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Without the commitment and loyalty of so many Bobath/NDT trained therapists and
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Hester Venter
Mary Murray
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OUR VISION
Our vision is to meet the rehabilitation needs of children with cerebral palsy and
their families living in underserved rural areas

OUR MISSION

We exist to enable each child with cerebral palsy to reach their full potential within
a supportive environment.

We will achieve this by:
•

Identifying and reaching children with cerebral palsy living in remote rural
areas.

•

Improving the quality of life of children with cerebral palsy by meeting their
physical and emotional needs.

•

Supporting and empowering those involved in the rehabilitation and care of
children with cerebral palsy. This includes the children’s families as the
rehabilitation staff responsible for providing services to the children.

•

Engaging with relevant role players and partners and thereby to mobilise
resources for the needs of the children and their families.

•

Engaging local, regional and national authorities, local communities and
community based organisations in the on-going needs of the children and
their families.

•

Constantly monitor outcomes and conduct research to determine “what
works best” in terms of rehabilitation services for children with cerebral
palsy living in under-served, rural areas.
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CHAIRMAN'S REPORT
The year under review has once again been very challenging with our organizational
capacity being stretched to the maximum. There was growth in our new outreach work
in addition to maintaining our commitments to projects from prior years.
Annual follow-up visits to existing project sites at the Malamulele, Madwaleni,
Zithulele, Butterworth, Tafalofefe and Dilokong hospitals were undertaken in line with
our model, following the two year cycle of intensive intervention. In addition to this,
our method of providing mothers and children with two week blocks of therapy in
Johannesburg was continued as it has proven to be very effective. The major focus of
attention during the year under review however was the second year intervention at the
Charles Johnson Memorial Hospital in KwaZulu-Natal where over 100 children and their
care-givers were seen and treated. Another initiative which has proven to be very
effective in many ways has been the mother-to-mother training program.
Comprehensive research under pins all our work and we hope to make available in the
near future the results of this research to interested parties in the interests of
formulating ‘best practices’ in the intervention and support of those impacted by
cerebral palsy in under-served areas of South Africa.
The SA constitution and the government’s agenda in terms of the rights of persons with
disabilities, which is to enable equal access to education, employment, health services,
and community life in general, is laudable and deserves the support of all. However
there is still a vast chasm between these ideals and the reality faced by the disabled
living in rural South Africa today. The link between disability and poverty is very
evident in rural areas and this will continue unless we ensure that people with
disabilities get access to quality intervention and rehabilitation services as soon as
impairment is identified. Too many children with disabilities arising from cerebral palsy
are deprived due to bureaucracy thereby making them vulnerable to lost opportunities.
It is once again fitting to thank to all our donors, volunteers and partners for their
contributions and support. It not only enables our work but is also a great source of
encouragement and affirmation. I would also like to thank Gillian Saloojee, our
Executive Director and the staff for all you have achieved this year - usually beyond the
call of duty. And to my fellow Board colleagues, once again thank you for all your time,
support, guidance and wisdom.
For the relatively small role Malamulele Onward is able to play in changing the lives of
children with cerebral palsy and their families, we are grateful and consider it a
privilege. We thank you too, for you remind us of our common humanity.
John Whitter
1 August 2013
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EXECUTIVE DIRECTOR'S REPORT
Over the past seven years, Malamulele Onward has grown from a handful of volunteers
and 27 children to a well-established NPO employing six full time and three part time
staff members to work with over 400 children at 11 sites around the country. Not only
have I learnt a great deal from the children and their parents during this time, but I have
also learnt a great deal about what is needed to ensure that Malamulele Onward is an
effective and strong organization.
In other words, having paid attention to “what” Malamulele Onward does and “why” we
exist and developing a successful intervention programme and model over the past
seven years, the focus over the past 12 months has shifted to our organizational
structure – specifically, what organizational structures need to be put in to place to
ensure that Malamulele Onward continues to do what it is best at - finding innovative
ways and strategies of providing therapy for children with disabilities in inaccessible
areas and training their caregivers how to cope.
It is well recognized that nonprofit organizations typically move through the following
five stages: Stage 1 - the idea (imagine and inspire); Stage 2 - start-up (found and
frame); Stage 3 - growth (ground and grow); Stage 4 - maturity (produce and sustain);
and Stage 5 - review and renew. Malamulele Onward is currently transitioning from a
stage 3 (growth) to a stage 4 (maturity) organization. We recognized that in the past we
have not paid sufficient attention to our administrative, marketing and communication
procedures. Consequently, Thuli Hlungwane was appointed as our Communications Cocoordinator and Keolebogile Tiro was appointed as a full time Office Manager and
Project coordinator. You may have noticed that our website is now looking fresher and is
kept up to date whilst our Facebook following is growing rapidly. Other staff changes
over the past year have been the appointment of Nicole Whitehead who replaced Lindie
Dalton as our full time physiotherapist and Basheera Surty who replaced Julia Burg as
our occupational therapist. We miss Lindie and Julia and thank them for their valuable
contribution in the development of the model of the intensive blocks of two week
therapy and the office systems and wish them both well in the new phases of their lives –
Lindie as Mrs. Roos and Julia in her new life in Australia.
Malamulele Onwards’ commitment to the children and parents we work with on
outreach visits means that we have maintained our promise to return once a year to each
site. We grow and learn from each other. Seeing what happens to the children and their
families as the years go by has enabled us to recognize the gaps and to modify and refine
our model of therapy intervention. One of gaps was the need parents have for the kind
of information which would enable them to really understand what was wrong with their
children and why they as mothers, are the best people to help their children. To this end,
we have developed the Malamulele Onward Carer to Carer programme, a series of five
workshops
for parents.
Anotherrun
gapby
is parents
the absence
of services to teenagers to young adults with cerebral palsy.
Up until now very little work has been done on exploring what happens to children with
moderate to severe cerebral palsy as they get older. As the children get grow into
adolescence and young adulthood, they get bigger and heavier, their carers are not
getting any younger and so attending therapy regularly becomes increasingly difficult.
The hard lesson to learn is that as the children grow, the impairments arising from having
cerebral palsy do not “get better.” In fact, the opposite is often the reality – with growth,
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DISCOVERING POSSIBILITIES
How much is enough? This is a question each of us encounters in our personal lives. It is
also a question we are often asked, or challenged on at Malamulele Onward. Do we issue
too much equipment? Is it appropriate to be giving so much equipment when houses are
small? How relevant and appropriate is this equipment in rural underserved areas? These
are good questions to ponder upon. Reaching out and making a difference to the lives of
children with cerebral palsy is what lies at the heart of what Malamulele Onward is all
about. We constantly review what we do and what the outcomes are – both the intended
and the unintended consequences. One of the ways in which we try and ascertain to what
extent our therapy and the equipment is used and integrated into the daily life of the child
and his/her family is through home visits.
Khethiwe is just one of the 110 children seen during the outreach to Nqutu. Let’s see what
happened when we went to see her at home two months after she and her mother had
participated in the intervention week at Charles Johnson Memorial Hospital in Nqutu in
November 2012. Khethiwe lives far off the beaten track, in the shadow of Isandlwana, one
of South Africa’s best known battlefields. After running out of road and track, we parked
our vehicle and started walking. We could see the house, far in the yonder and after a
good 30min walk in beautiful surroundings, we finally arrived. There we found Khethiwe,
in one of the main houses, with a room all to herself and her equipment. Who told us that
rural houses were too small for equipment ?

Khethiwe had been given a formidable list of equipment - a table to stand at; a bench for
sitting; a standing frame for standing; splints for her feet and gaiters for her legs; a pony
walker for walking; toys; and a her own chair and table.
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We discovered that Khethiwe had a name for each piece of her equipment. When we
arrived she called her mother and her brother and asked them to put her splints on.
Then she told them that she wanted to stand. Her brothers enjoyed being Khetiwe’s
teacher whilst she stood in the standing frame. They had lots of fun with the naming
and matching and sorting games she had been given. Who told us that it was hard and
unrealistic to get the siblings involved?

Then she told (or was this an order?) her mother she wanted “Donkie” so that she could
walk. With Donkie, she buzzed around inside and outside the house. By this time, many
curious neighbors had come to see what all the fuss was about ……..

It was now time for Khethiwe to eat – so out came her special stool and table….. And
that was where we left her.. . sitting outside demanding food.
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After the afternoon exercise, we were very happy to see our vehicle again – and said
another grateful thank-you to Europcar for the generous donation of a 4x4 for this trip.
We could not help be astounded by the fact that Khethiwe’s family had carried the
equipment all the way to their house.
So to those who asked us:
….. do you think you give the children too much equipment?
….. aren’t the houses too small for the equipment?
….. do you think that all this equipment is used at home?
….. isn’t it too difficult to get the equipment home?

We say – just look at Khethiwe to see what is possible!!!
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CARER TO CARER TRAINING
The Malamulele Carer-2-Carer Training Program, a brand new initiative for MO, was an
exciting component to our activities in 2012. The aim of the program was to learn how to
successfully train parents of children with CP to run workshops for other parents,
caregivers and lay people. Five workshops were designed during the first half of the year:
Introduction to CP; Positioning and Mobilising; Eating and Drinking; Communication;
and Central Visual Impairment. These workshops were designed to develop a collective
understanding about CP, rather than just provide information. CP is a very complex
condition to understand and often a parent’s story will involve a lengthily period of
confusion before they come to have a very limited understanding of their child’s condition.
For many years the disability sector has addressed this as an access to information issue,
yet despite the comprehensive and accessible programs that have been developed and
implemented, we are still finding that parents are ignorant about what CP is and what the
future holds for them and for their child. Thus we decided to address the problem as an
access to understanding issue. The opportunity to understand CP does not only eliminate
the years of confusion experienced by most carers of children with CP, but also helps
carers to both accept their children and feel empowered to make informed decisions
regarding their child’s care and future progress.
Two parents of children with CP were selected from each of the MO sites (except Nqutu –
a new site) to be trained in Johannesburg for 3 weeks. We were specifically targeting
parents to run the workshops as we believe in the value of a parent to achieve better
understanding more so than a therapist. Parent are ideal trainers as they have lived
experience to share with other parents; they share a common language and thus
discussion can flow smoothly; the absence of professional in the group enables parents to
feel more confident to confide in each other and ask questions.
In June 2012, we had a total of 20 parents arrive in Johannesburg for 3 weeks of training.
Faced with the challenge of having to train people in 5 languages, we chose to only teach
the first 3 workshops following a training session on ‘How to facilitate a group’. Training
for the last 2 workshops would then take place the following year. The training involved
practical sessions at local hospitals where the parents were able to immediately practice
the skills that they had learned. Prior to the training we had prepared the workshops and
manuals under the impression that we had done an excellent job of it. However, little did
we know that our 20 parents we’re soon going to tell us how it needed to be done. What
was meant to be 3 weeks of neatly structured training, became intense days of parents
training the trainers, frantic nights of trying to get it all down on paper and every spare
second being used to produce it in all 5 languages.

The parents
11 became an integral part of the development of our manuals and we gained
a wealth of knowledge regarding both what was required to actually achieve
understanding of the material and how the manuals needed to be structured in order
for the parents to be able to effectively run workshops from them. Thinking that after
the 3 weeks we couldn’t possibly learn more from a single group of parents, we have
been sent tumbling down a rabbit hole of new learning’s and insights ever since and
our journey still continues.

Following the 3 weeks of training, site visits were conducted in order to help ease the
implementation of the program at the hospitals. An important misconception that
stood in the way of successful implementation was that it would create more work for
the therapists. Site visits allowed both us to explain the nature of the program clearly
and the therapists to realise the value of the service available to them. MO is
responsible for paying the parent to run the groups, as well as covering their expenses.
This includes the airtime required to phone the parents and arrange the workshops.
This program was never meant to create more work for therapists, but rather to relieve
overloaded therapists in the public sector. When faced with the responsibility of
having to provide treatment, issue equipment, train parents and provide support, it is
difficult to find enough time to run workshops for parents. Often those that do
attempt it end up having to run workshops for large groups of people, in limited time,
with many distractions, which has a negative impact on the understanding of the
participants. Also in keeping in line with the MO model, hands on therapy is very
necessary for the child with CP and the time a therapist in the public sector has is too
valuable to be spent running workshops. It would be more beneficial for the child to
be receiving hands on therapy while the parent attends workshops that help them
understand CP and what is happening in therapy.

Through our site visits we were able to learn a wealth of information about what was
understood, what was not and what we needed to do differently. We had the
opportunity to sit in on some groups being run and found ourselves constantly
learning new things during every single one. As the parents grappled more with the
content, they were able to provide valuable insights into how we could improve
understanding of the content.

Understanding can have far-reaching benefits with regards to the quality of care of a
child. Firstly changes can take place in a parents close relationships. For example one
mother was able to return home and explain to her husband how beating her and
kicking her in the stomach could be the cause of their child’s CP. This led to him
apologising to her and their son, and for the first time he began to acknowledge his
son as a person and not a curse. A sound understanding of CP can save parents
thousands of rands spent on the disappointing results of traditional healing and the
anguish resulting from years of false hope.

12
Understanding can help parents gain more from their child’s therapy and through
understanding the reason behind what they are expected to do at home, our efforts at
24 hour carry over should be more successful. The relationship between the therapist
and the parent can also change. One of our facilitator parents stated that “parent’s
don’t believe therapists if they are not sure of what is going to happen to their child,
especially if they think the child will die from CP”. Understanding also helps parents to
feel more empowered and equipped to direct their child’s therapy and speak up when
something suggested by a therapist is not working.

Lastly understanding can have a huge impact on the support we create for parents. So
far the general solution to parents’ need for support is support groups. In very rural
areas support groups are quite unrealistic and an opportunity to talk to other parents
who understand CP only once a month is very little support to a parent. Through this
project we have experienced how difficult it is to teach the information in a way that it
can be taught to others, and so a parent returning home from a workshop may find it
very difficult to relay the information learnt about CP to someone at home in a way
that they understand. So what we have started doing is that each parent that attends
the workshops is asked to think of the 3 people in their life that they would like to
understand CP. Those 3 people are then invited to attend the workshops. By helping
the people within that persons environment to understand CP so that they have people
to talk to about it, we are able to create support within that parents’ immediate
environment.

0
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IT'S NEVER TOO LATE...
TSHILIDZI’S STORY - TRIUMPH REPLACES DESPAIR
Tshilidzi is a young 28 year old woman living in a small mud house not far from Siloam
Hospital in Vhembe, Limpopo. She is one of the most remarkable women we have met.
Tshilidzi was born with cerebral palsy and at a young age, her mother placed her in an
institution. Her mother simply did not know how to care for Tshilidzi and had no
support network. There Tshilidzi lay, on her back, for the next 20 years. The institution
then closed down and Tshilidzi came home to stay with her grandmother as her mother
had tragically died in a car accident. Her grandmother, well into her 70s, was also caring
for her own mother, who was frail and bedridden. As a child, Tshilidzi never had access
to the kind of services every child with CP deserves. Despite being denied access to the
basic care every child with CP requires, Tshilidzi’s spirit , zest for life and optimism have
not been crushed. And Tshilidzi has dreams – that one day she and her grandmother
will live in a proper house, one that has tiles on the roof.

Tshilidzi’s body is twisted and tangled, the result of not having access to the kind of care,
handling and equipment from an early age. She never complains, she has not one ounce
of bitterness or self-pity. She just says that she wishes her mother had never placed her
in the institution.

Thanks to funding from a generous donor, Australian physiotherapist and NDT Senior
Tutor, Sarah Foley, Tshilidzi was able to travel to Johannesburg where she received five
days of therapy from a visiting international physiotherapist and Senior Bobath tutor,
Jean-Pierre Maes; and from the Malamulele Onward team. Two wonderful people, local
Occupational Therapy Technicians, Peter and George from Siloam brought her to
Johannesburg with her grandmother. They drove through the night, so that when they
had to stop at a garage to use a bathroom, no one would stare at her. Working to change
her contorted body was not easy and Tshilidzi would often tell us ‘’no one knows the
pain I am going through, but I know it will be worth it.”

A big step forward was when Tshilidzi could be positioned comfortably in a pushchair.
Although she was not straight, she could at least sit and be pushed around, a first for
her. It was a great moment when Peter and George pushed her around the block in
Braamfontein. “It was beautiful”, she said, “I saw cars and buildings.” Working with a
person of Tshilidzi’s intellect and spirit was a privilege and an honour. And it made us
even determined that no child with CP that we encounter should ever, ever lack the
access to the kind of care that can make a difference.
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MALAMULELE ONWARD EXPANDS TO NQUTU
OUTREACH TO CHARLES JOHNSON MEMORIAL HOSPITAL, NQUTU, KWAZULU
NATAL
In 2012, Malamulele Onward started working in Kwa-Zulu Natal, specifically Charles
Johnson Memorial Hospital (CJMH) in Nqutu, 50 km east of Dundee. It was an
ambitious and exciting outreach, involving over 100 children and their caregivers.
The outreach was done over in three stages over the course of 2012, with the children
divided into three groups. All the children were given the equipment and assistive
devices they needed and during the follow-up visit, each child who had been given
equipment was seen at home as we wanted to know how useful the equipment had been.
Results from previous research studies attached to our outreach visits has repeatedly
demonstrated that our model of therapy, i.e providing intensive short periods of handson therapy, providing and fitting equipment, and training carers as to how to continue
the programme at home is effective. What we set out to do in Nqutu was to establish
which of these elements (the hands on therapy; the training of carers; or the provision of
equipment) was the most effective aspect. To answer this question, each of the three
groups at Nqutu received a slightly different variation of our model i.e. one group only
received equipment; one group only received carer training; whilst the final group
received hands on therapy and carer training. The results are not yet available but the
process of doing this outreach combined with a strong research element was itself very
enlightening. We discovered the value and the strength of parent-led workshops and
from this our carer-to-carer training programme has really taken off.
Working at different sites in three provinces has also shown us that the “clinical picture”
or clinical sub-type of CP seems to be different in different parts of the country. We
have noticed that there are many more children with the dyskinetic form of CP in the
Vhembe district in Limpopo whereas there are far more spastic or stiffer children in KZN.
Why is this we do not know, but it opens up yet another area needing research.
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TWO WEEK INTENSIVE THERAPY BLOCKS
Malamulele Onward offers an additional two weeks of intensive multidisciplinary therapy
to those children who need it most. The team selects children to come to Johannesburg
from the various outreach sites. The selection is based on a number of criteria:
•
•
•
•

the child who shows potential for change;
the child who presents with a variety of problems that are complicated to treat and
require specialized rehabilitation;
the child who would benefit from intensive occupational therapy and speech
therapy;
the child with severe disabilities who requires intensive therapy in order to prevent
further problems.

In all these cases the team requires the caregivers to be committed to their children’s
therapy and they should be willing to continue with any type of program given to them.

The therapy offered includes physiotherapy, occupational therapy and speech therapy as
well as workshops run by the parent liaison officer. All the therapists are NDT trained. The
children are involved in a full day of therapy where they receive hands on therapy as well
as group therapy. Handling skills are incorporate into daily activities such as eating and
drinking as well as dressing.

The two week intensive therapy block starts off with in depth assessments of the children
which includes movement analysis as well as administering the standardized Gross Motor
Function Measure (GMFM). All children are also issued with equipment to be used during
the two weeks. Very specific goals are set for each child and the therapists work towards
attaining these goals during the two weeks of therapy.

A typical day starts with singing of songs which incorporates the use of communication.
Time is then spent on a massage, loosening and stretching program which is then followed
by individual goal directed therapy. The caregiver’s are taught specific activities and
handling techniques that they are required to practice throughout the day. Snack time is
also a time for feeding intervention. In the afternoons the children are required to spend
time in their standing frames and a workshop for the parents is run. At the end of two
weeks the GMFM is re-administered and all children are issued with an in depth home
program with photos and explanations of specific activities that should be done.
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An audit of the records of children attending the two week intensive therapy block have
showed that the therapy team treats more severely disabled children compared to the
less severely affected children. Thirty percent of the children seen in the last 2 years
have been spastic quadriplegics and 44% have been dyskinetic dystonic children. Sixty
eight percent of the children are a GMFCS classification level V and 24% of them a
GMFCS classification level IV. It is interesting to note that during the two weeks that
these children spend in Johannesburg, a statistically significant improvement in GMFM
scores can be seen. For all the children treated at Malamulele a mean change of 9.45
was seen in their GMFM 66 scores – this is as statistically significant change (p<0.001).
Children in GMFCS levels IV and V also showed statistically significant improvements
in their GMFM 66 scores (p = 0.005 and p = 0.0005 respectively). The caregivers often
report that they see a number of changes in their children. For example it may be easier
for them to communicate with their child or their child has become less stiff or that
they are easier to handle and that they start taking part in daily activities.

A total of 67 children were seen in the year. This may appear to be a small number
however, parents are expected to continue with the programs and also to return to their
various CP clinics to share with everyone what they have been taught. Malamulele
Onward hopes that by encouraging this we would assist therapists by given them new
ideas for therapy. The caregivers who attended the intensive therapy would also be able
to offer support to other caregivers with children affected by cerebral palsy. In this way
we would be reaching far more children affected by CP.

These results are promising and exciting. Malamulele Onward is showing that change is
possible, even in some of the children affected most severely by cerebral palsy. Parents
are being equipped with handling skills often similar to that of a therapist which
enables them to teach other parents, thus having a more far reaching effect. Malamulele
Onward will continue developing and changing its model for the two week intensive
therapy block in order for children to be given the opportunity to achieve their
maximum potential.
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OUR SITES
Butterworth and Tafalofefe Hospitals, Mnquma District, Eastern Cape
Butterworth Hospital could be described as the most unique Malamulele Onward site in
that the treatment of children with CP rests solely on one courageous physiotherapy
assistant Busi Mgolombane. Her responsibilities not only include every other client type
treated by physiotherapists, but also are required to reach everyone living in the Mnquma
District. Hence Malamulele provides the CP service with extra support in the form of
three additional week long visits conducted by Misty Weyer, an occupational therapist, in
addition to the annual visit. Each outreach visit takes services to Butterworth Hospital,
Tafalofefe Hospital, Nqamakwe Health Centre and Idutywa.

The number of children in the Mnquma District has doubled since it became one of our
sites in 2007 with 97 children currently receiving treatment and follow up. As a result of
the outreaches to Butterworth Hospital, a large number of children have become
teenagers and remained in the health system, where usually they tend to drop out of it.
Teenagers become far more difficult to transport to the hospitals and are often not
followed up if they do not attend CP clinics. During our outreaches we conduct much of
our treatment through home visits which allow us to treat those teenagers that are too
big and heavy to transport from their homes as well as help the families’ problem-solve
transport issues where possible.

As we retain many of our children in the health system, there are still new children
entering the system every month. A large weight has been lifted off the shoulders of this
site through access to our trained parent facilitators in Butterworth and Idutywa. They do
not run short of new parents to run workshops for and we are managing to clear up much
confusion about CP early in our parents’ journeys with their children.
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Madwaleni and Zithulele Hospitals, Eastern Cape
We used to combine these two hospitals into one annual visit but as the CP Clinic at each
hospital has grown so much, this is no longer possible. Hence for our 2013 annual visit, we
split up – three therapists (Misty Weyer, Nicole Whitehead and Fiona Semple) together
with Lydia Ngwana (Parent Liaison) and Thuli Hlungwane (Communication Coordinator) went to Zithulele whilst Gillian Saloojee, Marie Vorster and Mehnaaz Karim
went to Madwaleni for five days. Our Communication Co-ordinator, Thuli Hlungwane,
was able to spend a few days at each hospital.
As part of every annual visit, the Malamulele Onward team runs a training workshop for
the local therapists on the final day. It was amazing to have 14 local therapists attend the
workshop. Madwaleni and Zithulele Hospitals have a reputation for attracting dynamic,
energetic and enthusiastic young therapists, particularly community service therapists
and this is reflected in their expanding service. They also do a wonderful job in putting
Rural Rehabilitation on the map. It is just a pity that it is hard to retain the therapists,
most of them do not stay longer than two years. Both hospitals have also adopted the
Malamulele Onward model of intensive goal-directed blocks of therapy for selected
children and have found that it really works.

Siloam Hospital
Siloam Hospital has a long history of a well-established weekly CP Clinic which is well
attended. They see over 50 children a month, with each child only receiving therapy once
a month. As with all the hospitals in Vhembe district the service for children with CP is
really multidisciplinary, with involvement of therapists as well as dieticians, orthotists
and ophthalmic nurses. It was wonderful to have the local dietician and orthotist with us
during the annual visit – a first for the Malamulele Onward team!
There is also an active outreach programme where children are also seen at home. This is
especially helpful for the teenagers and young adults for whom coming to the hospital
regularly is difficult. The growing enthusiasm and the deepening interest the local staff
have shown for working with children with CP is really encouraging. The goal of our
annual visits is to help the therapists with the assessment, goal setting and clinical
handling skills thereby helping to improve the effectiveness of the service. The two
Malamulele Onward trained parent facilitators are a valuable addition to the team –
Siloam truly offers a comprehensive service for children with CP.
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Malamulele Hospital and Mhinga Clinic, Vhembe district, Limpopo
Malamulele Hospital is our oldest site where the initial “Malamulele Project” in
September 2005 gave birth to Malamulele Onward a year later.
From the 27 children, initially seen in 2005, the database of children at Malamulele
Hospital and Mhinga Clinic (one of the larger clinics served by the hospital), has grown to
112. We have also kept track of the 27 children originally seen, and saw 24 of them during
our annual visit in December 2012. This means we have a seven year follow up of children
and it is these children and their parents who are our most important teachers.
The average age of this particular group of children is now 12 years and they and their
families are our mirror. They are a reflection of our intervention over the past 7 years and
help us to see what happens to children and their carers over time. This enables us to
refine and modify our model of intervention.
Under the leadership of Chief Occupational Therapist Joy Nxumalo, the CP Clinic at
Malamulele Hospital has quadrupled in size over the past 6 years. From a once monthly
CP Clinic, the hospital now has a weekly clinic which an average of between 10 and 15
children attend each week. It still means that each child is only seen once a month but
that remains the sad reality for most children with CP attending public service hospitals –
there is only capacity for children to be seen monthly. Fortunately though at Malamulele
Hospital, transport is available for therapists to do outreach and many of the children
receive home visits.
Three mothers from Malamulele Hospital – Kubani Chauke, Lucia Maluleke and Ida
Mabasa have been trained as facilitator carers and are running workshops for new parents
in their communities.
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Donald Fraser Hospital
Thanks to a grant from the D Murray Trust, three therapists from Donald Fraser Hospital,
Mireo Ralivhesa, Daphney Manganyi and Patricia Ratshimunela attended the 8 week
Basic Bobath / NDT paediatric course held in Johannesburg from May to July 2012. This
makes Donald Fraser the only hospital in Limpopo with Bobath / NDT trained therapists
in all three disciplines – physiotherapy, occupational therapy and speech therapy!
The chief Occupational Therapist at the hospital, Takalani Netshifiya, has done an
outstanding job in developing the CP clinic. As a young community service therapist, she
was a volunteer on the outreach to Dilokong Hospital in 2007 and was inspired to start a
CP Clinic at Donald Fraser. Today there is a thriving weekly clinic offering a high quality
standard of therapy. There is a large team of rehab therapists including Occupational
Therapy Technicians and Community Based Rehabilitation Facilitators and all of them
are from the surrounding areas and this has contributed to a low turnover of staff. The
members of the rehab team are thus well known in the community and consequently,
there is a particularly warm yet respectful relationship between the therapy team and the
parents. The rehab team knows where each and every child with CP stays and home visits
to all the children are done regularly. It has also been amazing to see how the rehab team
has respected, embraced and encouraged the work of the parent-facilitators, Rose and
Phathutshedza.

Dilokong Hospital
The annual visits to Dilokong Hospital have been quite bumpy over the past few years,
mainly because there have been numerous changes of staff - not only of the local hospital
team but also the Malamulele Onward team. This meant that there were often
communication breakdowns and the hospital rehab team was not entirely sure of what
Malamulele Onward could offer them. Problems with teamwork amongst the Dilokong
therapists themselves also added to the challenges. However, the support of the hospital
CEO for Malamulele Onward’s annual visits together with Malamulele Onwards’
commitment to the mothers and children helped to negotiate and overcome the bumps.
A special meeting late in 2012 with all the rehab staff, the district rehab manager, the
hospital CEO and the Malamulele Onward Executive Director assisted in identifying the
challenges, why they had arisen and how to solve them in going forward. It was a valuable
learning experience for us and highlighted the importance of clear and regular
communications with all our outreach sites.
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SUMMARY OF OUTREACH VISITS
1 April 2012 – 30 March 2013
Zithulele Hospital
Activity

Children Seen

Annual Visit

28 Children

Butterworth/ Tafalofefe Hospital
Activity

Children Seen

Annual Visit

58 Children

Donald Fraser Hospital
Activity

Children Seen

Annual Visit

30 Children

Madwaleni Hospital
Activity

Children Seen

Annual Visit

21 Children

Dilokong Hospital
Activity

Children Seen

Annual Visit

23 Children

Malamulele Hospital
Activity

Children Seen

Annual Visit

46 Children

Siloam Hospital
Activity

Children Seen

Annual Visit

42 Children
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FINANCIAL STATEMENTS

Malamulele Onward NPC
Registration number 2006/032287/08
Annual Financial Statements
for year ended 31 March 2013
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CONTACT DETAILS

Business Address:

Postal Address:

2nd Floor
Children’s Memorial Institute
Joubert Street Extension
Braamfontein
Johannesburg

PO Box 52641
Saxonwold
2132

Website: www.cpchildren.org
Email: info@cpchildren.org
Telephone/Fax: +27 11 484 9456
NPO Registration No: 056-807
Public Benefit Organisation No: 930025084
Board:
John Whitter (Chairman)

Kobus Snyman (Treasurer)
Theresia Ralintja
Alan Rothberg

Barbara Harrison (Canadian)
Shelley Broughton
Buhle Dlamini

Gillian Saloojee (Executive Director)

