationships within the socio ecological system 

Social connectedness plays an important role in the life of a person with a disability. 

Support from others within a social network is a requirement of social integration 

(Onken et al. 2009). Children with a disability require special attention from parents. 
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This can create parenting challenges and can compromise the relationship and 

attachment between the parent and the child. Algood, Hong, Gourdine and Williams 

(2011) highlights that challenges can sometimes result in maltreatment as children 

with a disability require extra care and are likely to exhibit behavioural problems. 

Challenges combined with problem behaviour can negatively impact on the bonding 

between parents and child. 

Several research studies (Gore & Janssen, 2007; Rodriguez & Murphy, 1997; 

Sobsey, 2002 as cited in Algood et al. 2011) indicate an increase in neglect and 

abuse when parents experience high levels of stress: “parents of children with 

disabilities are especially vulnerable to emotional, physical and economic stress” 

(Algood et al. 2011: 1144).  

Social support is a crucial protective factor for stressful events. The parent-child 

relationship is influenced by the availability as well as the quality of the social 

support network for parents. Poverty can increase parenting stress due to the limited 

availability of a social support network. Parents with a low-income are less likely to 

receive social support due to fewer social contacts (Eamon, 2001 as cited in Algood, 

Hong, Gourdine & Williams, 2011). Parents with limited social support may feel 

overwhelmed and unable to cope with the required supervision responsibilities 

(Hibbard & Desch, 2007 as cited in Algood et al. 2011). The link between socio-

economic status and the treatment of children with disabilities can therefore not be 

denied (Gourdine, 2011). Families with a disabled child are often impoverished by 

additional costs and restricted employment opportunities (McConachie et al. 2006). 

Dudzik, Elwan & Metts (2000) agree with other researchers and state that disability 

and poverty are ‘inextricably linked’ as conditions of poverty increase the risk of 

becoming disabled whilst disability can lead to the impoverishment of vulnerable 

groups. 

Interventions focused on building the relationship between the child with a disability 

and the parents have a direct impact on the self-esteem and confidence of the child 

(Chappell & Johannsmeier, 2009).  

The first caring environment that a child with a disability experience is that of the 

family. It is therefore crucial that family members are involved in all the aspects of 

rehabilitation. The relationship between family members is important in creating a 

community-based service for persons with disabilities (Chappell & Johannsmeier, 

2009). Families, therefore, play a pivotal role in providing and accessing sport and 

recreation opportunities for persons with disabilities.  
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Mactavish and Schleien (2000) refer to the traditional assumption that ‘a family with 

a child who has a disability is a family with a disability’ and state that this can be 

overcome with social support in the community. Increased demands for services that 

affirm the rights of persons with disabilities and their families have resulted in a 

change in how disabilities are perceived in communities. This is, however, a luxury 

that does not exist in lower socio-economic and marginalised communities. 

Peer support plays an integral role in promoting positive social functioning for 

persons with a disability. Allowing a person to engage in peer support can be a 

desired outcome of an individual’s recovery journey that can help to sustain their 

own recovery. Connecting people with other people in a similar situation addresses 

the social isolation that people with a disability often experience (Onken et al. 2007).  

Intentional and unintentional barriers to social integration and can arise within the 

school and community environment. The relationship between the person with a 

disability and others within the micro and mesosystem can contribute to either 

isolation, a lack of understanding but also to social inclusion and integration (Pivik, 

McComas & Laflamme, 2002). 

 

4.4 FACILITATORS TO PARTICIPATION IN SPORT AND RECREATION  

Research on determining why people with disabilities do not participate in sport and 

recreation opportunities often focus on the individual and not the social situation. 

This traditional framework of addressing barriers and attempting solutions from an 

individual perspective assumes that barriers such as a lack of social acceptance are 

the result of the functional limitations of a disability. The disregard of societal 

changes in the removal of barriers to increase participation has resulted in the search 

of a ‘cure’ rather than an increased understanding of how barriers are often socially 

constructed (Devine & Dattilo, 2001).  

Numerous laws and policies are in place to ensure equal treatment of people with 

disabilities, however, laws and policies cannot overcome prejudice and stereotyping 

if not implemented correctly (Krahe & Altwasser, 2006). In a study by Pivik, 

McComas and Laflamme (2002) participants with disabilities were asked to identify 

facilitators that will facilitate their participation. Research findings focused on three 

areas: environmental modifications; social and policy changes; and institutional 

resources. Table 4.1 summarise facilitators identified in the study. 
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Table 4. 1 Facilitators to participation 

Removing environmental 

barriers  

Technological solutions, for example, motion sensors 

to open doors, flush toilets and activate sinks, keypad 

entry for opening lockers 

Basic architectural changes to doors, elevators, 

washrooms and rooms, removing unnecessary doors, 

providing a more gradual incline on ramps 

Larger elevators  

Social and policy changes Being able to talk to peers about disabilities to help 

others to understand the disability better 

Special physical education classes and programs that 

will equalise the playing field by having everyone 

participate in a wheelchair 

Providing suggestion boxes at facilities 

Inclusion of persons with disabilities in the planning of 

programs and resources 

Institutional resources An increase in available assistance 

Sport and recreation facilities at institutions 

Increase in communication methods 

Increase in information on policies and opportunities 

 

Social acceptance is an important facilitator as it provides an equal status between 

people with disabilities and people without disabilities. Persons with disabilities are 

socially accepted when they are treated as equal citizens by others without 

disabilities. Social acceptance is vital for the reversal of negative stereotypes and 

social inclusion (Devine & Lashua, 2002). 

 

4.5 A SPORT AND RECREATION INTERVENTION BASED ON SOCIO 

ECOLOGICAL PRINCIPLES 

Sport and recreation activities contain a fun element and create a social environment 

in which inhibitions and barriers can be overcome. It enables participants to 
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experience equal-status with disabled persons. The social relationships inherent in 

sport and recreation activities hold a greater value for participants than merely 

participating in activities. Social interaction is a crucial element to incorporate into a 

sport and recreation program. It is through interaction in a program such as a sport 

and recreation program that individuals come to understand who they are and how 

they fit in the social environment around them (Devine & Lashua, 2002). 

Sport and recreation activities have the potential to accomplish three important 

objectives: sport and recreation provides the individual with the opportunity to be 

physically active, which and lead to an improvement in physical health; sport and 

recreation programs provide the individual with an opportunity to develop psycho-

social skills by providing an opportunity to learn important life skills for example 

coordination, discipline, leadership and self-control; and sport and recreation 

programs are crucial for the learning and development of motor skill which will 

serve as a foundation for further participation (Cóté, Strachan & Fraser-Thomas, 

2008).  

MacTavish and Schleien (2000) state that community sport and recreation programs 

can promote the integration of persons with disabilities into the community. Cóté, 

Strachan and Fraser-Thomas (2008) applied Bronfenbrenner’s socio ecological 

theory to a sport and recreation setting as follows. The first level, or microsystem, is 

comprised of the individual, participants, a location and a program of activities. The 

second level – the mesosystem – is based on interrelationships between two or more 

microsystems that include the individual, for example, the relationship between the 

individual and the coach. The third level, or exosystem, does not include the 

individual and is representative of situations that affect the situation containing the 

individual, for example, the relationship between the coach and an administrator. 

The last system, the macrosystem, includes cultural and social forces that impact on 

the rest of the system. These systems are in constant interaction with each other and 

result in specific developmental processes or outcomes. 

Cóté, Strachan and Fraser-Thomas (2008) assert that there should be a focus on the 

person and the context and how the various systems impact on each other in 

designing a sport and recreation program. The person should be seen as both a 

producer and product of his or her environment. The person‘s participation in sport 

and recreation is impacted on by various internal and external assets. External assets 

include support, empowerment, boundaries and expectations, and the constructive 

use of time. Internal assets are a reflection of the individual’s values and beliefs and 
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include a commitment to learning, positive values, social competencies and a 

positive identity. The assets are described as ‘building blocks’ for human 

development with the more assets that a person possesses the higher the likelihood 

that he or she will develop a positive and healthy lifestyle. Sport and recreation have 

the potential to contribute to a person’s positive development outcomes if delivered 

within an appropriate framework.  

A sport and recreation intervention based on socio-ecological principles must 

acknowledge the values of intrinsic worth, dignity and strength of individuals. The 

three spheres of a person with a disability’s life – the personal, interpersonal and 

external – are included in planning for a socio-ecologically based intervention (King 

et al. 2002). Sport and recreation program delivery must also be cognizant of the 

appropriate context. Context does not only refer to the person’s physical 

environment, but also to the individuals within that environment who forms strong 

bonds with the person with a disability. Table 5.2 provides a summary of eight main 

features suggested by Cóté, Strachan and Fraser-Thomas (2008) that should be 

present in the context of community programs to facilitate positive development. 

Table 4. 2 The eight main features present in a successful community sport and recreation program 

Physical and psychological 

safety 

This refers to the existence of safe and healthy 

facilities and practices that encourage secure and 

respectful peer interactions. The participant-peer 

microsystem impacts on a person’s sense of self-

worth as well as on a person’s perceived 

competence and self-evaluation. 

Appropriate structure There must be clear and consistent expectations 

regarding rule and boundaries. The provision of 

activities that are properly structured has the 

potential to develop positive and optimistic 

participants. 

Supportive relationships A coach can influence a person’s perceived 

competence, enjoyment and motivation. The coach 

plays an important role in a person’s psychological, 

social and physical growth. It is imperative that 

coaches are trained in the basic principles of 

positive development in order to promote 
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supportive relationships. 

Opportunities to belong Meaningful inclusion, social engagement and 

cultural competence are important features of a 

sport and recreation program for persons with 

disabilities. Experiencing a sense of belonging is 

important in maintaining a person’s motivation and 

interest in sport and recreation. Healthy and 

positive relationships can be encouraged by sport 

and recreation coaches who build a sense of team 

unity and cohesion. 

Positive social norms Sport and recreation programs have the potential to 

develop positive values such as fair play, 

cooperation, assertion, responsibility, empathy and 

self-control. 

Support of efficacy and 

mattering 

Sport and recreation opportunities can play an 

important role in empowering people with a 

disability as well as in supporting their autonomy.  

Opportunities for skill building Sport and recreation programs provide people with 

an opportunity for skill building. It further provides 

the individual with the opportunity to meet and 

interact with a variety of different people. 

Integration of family, school 

and community efforts 

This feature refers to the melding of a person’s 

environments to increase communication and to 

decrease conflict and dissonance. The structure and 

environment of a community play an important 

role in whether a person stay involved in sport and 

recreation programs. 

 

A sport and recreation program based on socio-ecological principles should adhere 

to the following guidelines: 
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• Services must address the multiple, changing and interconnected needs of 

persons with disabilities and their social network (King, Tucker, Baldwin, 

Lowry, Laporta & Martens, 2002); 

• A better understanding of families and their recreation as a way to promote 

integration and increasing the participation of a family member with a 

disability in home, school and community sport and recreation settings will 

determine the success of an intervention (Mactavish & Schleien, 2000).  

• Social acceptance by peers can be accomplished by introducing an equal 

participation foundation. The construction of acceptance is an interactive 

process between two or more people (Devine & Lashua, 2002).  

• Motivation to participate is important to ensure that people with disabilities 

continue participation.  

• Adaptations and program modifications  as suggested by Durstine et al. 

(2000) will enhance participant interest and enjoyment and include the 

establishment of short-term goals; the emphasis on variety and enjoyment; 

the provision of positive reinforcement through periodical evaluations; 

spouse support of the program; inclusion of a modified recreational game that 

minimises skills and competition and maximises participant success; the use 

of progress charts to record fitness achievements; the recognition of 

individual accomplishments; inclusion of the family and celebrating the 

uniqueness of individuals. 

• Acceptance of adapted recreation and sports skills and program adaptations: 

in a study by Devine and Lashua (2002) persons with disabilities reported 

that they feel that their differences are accepted by others when peers without 

disabilities and staff accepted adapted recreation skills and program 

adaptations. Participants without disabilities reported that adaptations are 

seen as ‘just another way to engage in a recreation activity’. 

• Sport and recreation programmes must be made available as a regular 

activity.  

• Positive staff attitudes: staff attitudes and behaviours towards people with 

disabilities strongly impact on the motivation of people with disabilities to 

participate in sport and recreation programs. A positive attitude is crucial in 

addressing the issue of social acceptance.  
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• An emphasis on the capabilities of persons with disabilities will allow for a 

change in how persons with disabilities are perceived by others in the 

community (Herbert, 2000). 

 

4.6 CHAPTER CONCLUSION 

Chapter Four provided an overview of the socio-ecological theory of Urie 

Bronfenbrenner. It explored how this theory can be applied to facilitate sport and 

recreation opportunities for people with disabilities. Chapter Five will provide an in-

depth look at the research methodology used in the study.  
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CHAPTER FIVE 

5. RESEARCH METHODOLOGY 

 

5.1 INTRODUCTION 

The purpose of this chapter is to describe the research methodology used in this 

study. Methodology can be described as the overall framework within which 

research is conducted (Gratton & Jones, 2010). Research methodology can also be 

described as the procedures used to collect and analyse data (McMillan & 

Schumacher, 2010; Rajasekar, Philominathan, Chinnathambi, 2013) required to 

answer the research question posed by the study (Clark et al. 2014). Research 

methodology is a systematic way to solve problems and helps the researcher to 

collect samples, data and find a solution to a problem (Rajasekar, Philominathan, 

Chinnathambi, 2013). It is the process used to collect data and information for the 

purpose of deriving conclusions.  

The primary aim of this study was to evaluate sport and recreation service delivery 

for persons with disabilities in the marginalised community of Mamelodi using a 

socio ecological approach. 

To achieve the overall aim a qualitative approach was used. Data collection was 

done through semi-structured interviews and document analysis.  

The objectives of this study included: 

● To identify policies relating to disability sport and recreation provision in 

South Africa. 

● To determine actual service delivery in the marginalised community of 

Mamelodi. 

● To recommend policy implementation alternatives based on a socio 

ecological approach. 

This chapter provides a discussion on the research design, data collection, data 

analysis and the ethical aspects pertaining to this study. The research design includes 

the research population, the research sample and sampling method. Data collection 

will include research instruments.  
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5.2 RESEARCH DESIGN 

Research is the systematic process of collecting and logically analysing data for a 

specific purpose (McMillan & Schumacher, 2010). Research is finding solutions to 

social and scientific problems through investigation and objective and systematic 

analysis (Rajasekar, Philominathan, Chinnathambi, 2013).  

Gratton and Jones (2010: 287) describe research design as “the overall blueprint that 

guides the researcher in the data collection stages in terms of what data to collect, 

from whom, and when.” In essence, the research design creates the foundation of the 

entire research study. The research design should include the following: the various 

approaches to be used in solving the research problem; information and sources 

related to the problem; time frames. The research design is described as types of 

inquiry that guide procedures in a research design and is often called ‘strategies of 

inquiry’ (Creswell, 2014). 

The study adopted a qualitative research design. Qualitative research allows the 

researcher to explore meanings assigned to social problems (Devine & Lashua, 

2002). In a qualitative research approach, certain assumptions are made and a 

theoretical framework drawn up based on these assumptions. A qualitative approach 

allows the researcher to better understand and describe social issues rather than to 

predict and control it. Qualitative research can adequately represent groups outside 

the mainstream (Ragin & Amoroso, 2011). Qualitative research is therefore well 

suited to represent persons with disabilities.  

The qualitative research design was done in the form of a case study. Creswell 

(2014: 14) describes case studies as a design of inquiry found in many fields, 

especially evaluation, in which the researcher develops an in-depth analysis of case, 

often a program, event, activity, process or one or more individual.” Information is 

collected using different data collection procedures over a period of time. Case 

studies are bound by activity and time.  

This study utilised Disability Inquiry as qualitative approach. Disability Inquiry is 

utilised in several ways: firstly, it is used as a broader explanation for people’s 

behaviours and attitudes. Secondly, it is used as orienting lens with which to study 

gender, class, race and issues inherent in marginalised populations (Creswell, 2014).  

According to Mertens (2009, as cited in Creswell, 2014: 65) “Disability Inquiry 

addresses understanding this population’s socio cultural perspectives allowing them 

to take control over their lives rather than a biological understanding of disability.” 
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Disability inquiry addresses the true meaning of inclusion of persons with disabilities 

into society. Disability research has moved from the medical perspective to an 

environmental response to disability (Mertens, 2003 as cited in Creswell, 2013). 

“Now, researchers using a disability interpretive lens focus on disability as a 

dimension of human difference and not as a defect” (Creswell, 2013: 33). Due to this 

focus, disability’s meaning is derived from social construction (i.e. society’s 

response to disabled individuals). 

 

5.2.1 Research Population 

Research population is defined as including all the people within a specific category 

being investigated (Long, 2007).  

5.2.1.1 Research Sample 

Cresswell (2009: 178) states that “the idea behind qualitative research is to 

purposefully select participants or sites (or documents) that will best help the 

researcher understand the problem and the research question.” This study included 

three organizations and institutions based in Mamelodi that provides care to persons 

with disabilities. Study participants included managers as well as staff members of 

the below-mentioned organizations and institutions. These organizations include: 

● Bophelong Centre for the Disabled 

● Tshegofatsong Special School 

● Alfa and Omega Special Care Centre 

5.2.1.2 Sampling Method 

This study utilised a purposive sampling method. In purposive sampling, participants 

are chosen based on knowledge, expertise and experience they possess regarding 

disability and who exhibit characteristics of central importance to the purpose of the 

investigation are deliberately selected (Devine & Lashua, 2002). This results in 

“information-rich cases” (Devine & Lashua, 2002).  

 

5.2.2 Data Collection 

Data collection involves various interrelated activities that range from the location of 

research participants, gaining access and establishing rapport, collecting data, 
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exploring field issues and storing collected data (Creswell, 2013 as cited in Van der 

Klashorst, 2014). 

Data collection will be done through semi-structured interviews and documentary 

analysis.  

5.2.2.1 Semi-structured Interviews 

Interviewing is one of the main strategies used in qualitative data collection. This 

study made use of a semi-structured interview format as it is more flexible in nature 

as it allows the researcher to formulate new questions during the interview in 

response to answers given (Clark et al. 2014). This allowed for the gathering of more 

in-depth data. Appointments for semi-structured interviews were made via telephone 

an in person. Appointments were scheduled at convenient times for each disability 

centre and semi-structured interviews were conducted at the disability centres. A 

letter containing the purpose of the study was given to each disability centre in 

person. Permission letters to conduct the semi-structured interviews were obtained 

via email from each disability centre prior to conducting the semi-structured 

interviews. Research participants were briefed on the purpose of the study and 

signed informed consent forms on the day of the actual interview.  

Topics pursued in the semi-structured interview included: 

• Benefits of participation in sport and recreation interventions for persons with 

disabilities. 

• Current policies for persons with disabilities. 

• Application of policies in Mamelodi.  

• Intervention programs available for persons with disabilities within the 

disability centre. 

• Intervention programs available for persons with disabilities in Mamelodi.  

• Community support and perceptions of persons with disabilities. 

• Family support and perceptions of persons with disabilities. 

5.2.2.2 Documentary Analysis 

Documentary sources used for analysis have been produced by others independently 

of the researcher. Documents may involve texts and images, or both, and may be 

public or private (Clark et al. 2014). Documentary sources can take many forms. 

Existing documentary sources are usually readily available to the researcher 
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(McMillan & Schumacher, 2010). Documentary sources used for analysis in this 

study included policy documentation related to disability sport and recreation 

participation in South Africa. 

 

5.2.3 Data Analysis 

Qualitative analysis was done through a manual coding process. Objective based 

data analysis was utilised in this study. All recorded interviews and documentary 

sources were transcribed into rich text format and coded according to the following 

themes: 

• Policies related to disability sport and recreation provision in South Africa. 

• Application of policies related to persons with disabilities in organizations 

and/ or the community. 

• Actual service delivery in disability centres in Mamelodi. 

• Access to sport and recreation interventions in Mamelodi. 

• Policy implementation alternatives based on a socio-ecological approach. 

 

5.3 ETHICAL ASPECTS 

The researcher has the responsibility to protect all research participants, guard 

against misconduct and to promote the integrity of research. Ethical clearance for 

this study was obtained through the University of Pretoria’s ethical committee. The 

ethical aspects included in the study are voluntary participation; informed consent; 

no harm or risks to participants; and privacy. 

 

5.3.1 Voluntary Participation 

All participation was voluntary in nature. No participants were coerced or forced to 

participate in this study. The researches made sure that all participants knew that 

participation is voluntary and that they may stop at any moment during the study.  
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5.3.2 Informed Consent 

Permission letters to conduct the study were given to the researcher by all 

participating disability centres. A letter explaining the purpose and method of the 

study was given to each disability centre in person. Research participants were 

briefed on the purpose of the study on the day of data collection. The researcher 

made sure that all participants clearly understood that there were no possible risks 

linked to this study; that the participants will not receive any financial compensation 

for the study; and that each participant clearly understood their rights.  

 

5.3.3 No Harm or Risks to Participants 

The researcher made sure to explain to all participants that there are no risks to 

participation in the study. Participants were told that they do not have to answer 

questions that they felt may result in embarrassment or danger to home life, school 

performance, friendships, and the like, as well as direct negative consequences 

(Mcmillan & Schumacher, 2010; Cresswell, 2013).  

 

5.3.4 Privacy 

Privacy of all research participants was maintained and protected at all times. The 

researcher ensured privacy by using confidentiality and the appropriate storing of 

data (Gratton & Jones, 2010).  

5.3.4.1 Confidentiality 

No data was linked to any individual by name. Only the researcher had access to 

individual data.  

5.3.4.2 Storage of Data 

All data linking a participant to a response will be destroyed to ensure the protection 

of participant identity. Any storage of data will be done in a safe manner. Data will 

be stored by the Department of Biokinetics, Sport and Leisure Sciences for a period 

of 15 years. 
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5.4 CHAPTER CONCLUSION 

Chapter Five provided a comprehensive description of the research process utilised 

in the study. The research methodology, research population, sampling method, data 

collection method, data analysis method and ethical aspects were specified. The next 

chapter will offer an interpretation of the analysed data. 
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CHAPTER SIX 

6. RESULTS AND INTERPRETATION 

 

6.1 INTRODUCTION 

The previous chapter discussed the research methodology utilised in this study. In 

this chapter, the results of the study will be presented and interpreted. Results will be 

presented according to the identified themes and will then be interpreted according to 

the identified aim and objectives as set out in the first chapter of the study. 

Qualitative analysis was done utilising a manual coding process. Data was 

transcribed into rich text format and coded according to the themes as identified in 

Chapter Six. Results will first be presented in table format and then be interpreted in 

the last section of the chapter. 

 

6.2 RESULTS OF OBJECTIVE BASED DATA ANALYSIS 

The results of semi-structured interviews and documentary analysis will be presented 

in the following section. Results will be presented according to the objectives 

identified in Chapter One. 

 

6.2.1 The identification of policies related to disability sport and recreation 

provision in South Africa 

Policy identification was done as a two-folded process. Policies related to disability 

sport and recreation in South Africa was identified through documentary analysis. To 

understand whether policies are known to service providers in the marginalised 

community of Mamelodi research participants were asked to identify policies related 

to sport and recreation provision for persons with disabilities.  

6.2.1.1. Policies related to disability sport and recreation provision in South Africa 

There is a lack of reliable information on the nature and prevalence of disability in 

South Africa. According to the Integrated National Disability Strategy (1997), the 

lack of reliable information is due to disability issues being addressed from a health 

and welfare framework in the past. The partial understanding of persons with 

disabilities has led to negative attitudes towards persons with disabilities as well as a 

poor infrastructure for persons with disabilities in underdeveloped and marginalised 



73 

 

areas. There is a magnitude of policies that relate to different aspects of life for 

persons with disabilities. It is important to understand the premises of the current 

disability policies in South Africa in order to ascertain whether policies are known 

and implemented in marginalised communities. Table 6.1 will provide an overview 

of the most prominent disability policies in South Africa 

Table 6. 1 Premises of current disability policies in South Africa  

Integrated National Disability Strategy (1997) 

A caring society recognises the 

rights of persons with disabilities 

“The concept of a caring society is strengthened 

and deepened when we recognise that disabled 

persons enjoy the same rights as we do and that 

we have a responsibility towards the promotion 

of their quality of life” 

Changing the way that persons 

with disabilities are perceived by 

society 

“We must stop seeing disabled persons as 

objects of pity but as capable individuals who 

are contributing immensely to the development 

of society” 

Society’s responsibility to 

provide opportunities for 

participation 

“We [as society in South Africa] must play an 

active role in working with them [persons with 

disability] to find joy and happiness and the 

fulfilment of their aspirations” 

Commitment of government to 

persons with disabilities 

“Through the establishment of the Office on the 

Status of Disabled Persons our government 

wishes to express its unswerving commitment to 

the upliftment and improvement of the conditions 

of those members of our society who are 

disabled” 

Lack of services and 

opportunities for persons with 

disabilities 

“Despite the large percentage of disabled 

persons, few services and opportunities exist for 

persons with disabilities to participate equally in 

society” 
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Endorsement of South African 

government of the ‘United 

Nations Standard Rules for the 

Equalisation of Opportunities for 

Persons with Disabilities’ and the 

‘World Program of Action 

Concerning Disabled Persons’ 

“Both documents call for extensive changes in 

the environment to accommodate the diverse 

needs of disabled persons in society. The 

emphasis is on a fundamental shift in how we 

view disabled persons in society. The emphasis is 

on a fundamental shift in how we view disabled 

persons, away from the individual medical 

perspective, to the human rights and 

development of disabled persons” 

“As a government we endorse these principles” 

The promotion of a partnership 

with persons with disabilities 

“We believe in a partnership with disabled 

persons. Therefore, the furtherance of our joint 

objectives can only be met by the involvement of 

persons with disabilities themselves” 

Key policy areas “Key policy areas have been identified. These 

include prevention, health care, rehabilitation, 

public education, barrier free access, transport, 

communications, data collection and research, 

education, employment, human resource 

development, social welfare and community 

development, social security, housing and sport 

and recreation”  

Protection of the rights of 

persons with disabilities 

“The rights of persons with disabilities are 

protected by the Constitution. Government 

departments have a responsibility to ensure 

that...concrete steps are taken to ensure that 

persons with disabilities are able to access the 

same fundamental rights and responsibilities as 

any other South African” 

Responsibility for the 

implementation of legislation 

“To coordinate this activity the Office on the 

Status of Disabled Persons has been established 
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and policy in the Office of the Deputy President. The Office 

on the Status of Disabled Persons will work 

together with, and parallel to, the various state 

bodies and departments in order to further the 

development of a disability friendly environment. 

It will maintain close links with the NGO sector”  

Importance of legislation The legislative framework is crucial. There is a 

need to examine the need for new legislation” 

Implementation of policy related 

to persons with disabilities 

“...in order to ensure that legislation is effective 

and policy implemented, research and 

monitoring are essential” 

Transformation requires change 

at different levels of society 

“Transformation must involve practical change 

at every level of our society” 

The impact of poverty on 

exclusion of persons with 

disabilities 

“...the occurrence of disability in a family often 

places heavy demands on family morale, 

thrusting it deeper into poverty” 

“there is an increase in families living at the 

poverty level as a result of disability” 

“They also live in underdeveloped areas where 

there is a lack of sanitation, water, electricity, 

health services, job opportunities and 

educational and recreational facilities” 

“...large numbers of persons with disabilities live 

in areas where the infrastructure for the 

provision of basic services is at its 

weakest...hence, a relatively low percentage of 

disabled have access to piped water, electricity 

and inside toilet facilities” 



76 

 

Exclusion through legislation “Legislation has contributed to the social 

exclusion of persons with disabilities. First, 

legislation fails to protect the rights of persons 

with disabilities and, second, through legislation, 

barriers are created to prevent persons with 

disabilities from accessing equal opportunities” 

“Problems often arise when the law or statute is 

applied. These include: 

• The way regulations governing specific 

acts are drawn up; 

• The way acts and/or their regulations are 

administered; 

• Inappropriate and/ or ignorant of the 

law; 

• Poor monitoring of the law.” 

White Paper on the Rights of Persons with Disabilities (2015) 

Promoting the social model to 

address disability 

“The social model acknowledges that disability 

is a social construct and assesses the socio-

economic environment and the impact that 

barriers have on the full participation, inclusion 

and acceptance of persons with disabilities as 

part of mainstream society” 

“...focuses on the abilities of persons with 

disabilities rather than their differences, that 

fosters respect for inability and that recognises 

persons with disabilities as equal citizens with 

full political, social, economic and human 

rights” 

“The social model does not locate the problem 

within the person with impairment; rather it 

acknowledges and emphasises barriers in the 
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environment which disable the person with the 

impairment aimed at inclusion rather than 

exclusion of persons with disabilities from 

mainstream life” 

Political rights “...must guarantee persons with disabilities their 

political rights, create the opportunities for them 

to exercise this right on an equal basis with 

others, and ensure that persons with disabilities 

are able to fully participate in political and 

public life, for example though being able to vote 

and be elected” 

Human rights “...a human rights approach provides the 

necessary framework for action on human 

development. The focus on human rights brings 

two important values to development work: 

Firstly, it provides a framework for policies and 

programmes, and secondly, it provides the poor 

with the power to demand accountability to 

overcome poverty” 

“Participation is a basic human right in itself, a 

precondition or catalyst for the realisation and 

enjoyment of other human rights, and of 

fundamental importance in empowering people 

living in poverty to tackle inequalities and 

asymmetries of power in society” 

Social rights “Persons with disabilities must accord equitable 

social rights as all other people in society 

because the provision of these rights enables full 

participation in the life of society. It includes ... 

sport, recreation...” 

“Critical to building social cohesion is enabling 

persons with disabilities to live in barrier free 
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environments within their communities” 

Economic rights “...economic rights can be accorded to all 

persons with disabilities applying the social 

model...” 

“Persons with disabilities must be involved in 

conceptualising, developing, implementing and 

monitoring economic development policies and 

programmes” 

Cultural rights “Places specific obligations on the state to take 

measures that will promote, protect and uphold 

the cultural rights of persons with disabilities” 

A rights-based approach to 

realising the rights of persons 

with disabilities 

“A rights-based approach provides a set of 

performance standards against which 

governments and other actors can be held 

accountable for the provision of all human, 

social and economic rights...this requires that a 

human rights lens is used in drafting and 

implementing policies and programmes” 

“...the rights based approach includes 

understanding the linkages and dependencies 

between social and economic rights and the need 

for integrated socio-economic development as a 

whole”  

Strategic pillars for realising the 

rights of persons with disabilities 

“There are four pillars that inform and guide the 

mainstreaming agenda for persons with 

disabilities. These include: Rights pillar; 

Empowerment pillar; Equality pillar; Results 

pillar” 

Roles and responsibilities in 

realising the rights of persons 

with disabilities 

“Key stakeholders which need to cooperate in 

ensuring that the WPRPD is implemented in a 

coordinated and accountable manner, include 
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the Executive Authorities, accounting officers, 

disability rights coordinating mechanisms, 

legislatures, inter-governmental and cooperative 

governance mechanisms, legislatures, 

institutions promoting democracy and 

organisations of and for persons with 

disabilities”  

Employment Equity Act 55 of 1998 

Achievement of Equity in the 

workplace 

“This Act seeks to promote and achieve equity in 

the workplace. This Act specifically prohibits the 

unfair discrimination of employees on the 

ground of disability” 

National Building Regulations and Building Standards Act 103 of 1977 

Access to buildings “Persons with disabilities should be able to 

safely enter the building and be able to safely use 

all the facilities within it, especially toilets. 

Furthermore, lifts in buildings must be able to 

serve the needs of persons with disabilities” 

National Education Policy Act 27 of 1996 

Access to education “This Act’s aim, amongst others, is to ensure 

that no person is denied the opportunity to 

receive an education... as a result of physical 

disability” 

 

Policies related to disability sport and recreation provision provide direction on 

physical and social access to participation; provision of subsidies that will facilitate 

participation; an emphasis on inclusion, empowerment and the promotion of priority 

groups as identified by government; equitable participation opportunities; the 

provision of an enabling environment; sport as mechanism that facilitate integration 
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and rehabilitation; training of trainers and coaches; consultation with persons with 

disabilities; sponsorship and the coordination of sport and recreation. 

Table 6. 2 Policies related to disability sport and recreation in South Africa 

White Paper on the Rights of Persons with Disabilities (2015) 

Access to facilities “Ensuring that community services and facilities for 

the general population are available on an equal basis 

to persons with disabilities” 

Participation in cultural 

life, recreation, leisure and 

sport 

“...the right of persons with disabilities to take part on 

an equal basis with others...to participate with others 

in recreational, leisure and sporting activities” 

Provision of subsidies for 

sport and leisure 

development for persons 

with disabilities 

“Subsidies and sponsorships for all sport and leisure 

development must include a disability mainstreaming 

component” 

The National Sport and Recreation Plan (2012) 

Emphasis on inclusion, 

empowerment and 

promotion of priority 

groups 

“Special emphasis is put on the inclusion, 

empowerment and promotion of government’s priority 

groups, namely ... persons with disabilities” 

Accessibility “Sport is available to all... disability... and other 

elements of a society’s diversity does not infringe on 

the opportunity to participate in sport” 

Equitability “Every individual should have an equal opportunity to 

make ...the life that he/she is able and wishes to have... 

as a member of society without being hindered in or 

prevented from doing so by discriminatory practices” 

“we cannot compete with the exclusion of certain parts 

of our population” 

Enabling environment “South Africa has a serious problem regarding the 

building, shared utilisation, equitable access... that has 
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far reaching consequences...” 

Integrated National Disability Strategy (1997) 

Policy objective “...to develop and extend sporting activities for 

persons with disabilities in both mainstream and 

special facilities so that they can participate in sport 

for both recreational and competitive purposes” 

Sport as integration 

mechanism 

“Sport is generally regarded as one of the vital 

components in the integration of persons with 

disabilities into society” 

Sport as rehabilitation tool “It is also often a vital component in the successful 

rehabilitation of persons with disabilities” 

Development of physical 

qualities, self esteem, 

courage and endurance 

“Sport at school level is critical for the development of 

physical qualities, as well as for the development of 

self-esteem, courage and endurance. It is therefore 

vital that sport at school level – both within ordinary 

and special school – receives urgent attention” 

Training of trainers “The development of trainers/coaches familiar with 

sport for disabled people is an essential component 

which needs to be urgently addressed” 

Physical facilities “Existing public sport facilities tend to be largely 

inaccessible. This includes changing rooms, lockers, 

showers, toilets and so on”  

Consultation with persons 

with disability 

“Community sport centres should be developed in 

consultation with organisations of disabled people to 

ensure not only barrier-free access, but also integrated 

universal design to allow both non-disabled and 

disabled athletes to use the facilities simultaneously” 

Public Education “...persons with disabilities (especially those living in 

rural areas), sponsors and sport administrators tend to 

be largely unaware of the different forms of sport for 
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disabled people. This aspect should be targeted in a 

public education programme” 

Sponsorship “Sport for disabled people should be ‘mainstreamed’ 

as far as possible to increase sponsorship value...it 

should be promoted jointly with mainstream events” 

Coordination of sport “There are two major umbrella bodies for sport for 

disabled people in South Africa: the National 

Paralympic Committee of South Africa and the Special 

Olympics South Africa” 

 

6.2.1.2. Policies related to disability sport and recreation provision as identified by 

service providers in the marginalised community of Mamelodi  

Research participants were generally unaware of existing policies pertaining to 

service delivery and sport and recreation participation for persons with disabilities. 

In some cases, participants were unaware of what the term policy meant. Table 6.3 

illustrates the general awareness of research participants in the marginalised 

community of Mamelodi. 

Table 6. 3 Awareness of policies related to persons with disabilities in relation to sport and recreation 

No awareness “No. I am only aware of our centre and of Alma 

School”  

Selective government support “Yes, the policy is fine...because the government is 

supporting him… it is believed that the government is 

supporting him… Many things are not included.” 

[Participant does not fully understand the meaning of 

the word policy.] 

Uncertainty 
“Policies?” [Participant does not fully understand the 

meaning of the word policy] 

 



83 

 

6.2.2 Application of policies related to persons with disabilities in organisation 

and/ or in the community 

Due to a lack of awareness of policies for persons with disabilities, participants were 

unable to describe the application of policies pertaining to sport and recreation 

participation for persons with disabilities. One participant expressed that government 

policies does not apply or affect sport and recreation opportunities for persons with 

disabilities in Mamelodi: “Not to our organization. I cannot speak for the community 

out there”. Another participant stated that government policies do not translate into 

better participation opportunities for persons with disabilities in Mamelodi: “No. In 

most communities, persons with disabilities are not given opportunities. Everything 

is given to people who are able. It all depends on which community you come from.” 

 

6.2.3 Actual service delivery in disability centres in the marginalised community 

of Mamelodi 

To understand actual service delivery in terms of sport and recreation in Mamelodi it 

was important to find out whether research participants believe sport and recreation 

participation as beneficial. A variety of benefits associated with sport and recreation 

participation were identified by participants. Table 6.4 highlights some of the 

identified benefits.  

Table 6. 4 Benefits associated with sport and recreation participation for persons with disabilities 

Good self-esteem “It gives them self-esteem. It boosts them and it gives 

them something to work for because I don’t believe that 

a disabled person should just be sitting around doing 

nothing. There are possibilities for everybody, 

irrespective of their disabilities.” 

Physical exercise “Just because you just make it exercising…” 

Cognitive benefits “If sometimes the kids is struggling about their mind you 

must keep her busy…” [provides cognitive stimulation 

for cognitive benefits.] 
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The development of a future 

perspective 

“...and then to continue with their life.” 

Emotional benefits “And you must show her did you love her or whatever, 

yes. So that’s why participation is so very good for 

him...” 

"I think it's good for them because they can also do 

something ... If they play games or they're outside ... it 

provides satisfaction ..." 

Improved muscle function "If I think about sports and I think of benefits, then I 

think of muscles that can keep up the job. And this can 

bring about muscular improvement. " 

Social interaction  "And then socializing with other people. There are 

definitely advantages to it. " 

Feelings of achievement 
“They think ‘we can also produce something…’ You 

have to act as if they can achieve something.”  

Talent realization 
“Some of them will realize their talents....and end up 

going to the Paralympics.” [Participant does not fully 

understand what the Paralympics is.] 

“Yes. So then they’ll be free to do everything that they 

are talented with.” 

Muscle improvement 
“Stimulation. Like for example, playing with dough, it 

stimulates their muscles.” 
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“And the other thing is also, uhm, it also helps their 

muscles to not worsen their condition. Because...some 

are stiff. So if we do the activities like mixing any hand 

cream or any cream with sugar, brown sugar especially, 

you smear it on their hands or somewhere on their skin. 

They feel something, like their muscles. It stimulates 

their muscles...” 

Sensory improvement 
“And again with the TV, it stimulates their minds and 

vision and hearing because they will be watching and 

listening at the same time.” 

Feelings of belonging in the 

community 

“...some of the people...they feel not welcome in the 

community. But if they’re involved in sports...if some 

people are not disabled, they can go and watch them 

maybe playing soccer they could feel welcome, people 

love us.” 

“They can feel part of the community because they can 

also do something.” 

Overall development 
“It aids with their development.” 

Muscle tone 
“Gain muscle tone.” 

Self-confidence 
“Self-confidence.” 

Learn to play 
“They need to learn how to play. It is part of their 

learning. They need to feel textures; they need to play 

with dough and water.” 

 

Participants seemed unaware and unsure of sport and recreation intervention 

programs that are available in the community. Participants were aware of programs 
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that might be available elsewhere in Pretoria, but not in Mamelodi. Table 6.5 

summarises the interventions that research participants are aware of. 

Table 6. 5 Interventions, programs and workshops for persons with disabilities in Mamelodi 

Protective workshops 

 

“I do know that there is a protective workshop in 

Prinshof that is employment solutions. That is the only 

one that I am aware of. That is a protective workshop. 

Other than that no, but there is another centre like this 

one in 24h Avenue called The Moot Daycare Centre for 

the Disabled...” 

"If I think of those who have more intellectual capacity, 

they are intellectually stronger, yes, there are schools 

that accommodate these children while we are not a 

school, we are a day-care centre. Yes like Alma school 

and then sheltered workshops for them where they can 

make things like trays and that kind of thing.” 

Not aware of any interventions “Nothing that I know of” 

 

When asked about centre-specific sport and recreation activities it came to light that 

a lack of intervention programmes exist due to a lack of financial resources. 

Research participants were able to name activities, however could not identify where 

and when it had taken place. Table 6.6 presents the sport and recreation activities 

identified by research participants. 

Table 6. 6 Centre specific activities and intervention programs 

No specific programs “No, we have not got a set program that we work 

according to. We take it day by day and we try and see 

what we can teach them, because as you know their 

attention spans are not very long and the children that 

are here are basically children that have finished the 

school, for example ... or else some of them have not 

been to school” 
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No programs when a person is 

out of the system 

“They have reached their plateau. In other words they 

cannot go further so they have fallen out of the system 

and then they come here and then we try and help them 

from here to the best of our ability.” 

Puzzles “To play with the puzzles.” 

Walking outside “And sometimes we try to take a walk with him. Like 

that.” 

Physiotherapy "Yes, there are programs. If I look at the youngest 

person in my class then physio will go into his day's 

program. Then to develop optimally within his ability 

and to prevent him from reaching his plato and then 

deteriorating. If a person reaches plato then we need to 

do maintenance exercises to maintain his plato. " 

Pottery “Yes, and we have activities like pottery …” 

Horse riding “...horse riding which the children love, and I believe it 

is essential for all children and persons to ride a horse 

and have physical contact with the animal, which is 

good for them.” 

“And then on Friday the horses are coming...” 

Painting “And then we also have painting…” 

Playing with dough, sand and 

water 

“...and playing with dough and sand- and water, those 

types of things. It is essential for persons with 

disabilities.” 
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Playing outside 
“Sometimes they are going to play outside. “ 

Swimming “And the others are going to swim.” 

Physical exercise activities 
“Like as I said, we use stimulating materials like a 

roller, uhm a big round ball, uhm and a trampoline and 

a swing.” 

Sport activities 
“Basketball…”; “...netball…”; “...soccer…”; “....table 

tennis...”; “...cricket…”; “...hockey...” 

 

6.2.4 Access to sport and recreations programs in community 

Access to sport and recreation programs in the community was described as limited 

by research participants. Table 6.7 provides an overview of how research 

participants viewed access to sport and recreation programs in the marginalised 

community of Mamelodi. 

Table 6. 7 Access to sport and recreations programs in Mamelodi 

Parents must get involved “I believe that they could have access to this depending 

on the parents; if the parents take them. But yes, they 

do.” 

Access available “Yes.” [participant cannot specify what access entails.] 

“Yes, they have.” [participant cannot specify what 

access entails.] 

No access  “No, there is not always access.”  

Participation is possible with 

the right equipment 

“Yes, they can because they use wheelchairs.” 
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Various barriers that persons with disabilities face in participating in sport and 

recreation opportunities according to research participants included a financial and 

transport barrier. 

Table 6. 8 Barriers to support for sport and recreation participation for persons with disabilities 

Financial barrier “But then again, as well, with the financial costs 

involved, would it be affordable for them to be able to 

support it.” 

 Transport barrier 
“To transport those people creates a problem and then 

bring them back to their neighbourhood where they are 

... Yes, I think transport is a big problem ... And then 

there must also be special chairs in a vehicle to do that 

to drive people.” 

 

6.2.5 Policy implementation alternatives based on a socio-ecological approach 

Governmental policies are located on the macro system according to the Socio-

ecological theory by Urie Bronfenbrenner (Boon et al. 2012) but interact and impact 

on the exosystem as well as on the microsystem. It has been ascertained in previous 

sections that, even though there are existing policies developed by government, 

research participants are not aware of these policies or do not perceive policies as 

being implemented in the marginalised community of Mamelodi.  

Family and community support of persons with disabilities are crucial to enable 

sport and recreation participation. Table 6.9 provides an overview of how research 

participants perceived family support of sport and recreation participation. 

Table 6. 9 Family support of sport and recreation participation 

Parents involve kids with 

disabilities in programs 

“Within the organization I think that they perceive it 

relatively well. Because we have got some of our parents 

here that do take their children to the gyms and they do 

do exercises and things like that” 

Family support “Yes, I think that they would support it.” 
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Differs from family to family 
“Yes some will. Some won’t.” 

Parents ought to be supportive  
“Our children are good in sports. So I think we as 

parents should give our children support.” 

 

Participants were uncertain of whether families will participate with disabled family 

members in Mamelodi. Table 6.10 illustrate the cultural perception of persons with 

disabilities and how it reflects how families perceive persons with disabilities. 

Table 6. 10 Family participation in sport and recreation intervention programs together with their 

disabled family members 

Differs from family to family 
“I think it depends on the family. But it can be positive 

or it can be negative. Like I said, I cannot tell you 

whether it will be positive. You do not know the family 

outside the house. And I cannot say if it will be negative. 

So it can take one way or another.” 

“Ja, some. But some not.” 

“You know, it also varies from person to person. 

Everyone does not feel the same. But if you go to the 

framework outside the house to family, then I think there 

are people who have a dislike of the disabled and there 

are people who might be involved with this person.” 

“It differs from family to family.” 

Will be willing to participate 

in intervention programs 

alongside persons with 

disabilities 

“I think so.” 
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Only some will participate  
“I don’t think, there’ll be a less percentage because 

most of the family...they feel ashamed when they are 

carrying these children on the streets. Because even us, 

the community that doesn’t have disabled children, we’ll 

look at that child in a shameless way or thinks about the 

parents, you know. So, they will participate but there 

won’t be that large number.” 

Feelings of shame 
“I think they feel shame.” 

Acceptance due to family ties 
“Oh shame, sometimes you may feel bad but you can’t 

do anything about it because it is your child. You will 

feel bad, you know. Because if you expect (pregnant) you 

will not expect you to get the child who cannot walk, 

who cannot speak. You see, it would not be nice for you. 

But the Lord gave you this child. You have to take care 

of him, it's your child. You cannot do anything about it. I 

just think a parent can feel bad but he has to take care of 

that child because it's his child. He also did not know he 

would get a disabled child. The child also did not ask to 

be disabled. You may feel bad but you have to be strong 

for a person with a disability.” 

Abandonment by parents 
“Some, they neglect them when they put them at the 

centre they just leave them there. They won’t come and 

visit. They won’t even care how is he or she feeling, or 

how is she doing. They will just dump them there…” 

Perceive persons with 

disabilities as useless 

“If I can add… they do that because they don’t have 

(faith?) in disabled people. ‘Cause when they look at 

them they see people who can’t do anything for 

themselves. They see useless people to them. Yes, that’s 

how they feel about them.” 
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Support 
“Some support their children.” 

“From the supporting family, you can see by the 

behaviour of the child or learner. When the teacher and 

parent combined push (support) the child to do better it 

will shine through them.” 

Embarrassment 
“Some are embarrassed.”  

Loving 
“But some are so loving.” 

Feeling cursed 
“Some of the parents don’t know how to deal with the 

situation. They feel somehow cursed.” 

Do not wish to be associated 

with their disabled family 

members 

“They feel like they do not want to associate themselves 

with that kid.” 

Do not wish to take care of 

their disabled family members 

The minute they enrolled the kid in the school it is like 

they say good riddance for bad rubbish. The parents 

don’t have to sit up with the child all day long. We had a 

public holiday, and some of the parents were actually 

disgruntled that we were not going to be open. I am not 

saying all parents are like that, only some parents.  Like 

I said earlier, the child that is supported by the parent 

and the teacher will shine.” 

 

Research participants were asked whether they feel that they, as caretakers and 

carers of persons with disabilities receive enough support. They were further asked 

how they perceive persons with disabilities. Table 6.11 provides an overview of 

responses by research participants. 
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Table 6. 11 Caretaker support and perceptions of persons with disabilities in their care 

Feeling protective of persons 

with disabilities 

“I must protect him. Day and night, all the time I must 

protect him. And I can feel like he’s mine. Me as well, I 

got a pain sometimes. I know here if you just tell her 

some ugly language they are take it pain. But don’t try 

to talk to him ugly a way. Sometimes when you talk with 

him you, you must talk with him, you must take it with 

him a jokes like that. To play. To keep her busy.” 

Supportive 
“Don’t feel shame. Really, really don’t feel shame. 

Cause when you feel shame you destroy him all the time. 

Give her love. (sigh). You know what, take her 

disabilities like you. It is a person like you, no matter is 

a disabilities person. But take him like you. Cause of 

you, you don’t know where I’m going to about my life. 

Okay, let’s say I go home, when I go home I get in the 

accident. I am going to be, if whatever, when I get in the 

accident there are two chances if I am going to arrive 

again or if I am going to die. So if I am still alive I am 

going to be disabled… It is the same like that person 

with disabilities... Yes, is a pain when there is somebody 

at home with disabilities. But don’t feel ashamed. Give 

her love. Give her smiling. Take it him out. Anywhere 

when you go, if sometimes I know, you can’t go with him 

everywhere, everyday. Sometimes you just leave him at 

home. But sometimes, take it him out. Yes.” 

Teachers require support with 

infrastructure (executing 

curriculum)  

“In future, they should consider the learners’ direction. 

We need support with infrastructure…” 

 

The overall perception of the Mamelodi community towards persons with disabilities 

is slightly negative even though the research participants tried to find some element 

of ‘positiveness’ in how persons with disabilities are perceived in the marginalised 
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community of Mamelodi. Table 6.12 illustrate how the community perceive persons 

with disabilities. 

Table 6. 12 Community support and perceptions of persons with disabilities 

Community support “I trust that they would be supportive of them, yes. Yes, I 

think that they would.” 

Feelings of shame 
“These people they are feeling shame. Disabilities, they 

don’t like somebody must be feeling shame about her. 

You must take it over and you must be free for him, you  

must be happy for him. You must play with for him and 

everything. And feel free. Don’t feel shame...ah she can’t 

walk.” 

“Ja, I think so. There are many people they feeling 

shame. When I was starting to work here. I was feeling 

shame the first time. But after I was tell myself it is the 

way God is do it. It is not us. And God He know. Me, I 

don’t know nothing. So please God give me a power to 

work with that persons with disabilities....” 

“They feel shame.” 

Mistreating/ abuse of persons 

with disabilities 

“Yes there are other people that take it a risk about their 

disabilities. Sometimes if that child she’s there alone or 

she’s there, there are other families. Somebody in the 

family they are taking a chance to use them [refers to 

physical abuse]. But that is not a good way. And you go 

to destroy him...the disabilities person.” 

Uncertainty and lack of 

knowledge  

“I think it's something that the community wants to get 

away from because they do not have knowledge about 

disabilities and because it's a strange world they do not 

know understand.” 
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Uninformed on the abilities of 

persons with disabilities 

“They do not understand disabilities, are misinformed, 

and do not understand what they are capable of 

achieving within their abilities”. 

Does not wish to be involved “Family outside the direct household do not always wish 

to be a part of a person with disability’s life.” 

Community becoming more 

informed of disabilities (better 

understanding of disabilities) 

“The community is becoming more aware of persons 

with disabilities and how they function.” 

Better understanding will lead 

to more involvement 

“If they understand disabilities better they will become 

more involved in a person with disability’s life.” 

Better understanding will lead 

to support systems for parents 

of persons with disabilities 

“And to get them more involved, I think can provide a 

support system for these parents who need it a lot. They 

are stuck in their homes and they cannot even go to 

church because that child shouts and laughs and bursts 

out and cries ... One person in my class is very 

possessive over his mother and when he is with his 

mother he wants to have all her attention. Most of the 

persons with disabilities we have here go home. They 

may go to the shops, sit in the car and wait for his dad to 

buy the groceries. Our parents really need a support 

system from the outside and the community.” 

Treat them positively 
“They treat them positively.” 

Feelings of pity 
“The community, I think, at first sight they will feel sorry 

for the persons and think maybe we are (somehow?) 

abusing them.” 

Acceptance 
“But then in the end I think they will accept...they are 

taking them normally like normal people.” 
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Perceive persons with 

disabilities as incapable to do 

anything for themselves 

“People in the community believe that persons with 

disabilities they can’t do anything for themselves, which 

is wrong.”  

May be considerate  
“If you are looking at them you can say ‘eish mara, 

maybe that person is feeling pain’...” 

Acceptance of persons with 

disabilities once they 

participate in community 

sports 

“...if they are beginning to... into sports in the 

community, the community will accept and they will no 

longer feel sorry for them. Cause the more people who 

feel sorry for the disabled people, those people they 

become more disabled than they were before, cause they 

will do everything for them.” 

“...And then if they have something which can include 

them they will also invite them to the event.” 

 
“Yes, if uhm, the community or everyone in this world 

can accept them as they are, just the way as they are, 

that would be much better. And give them love and 

support in everything they do, even if they can’t do 

anything. But if they give them support they will be 

happy knowing that they are loved, they are cared...”  

Undermining persons with 

disabilities 

“They undermine them.” 

Excluding them from society 
“They place them on the sidelines.” 

Rejection 
“They can’t even wear a jersey with the school’s 

emblem, because of the way the community perceives 

them.” 

Judgemental  
“There is a lack of understanding from the community. 
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They are judgemental. They see persons with disabilities 

as different from them. These children feel cast out.” 

Understanding will lead to 

empowerment 

“Progress with regards to empowerment of persons with 

disabilities and understanding from the community will 

come from knowledge. This should be transferred from 

educators to parents, and form parents to the wider 

community. Then it won’t only be parents and teacher 

who will be able to support persons with disabilities but 

also the community. How can the community support 

persons with disabilities if they have no knowledge? 

Community should be informed.” 

 

Research participants were asked what they believe a sport and recreation 

intervention program, that include persons with disabilities would accomplish in the 

community of Mamelodi. As indicated in Table 6.13 participants believed that it will 

contribute to mutual understanding; acceptance of persons with disabilities within 

the community; self-respect and an overall feeling of acceptance in the community. 

Table 6. 13 Community participation in possible hybrid intervention programs with persons with 

disabilities 

Mutual understanding 
“That would be good. It would make both sides 

(disabled and abled bodied) see that they are the same.”  

Acceptance through 

participation 

“If you can introduce more kids to the community it will 

be much better. Some of our community members they 

think that they are much better than them. If you 

introduce a program in school and they can find out that 

they can play something much better than someone in 

the community.” 
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Participation together will lead 

to self-love and self-respect 

due to acceptance by 

community 

“Those who are abled-bodied will be exposed to those 

who are disabled. Persons with disabilities could share 

about their conditions and how they would like to be 

helped. When they are understood they can have self-

love and self-respect because they are accepted in that 

situation.” 

Feeling accepted  
“Persons with disabilities will be seen. They will also 

feel that they are human.” 

 

6.3 OBJECTIVE BASED INTERPRETATION OF RESULTS 

Results were interpreted according to the aims and objectives as stated in Chapter 

One. 

 

6.3.1 Policies relating to disability sport and recreation provision in South 

Africa 

Analysis of this objective included and focused on policies related to disability sport 

and recreation provision for persons with disabilities in South Africa. Firstly, 

analysis started off with the identification of disability policies in South Africa 

through document analysis (see Table 6.1). The identification of disability policies in 

South Africa allowed the researcher to determine whether policies are known and 

understood in marginalised communities. South African disability policies analysed 

included the Integrated National Disability Strategy (1997); White Paper on the 

Rights of Persons with Disabilities (2015); Employment Equity Act 55 of 1998; 

National Building Regulations and Building Standards Act 103 of 1997 and the 

National Education Policy Act 27 of 1996. 

Secondly, policies relating to disability sport and recreation in South Africa were 

then identified and analysed using documentary analysis (see Table 6.2). These 

policies included the White Paper on the Rights of Persons with Disabilities (2015); 

The National Sport and Recreation Plan (2012) and the Integrated National 

Disability Strategy (1997). 

Lastly, policies relating to disability sport and recreation provision in Mamelodi, as 

identified by the service providers, were then analysed (see Table 6.3). This was 
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done through the transcription and objective based coding of the semi-structured 

interviews.  

Table 6.1 looked at the premises of current disability in South Africa. The Integrated 

National Disability Strategy (1997) points out a lack of services and opportunities 

for persons with disabilities and identifies society and government’s responsibility to 

provide opportunities for participation. The government, therefore, has the 

responsibility to protect persons with disabilities through the implementation of 

legislation and policy. The Office on the Status of Disabled Persons has been 

established to ensure the rights of disabled individuals are protected. Persons with 

disabilities’ rights are also protected by the Constitution. However, a need for new 

legislation exists. In order to develop adequate policy, the government must work in 

partnership with persons with disabilities and must ensure the involvement of 

disabled individuals in policy development. The White Paper on the Rights of 

Persons with Disabilities (2015) emphasises the promotion of the social model to 

address disability issues (e.g. barriers to access as a result of the socioeconomic 

environment) and views disability as a social construct.  

Table 6.2 points out the right of persons with disabilities to equal opportunity and 

access to community services and facilities and the right to equal participation in 

recreational, leisure and sporting activities. However, this is not a reality for persons 

with disabilities in marginalised communities such as Mamelodi. 

Table 6.3 demonstrated a general unawareness of existing policies pertaining to sport 

and recreation for persons with disabilities. In some instances, the participants did 

not understand what the term policy means. Participants were unable to explain 

application of policies within the community due to the lack of awareness and the 

lack of understanding what the term policy means. 

Even though policies exist, they are not implemented on community level. A lack of 

recognition of nongovernmental organisations, non-profitable organisations and 

faith-based organisations in government policies also exist.  

 

6.3.2 Actual service delivery for persons with disabilities in the marginalised 

community of Mamelodi 

When asked to name and discuss benefits associated with sport and recreation 

participation for persons with disabilities, participants could easily name and 

describe the benefits (see Table 6.4). However, in spite of their knowledge and 
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understanding associated with sport and recreation participation benefits, participants 

were unable to identify any interventions, programs and workshops for persons with 

disabilities available in Mamelodi.  

Participants seemed to be unsure of specific programs running outside of their 

organizations (see Table 6.5). A participant who provided an example of a Protective 

workshop running in Mamelodi seemed unsure of their answer. The researcher 

followed up and crossed referenced this through observation. The researcher also 

frequently visited the centres and community and established that there were no 

programs running within the community for persons with disabilities. The activities 

mentioned by participants were activities that they would like to run within the 

community. These activities included cricket, soccer, tennis, horse riding and 

athletics.  

Participants also pointed out that there are NGOs providing participation 

opportunities for persons with disabilities but were unable to mention any specific 

NGOs or programs provided by these NGOs. Activities identified by participants 

within the organizations included walking, doing puzzles, physiotherapy, pottery, 

horse riding, painting, playing with dough, swimming, cricket netball, soccer and 

hockey (see Table 6.6).  

During the research study, it came to light that, even though these activities were 

pointed out within the organizations, that these organizations had limited resources 

(e.g. financial resources) to conduct these activities. In some cases, these centres did 

not have enough personnel that could assist in conducting these activities. 

It was pointed out that access to participation in intervention programs was only 

available to those individuals within a disability school or centre. Participants did not 

believe that there is access available to intervention programs (see Table 6.7). 

Participants noted that access will be possible if parents and other family members 

become involved and take their disabled family members to intervention programs. 

Participants also pointed out that participation would be possible with the right 

equipment. However, barriers to support for sport and recreation participation, like 

financial and transport barriers (see Table 6.8) made it impossible for parents and 

family members to support sport and recreation participation.  
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6.3.3 Policy implementation alternatives for persons with disabilities based on a 

socio ecological approach 

Family support (see Table 6.9) of sport and recreation participation was positively 

identified only within one organization. Persons with disabilities were described as 

abandoned by family members in the other organizations. Family members were said 

to feel ashamed and embarrassed of their disabled family members (see Table 6.10). 

When asked whether or not family members would participate in hybrid intervention 

programs alongside their disabled family members the participants said that it would 

differ from family to family (see Table 6.10). Participants mostly expressed concern 

and noted that family members mostly do not wish to care for their disabled family 

members and that they do not wish to be a part of their lives.  

As demonstrated in Chapter Four, family structure and support forms part of 

Bronfenbrenner’s (1989) microsystem as family dynamics have a direct influence on 

a disabled individual. This direct influence makes family support crucial to enable 

participation in sport and recreation intervention programs. Most disabled 

individuals within a disability centre were abandoned by family members, and left at 

the disability centre because they lack the financial resources to provide for the 

special needs of a disabled family member. Another reason may be that family 

members lack the necessary knowledge to care for their disabled family members. 

Policy addressing the provision of support systems for parents and other family 

members may be beneficial as it may guide interventions that provide the necessary 

knowledge and skill to take care of disabled family members.  

The caretakers within these disability centres mostly expressed feelings of pity and 

sadness toward persons with disabilities. The caretakers expressed their 

responsibility to protect disabled individuals in their care (see Table 6.11). When 

asked if participants, as caretakers of persons with disabilities, receive enough 

support they expressed their urgent need for support (e.g. financial support 

infrastructure). 

Disability centres also form part of Bronfenbrenner’s (1989) microsystem as most 

disabled individuals in Mamelodi stay with these centres on a permanent basis, as 

their family members do not wish to look after them or lack the financial means to 

do so. Therefore, the context within a disability centre has a direct influence on 

disabled individuals. Providing disability centres with the necessary resources 

(financial, education, equipment etc.) is crucial to ensure the proper care of persons 

with disabilities. Policy addressing the provision of necessary resources to these 
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disability centres could make the provision of adequate intervention programs within 

these centres a possibility.  

Participants identified community support and perceptions of disabilities as negative 

(see Table 6.12). They explained that the community mostly feels ashamed of 

persons with disabilities, and lacks understanding and knowledge regarding 

disability. Disabled individuals were described as being rejected by the community. 

When asked what they believe (hybrid) sport and recreation intervention programs 

that include both disabled individuals and the community would accomplish, 

participants believed that it would: foster mutual understanding; lead to acceptance 

of persons with disabilities; feelings of acceptance by the community.  

As demonstrated in Chapter Four, community influence forms part of 

Bronfenbrenner’s (1989) exosystem. Negative community perceptions and support 

could be seen as a barrier to participation in sport and recreation intervention 

programs as this leads to the exclusion of persons with disabilities from participation 

in intervention programs. This issue could be addressed through policies addressing 

the creation of hybrid programs where disabled individuals could participate 

alongside members of the community. This will foster mutual understanding and 

respect.  

Further suggestions for policy implementation alternatives would be to:  

• Create awareness of policies associated with sport and recreation 

participation for persons with disabilities.  

• The socio ecological approach would be beneficial for persons with 

disabilities living in centres within the community as stakeholders can be 

brought together. 

• The need to implement policy on community level, therefore transformation 

must involve practical change at every level of the social system.  

 

6.4 CHAPTER CONCLUSION 

In this chapter, the results were presented and followed by an interpretation thereof 

according to the study’s aim and objectives. It was shown in the interpretation that a 

socio ecological approach to the implementation of the National Sport and 

Recreation Plan will allow for more sport and recreation opportunities for persons 
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with disabilities in the marginalised community of Mamelodi. This study will 

conclude in the following chapter with conclusions and recommendations for further 

study based on the analysis and interpretation as presented in this chapter. 
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CHAPTER SEVEN 

7. CONCLUSION AND RECOMMENDATIONS 

 

7.1 INTRODUCTION  

In Chapter One it was put forward that sport and recreation participation 

opportunities for persons with disabilities are limited in the marginalised community 

of Mamelodi. Despite the described inclusion of persons with disabilities in the 

National Sport and Recreation Plan (2012) sport and recreation participation is not a 

reality in Mamelodi. It was further postulated that a socio ecological approach may 

provide an alternative that will allow for more participation opportunities. In this 

chapter, the conclusions drawn from research results and interpretation will 

substantiate the use of a socio ecological approach to the provision of sport and 

recreation opportunities for persons with disabilities in Mamelodi. The research 

question for this study was formulated as: 

 

How can a socio ecological approach to sport and recreation service delivery for 

persons with disabilities in the marginalised community of Mamelodi assist in 

providing a more comprehensive application of policy? 

 

Based upon the abovementioned research question it was postulated that: 

• Limited opportunities exist for persons with disabilities to participate in sport 

and recreation; 

• Objectives and planned actions as described in the National Sport and 

Recreation Plan (2012) is not implemented in Mamelodi; 

• A socio ecological approach may assist in the provision of sport and 

recreation opportunities for persons with disabilities in Mamelodi. 

 

Postulations were confirmed and presented in the interpretation of results.  In 

Chapter One the objectives of the study were formulated as: 

● To identify policies relating to disability sport and recreation provision in 

South Africa; 
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● To determine actual service delivery in disability centres in the marginalised 

community of Mamelodi; 

● To recommend policy implementation alternatives based on a socio 

ecological approach. 

Conclusions and recommendations will consequently be presented according to the 

above-stated objectives. 

 

7.2 CONCLUSIONS 

7.2.1 Overall Conclusion 

Results of the study confirmed that persons with disabilities are excluded from sport 

and recreation service delivery in the marginalised community of Mamelodi despite 

the inclusion of persons with disabilities described in the National Sport and 

Recreation Plan (2012).  

 

7.2.2 Objective specific conclusion 

Objective specific conclusions will be presented below according to the stated 

objectives of the study. 

7.2.2.1 Policies relating to disability sport and recreation provision in South Africa 

• Even though policies relating to sport and recreation provision exist, it is not 

implemented in marginalised communities like Mamelodi.  

• Participants were not aware of any existing policies pertaining to persons 

with disabilities’ participation in sport and recreation intervention programs. 

• Participants could therefore not discuss the application of policies within the 

community of Mamelodi. 

• Some participants did not understand the term policy.  

 

7.2.2.2 Actual service delivery in disability centres in the marginalised community of 

Mamelodi 

• There are no sport and recreation interventions running within the community 

of Mamelodi. 
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• Access to participation in intervention programs was only available to those 

individuals who were staying in a disability centres to an extent. The 

interventions available within the disability centres were not adequate due to 

a lack of resources to provide these programs. Interventions provided in the 

centres were adapted to “make due” with the available resources.  

• Access to participation in intervention programs was impossible due to the 

following reasons:  

o lack of intervention programs running within the community; 

o lack of community support; 

o lack of family support; 

o negative family perceptions; 

o negative community perceptions; 

o a lack of resources like financial resources and transport resources. 

 

7.2.2.3 Policy implementation alternatives based on a socio ecological approach 

• Family support was described as negative. Family members felt ashamed of 

their disabled family members and were described as completely uninvolved 

in their disabled family members’ lives. This may be due to a lack of 

knowledge to care for disabled family members as well as a lack of financial 

resources to provide for the special needs of disabled individuals. This could 

be addressed through policy providing the necessary support to family 

members.  

• The community mostly rejected persons with disabilities. The community 

was described as uninformed. This may lead to exclusion to participation in 

intervention programs. Community perception and support could be 

addressed through the creation of hybrid intervention programs.  

• All stakeholders should be brought together to provide the necessary support 

for persons with disabilities.  

• All stakeholders should be trained or provided with adequate knowledge and 

education to create the necessary understanding and to become 

knowledgeable with regards to disabilities. These stakeholders include: 
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o Community members; 

o Family members; 

o Caretakers; 

o Teachers; 

o NGOs; 

o Government. 

• Barriers to access could be addressed through: 

o Creating community understanding through the creation of hybrid 

sport and recreation intervention programs, where both the 

community and persons with disabilities participate alongside each 

other.  

 

7.3 RECOMMENDATIONS  

Consistent with the aims of the study the following recommendations regarding the 

provision of sport and recreation opportunities for persons with disabilities in the 

marginalised community of Mamelodi are proposed: 

• Training of sport and recreation providers. This may include the caretakers of 

persons with disabilities within disability centres. 

• Involvement of multi-sectoral stakeholders. 

• Policy addressing the provision of the necessary resources to run adequate 

intervention programs within disability centres. 

• Policy addressing the provision of the necessary resources to eliminate 

barriers to participation in community intervention programs for those 

disabled individuals that are not placed in disability centres.  

• Creation of hybrid intervention programs that include both disabled 

individuals, their family members and the community to foster mutual 

understanding.  

• Linking Non-profitable organisations, nongovernmental organisations and 

faith-based organisations with disability centres to form partnerships to 

provide participation opportunities in sport and recreation intervention 

programs.  
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7.4 IMPLICATIONS FOR FURTHER RESEARCH 

The findings of this study raised several questions regarding the provision of sport 

and recreation opportunities for persons with disabilities in marginalised 

communities such as Mamelodi. It presented the following opportunities for further 

research: 

• Further research is needed to evaluate the implementation of disability 

policies and recommendations on the physical environment of sport and 

recreation facilities in marginalised communities; 

• To evaluate the impact of a hybrid of sport and recreation program, in which 

disabled individuals can compete alongside members of community, on 

persons with disabilities; 

• To determine the necessary family support and resources required to enable 

the care of persons with disabilities in marginalised communities; 

• To evaluate and determine the necessary support and resources that disability 

centres need to enable the care of persons with disabilities in marginalised 

communities; 

• To determine the training requirements needed that will enable current carers 

in disability centres to be active providers of sport and recreation programs. 

 

7.5 FINAL STUDY CONCLUSION 

This study endeavoured to evaluate sport and recreation service delivery according 

to the National Sport and Recreation Plan (NSRP, 2012) for persons with disabilities 

in the marginalised community of Mamelodi using a socio ecological approach. 

Sport and recreation intervention participation opportunities for persons with 

disabilities do not exist, despite the description thereof in the National Sport and 

Recreation Plan (NSRP, 2012). A lack of sport and recreation intervention programs 

exist as policies addressing sport and recreation participation for persons with 

disabilities are not applied in marginalised communities like Mamelodi. The lack of 

sport and recreation service delivery for persons with disabilities can, and should, 

therefore be addressed through the use of a socio ecological approach. 
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