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ABSTRACT 
 
 

The Allied Healthcare Sector is a segment of the South African Healthcare Industry formally 
regulating Complementary Healthcare Professionals within eight diagnostic and three non-
diagnostic therapeutic professions.  Complementary healthcare graduates embark on self-
employment opportunities in the form of private practices upon graduation due to a lack of 
employment possibilities within the sector, but it appears that external factors are inhibiting 
success, leading to exiting of careers, the sector and even the healthcare industry.  An 
investigation followed with the aim of creating an entrepreneurship framework to stimulate 
employment creation in the South African Healthcare Industry, founded on a metatheoretical 
framework of wellbeing within a research onion framework.  An exploratory research design 
initiated a dominantly qualitative sequential mixed-method (QUALàquan) approach through a 
grounded theory research strategy (mode of enquiry) within a pragmatist philosophical paradigm.  
A total of 267 participants contributed to this study; during the qualitative phase, purposive non-
probability sampling of healthcare professionals resulted in the conducting of 41 semi-structured 
interviews leading to an emergent need for a quantitative phase that followed with the invitation of 
the entire target population consisting of Complementary Healthcare Professionals registered with 
the Allied Health Professionals Council of South Africa to participate, resulting in 226 online 
questionnaires being completed.  The mixed-method findings were abductively analysed using 
Atlas.ti, MAXQDA and SPSS software. 

The findings reveal that Complementary Healthcare Professionals enter the Allied Healthcare 
Sector as a calling to help people but are forced to exit based on financial constraints as a result 
of the sector being excluded from the mainstream public healthcare system in South Africa.  The 
Complementary Healthcare Professionals perceive themselves to be entrepreneurial in nature, 
but it was established that their view of entrepreneurship is mainly focused on business ownership 
and self-employment while excluding the foremost criteria of entrepreneurship, namely creativity 
and innovation, possibly as a result of limited business management and entrepreneurship training 
in their training curriculum.  The conclusion is made that the Allied Healthcare Sector has the 
potential to become viable if the option to deregister voluntarily from council registration with the 
purpose of continuing to practice in an opposing sector or industry, without regulation, is removed 
as it will increase the acceptability of the sector for inclusion in the mainstream healthcare system.  
Recommendations are made to encourage entrepreneurship within a healthcare sector while 
improving the perception of the Allied Healthcare Sector through drastic changes that include the 
statutory council regulation of healthcare modalities in addition to professions, but reducing the 
number of professions.  The presentation of a framework to stimulate entrepreneurship in the 
Allied Healthcare Sector concludes the study as a solution to increase employment in the South 
African Healthcare Industry consisting of a healthcare integration business model incorporated 
into an entrepreneurship framework. 

Key Words: Allied Healthcare; Complementary and Alternative Medicine; Complementary 
Healthcare; Entrepreneurship; Framework; Integrative; and Mindset. 
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LIST OF DEFINITIONS 

 

Employment - Employment refers to having a job opportunity by practicing a specific profession 
with the intention of exchanging work for income while living out a purpose and fulfilling a destiny 
(Kiyosaki, 2010:7; Lexico, 2019c).  Employment can be divided into salaried employment, self-
employment and employment creation. 

• Salaried Employment - Salaried employment suggests an employment opportunity working 
for an employer and in return a stable income is earned in the form of a salary (Lexico, 2019c). 

• Self-Employment - Self-employment indicates self-created employment opportunities by 
exchanging skill for fluctuating income that is generated through freelance work or through 
business ownership instead of working for an employer (Lexico, 2019f).  

• Employment Creation - Employment (job) creation implies the generation of work or 
employment for other people or employees (Lexico, 2019c). 

Entrepreneurship - For the purpose of this study, entrepreneurship refers to the establishment 
of new as well as the interdisciplinary growth of existing business ventures and innovative 
business ideas that are crucial to employment creation and unemployment alleviation (Mahadea, 
2012; Thurik, 2003; Venter, Urban & Rwigema, 2011).  Entrepreneurship is subdivided into 
intrapreneurship, social entrepreneurship and youth entrepreneurship. 

• Intrapreneurship - Intrapreneurship or corporate entrepreneurship refers to an 
interdisciplinary approach of entrepreneurial activity within larger and already established 
organisations to creatively and innovatively revitalise organisations through expansion of 
products, services, systems, divisions and new business ventures  with the purpose of 
increasing profitability, performance, employment creation and economic growth (Akintunde, 
2013; Antoncic & Hisrich, 2003; Badi & Badi, 2006; Felício, Rodrigues & Caldeirinha, 2012; 
Goosen, 2002; Kumar, 2008; Naidu & Rao, 2011; Nicolaidis & Kosta, 2011; Nielsen, 2000; 
Phillips & Garman, 2006; Rwigema, 2005; Scheepers, Bloom & Hough, 2008).  

• Social Entrepreneurship - The definition by Zimmerer, Scarborough, and Wilson (2009) is 
adopted in this study to explain social entrepreneurship as entrepreneurship based on more 
than profitability as it has a crucial focus on the triple bottom line of social, economic, and 
environmental factors to use business ventures to bring about sustainable change in these 
areas.   

• Youth Entrepreneurship - The behavioural definition for youth entrepreneurship offered by 
Schoof (2006) is accepted in this study where it is seen as entrepreneurship activities of the 
younger generation.   

Framework - In this study, a framework is recognised as a foundational structural prototype 
intended as resolution to complex phenomena which may include a model; in definition a 
framework and a model are closely related, but in purpose there is a difference as a model is more 
related to quantitative predictions while a framework is not necessarily limited to quantitative 
measurements (Dorlands, 2012; Laudon & Laudon, 2010; Oxford, 2015; Venter et al., 2011; 
Wegner, 2009). 
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Healthcare Professional - Healthcare Professional is a term referring to a provider of healthcare 
services to patients within a specific scope of practice and include practitioners and therapists; 
practitioners refer to diagnostic professionals able to make a diagnosis while therapists refer to 
non-diagnostic professionals able to offer therapy.  The term healthcare is used instead of 
medicine as it is a more encompassing description and not necessarily laden with diagnostic 
implication.  The term professional is used rather than provider as it is a more general term used 
by peers as well as the general public referring to the function of a practitioner or therapist within 
a healthcare practice (Kennedy, Rehman, Johnson, Magee, Leonard & Katzmarzyk, 2017; Rural 
Health Advocacy Project, n.d.; South Africa, 2000; WHO, 2019).  In this study healthcare 
professionals are specified based on the healthcare sector of practice as indicated in the following 
sub-categories.   

• Allopathic (Conventional) Healthcare Professional - An Allopathic (Conventional) 
Healthcare Professional or Medical Professional practices orthodox healthcare and is 
registered with the Health Professions Council of South Africa (HPCSA) (HPCSA, 2008b). 

• Alternative Healthcare Professional - An Alternative Healthcare Professional practices 
unorthodox healthcare or medicine as a replacement for orthodox healthcare (Lexico, 2019a) 
and usually operates within the unregulated informal healthcare sector in South Africa.   

• Complementary Healthcare Professional - A Complementary Healthcare Professional 
practices allied healthcare services or complementary medicine alongside allopathic healthcare 
practitioners, not as a replacement for allopathic healthcare but rather as complementary to it 
and is registered with the Allied Health Professions Council of South Africa (AHPCSA) 
(AHPCSA, 2014a; Lexico, 2019b; Mullinder, 2018a).   

• Complementary and Alternative Medicine Healthcare Professional - A CAM Healthcare 
Professional is an inclusive term consisting of Alternative Healthcare Professionals as well as 
Complementary Healthcare Professionals, but not limited to South Africa as this term is used 
internationally for professionals of CAM (Mullinder, 2018a; WHO, 2019).   

• Conventional Healthcare Professional - Refer to Allopathic (Conventional) Healthcare 

Professional that indicates a Conventional Healthcare Professional or Medical Professional 
practices orthodox healthcare or medicine and is registered with the HPCSA (HPCSA, 2008b).   

• Integrative Healthcare Professional - An Integrative Healthcare Professional signifies a 
healthcare professional making use of allopathic (conventional), alternative, complementary, 
and even traditional healthcare practices (Lexico, 2019d) and is often a Conventional 
Healthcare Professional with additional training and registered with the HPCSA.   

• Traditional Healthcare Professional - A Traditional Healthcare Professional, also known as 
an Ethnomedicine Practitioner, practices indigenous healthcare or medicine and is registered 
with various associations until the Interim Traditional Health Practitioners Council becomes 
operational (Tshehla, 2015; Van Rooyen, Pretorius, Tembani & Ten Ham, 2015; WHO, 2019). 

Private Practice - In this study a private practice refers to a self-employed healthcare 
professional’s business entity within the healthcare industry (Lexico, 2019e). 

Scope of Practice - Scope of practice establishes the professional boundaries of each healthcare 
profession as determined by the relevant regulatory statutory council, providing clear guidelines 
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and restrictions for the practice the profession (Peters, 1999; Scheepers, 2003; Scheepers, 
2007a; Sharma, 2002; Shealy, 1999; WHO, 2019). 

Statutory (Health) Council - A statutory (health) council is a professionally established body by 
an Act passed in the Parliament in the specific country to formally regulate specific healthcare 
professions.  Registration with a statutory (health) council is compulsory and not voluntary in order 
to practice the regulated healthcare professions, making it illegal to practice these healthcare 
professions without formal registration with the regulatory statutory council (AHPCSA, 2019a; 
HPCSA, 2017a, 2019). 

Underemployment - Underemployment is defined in line with the definition of Thompson, Shea, 
Sikora, Perrewé and Ferris (2013:114) stating that it refers to an individual being over-qualified or 
underutilised in a specific position based on educational-, experience-, hierarchical-, salary level 
or compared to employment field or status (part-time or full-time) from a previous position.    

Unemployment - For the purpose of this study, unemployment is defined as an economic, social 
and political phenomenon of the inability to find employment resulting in a lack of income, 
measured by the official unemployment rate, but also considering the expanded unemployment 
rate (Investopedia, 2015; SARB, 2015; Singer, Amorós & Arreola, 2015; StatsSA, 2015a). 

• Unemployment Rate - The unemployment rate insinuates the level of unemployment in a 
region and is calculated by dividing the unemployed people in the region by the total number 
of people making up the labour force in the region (Investopedia, 2015).  

• Official Unemployment Rate - The official unemployment rate represents the rate of 
unemployed people that are actively looking for employment (SARB, 2015; StatsSA, 2015a).   

• Expanded Unemployment Rate - The expanded unemployment rate denotes the rate of 
unemployed people that are actively looking for unemployment as well as unemployed people 
desiring employment regardless of whether they are actively looking for unemployment (SARB, 
2015; StatsSA, 2015a). 
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CHAPTER 1 

INTRODUCTION AND OVERVIEW OF THE STUDY 

 

1.1 INTRODUCTION 

Entrepreneurship provides a possible solution to rising unemployment compelling an increasing 
demand for employment creation.  It is assumed that entrepreneurship leads to employment 
creation through innovation that in turn alleviates unemployment and resulting poverty (Anwana 
& Anwana, 2020; Herrington & Coduras, 2019).   

The South African Healthcare Industry appears to be in specific need for entrepreneurship and 
employment creation in an attempt to retain Complementary Healthcare Professionals within the 
Allied Healthcare Sector; a division of the healthcare industry formally regulated by a statutory 
council, namely the Allied Health Professions Council of South Africa (AHPCSA).  The past 
decade has seen an evident decline in the number of registered Complementary Healthcare 
Professionals appearing to exit the sector and industry while pursuing alternative careers, often in 
different industries (AHPCSA, 2014b, 2015a, 2021).   

If Complementary Healthcare Professionals choose to exit the Allied Healthcare Sector or the 
South African Healthcare Industry, it would not constitute a problem as it is based on a free choice, 
but since it appears that factors out of their control are compelling them to exit the sector and the 
industry, the need arose for a study to explore this phenomenon.  Considering entrepreneurship 
and employment creation within this healthcare context is understandable when realising that 
Complementary Healthcare Professionals are largely excluded from the public healthcare system 
resulting in a lack of employment opportunities for them, urging them to enter entrepreneurial 
ventures in the form of private practice within the private healthcare system where they create 
work for themselves and others.  The situation may change in the future if the intended National 
Health Insurance (NHI) restructures the healthcare industry, but since the Complementary 
Healthcare Professionals are not part of the public healthcare system, the possibility remains that 
the situation may not improve without specific intervention.  The South African Healthcare Industry 
is under constant pressure to address the increasing healthcare needs of the growing population 
amidst rising unemployment, making it unlikely that the industry can afford the decline of the Allied 
Healthcare Sector and the exclusion of the sector from assisting in addressing the country's 
healthcare needs.   

This study explores entrepreneurship within the context of the South African Healthcare Industry 
with the purpose of creating an entrepreneurship framework to stimulate employment creation 
specifically to retain Complementary Healthcare Professionals within the Allied Healthcare Sector 
within the current healthcare setting and within the future NHI setting.  Chapter one provides an 
overview of the study by looking into the context of the study, the research objectives, the research 
questions, the aim of the study, the outcomes of the study while concluding with the merits of the 
study and the intended contribution this study wants to make to the field of entrepreneurship, 
specifically within the context of the South African Healthcare Industry.  
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1.2 BACKGROUND TO THE PROBLEM 

Entrepreneurship is the contemporary solution to unemployment as it increases employment 
creation resulting in alleviated unemployment (Anwana & Anwana, 2020; Herrington & Coduras, 
2019).  This is an important assertion within South Africa that has a high and rising unemployment 
rate, although unemployment is a global phenomenon and not unique to South Africa (Bosma, 
Hill, Ionescu-Somers, Kelley, Levie & Tarnawa, 2020; Oluwajodu, Blaauw, Greyling & Kleynhans, 
2015). 

As a developing country (Mohr, 2020), South Africa is in need of solutions to the rising 
unemployment rate and cannot afford a situation that may potentially add to the unemployment 
problem when Complementary Healthcare Professionals exit their professions and industries, not 
by choice but rather as a result of factors outside their control.  The unemployment rate is directly 
affected when Complementary Healthcare Professionals leave clinical professions to enter 
alternative industry employment opportunities in administrative or sales positions (Scheepers, 
2013) that should rather be reserved for people with qualifications in administration or sales as 
they do not necessarily have the opportunities to find alternative employment in different 
professions.  The result is rising unemployment as a consequence of factors in the healthcare 
industry that should be addressed to retain Healthcare Professionals in highly skilled clinical 
professions.  Understanding general unemployment within the South African context and not only 
within the Allied Healthcare Sector is imperative in understanding the research problem positioned 
within the South African Healthcare Industry.  

Unemployment is a contemporary phenomenon affecting many countries globally, especially 
developing countries (De Witte, Rothman & Jackson, 2012; Meyer & Synodinos, 2019; Singer, 
Amorós & Arreola, 2015).  South Africa is no exception and is classified as having the highest 
unemployment levels in the Sub-Saharan region, even higher than the regional average 
(Herrington, Kew & Kew, 2015), that is continuously rising (StatsSA, 2021b). 

The official unemployment rate in South Africa is at 35.3 percent in the fourth quarter of 2021 
compared to the expanded unemployment rate of 46.2 percent in the same period (StatsSA, 
2021d).  Equating this to previous periods, indicate an official unemployment rate of 30.1 percent 
in the first quarter of 2020, just prior to the national Coronavirus Disease (COVID-19) lockdown, 
23.2 percent in 2008 and 22 percent in 1994 (StatsSA, 2008, 2015a; 2020a).  The unemployment 
rate has been increasing in South Africa over several years as seen in Annexure J, despite 
economic growth in the same period (Burger & Von Fintel, 2014; Oluwajodu et al., 2015).  
Annexure J shows a high and rising unemployment rate in South Africa since the first democratic 
elections in 1994 (Singer et al., 2018; Mohr, 2020; Mohr & Fourie, 2011) with an all-time high rate 
in 2019, prior to the national lockdown.  A large decrease in official unemployment rate between 
the first and second quarter of 2020 is not as a result of improved employment statistics, as the 
increase in expanded unemployment rate indicate, but as a result of the COVID-19 national 
lockdown where the inactive category increased considerably with 13 percent (StatsSA, 2020a, 
2020b); the negative impact on unemployment continued into 2021 as the global pandemic's 
effects on the world and the country continues.  
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With one of the highest unemployment rates on the entire African continent, combined with a low 
rate of job-creation, it is necessary to consider the concept of entrepreneurship as it is believed to 
be important for creating employment opportunities (Anwana & Anwana, 2020; Herrington & 
Coduras, 2019; Mahadea, 2012; Philip, 2012; Singer et al., 2018).  Annexure J reveals that in the 
midst of a high and rising unemployment rate, the 2014 nascent (emerging) entrepreneurship rate 
in South Africa has been surprisingly low at 3.9 percent as well as the new business ownership 
rate at 3.2 percent (Herrington et al., 2015).  More surprising is when this is compared to Uganda, 
the Sub-Saharan country with the lowest unemployment rate of only 3.9 percent, having a nascent 
entrepreneurship rate of 8.9 percent and a new business ownership rate of 28.1 percent 
(Herrington et al., 2015).  

The difference between South Africa and Uganda is that the South African economy is at an 
efficiency-driven stage while the economy of Uganda is in a factor-driven stage (Singer et al., 
2015).  The Global Entrepreneurship Monitor (GEM) divided economies into factor-driven, 
efficiency-driven and innovation-driven stages, where competition is based on factor endowments 
(especially natural resources and unskilled labour) in the factor-driven stage, product quality and 
improved production processes in the efficiency-driven stage, and innovatively developed 
products that are new or unique in the innovation-driven stage, but no African countries are 
classified within the innovation-driven stage; the latter stage represents more developed 
economies of Australia, Japan, Singapore and the USA (Singer et al., 2015).  The difference in 
economic stages does not provide a sufficient reason why South Africa with a far higher 
unemployment rate than Uganda, has a much lower nascent entrepreneurship rate as well as 
business ownership rate (Herrington et al., 2015; Singer et al., 2015).  The 2015 statistics do not 
indicate much of an improvement where the nascent entrepreneurship rate in South Africa 
increased to 5.5 percent and the new business ownership rate remains very low at only 3.8 percent 
(Kelley et al., 2016).   

From the statistics it can be inferred that a high unemployment rate does not instigate employment 
creation in South Africa; a trend supported by considering entrepreneurial mindset that suggests 
that the majority of South Africans (72.6%) in 2016 believed that entrepreneurship is a good career 
choice, but only a fraction (10.1%) implied any entrepreneurial intention (Herrington, Kew & 
Mwanga, 2017).  The perception that entrepreneurship is a good career choice has been 
increasing over the years, but entrepreneurial intention has declined over the same period.  The 
concept that entrepreneurship is the solution to unemployment has been supported for numerous 
years (Anwana & Anwana, 2020; Mahadea, 2012), however, it is evident that an increase in 
perception does not lead to an increase in entrepreneurial intention, but in actual fact denotes the 
direct opposite.  What is evident is the declining entrepreneurial intention rate being extremely low 
(10.1%) in 2016 amongst South Africans which is far below the African regional average (41.6%) 
during the same period (Herrington et al., 2017).   

It appears that high unemployment and good perceptions about entrepreneurship do not lead to 
entrepreneurial activity with South Africans.  The same occurrence is depicted in the Allied 
Healthcare Sector of the South African Healthcare Industry.   Complementary Medicine does not 
form part of the mainstream (public) healthcare system in the country.  Professional graduates 
consequently have limited employment possibilities and are obligated to establish private 
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practices to create self-employment, however, employment creation does not appear to be the 
preferred route amongst many as an inclination seems to be towards obtaining employment 
instead of creating it (AHPCSA, 2014b).  This is a surprising preference as all South African 
students in Complementary Medicine are aware of the fact that employment possibilities do not 
exist in the public healthcare system and that self-employment will have to be created upon 
graduation (Careers, 2004, 2005, 2009).   

Self-employment is seen as inherently entrepreneurial by Moodie (2008) when indicating that 
entrepreneurship is about generating income through initiative, which is a characteristic of self-
employment (Ducker, 2014, 2018).  Complementary Medicine offers a unique opportunity for self-
employment in South Africa due to the need of the general public for a holistic approach to 
healthcare (ASCHP, 2019; CCSA, 2019; Herholdt, 2004, 2008).  A need exists for entrepreneurial 
employment creation in South Africa, including in the Allied Healthcare Sector of the South African 
Healthcare Industry. 

Several government employment creation frameworks have been developed and implemented 
since 1994 with the following eight being of contemporary interest, namely: (1) Amavulandlela 
funding scheme; (2) Clothing and textiles master plan and poultry master plan; (3) Employment 
tax incentive; (4) Expanded public works programme; (5) Jobs summit; (6) Public-private growth 
initiative; (7) The new growth path; and (8) Youth employment service (South African Government, 
2021a, 2021b). 

The Amavulandlela funding scheme assists entrepreneurs with disabilities with funding while the 
clothing and textiles master plan and the poultry master plan intends to create jobs within the 
retail-clothing textile and footwear sector, and the agricultural sector (South African Government, 
2021a).  The employment tax incentive motivates employers to employ younger employees while 
the expanded public works programme encourages employment through government projects and 
learnerships (South African Government, 2021a).  The jobs summit drives the creation of 
employment opportunities while the public-private growth initiative integrates the private sector 
with the public sector in order to increase resources to create employment opportunities (South 
African Government, 2021a).  The new growth path addresses the commitment of the government 
in all economic policies to place priority on employment creation while the youth employment 
service intends to crate employment opportunities for the youth (South African Government, 
2021b). 

The government employment creation frameworks, like the new growth path framework (South 
African Government, 2021b), address relevant needs in the South African environment by 
purposefully creating employment, paving the way for youth employment opportunities, attempting 
to lower restrictions, and making funding available, however, there are clear limitations to the 
existing frameworks.  The frameworks mostly create lower-skill employment opportunities that 
exclude employment opportunities for healthcare professionals while diversity legislation like the 
Employment Equity Act (South Africa, 1998b), the Broad-Based Black Economic Empowerment 
Act (South Africa, 2004) and the Broad-Based Black Economic Empowerment Amended Act 
(South Africa, 2014), impacted upon a portion of the population that entered the private sector 
specifically to create work for themselves due to not being able to find work in the current milieu.  
The only framework that offers specific value for the South African Healthcare Industry, is the 
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public-private growth initiative as private healthcare companies have joined forces with the public 
healthcare sector in public-private-partnerships to address the inequalities in the healthcare 
system while supporting public healthcare infrastructure (Netcare, 2011). 

The public-private-partnership framework provides structure for the proposed entrepreneurship 
framework, as seen in chapter six, as it suggests a partnership between the public and private 
sector, making employment creation within the healthcare industry possible while making it 
attractive for Complementary Healthcare Professionals to be retained in the Allied Healthcare 
Sector.  

The background to the research problem is provided in this section and in the next section the 
context of the study is considered before identifying the work-based challenge and the research 
problem. 

 

1.3 CONTEXT OF THE STUDY 

This study considers entrepreneurship and employment creation within the context of the South 
African Healthcare Industry in its current and possible future landscape with specific focus on the 
Allied Healthcare Sector. 

 

1.3.1 The current healthcare landscape 

The current landscape of the South African Healthcare Industry is illustrated in Figure 1.1. 

 
Figure 1.1: South African Healthcare Industry Systems (Jobson, 2015; Sudhinaraset, Ingram, 
Lofthouse & Montagu, 2013) 
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In Figure 1.1 the South African Healthcare Industry is categorised into four distinct systems, 
namely: (1) Public Healthcare System; (2) Private Healthcare System; (3) Non-Governmental 
Organisation (NGO) Healthcare System (Jobson, 2015); and (4) Informal Healthcare System 
(Sudhinaraset et al., 2013). 

The South African Government funds the public healthcare system and provides healthcare for 
the majority of the South African population; private healthcare is privately funded, mainly through 
medical aids, and provides healthcare to a minority portion of the South African population that 
are able to afford it; NGO healthcare is funded through donors and provides healthcare to specific 
groups of people (Jobson, 2015; Young, 2016).  The informal healthcare system is privately 
funded by patients.  The South African private healthcare system is largely dependent on funds 
from patients and medical aids which make private healthcare expensive and limits it to patients 
with the financial means to self-fund the treatment (Jobson, 2015; Young, 2016).  The future 
landscape of the South African Healthcare Industry may be different as the intended NHI may 
change the use of medical aids to fund the private healthcare system (DoH, 2018a, 2018b, 2018c; 
Jobson, 2015; Young, 2016) as is discussed in the next section.  The South African Department 
of Health (DoH) monitors the healthcare industry consisting of different councils for the different 
sectors as demonstrated in Table 1.1. 

Table 1.1: South African Healthcare Councils (HPCSA, 2016a; AHPCSA, 2015a; SANC, 2016; 
SAPC, 2016; South Africa, 2011; Tshehla, 2015) 

Regulating 
Council 

Applicable 
Healthcare 
Legislation 

Healthcare 
Professionals 

Regulated 

Examples of 
Healthcare 

Professionals 

Health Professions 

Council of South 

Africa (HPCSA) 

Health Professions Act 

(Act 56 of 1974) 

and the  

Medicines and Related 

Substances Act (Act 
101 of 1965).   

Allopathic (Conventional) 

Healthcare Professionals 

(Medical Professionals) 

 

Medical Doctor [General 

Practitioner (GP)], Medical 

Specialists, Dentists, 

Physiotherapists, 

Psychologists, and 

Podiatrists 

Allied Health 

Professions Council 

of South Africa 

(AHPCSA) 

Allied Health 

Professions Act 

 (Act 63 of 1982) as 

amended 

Complementary 

Healthcare Professionals 

Chiropractors, 

Homeopaths, and 

Therapeutic Reflexologists 

South African 

Nursing Council 

(SANC) 

Nursing Act  

(Act 33 of 2005) 

Nursing Professionals Enrolled Nurses, 

Registered Nurses, 

Primary Healthcare Nurses 

South African 

Pharmacy Council 

(SAPC) 

Pharmacy Act 

(Act 53 of 1974) 

Pharmaceutical 

Professionals 

Pharmacists 

Interim Traditional 

Health Practitioners 

Council (ITHPC) 

Traditional Health 

Practitioners Act (Act 

22 of 2007) 

Traditional Healthcare 

Professionals 

Ethnomedicine 

Practitioners, Traditional 

Healers, Traditional Health 

Practitioners and 

Sangomas 
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Legal practice of healthcare professionals require their registration with the respective healthcare 
councils as listed in Table 1.1 (Tshehla, 2015) combined with the acquiring of a practice number 
from the Board of Healthcare Funders (BHF) in order to make remuneration from medical aids 
possible, but not definite as Complementary Healthcare Professionals as well as certain 
Conventional Healthcare Professionals like educational psychologists may attest (AHPCSA, 
2014b; Newton, 2016; Swanepoel, 2007; Van den Heever, 2012).  The only exception is the 
Traditional Healthcare Professionals that inaugurated the Interim Traditional Health Practitioners 
Council in February 2013 (Freedman, 2017; Sabinet, 2013; Tshehla, 2015) and are presently 
allowed to practice with a registration number without the accompanying practice number until the 
Interim Traditional Healthcare Professionals Council becomes fully operational (Tshehla, 2015).  
This temporary arrangement allows Traditional Healthcare Professionals to issue sick certificates 
but does not provide the capacity to claim funds from medical aids as a practice number is required 
(Swanepoel, 2007; Tshehla, 2015). 

Having a practice number does not guarantee remuneration from medical aids but limited to the 
medical aid option and available benefits (Rosen, 2016).  The significance of reimbursement from 
medical aids is crucial for the healthcare professionals in the private healthcare system that are 
largely dependent on funds from patients and medical aids which make private healthcare 
expensive and limits it to patients with the financial means to self-fund the treatment (Jobson, 
2015; Young, 2016). 

The intended NHI may change the use of medical aids to fund the private healthcare system as is 
discussed in the next section (DoH, 2018a, 2018b, 2018c; Jobson, 2015; Young, 2016). 

 

1.3.2 The future healthcare landscape 

The future healthcare landscape may change with the implementation of the NHI which is an 
intended financing system that will potentially provide quality healthcare to all South Africans 
regardless of their socio-economic status that may drastically change the South African 
Healthcare Industry as it is aligned to the healthcare system of developed countries (Motsoaledi, 
2018; SACAP, 2019).  There is much uncertainty about the implementation of the NHI in South 
Africa at present, resulting in numerous speculations about the practicality of its implementation 
(AHPCSA, 2018a, 2018b; Broomberg, 2019; Discovery Health, 2019; SACAP, 2019). 

South Africa has an expensive private healthcare system that excludes the majority of the 
population and has to be reconsidered according to Motsoaledi (2018), but the researcher is not 
convinced that the NHI is the solution as its intended implementation is contemplated due to South 
Africa being different in many ways from developed countries (Addison, 2005; Burger, 2018; 
Discovery Health, 2019; Venter et al., 2011).  Steenkamp (2018) supposes that the NHI provides 
too much power to the minister of health that affords possibility for abuse and corruption within the 
system.  The researcher agrees with Steenkamp (2018) that the South African Healthcare Industry 
should address direct costs of healthcare, services provided on primary and tertiary levels and the 
accessibility of the population to healthcare as a right rather than a socio-economic privilege.  
However, the researcher is not persuaded that the present discussion on the implementation of 
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the NHI is in an optimal state (Broomberg, 2019; Discovery Health, 2019; DoH, 2015, 2018a, 
2018b, 2018c; Motsoaledi, 2018) and various aspects of the implementation of the NHI should be 
addressed and further researched prior to its practical application and implementation.  However, 
the NHI will affect medical aids in South Africa.  

The use of medical aids in South Africa may totally change or be completely phased out with the 
implementation of the anticipated NHI in the near future (DoH, 2018a, 2018b, 2018c) as it is 
planned to be implemented by the year 2026 (Competition Commission South Africa, 2019; 
SACAP, 2019), but until the NHI is implemented, healthcare professionals in private practices are 
relying on medical aid reimbursement for survival.  Without medical aid reimbursement, healthcare 
professionals may not be able to have sustainable private practices. 

The role of private healthcare in the midst of the implementation of the intended NHI is not seen 
as a threat, but rather as playing a pivotal part in its implementation (Broomberg, 2019; Discovery 
Health, 2019).  The researcher believes that the sustainability of private practices in the South 
African Healthcare Industry is an important part of the industry even while the NHI is in the process 
of being implemented and justifies further investigation in this study with the intent of developing 
an entrepreneurship framework to create employment applicable in the healthcare industry's 
current as well as future landscapes where private practices may play a pivotal part.  

The next section considers the specific context of the Allied Healthcare Sector within the South 
African Healthcare Industry. 

 

1.3.3 The Allied Healthcare Sector context 

Complementary and Alternative Medicine (CAM) is a large and growing global industry that is 
typically not part of the public healthcare system (Barnes & Nahin, 2015; Barnes & Stussman, 
2016; Esmail, 2017; WHO, 2000).  In South Africa, CAM is divided into unregulated professions 
as part of the informal healthcare system and regulated professions in the Allied Healthcare 
Sector, formally regulated by the AHPCSA in accordance with the Allied Health Professions Act, 
Act 63 of 1982 (as amended), as part of the private healthcare system.  The Allied Health 
Professions Act may be amended and repealed in the future to more accurately describe it as the 
Complementary Health Professions Act in an attempt to alleviate confusion with allied healthcare 
services offered within the conventional healthcare system that may include audiology, optometry, 
physiotherapy, psychology, etcetera (Mullinder, 2018i). 

The Allied Healthcare Sector is the part of the South African Healthcare Industry that formally 
regulates Complementary Healthcare Professionals in eleven professions registered as official 
designations with the South African Qualifications Authority (SAQA), divided into diagnostic 
professions practiced by practitioners and therapeutic professions practiced by therapists as 
depicted in Table 1.2 while the minimum qualifications required to practice these AHPCSA 
diagnostic and therapeutic professions in South Africa are summarised in Table 1.3. 
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Table 1.2: AHPCSA Professions (Dougans, 2005; Peters, 1999; Scheepers, 2003, 2007a; 
Sharma, 2002; Shealy, 1999)   
Profession Description 

Ayurvedic Practitioners 

(Diagnostic Profession) 

Ayurveda is a healing modality from India that is known as a traditional 
Hindu practice using various techniques like exercise, massage, 
Ayurvedic medication and surgery with the purpose of providing 
harmony with the environment. 

Chinese Medicine Practitioners 

 (Diagnostic Profession) 

Traditional Chinese Medicine (TCM) is an Eastern healing modality 
that originated with the Yellow Emperor making use of various 
techniques like acupuncture, cupping, herbs and moxibustion with the 
purpose of balancing any imbalance in the body. 

Chiropractors 

(Diagnostic Profession) 

Chiropractic is a physical manipulative healing modality of the neuro-
musculoskeletal systems with special attention given to the spine but 
includes the manipulation of joints. 

Homeopaths 

(Diagnostic Profession) 

Homeopathy is a healing modality claiming that diluted amounts of 
homeopathic products lead to the healing of similar conditions, 
because in healthy people these substances will cause the same 
signs and symptoms. 

Naturopaths 

(Diagnostic Profession) 

Naturopathy is various natural healing modalities dealing with illness 
conditions by means of natural medication and natural healing 
approaches with the purpose of assisting the body to heal itself.  

Osteopaths 

(Diagnostic Profession) 

Osteopathy is a physical manipulative healing modality of muscles, 
bones, ligaments, nerves, and connective tissue with special attention 
on working with softer tissue over large areas. 

Phytotherapists 

(Diagnostic Profession) 

Phytotherapy is a healing modality making use of herbs, natural plants 
and minerals in treating illness conditions. 

Unani-Tibb Practitioners 

(Diagnostic Profession) 

Unani-Tibb is a healing modality from India that is known as a Muslim 
practice combining Ayurveda and Arabic medicine using various 
herbal and mineral products and a procedure called cupping. 

Therapeutic Aromatherapists 

(Therapeutic Profession) 

Therapeutic Aromatherapy is a therapeutic modality that makes use 
of essential oils to treat various conditions by applying it to the skin, 
massaging with it, inhaling it or even ingesting it.  

Therapeutic Massage Therapists 

(Therapeutic Profession) 

Therapeutic Massage Therapy is a therapeutic modality whereby the 
body’s soft tissue is manipulated to increase blood circulation, reduce 
stress and relax muscles with the purpose of promoting healing and 
wellbeing. 

Therapeutic Reflexologists 

(Therapeutic Profession) 

Therapeutic Reflexology is a therapeutic modality whereby specific 
pressure is applied on the reflex areas in the feet, but sometimes also 
the hands and ears, with the purpose of assisting the body to heal 
itself by moving towards homeostasis. 
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Table 1.3: AHPCSA Profession Minimum Qualification Requirements (AHPCSA, 2014b, 
2018c; Alexander, 2018; Camelot International, 2018; Dougans, 2020; DUT, 2017a, 2017b, 
2020a, 2020b; IARAMT, 2018; Mullinder, 2018f, 2020; Potchefstroom Academy, 2018; UJ, 2017a, 
2017b, 2020a, 2020b, 2020c; UWC, 2018) 

Profession Qualification Approved Training 
Institutions 

Ayurvedic Practitioners Bachelor of Medicine and Surgery degree (BAMS) Not offered in South Africa 

Chinese Medicine Practitioners 

Bachelor of Science degree in Complementary Health 
Sciences [BSc (CHS)] 

plus  

Bachelor of Complementary Medicine degree (BCM) in 
Chinese Medicine and Acupuncture (CMA) [(BCM)(CMA)]  

UWC 

Chiropractors 
Master of Technology degree (MTech.) in Chiropractic 

(MTech.Chiro) DUT and UJ 

Homeopaths 

MTech. degree in Homeopathy (MTech.Hom), to be replaced 
in 2019 by 

Bachelor of Health Sciences degree (BHSc.) in Homeopathy 
(BHSc.Hom) plus Master of Health Sciences degree (MHSc.) 

in Homeopathy (MHSc.Hom.) 

 

DUT and UJ 

 

Naturopaths BSc (CHS) plus BCM degree in Naturopathy (BCM)(NAT) UWC 

Osteopaths Bachelor of Osteopathy degree (BOst) Not offered in South Africa 

Phytotherapists 

BSc (CHS), BCM degree in Phytotherapy (BCM)(PHYT) 

and from 2020 the UJ offers 

BHSc. plus MHSc. degree in Phytotherapy 

UWC 

 

UJ 

Unani-Tibb Practitioners 
BSc (CHS) plus BCM degree in Unani-Tibb Medicine 

(BCM)(UTM) UWC 

Therapeutic Aromatherapists Diploma in Therapeutic Aromatherapy (Dip.TA) 
Camelot International 

Potchefstroom Academy 

Therapeutic Massage 
Therapists Diploma in Therapeutic Massage Therapy (Dip.TM) 

Camelot International 

Potchefstroom Academy 

Therapeutic Reflexologists Diploma in Therapeutic Reflexology (Dip.TR) 

Camelot International 

IARAMT 

Potchefstroom Academy 

* From 2020 the UJ is offering postgraduate diplomas in acupuncture and phytotherapy to already registered healthcare 
professionals.  

* Camelot International phased out the Diplomas in Therapeutic Aromatherapy, Massage Therapy and Reflexology and as of 2020 
will no longer offer it but will possibly replace it with a three-year diploma.  IARAMT discontinued the Diploma in Therapeutic 
Reflexology.  Potchefstroom Academy is the only remaining training institute offering training in the therapeutic professions. 

* The School of Natural Medicine at UWC has not been accepting any new applications from the year 2019 until further notice due 
to the restructuring of the curriculum. 
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Table 1.3 indicates that degree qualifications obtained from a public university like the Durban 
University of Technology (DUT), the University of Johannesburg (UJ), or the University of the 
Western Cape (UWC), are the minimum requirements to practice an AHPCSA registered 
diagnostic profession in South Africa while diploma qualifications obtained from private training 
institutions like Camelot International, the International Academy of Reflexology and Meridian 
Therapy (IARAMT), or the Potchefstroom Academy, are the minimum requirements to practice an 
AHPCSA registered therapeutic profession in South Africa. 

The curricula of these qualifications largely excluded business modules (DUT, 2017a, 2017b; 
Scheepers, 2013; UJ, 2017c; UWC, 2018) but with the restructuring of the curricula it is evident 
that modules in practice management are featuring more prominently (DUT, 2020a, 2020b; UJ, 
2020a, 2020b, 2020c; UWC, 2021).  The content of the practice management modules usually 
exclude entrepreneurship as its focus is on the legal matters and the medical aid billing 
procedures, which is not surprising as healthcare professionals are not specifically training to 
become entrepreneurs.  Potchefstroom Academy (2022) is lately including an additional module 
on business practice for the therapeutic professions that exclusively considers entrepreneurial 
aspects of managing a healthcare practice.  This is a step in the right direction for complementary 
healthcare that is mainly dependent on entrepreneurship and self-employment for survival 
because entrepreneurship education increases entrepreneurial activity, intention and knowledge 
(Doan, 2022; Hwang, 2022). 

Complementary Healthcare Professionals in South Africa have the benefit of being extremely well 
qualified to practice, but these Complementary Healthcare Professionals have the disadvantage 
of not being part of the public healthcare system resulting in no employment opportunities being 
available for complementary healthcare graduates in public healthcare facilities and self-
employment creation becomes compulsory by establishing private practices and operating within 
the private healthcare system (AHPCSA, 2014b, 2018c; Camelot International, 2018; Du Plessis, 
2012; Jobson, 2015; Young, 2016). 

This is an ambivalent situation; not having access to employment opportunities in the public 
healthcare system after graduation is a negative for Complementary Healthcare Professionals, 
but it can also be seen as a positive since it encourages entrepreneurship and the creation of self-
employment within the private healthcare system.  However, training in entrepreneurship is limited 
in the Complementary Healthcare Professionals’ training programmes that may increase their 
hesitancy to actually be entrepreneurial within their healthcare professions, as seen in the various 
prospectuses (DUT, 2020a, 2020b, Potchefstroom Academy, 2018; UJ, 2020a, 2020b, 2020c). 

The Allied Healthcare Sector is largely excluded from the public healthcare system while the South 
African government is considering the inclusion of Traditional Healthcare Professionals (Moagi, 
2009; Peltzer, 2009; Truter, 2007).  It is not surprising as traditional medicine is usually growing 
in developing countries while CAM is growing in developed countries (Harris, Cooper, Relton & 
Thomas, 2012; Harris & Rees, 2000; Peltzer, 2009; WHO, 2002).  In South Africa, traditional 
medicine is part of the indigenous and cultural heritage of the majority of the population that 
happens to make use of the public healthcare system due to the need for healthcare services, 
although there is a low usage of Traditional, Complementary and Alternative Medicine (Peltzer, 
2009; Peltzer & Pengpid, 2015; WHO, 2001, 2002; Wilkinson, 2013). 
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The Allied Healthcare Sector and CAM is different from traditional medicine as it is a healthcare 
system with diverse practices that are not rooted in indigenous and cultural knowledge and 
heritage (WHO, 2000), making it an ideal context for this study as integration with the conventional 
public healthcare system seems probable for a possible public-private-partnership that may create 
employment through entrepreneurial intervention. 

With the context of the study established in the South African Healthcare Industry, the next section 
identifies a work-based challenge justifying this study within the Allied Healthcare Sector to create 
an entrepreneurship framework that will stimulate employment creation to retain Complementary 
Healthcare Professionals as part of the solution to the country's healthcare challenges. 

 

1.4 WORK-BASED CHALLENGE 

The work-based challenge identified in the Allied Healthcare Sector is that Complementary 
Healthcare Professionals are experiencing unprecedented competition from the informal 
healthcare sector along with the beauty-and-spa industry as similar healthcare modalities are 
offered to the general public without the accompanying stringent qualifications, limitations and 
regulations enforced upon them.  The result is an unfair advantage to the unregulated professions, 
leading to a decline in potential consumers and an increase in factors compelling Complementary 
Healthcare Professionals to exit their professions, the Allied Healthcare Sector, and even the 
South African Healthcare Industry. 

The therapeutic professions of aromatherapy, massage therapy and reflexology are offered in the 
informal healthcare system and the beauty-and-spa industry by merely removing the prefix 
therapeutic from the description or replacing it with terms like clinical.  The researcher believes 
that the instigation of the work-based challenge originated with the formal registration of the 
professions and terming the professions as Therapeutic Aromatherapy, Therapeutic Massage 

Therapy, and Therapeutic Reflexology instead of merely terming the professions as 
Aromatherapy, Massage Therapy, and Reflexology.  The AHPCSA is aware of this situation and 
is attempting to rectifying the situation amongst the therapeutic professions by including the 
professions of aromatherapy and reflexology under the Allied Health Professions Act (South 
Africa, 2017, 2019).  The profession of massage is excluded due to the modality of massage being 
too general and used by many therapists and practitioners regulated by the AHPCSA and HPCSA 
(Mullinder, 2018g).  The Minister of Health indicated that the professions of aromatherapy and 
reflexology should be formally regulated by the AHPCSA and opened the process up for 
consultation and feedback from the stakeholders and the public and two years later the new 
Minister of Health formalised this matter by announcing that aromatherapy and reflexology are 
incorporated for AHPCSA regulation under the Allied Health Professions Act (South Africa, 2017, 
2019).  The outcome of this decision is still to be seen and how the AHPCSA will ensure 
compliance of the informal healthcare system and beauty-and-spa industry, may take some time 
to accomplish.  What the impact of the new registers will be on the existing therapeutic registers 
is still to be determined along with the differentiation in scope of practices.   
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The situation is not unique to the therapeutic professions and certain practices used within the 
diagnostic professions are in a similar situation where modalities like Kinesiology forms part of the 
official scope of practice for the professions of Chiropractic and Osteopathy which are regulated 
professions, but Applied Kinesiology is part of the informal healthcare system and not regulated 
(Mullinder, 2019b).  What some portray as informal practices are in actual fact within the scope of 
practices of registered healthcare professions, for example: (1) Acupressure is part of the scope 
of practice of Chinese Medicine, Acupuncture, Chiropractic and Osteopathy; (2) Cranio-Sacral 
Therapy is part of Osteopathy’s scope of practice; (3) Iridology is part of Naturopathy’s scope of 
practice; (4) Kinesiology is part of the scope of practice of Chiropractic and Osteopathy; and (5) 
Shiatsu and Ashiatsu are part of the scope of practices of Chinese Medicine, Acupuncture, 
Chiropractic and Osteopathy (Mullinder, 2019a, 2019b, 2019d).   

The situation affects the entire South African Healthcare Industry because it is not limited to the 
Allied Healthcare Sector, as is observed in the conventional healthcare profession of counselling.  
Professional counsellors in South Africa are called Registered Counsellors and forms part of the 
domain of psychology, making formal registration and regulation by the statutory council of the 
Health Professions Council of South Africa (HPCSA) mandatory to legally practice.  However, lay 
counsellors are part of the informal healthcare system that is unregulated, while para-professional 
counsellors may practice without statutory council registration as membership with an association 
is deemed sufficient (Abel & Louw, 2009; ASCHP, 2019; CCSA, 2019; CPSC, 2019; Jansen Van 
Rensburg, 2008; Johnson, 2017). 

The work-based challenge became evident to the researcher, an AHPCSA registered Therapeutic 
Reflexologist in private practice within the Allied Healthcare Sector, when a decline was noted in 
the number of registered Therapeutic Reflexologists and other Complementary Healthcare 
Professionals.  The reasons why Complementary Healthcare Professionals exited the Allied 
Healthcare Sector are listed as the following challenges, namely: (1) Lack of employment 
opportunities in the public healthcare system; (2) Lack of access to practice in public healthcare 
facilities; (3) Unprecedented competition from the informal healthcare system and the beauty-and-
spa industry; (4) Medical aid reimbursement limitations as medical aids do no readily cover 
complementary healthcare services; (5) Regulations and limitations to practice are too stringent; 
and (6) Uncertainty about inclusion of the Allied Healthcare Sector in the NHI (AHPCSA, 2014b; 
TSARS, 2014).  

The researcher also experiences the challenges in private practice but was surprised that it did 
not motivate the Complementary Healthcare Practitioners in general and the Therapeutic 
Reflexologists in particular to find solutions for the challenges and rather chose to exit their 
professions, the sector and the industry.  The researcher believes that entrepreneurial action may 
lead to innovative solutions that may be used to overcome the challenges in the Allied Healthcare 
Sector.  When observing Complementary Healthcare Professionals choosing to exit the sector 
rather than stimulating their entrepreneurial abilities to finding solutions for the challenges, 
necessitated the researcher to investigate the phenomenon in this study. 

It is from this identified work-based challenge that the research problem for this study is formulated 
in the next section. 
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1.5 RESEARCH PROBLEM STATEMENT 

The research problem is that Complementary Healthcare Professionals struggle to overcome 
business and industry challenges, resulting in the closure of private practices and exiting from 
their healthcare professions, the sector and the industry.  The problem is not the fact that an 
informed decision is made to voluntarily change professions or industries but rather the lack of 
entrepreneurial intention to innovatively transform challenges into opportunities that can retain 
them in the Allied Healthcare Sector.   

The perceived lack of entrepreneurial intention amongst Complementary Healthcare 
Professionals (Scheepers, 2013), is not unique to the Allied Healthcare Sector.  Statistics 
presented in Table 1.4 appear to indicate a trend among South Africans in general that the 
perception of entrepreneurship being a good career choice, does not necessarily increase 
entrepreneurial intention.   

Entrepreneurial intention is portrayed in Table 1.4. 

Table 1.4: Entrepreneurial Intention (Bowmaker-Falconer & Herrington, 2020; Herrington et al., 
2015; Herrington, Kew & Mwanga, 2017) 

Year 
Perception of 

Entrepreneurship as 
Good Career Choice 

Entrepreneurial 
Intention 

2003 48.0% 12.2% 
2014 69.6% 11.8% 
2015 73.8% 10.9% 
2016 72.6% 10.1% 
2019 78.8% 11.9% 

African Regional Average  
2016 
2019 

 
74.6% 
68.6% 

 
41.6% 
40.0% 

Table 1.4 suggests that the majority of South Africans (78.8%) in 2019 believed that 
entrepreneurship is a good career choice, but only a fraction (11.9%) implied any entrepreneurial 
intention.  It is interesting to note that the perception of entrepreneurship being a good career 
choice has been increasing over the years, but entrepreneurial intention has declined over the 
same period.  The concept that entrepreneurship is the solution to unemployment has been 
supported for numerous years (Herrington & Coduras, 2019; Mahadea, 2012), however, it is 
evident that an increase in perception does not lead to an increase in entrepreneurial intention, 
but in actual fact denotes the direct opposite.  What is evident in Table 1.4 is the declining 
entrepreneurial intention rate being extremely low (11.9%) in 2019 amongst South Africans which 
is far below the African regional average (40%) during the same period.  It appears that high 
unemployment and good perceptions about entrepreneurship do not lead to entrepreneurial 
activity with South Africans.  The younger generations appear naturally entrepreneurial, but have 
weaknesses like a need for instant gratification, a need for group work, a need for flexibility, a 
need for work-life balance and a lack of determination to remain in a job or career for longer than 
a few months if all their needs are not met, leading to the natural inclination for entrepreneurship 
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not to be realised into entrepreneurial ventures (Bosma et al., 2020; Fishman, 2016; GenHQ, 
2016; Glass, 2007; Partridge & Hallam, 2006; Shaw & Fairhurst, 2008; Tulgan, 2013).   

The same occurrence is depicted in the Allied Healthcare Sector that does not form part of the 
mainstream (public) healthcare system in the country.  Professional graduates consequently have 
limited employment possibilities and are obligated to establish private practices to create self-
employment, however, employment creation does not appear to be the preferred route amongst 
many as an inclination seems to be towards obtaining employment instead of creating it (AHPCSA, 
2014b).  This is a surprising preference as all South African students in complementary medicine 
are aware of the fact that employment possibilities do not exist in the public healthcare system 
and that self-employment will have to be created upon graduation (Careers, 2004, 2005, 2009; 
Kent, 2002).  Self-employment is seen as inherently entrepreneurial by Moodie (2008) when 
indicating that entrepreneurship is about generating income through initiative, which is a 
characteristic of self-employment (Ducker, 2014, 2018).  Consequently, Complementary 
Healthcare Professionals appear not to have entrepreneurial mindsets because embarking on 
studies resulting in entering self-employment and then complaining about no employment 
opportunities (AHPCSA, 2014b; TSARS, 2014), resulted in the researcher believing that there is 
a lack of entrepreneurial motivation evident within the Allied Healthcare Sector. 

CAM or Complementary Medicine as it will be known in the future in South Africa (Mullinder, 
2018a), offers a unique opportunity for self-employment and entrepreneurial intention in South 
Africa due to the need of the general public for a holistic and integrative approach to healthcare 
(ASCHP, 2019; CCSA, 2019; Herholdt, 2004, 2008).  The AHPCSA registered professions are 
complementary to conventional medicine, which opens a unique place for complementary 
medicine in South Africa as a niche market in the healthcare industry where the focus is on a 
natural, holistic and integrative approach to dealing with health-related conditions mainly for 
disease prevention and health promotion (Myers, 2014; NIH, 2016; Smith, 2016; Tovey et al., 
2004; Turner, 2004).  It appears that the niche market of complementary medicine has been 
limited in South Africa even though it is seen as a growing industry with the potential of growth 
into the future, although the growth may be related to an increased use in over-the-counter 
purchases of CAM products rather than an increase in actual consultations with Complementary 
Healthcare Professionals (Du Plessis, 2012; Myers, 2014; Nahin, Barnes, Stussman & Bloom, 
2009; NIH, 2016; Smith, 2016; Tovey, Easthope & Adams, 2004; Turner, 2004).   

The Allied Healthcare Sector has the potential for growth into the future, making it an ideal sector 
for entrepreneurial innovation.  If Complementary Healthcare Professionals are lacking in 
entrepreneurial motivation leading to a decline in the sector, it necessitates this study to explore 
the environment and phenomenon in an attempt to retain healthcare professionals in the sector. 

It is believed that this study has the potential to stimulate entrepreneurship that will lead to 
innovative employment creation within the Allied Healthcare Sector specifically and the South 
African Healthcare Industry in general. 

From the identified research problem and consequent literature search, a gap in the literature are 
identified in the following section. 
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1.6 GAP IN THE LITERATURE 

Available literature provides various entrepreneurship frameworks (Ahmad & Hoffmann, 2008; 
Beebe et al., 2019; Branston et al., 2006; Hwang & Christensen, 2008; Kafile, 2018; Kidd & 
McKenzie, 2013; Luke et al., 2011; Nheta et al., 2020; Pounder, 2019; Ratten, 2012; Urban, 
2007a; Wan & Quan, 2014), but no previous studies on the main aspect of this study is available, 
identifying a gap in the available literature within the disciplines of entrepreneurship and 
organisational development that there is no framework available addressing organisational 
structures and entrepreneurial concepts along with healthcare concepts within the purpose of 
stimulating employment creation in the Allied Healthcare Sector of the South African Healthcare 
Industry.  A further gap in literature is evident where entrepreneurship is normally used for 
employment creation purposes in start-up businesses, but not in existing businesses as retention 
strategy by providing entrepreneurs, or Complementary Healthcare Professionals in this study, 
with options to remain in an industry instead of exiting their professions, sector or industry 
(Cassim, Soni & Karodia, 2014).  The need for such a framework that may simultaneously provide 
a retention strategy for healthcare professionals, is specifically identified as a need by Gallow, Nel 
and Williams (2020).  This study intends to create such a proposed entrepreneurship framework. 

The aim of the study is recognised in the next section. 

 

1.7 AIM OF THE STUDY 

The aim of the study is to create an entrepreneurship framework to stimulate employment creation 
in the South African Healthcare Industry by retaining Complementary Healthcare Professionals 
through the provision of alternatives to the closure of private practices and exiting professions, the 
sector or the industry. 

Entrepreneurship is used to create employment, that in turn alleviates unemployment, according 
to existing literature (Anwana & Anwana, 2020; Herrington & Coduras, 2019), although 
Bowmaker-Falconer and Herrington (2020) are of the opinion that entrepreneurship should still be 
cultivated as employment creation strategy. 

To accomplish the aim of the study, the research problem were transformed into achievable 
research objectives that are explicitly listed in the following section. 

 

1.8 RESEARCH OBJECTIVES 

The five research objectives of this study are as follows: 

1. To determine the intrinsic factors of entering a healthcare profession. 

2. To ascertain the extrinsic factors for consideration of exiting healthcare professions. 

3. To evaluate the entrepreneurial mindset of healthcare professionals. 
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4. To consider healthcare professionals’ perceptions of entrepreneurship and unemployment. 

5. To examine the practicality of entrepreneurship within the South African Allied Healthcare 
Sector.  

The research objectives, translated from the research problem, have to be converted into research 
questions to ensure an effective and suitable research methodology is found.   

The following section lists the seven relating research questions. 

 

1.9 RESEARCH QUESTIONS 

The criteria used to compile the research questions are based on the four criteria of Vithal and 
Jansen (2004) as listed by Maree (2017), namely: (1) Relate to the aim of the study; (2) Logical; 
(3) Key terms appear in each question; and (4) Self-explanatory.  The criteria are practically 
implemented by rephrasing the research objectives into research questions. 

The five research questions of this study are as follows: 

1. What are the intrinsic factors of entering a healthcare profession? 

2. What are the extrinsic factors for consideration the exiting of healthcare professions? 

3. What is the entrepreneurial mindset of healthcare professionals? 

4. What are healthcare professionals’ perceptions of entrepreneurship and unemployment? 

5. What is the practicality of entrepreneurship within the South African Allied Healthcare Sector? 

The research questions have been converted from the research objectives that was deduced from 
the research problem to ensure the aim of the study will be achieved.   

 

1.10 OUTCOMES OF THE STUDY 

The outcomes of this study intend to address the gap in entrepreneurship literature as mentioned 
in the previous sections, and are as follows: 

1. To make recommendations to the South African Allied Healthcare Sector on how to overcome 
business challenges in the healthcare industry by stimulating entrepreneurship; and 

2. To contribute towards employment creation in the South African Healthcare Industry by 
developing an entrepreneurship framework for the South African Allied Healthcare Sector. 

The following section identifies the hypothesis for this study. 
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1.11 DELIMITATIONS OF THE STUDY 

CAM is universally similar but may be different in each country based on the scope of practice that 
may vary since it is often not formally regulated by a statutory body or only partially regulated 
(Mills, 2001; Grace, 2012; Irish Reflexologists' Institute, 2013).  In South Africa the AHPCSA is a 
statutory body formally responsible for 11 professions (soon 13 professions when the new 
registers for Aromatherapy and Reflexology are opened) giving it professional recognition and 
regulation by legislation in the form of the Allied Health Professions Act, 1982 (Act 63 of 1982) 
(AHPCSA, 2015a; Du Plessis, 2012; Scheepers & Bayat, 2013; South Africa, 2017, 2019). 

As the regulation of CAM professions vary from country to country, this study is applicable 
specifically to the Allied Healthcare Sector within the South African Healthcare Industry, because 
the work-based challenge was identified within the profession of therapeutic reflexology that is 
formally regulated by the AHPCSA and the research problem was consequently formulated within 
the boundaries of the South African Allied Healthcare Sector.    

The South African Allied Healthcare Sector is the principal area of investigation for this study, but 
to ensure a comprehensive perspective is obtained, the broader South African Healthcare Industry 
and relevant global healthcare perceptions are considered.  However, the study is focused on the 
Allied Healthcare Sector making generalisability applicable specifically to the Allied Healthcare 
Sector within the South African Healthcare Industry. 

As the delimitations of the study have been clearly described, the following assumption is 
articulated for the rationale for investigating the research problem. 

 

1.12 ASSUMPTION 

This study is founded on the assumption that private practices in the Allied Healthcare Sector as 
part of private practices in the broader private healthcare system in the South African Healthcare 
Industry will continue to exist even when the NHI is implemented in South Africa.  This assumption 
is based on the general impression that the NHI will be focused on primary healthcare and dealing 
with the basic healthcare needs of the public while secondary healthcare services may still have 
to be funded personally or by means of medical aids (Discovery Health, 2019; DoH, 2015, 2018a, 
2018b, 2018c; Motsoaledi, 2018; SACAP, 2019).   

An uncertainty prevails with regards to the implementation of the NHI and the resulting impact on 
medical aids and private practices, but the assumption is made that the private practices will 
continue to exist in the midst of inevitable adjustments that will have to follow even if the private 
practices take on a new operation format that may be funded by the South African government 
(Broomberg, 2019; Discovery Health, 2019; SACAP, 2019). 

The assumption assumes that private practices in the Allied Healthcare Sector adds value to the 
South African Healthcare Industry by offering formally regulated complementary healthcare 
services (Mullinder, 2018a; WHO, 2019) to the public, but whether the regulated Allied Healthcare 
professions will form part of the NHI, is still to be seen as there has already been an omission of 
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Allied Healthcare professions in specific parts of the NHI Bill that was promulgated in June 2018 
(AHPCSA, 2018a, 2018b).  The AHPCSA took note of this omission in the NHI Bill and asked their 
members to address the matter by making comments to the relevant Deputy Director-General in 
an attempt to rectify the wording and inclusion of registered Allied Healthcare professions in the 
Bill (AHPCSA, 2018b).  Private practices in the Allied Healthcare Sector adds value to the South 
African Healthcare Industry, especially within the field of preventative healthcare in an attempt to 
increase overall wellbeing of patients (Barrett, Marchand, Scheder, Appelbaum, Plane, Blustein, 
Maberry & Capperino, 2004; Nel, Werner, Haasbroek, Poisat, Sono & Schultz., 2010). 

With the assumption clarified, the merits of the research are considered in the next section. 

 

1.13 MERIT OF RESEARCH 

1.13.1 Rationale for investigating the research problem 

Complementary Healthcare Professionals are part of the South African Healthcare Industry 
offering a holistic and integrative approach to healthcare within the Allied Healthcare Sector, which 
is a globally emerging industry (AHPCSA, 2021; ASCHP, 2019; Bhikha & Abdul Haq, 2001; CCSA, 
2019; Du Plessis, 2012; Herholdt, 2004, 2008; Kandler, 2009; Verkerk, 2009). 

The research problem indicates that numerous Complementary Healthcare Professionals feel 
forced to exit their professions and even the healthcare industry, not by choice, but due to external 
factors necessitating such a drastic decision (AHPCSA, 2014b; Thomson, 2016).  The 
investigation of the research problem will identify intrinsic factors causing students to enter 
complementary medicine studies as well as external factors forcing Complementary Healthcare 
Professionals to consider exiting the industry.  By understanding the reasons for entering and 
consideration of exiting the complementary medicine field combined with understanding the 
entrepreneurial mindset of Complementary Healthcare Professionals, will lead to the necessary 
insight to develop an entrepreneurial framework to stimulate employment creation in the Allied 
Healthcare Sector, according to expectancy theory (Isaac, Zerbe & Pitt, 2001; Lawler & Suttle, 
1973; Miner, 2005; Renko, Kroeck & Bullough, 2012).  Expectancy theory is a theory of motivation, 
stating that if the motivation for something is high, it is expected to result in action and high 
performance (Isaac et al., 2001; Lawler & Suttle, 1973; Miner, 2005).  Renko et al. (2012) make a 
valuable contribution relevant to this study when stating that high levels of motivation has the 
expectancy to result in nascent entrepreneurs that turn an idea into a practical business venture, 
which is applicable to Complementary Healthcare Professionals entering and exiting healthcare 
professions as it provides insight into their entrepreneurial mindsets. 

An understanding of the reasons persuading individuals to enter healthcare professions, will 
provide clarity on the factors of motivation that may be strong enough to prevent them from exiting 
healthcare professions.  Understanding the reasons compelling Complementary Healthcare 
Professionals to consider exiting healthcare professions, may provide valuable insight into the 
problems in the Allied Healthcare Sector.  By understanding the entrepreneurial mindsets of 
Complementary Healthcare Professionals, it may become evident if they have the ability to 
innovatively overcome challenges in the Allied Healthcare Sector to the point where the intrinsic 
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factors for entering healthcare professions outweighs the challenges in the Allied Healthcare 
Sector that may compel exiting healthcare professions. 

The obtained insight will provide the necessary ability to create an entrepreneurship framework 
that is relevant to the Allied Healthcare Sector in an attempt to change the situation whereby 
Complementary Healthcare Professionals are obligated to exit healthcare professions due to a 
lack of innovative ability.  The result of the proposed entrepreneurship framework is the possibility 
to assist Complementary Healthcare Professionals not to exit the industry by necessity, but to 
provide Complementary Healthcare Professionals with a choice and the ability to remain in the 
industry due to having entrepreneurial income generation possibilities.  The rationale for 
investigating the research problem rests within the opportunity of providing Complementary 
Healthcare Professionals with an entrepreneurship framework that has the prospect of stimulating 
entrepreneurship in the Allied Healthcare Sector to retain them in an industry in desperate need 
of healthcare professionals addressing the healthcare needs in South Africa. 

 

1.13.2 Significance of the study 

The significance of this study is intended to address the gap in entrepreneurship literature by 
developing theory in the form of an entrepreneurship framework that is aimed at providing 
Complementary Healthcare Professionals with alternatives to business closure and exiting the 
industry.  Theory will be developed in the form of an entrepreneurship framework to make 
entrepreneurial concepts like innovation applicable not only to start-up businesses, but also to 
existing businesses, in an attempt to provide longevity for practices within the Allied Healthcare 
Sector and the South African Healthcare Industry, as the framework serves to stimulate 
entrepreneurship and intrapreneurship. 

A major aspect within entrepreneurship is the economic principle of supply and demand as the 
higher the demand for a product or service, the higher the supply for the product or service will be 
(Mohr, 2020; Mohr & Fourie, 2011; Mohun & Warren, 2012).  The principle of supply and demand 
is relevant within the Allied Healthcare Sector of the South African Healthcare Industry as the 
demand for CAM is increasing globally which should theoretically increase the supply for CAM 
services (Astin, 1998; Bhikha & Abdul Haq, 2001; Du Plessis, 2012; Kandler, 2009; Verkerk, 2009).  
The increased demand for CAM portrays a need for a holistic integrative wellbeing model within 
the South African Healthcare Industry as the medical model of reductionism is not integrative 
enough.   

The proposed entrepreneurship framework provides such an integrative model that stimulate 
entrepreneurship and employment creation as an entrepreneurship and intrapreneurship 
framework within the South African Healthcare Industry. The proposed entrepreneurship 
framework attempts to increase awareness of the need for complementary healthcare professions 
in the South African Healthcare Industry by addressing the contemporary work-based problem 
and identified research problem through an interdisciplinary perspective (Carayannis, Campbell & 
Rehman, 2016; Gibbons, Limoges, Nowotny, Schwartzman, Scott & Trow 2002; Maclean, 
Macintosh & Grant, 2002; Musson, 2006; Thorén & Breian, 2015). 



 

21 

1.13.3 Proposed beneficiaries  

This study directly benefits the Complementary Healthcare Professionals operating within the 
Allied Healthcare Sector by providing them with an entrepreneurship framework that has the 
possibility of stimulating employment creation that may retain them in the sector and industry.  The 
Complementary Healthcare Professionals will benefit by being provided with a choice of whether 
to remain within the Allied Healthcare Sector or to change professions or industries, but the 
decision will be based on choice and no longer be forced upon these professionals by necessity 
to survive.  Indirectly all South African healthcare professionals may benefit from this study as the 
entrepreneurship framework will be applicable within the principles of practice management, 
specifically to the Allied Healthcare Sector, but more broadly to the entire South African Healthcare 
Industry. 

 

1.13.4 Proposed contribution 

This study intends to contribute to the emerging disciplines of entrepreneurship and organisational 
development (Brown, 2011; Venter et al., 2011) by addressing the gap in literature whereby 
entrepreneurial concepts like innovation are not used as solution against business closure and 
the retention of self-employed professionals within a profession, sector or industry.  The proposed 
contribution is to develop theory in the form of an entrepreneurship framework that can be 
implemented as an entrepreneurship and intrapreneurship intervention strategy for organisational 
development, especially for utilisation with existing practices in the South African Healthcare 
Industry, with the purpose of ensuring continued existence instead of business closure.  The 
proposed entrepreneurship framework is presented in Chapter Six of this study to address this 
gap in literature that will encourage an entrepreneurial culture and employment creation. 

The following section provides a summary of this study.  

 

1.14 SUMMARY OF THE STUDY 

1.14.1 Theoretical framework 

Theoretical frameworks provide clarification on the theories underpinning the research where 
theory refers to rules, ideas, subject disciplines and concepts while metatheoretical frameworks 
provide clarification on the foundational assumptions or philosophies underpinning the theories 
(Bates, 2005; Cambridge Dictionary, 2019; Freire, 2012; Green, 2014; Merriam-Webster, 2019; 
Wisker, 2008).  The theoretical framework of this study, as outlined in Chapter Two and Figure 2.1, 
is attained from the GEM frameworks, consisting of the GEM conceptual framework and the 
accompanying GEM entrepreneurial phases and indicators framework, as described by Bosma, 
Hill, Ionescu-Somers, Kelley, Guerrero & Schott (2021), the entrepreneurial mindset personal 
insight framework as discussed by Gillin & Hazelton (2021), and the metatheoretical framework of 
wellbeing that originated with Dunn and Travis (Becker & McPeck, 2013; Dunn, 1959, 1972; 
Herholdt, 2004, 2008; Janse van Rensburg, 2016; Strohecker, 2015; Watson, 2007). 
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1.14.1.1 GEM Frameworks 

The GEM conceptual framework and the GEM entrepreneurial phases and indicators framework, 
as depicted in Annexure K, provide a good theoretical structure for this study commencing with an 
entrepreneurial ecosystem that leads to entrepreneurial activity and entrepreneurial output 
(Bosma et al., 2021).  The entrepreneurial ecosystem consists of cultural, economic, political, and 
social contexts.  This entrepreneurial ecosystem may be representative of the South African 
Healthcare Industry in this study where legislation and statutory council regulations directly impact 
on the entrepreneurial environment and consequent entrepreneurial activity.  The healthcare 
ecosystem framework of nursing (Gillin & Hazelton, 2021), as seen in Annexure K, provides a 
healthcare ecosystem that fit in well with the entrepreneurial ecosystem in the GEM conceptual 
framework.  Between the entrepreneurial ecosystem and the entrepreneurial activity in the GEM 
conceptual framework, are the perception of entrepreneurship and the individual attributes, which 
may be representative of the potential entrepreneur in the GEM entrepreneurial phases and 
indicators framework.  These individual attributes and perceptions of the potential entrepreneur is 
indicative of the entrepreneurial mindset as seen in the next section. 

 

1.14.1.2 Entrepreneurial Mindset Personal Insight Framework 

The entrepreneurial mindset personal insight framework as discussed by Gillin and Hazelton 
(2021) provides an illustration of the entrepreneurial mindset concepts that are contained within 
the GEM conceptual framework where interaction exists between awareness, behaviour, decision 
making, and leadership.  The entrepreneurial attributes represented by the circle chart in the 
middle of the framework with the interior circle of emotional intelligence, rational intelligence, and 
spiritual intelligence can be summarised to represent an entrepreneur's whole being that may be 
illustrated with the metatheoretical framework of wellbeing as seen in the next section. 

 

1.14.1.3 Metatheoretical Framework of Wellbeing within Systems Theory 

The entrepreneur is centrally placed in the GEM conceptual framework, as depicted in Annexure 
K.  Entrepreneurs are complex multidimensional human beings (Scheepers, 2007a) situated 
within a complex entrepreneurial ecosystem.   

The metatheoretical framework of wellbeing provides a holistic framework to understand the 
complex microsystem of entrepreneurs within the macrosystem of an entrepreneurship 
ecosystem, established on the concept of holism, originating from gestalt psychology into the 
construct of interdisciplinarity within the context of systems theory (Alma Ata, 1978; Dunn, 1959, 
1972; Herholdt, 2004, 2008; Janse van Rensburg, 2016; Jakarta, 1997).  Systems theory provides 
the context of the metatheoretical framework of wellbeing because it is a holistic or interdisciplinary 
study of individuals and organisations in pure gestalt format as the person or organisation is 
viewed as a whole along with the sum of its parts (divisions) in interaction with the external 
environment (Brown, 2011; Duek, Brodjonegoro & Rusli, 2010; Judge, 2011; Marcus, 2015; 
Mononen, 2017; Morgeson, Mitchell & Liu, 2015).   
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The metatheoretical framework of wellbeing considers the whole person and the private practice 
as a whole entity while recognising the different parts and the notion that the whole is more than 
the sum of the components (Andersen, 2001; Upton, Janeka & Ferraro, 2014).  The 
metatheoretical framework of wellbeing is situated within the context of systems theory, drawing 
from the underpinning concepts of holism, interdisciplinarity, and gestalt psychology, making it the 
ideal structure to address a complex research problem and the complex entrepreneurial mindset 
of Complementary Healthcare Professionals within the complex and dynamic Allied Healthcare 
Sector.   

 

1.14.2 Research framework 

The research procedures used, and the research selections made in this study, as discussed in 
Chapter Three, is depicted in Table 1.5 and briefly summarised in this section. 

Table 1.5: Summary of Research Framework 

Research 
Philosophy 

Ontology Epistemology Axiology Paradigm 

Pragmatist Pragmatist  Value-Bound Pragmatist 

Research 
Design 

Exploratory 

Research 
Methodology 

Type Theory Building Reasoning Study Design 

Applied Mode 3 Abductive Cross-Sectional 

Approach Strategy (Mode of Enquiry) 

Predominantly Qualitative Sequential Mixed-

Method (QUALàquan) 
Grounded Theory 

Data 
Collection 

Procedures 

Primary Emergent 

Secondary Continui Literature Review 

Research 
Methods 

Sampling Data Collection Data Analysis 

Qualitative Purposive Non-Probability 

Sampling 

Semi-Structured 

Interviews 

Thematic 

Analysis 

Quantitative No Sampling (entire target 

population used) 
Questionnaires 

Statistical 

Analysis 

Table 1.5 provides a summary of the research onion framework of Saunders, Lewis and Thornhill 
(2016) that was used for this study and discussed in Chapter Three to dissect the various aspects 
of the research philosophy, design, methodology and methods.  In this section, a brief summary 
is provided. 
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1.14.2.1 Research philosophy 

The researcher's Christian-holistic worldview (Scheepers, 2003) guided the paradigm choice of 
pragmatism for this study that was deemed the most appropriate as it provided for multiple realities 
while seeing truth as speculative and adaptable to the specific context (Cresswell, 2014; Saunders 
et al., 2016; Sekaran & Bougie, 2013).  This study explored the various perspectives and opinions 
of healthcare professionals making pragmatism the paradigm of choice as each person holds a 
different truth and reality of the situation in the Allied Healthcare Sector.  According to Janse van 
Rensburg (2016) pragmatism offers a more holistic approach that effectively integrates with an 
interdisciplinary metatheoretical framework.  The researcher chose a paradigm of pragmatism as 
it provided the opportunity to consider the research problem mostly from a subjective perspective, 
without neglecting the consideration of the objective perspective. 

The research philosophy is aligned with the researcher's own ontology, epistemology and 
axiology.   

The ontological position of the researcher is that of pragmatist as his reality is shaped from a 
position of experience and relevance within the Allied Healthcare Sector as a registered 
therapeutic reflexologist in private practice, believing that Complementary Healthcare 
Professionals personally construct their reality based on personal experiences, perspectives and 
understandings (Dudovskiy, 2018; Easterby-Smith, Thorpe & Jackson, 2015; Kaushik & Walsh, 
2019; Wiid, Cant & Van Niekerk, 2014). 

The epistemological position of pragmatist practically emerged as the researcher is aware that 
Complementary Healthcare Professionals have different experiences and there is no absolute 
truth within the context of the Allied Healthcare Sector, but the truth of each person is experientially 
constructed through interaction within the healthcare industry (Easterby-Smith et al., 2015; Gray, 
2014; Kelly & Cordeiro, 2020; Saunders et al., 2016). 

The axiological position of the researcher determines what is valued in the research and in this 
study, it is value-bound because the researcher's values are shaped subjectively while being 
reflexive and an integral part of the research as part of the Allied Healthcare Sector (Dudovskiy, 
2018; Saunders et al., 2016). 

 

1.14.2.2 Research design 

The research design for this study was exploratory as the researcher explored the Allied 
Healthcare Sector and the entrepreneurial mindsets of Complementary Healthcare Professionals 
to gain more understanding on how to stimulate entrepreneurship and employment creation. 

 

1.14.2.3 Research methodology 

A predominantly Qualitative Sequential Mixed-Method (QUALàquan) research approach with a 
grounded theory research strategy (mode of enquiry) was used.  The use of a mixed-method 
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research approach is encouraged within social science research to address complex phenomena 
like the entrepreneurial mindset of Complementary Healthcare Professionals (Barnes, 2012; 
Lingard, Albert & Levinson, 2008; Wium & Louw, 2018) and it is valued for the use within the 
healthcare context as in the Allied Healthcare Sector (Fiorini, Griffiths & Houdmont, 2016; Tariq & 
Woodman, 2010).  The use of grounded theory as research strategy was appropriate within a 
mixed-method study founded in pragmatism (Creamer, 2018; Krupnik & Turek, 2014) as the 
intention was to develop theory from the data to address the social phenomena (Nieuwenhuis, 
2017a; Saunders et al., 2016; Tie, Birks & Francis, 2019). 

The study design was cross-sectional as the phenomena was investigated at a specific point in 
time while abductive reasoning was used that is appropriate within a pragmatist paradigm 
(Mitchell, 2018) as it builds theory through constant interaction between the data and the theory 
while making it possible to collect additional data (Atkinson, 2018; Dudovskiy, 2018) as it emerged 
in this study where the qualitative data collection necessitated the quantitative data collection. 

Applied research was considered as appropriate for this study as it offered an interdisciplinary 
approach to answer the practical research problem (Saunders et al., 2016).  Mode three 
knowledge production (theory building) was regarded as applicable since it integratively focuses 
on contemporary human phenomena while the researcher can be both an academic and a 
practitioner in the industry to build theory in this study in the form of an entrepreneurship framework 
presented in Chapter Six (Carayannis, Campbell & Rehman, 2016). 

 

1.14.2.4 Data collection procedures 

The secondary data was continuously collected in this study in the form of a continui literature 
review that abductively considered and reconsidered the literature before, during and after the 
data collection and data analysis process (Dudovskiy, 2018). 

The primary data was originally collected qualitatively but in true grounded theory format, the need 
emerged from the data to add a quantitative phase of data collection in order to compare the 
qualitative research participants’ perspectives with the perspectives of the Complementary 
Healthcare Professionals in the entire industry, resulting in the study collecting data in two distinct 
phases (Dawson, 2010; Cresswell, 2014; Nieuwenhuis, 2017a, Saunders et al., 2016; Tie et al., 
2019).  

 

1.14.2.5 Research methods 

A mixed-method approach was used to collect data from a total of 267 participants consisting of 
41 qualitative and 226 quantitative participants.  Non-probability sampling was used to purposively 
select 41 healthcare professionals as participants for the qualitative phase of the study of which 
one was a supplementary participant as Nieuwenhuis (2017a) purports acceptable for use within 
a grounded theory approach, interviewed through semi-structured interviews that were analysed 
through thematic analysis.  No sampling was used for the quantitative phase of the study as the 
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entire target population of Complementary Healthcare Professionals were invited to participate, 
resulting in 226 participants completing online questionnaires that were statistically analysed, 
before the analysed findings were integrated with grounded theory constant data interaction. The 
research framework is summarised in this section while the following section structures the study 
into the chapter organisation. 

 

1.15 STRUCTURE OF THE STUDY 

The study consists of six chapters as described below. 

Chapter One (Introduction and Overview of the Study) provides an introduction to the context 
of the study, its background and the reason justifying further investigation and research being 
conducted.  It summarises the metatheoretical framework context for the research and the 
research framework, while indicating the aim of the study, the research objectives, research 
questions, delimitations of the research, assumptions, and merit of the research. 

Chapter Two (Theoretical Framework and Literature Review) provides the metatheoretical 
framework for this study and critically reviews relevant literature on the topic of entrepreneurship 
and employment creation relating to this study within the South African Healthcare Industry.  It 
attempts to identify factors that can contribute to encouraging an entrepreneurial culture in the 
Allied Healthcare Sector and how entrepreneurship can contribute to employment creation.  
Business models and frameworks are reviewed from various disciplines to determine if any can 
be implemented or adjusted for use as part of the intended entrepreneurship framework to be 
created.   

Chapter Three (Research Design, Methodology and Methods) provides a description of the 
epistemology, ontology, research design, methodology and methods underpinning this mixed-
method pragmatic research.  The sampling, data collection and data analysis methods for the 
qualitative and quantitative aspects of the study are discussed along with the limitations of the 
study, elimination of bias, ethical considerations, reliability, trustworthiness and validity.   

Chapter Four (Presentation of Findings) presents the integrative findings of the study obtained 
through the mixed-method data collection and analysis consisting of qualitative findings from semi-
structured interviews and quantitative findings from self-completed questionnaires. 

Chapter Five (Interpretation and Discussion of Results) interprets and discusses the 
integrative findings from the qualitative and quantitative phases of the study as presented in 
chapter four.  

Chapter Six (Conclusions and Recommendations) offers conclusions based on the results 
from the literature review and primary data before making recommendations to the 
Complementary Healthcare Professionals, Allied Healthcare Sector and the South African 
Healthcare Industry and presents the developed theory in the form of the proposed 
entrepreneurship framework based on the research results as to how the entrepreneurship 
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framework can be used to stimulate entrepreneurship while simultaneously creating employment 
in the Allied Healthcare Sector of the South African Healthcare Industry. 

 

1.16 CONCLUSION 

Chapter One provided the context of the study as a work-based challenge was identified in the 
profession of therapeutic reflexology, leading to a research problem that was identified in the Allied 
Healthcare Sector of the South African Healthcare Industry.  A metatheoretical framework of 
wellbeing was identified for this study characterised by concepts of holism and interdisciplinarity 
that originated from Gestalt Psychology and is placed within the context of Systems Theory.  It is 
evident from this chapter that a metatheoretical framework of wellbeing offers a valuable 
contribution within the Allied Healthcare Sector of the South African Healthcare Industry for an 
entrepreneurship niche that is discussed in more detail in the following chapter. 

This study investigates selected healthcare professionals in the healthcare industry in South Africa 
in an attempt to create an entrepreneurship framework that can be implemented in the Allied 
Healthcare Sector of the South African Healthcare Industry to stimulate entrepreneurship.  

The next chapter presents the literature review and metatheoretical framework of the study. 
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CHAPTER 2 

THEORETICAL FRAMEWORK AND LITERATURE REVIEW 

 

2.1 INTRODUCTION 

An overview of relevant literature is presented in this chapter as a theoretical foundation for the 
study addressing employment creation in the Allied Healthcare Sector and the main research 
question relating to the entrepreneurial mindset of Complementary Healthcare Professionals.  A 
continui approach of secondary data collection occurred in this study based on the view of Dawson 
(2010) as supported by Heath (2006) and Easterby-Smith et al. (2015) specifying that a literature 
review should occur before, during and after the primary data collection process because in 
grounded theory, the theory is grounded combinedly in the primary and secondary data 
(Dudovskiy, 2018; Fox & Bayat, 2012; Saunders et al., 2016; Tie et al., 2019).  The researcher 
understands the value of previously collected literature and conducted a preliminary literature 
review during the research proposal stage of this study as an overview according to Maree (2017), 
followed by a continuous literature review process during and after the primary data collection 
process.   

Suddaby (2006) explains the importance of using secondary data when mentioning that a 
researcher approaches any study with already obtained prior experiences, knowledge and 
perspectives that is relevant in this study due to the researcher being a registered therapeutic 
reflexologist practicing in the Allied Healthcare Sector of the South African Healthcare Industry.  
Linda, Phetlhu and Klopper (2014) emphasise the importance of the use of secondary data in the 
theory construction process, accentuating the importance of secondary data in this study that 
intends to construct new theory by creating an entrepreneurship framework.  The secondary data 
is presented as an integrative literature review (Dudovskiy, 2018) addressing the entrepreneurial 
mindset and employment creation, especially within the South African Allied Healthcare Sector.  
Entrepreneurship is perceived to the be the contemporary solution to unemployment as it 
increases employment creation according to numerous researchers and is considered from the 
perspective of stimulating employment creation, especially within the South African Healthcare 
Industry (Ahmad et al., 2011; Anwana & Anwana, 2020; Chigunta, 2017; Herrington & Coduras, 
2019; Mahadea, 2012; Othman & Ishak, 2009; Singh & Pandey, 2017; Thurik, 2003). 

The overview of relevant literature is preceded by the consideration of the theoretical framework 
of the study that explains the existence of the research problem, as discussed in the previous 
chapter, however, this study makes use of a metatheoretical framework of wellbeing that dissects 
systems theory into the metatheories of gestalt psychology, holism, interdisciplinarity, and 
systems thinking, as the foundational assumptions underlying the theory (Abend, 2008; Bates, 
2005; Cambridge Dictionary, 2019; Freire, 2012; Merriam-Webster, 2019; Varpio, Paradis, 
Uijtdehaage, Sebastian & Young, 2020). 

The next section provides an overview of the theoretical framework as the foundational 
assumptions of systems theory that clarifies the research problem of this study. 
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2.2 OVERVIEW OF THE THEORETICAL FRAMEWORK 

Creating an entrepreneurship framework begins with the establishment of a theoretical framework 
(Grant & Osanloo, 2014; Raadabadi, Fayaz-Bakhsh, Nazari, Mousavi & Fayaz-Bakhsh, 2014; 
Varpio et al., 2020).  The theoretical framework for this study combines the GEM frameworks 
consisting of the GEM conceptual framework and the GEM entrepreneurial phases and indicators 
framework (Bosma et al., 2021), the entrepreneurial mindset personal insight framework (Gillin & 
Hazelton, 2021), and the metatheoretical framework of wellbeing (Dunn, 1972; Strohecker, 2015), 
as represented in Figure 2.1. 

 
Figure 2.1: Theoretical Framework (Bosma et al., 2021; Dunn, 1972; Gillin & Hazelton, 2021) 

Figure 2.1 depicts the theoretical framework of this study where the GEM conceptual framework 
provides the main structure while the GEM entrepreneurial phases and indicators framework 
integrates the "potential entrepreneur" section and provides the option of "exiting business".  The 
potential entrepreneur section consists of the perception of entrepreneurship and the individual 
attributes, combinedly referred to as the "entrepreneurial mindset" in the left bottom corner where 
the entrepreneurial mindset personal insight framework of Gillin and Hazelton (2021) is depicted.  
The inner circle of the entrepreneurial mindset personal insight framework representing the 
different attributes of the entrepreneur, has been replaced in Figure 2.1 with the metatheoretical 
framework of wellbeing that represents the entrepreneur from a holistic or interdisciplinary 
perspective as a multidimensional microsystem within the larger macrosystem of the 
entrepreneurial ecosystem.  The theoretical framework is well representative of complex 
Complementary Healthcare Professionals, the "entrepreneurs", within the dynamic Allied 
Healthcare Sector of the constantly changing South African Healthcare Industry. 
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2.2.1 Description of the theoretical framework 

The framework begins in the top left with the entrepreneurial ecosystem consisting of cultural, 
economic, political, and social contexts, that either stimulate or inhibit entrepreneurial activity in 
the top right.  Entrepreneurial activity include nascent entrepreneurship, new business venture 
start-ups, established business venture growth and sustainability, and innovation, that leads to 
entrepreneurial output or exiting the business.  Entrepreneurial output can lead to successful 
enterprises creating employment for self and others, financial profit, and excess finances that lead 
to the outcome of socio-economic development and social responsibility benefiting the larger 
society.  If entrepreneurial activity leads to the choice to exit the business, there is choice to leave, 
retire, change careers, or the potential entrepreneur may decide to begin a new business venture 
and commences entrepreneurial activity within a different field or business. 

In this study, the entrepreneurial ecosystem is represented by the Allied Healthcare Sector within 
the South African Healthcare Industry that is highly regulated by legislation and statutory council 
regulations.  These restrictions appear to lead to inhibited entrepreneurial activity leading to 
Complementary Healthcare Professionals exiting their practices to find alternative employment 
instead of necessarily entering new ventures to continue entrepreneurial activity.  There is a need 
for innovation to stimulate entrepreneurial activity amongst Complementary Healthcare 
Professionals to create better entrepreneurial output in the form of employment creation and 
financial sustainability for themselves and for others. 

In the top middle of the framework, the potential entrepreneur is represented with constant 
interaction between a perception of entrepreneurship, individual attributes, and an entrepreneurial 
mindset.  The potential entrepreneur is affected by the entrepreneurial ecosystem, but the 
decisions of the entrepreneur determines the pursuit of or retreat from entrepreneurial activity.  
The entrepreneurial mindset structure at the bottom left of the framework shows a constant 
interaction between awareness of opportunities, leading to entrepreneurial behaviour, and 
decision making about entrepreneurial activity, that results in leadership within entrepreneurial 
ventures.  The theoretical framework illustrates how entrepreneurial mindset is impacted by 
societal and individual perceptions of entrepreneurship, individual attributes, and in the centre of 
the entrepreneurship mindset structure, individual wellbeing.  Wellbeing in the circle represents a 
metatheoretical framework of wellbeing where the metatheories of gestalt psychology, holism, 
interdisciplinarity, and systems theory, provide structure on the understanding of the entrepreneur 
as a complex multidimensional microsystem situated within a macrosystem. 

The theoretical framework contributes a structure based on existing theories whereby the 
Complementary Healthcare Professionals' entrepreneurial mindsets are impacted and impact the 
interaction between the ecosystem of the Allied Healthcare Sector in the South African Healthcare 
Industry and entrepreneurial activity leading to employment creation within healthcare practices. 

 

2.2.2 Overview of relevant interdisciplinary disciplines 

Entrepreneurship evolved over the ages from being a form of project management in the middle 
ages to be associated with business establishment and growth, employment creation and risk 
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taking in the 21st century while progressing lately into innovativeness, the establishment of multiple 
streams of income and individuals being personal brands.  The growth of entrepreneurship into 
an academic discipline, is attributed to Max Weber, David McClelland and Joseph Schumpeter in 
the 1900s (Venter et al., 2011), although Croci (2016) does not see entrepreneurship as a 
discipline, but rather as an interdisciplinary field, however, Urban (2010) views entrepreneurship 
as a discipline in its own right (Awogbenle & Iwuamadi, 2010; Cassim et al., 2014; Ducker, 2014, 
2018; Mahadea, 2012; Pounder, 2019; Singer et al., 2015; Urban & Gamata, 2020). 

Organisational development emerged in the mid to late 1900s from the disciplines of 
organisational behavioural science and management science into an academic discipline that 
focused originally on organisational development and people development and developed into a 
discipline focusing on change management in a constantly changing environment.  Organisational 
development is acknowledged as an entrepreneurial concept focusing on enterprise development 
because change is synonymous with entrepreneurship.  Max Weber is believed to be a major 
contributor in the development of organisational development (Awogbenle & Iwuamadi, 2010; 
Brown, 2011; Grieves, 2000; Venter et al., 2011). 

Intrapreneurship or corporate entrepreneurship is not seen as an academic discipline, but rather 
as a sub-division of entrepreneurship focused on entrepreneurship in larger and already 
established organisations to create employment and increase profitability through the innovative 
revitalisation of organisations.  The term intrapreneurship originated in the late 1900s by Gifford 
and Libba Pinchot.  Intrapreneurs are considered to be change agents similar to organisational 
development practitioners and entrepreneurs (Akintunde, 2013; Antoncic & Hisrich, 2003; Badi & 
Badi, 2006; Breton, Lamothe & Denis, 2014; Brown, 2011; Felício, Rodrigues & Caldeirinha., 
2012; Goosen, 2002; Kumar, 2008; Naidu & Rao, 2011; Nicholaidis & Kosta, 2011; Pinchot, 2017; 
Rwigema, 2005; Venter et al., 2011).  With Max Weber being involved in the development of both 
entrepreneurship and organisational development (Venter et al., 2011), it is interesting to note that 
intrapreneurship is seen as an organisational development strategy by Boisot (1995) cited by 
Grieves (2000) to managing turbulent change in organisations. 

Max Weber is also referred to as the forefather of institutional theory that developed in the mid-
1900s with the works of Alvin Gouldner, Philip Selznick and Talcott Parsons.  Institutional theory 
focuses on organisational structures that lately includes change in organisations leading to 
employment creation through intrapreneurship.  Hough, Thompson, Stickland, Gamble, Human, 
Makin and Braxton (2008) list institutional theory as one of the four strategic theories relating to 
emerging markets, next to transaction cost theory, agency theory and resource-based theory.  In 
Figure 2.1 it is observed that entrepreneurship is linked to organisational development through 
intrapreneurship and that institutional theory links these business disciplines with healthcare 
disciplines; it is evident that the link rests within the changing organisational structures relating to 
the way in which healthcare practices are established.  The link between the business and 
healthcare disciplines are practically understood within the limitations of healthcare regulations, 
making it evident that healthcare professionals are limited with regards to organisational structures 
that may be used in the establishment of healthcare practices (AHPCSA, 2001, 2014a, 2015b; 
David, Tolbert & Boghossian, 2019; Hough et al., 2008; HPCSA, 2008a, 2008b, 2016b, 2020b; 
Lammers & Garcia, 2017). 
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Conventional healthcare functions within a biomedical model based on reductionism while 
complementary healthcare functions within a holistic model based on holism.  The two healthcare 
disciplines are connected in Figure 2.1 through integrative healthcare (Croft, Altman, Deeks, 
Dunn, Hay, Hemingway, LeResche, Peat, Perel, Petersen, Riley, Roberts, Sharpe, Stevens, Van 
der Windt, Von Korff & Timmis, 2015; Moore, 2015a; Yuan, 2017; WHO, 2006).  There appears 
to be confusion amongst healthcare professionals as to exactly what integrative healthcare is 
(Nye, 2019).  In this study, integrative healthcare simply refers to the integration of complementary 
healthcare practices with conventional healthcare practices.  Aspects of integrative healthcare 
emerged over centuries as specific facets of healthcare concepts integrated, but integrative 
healthcare in its present state with the integration of complementary healthcare with conventional 
healthcare, began towards the end of the 1900s with the first publication of a complementary 
healthcare article entitled “The Fall of the Bamboo Curtain” in the American Medical Association’s 
Journal in 1997 (Bhikha & Glynn, 2017; Caldis, McLeod & Smith, 2001; Chan, Hu, Razmovski-
Naumovski & Robinson, 2015; Maizes, Rakel & Niemiec, 2009; Petri, Delgado & McConnell, 2015; 
Sierpina & Dalen, 2013).  

The theoretical foundations of concept, conception, construct and context are considered in the 
following sections because the roots of the metatheoretical model of wellbeing may be traced back 
to humanistic psychologies of Abraham Maslow and Carl Rogers, positive psychology of Aaron 
Antonovsky, Barbare Frederickson, Martin Seligman, and others, medical research of Halbert 
Dunn, John Travis, and others, holism of Jan Smuts, and systems thinking, and Chinese and 
Indian healthcare systems (Atkinson, 2011, 2015; Atkinson & Tomley, 2012; Herholdt, 2004, 2008; 
Samuel, 2011; Steenkamp, 2009; Van der Spuy, 2000). 

 

2.2.3 Theoretical concept of holism 

The theoretical concept of holism indicates that people are complex and multidimensional beings 
living within an interconnected environment.  An individual is seen as a multidimensional being 
consisting of a spiritual, psychological, physical and sexual dimension interconnected with social, 
financial and vocational environmental dimension; combinedly classified as a holistic being. 
Human beings are naturally holistic; holistic in design and holistically connected to the 
environment.  The term holism originated from holos, a Greek word that means whole, and was 
formalised by Jan Smuts, prime minister of South Africa, in 1926, but the concept of holism dates 
back to the Before Christ (BC) years (Kayne, 2002; Kent, 1996; Louw, 1998; Marieb, 2012; Meyer 
& Viljoen, 2015; Meyer, Moore & Viljoen, 2015; Moore, 2015b; Scheepers, 2003; Smuts, 1926; 
Venter et al., 2011). 

Holism is defined as an integrated concept of interconnectedness and interdependent dimensions 
forming the totality while the building blocks of the totality from an integral part of the whole.  
Herholdt (1992) prefers order-theory instead of holism as distinction is made in that holism refers 
to the whole, but order-theory concurrently observes the whole as well as the building blocks or 
configuration.  This difference is rejected, and holism is seen as the whole of which the building 
blocks are an integral part, because if the whole is seen without taking the basic elements into 
account, it cannot truly be seen as the whole (Scheepers, 2003).  Holism as concept is positioned 
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opposite reductionism, but it should be mentioned that there are various forms of reductionism, 
namely, epistemological reductionism that reduces complex bodies of knowledge to another body 
of knowledge like reducing everything to the basic law’s physics, ontological reductionism that 
reduces reality biologically to consisting only of physical matter like atoms, molecules and their 
interactions, and methodological reductionism that implies that complex phenomena or biological 
systems should be reduced to its basic components for investigation (Avis, 2000; Brigandt & Love, 
2008; Buitendag & Van der Merwe, 1991; Cole, 1990; Fang & Casadevall, 2011; Herholdt, 1992, 
1998b; Jary & Jary, 1995; Mazzocchi, 2008; Pieterse, 1993; Settanni, 1990; Scheepers, 2003; 
Steyn, 1994).   

Differentiating between reductionism and holism is a matter of understanding that reductionism 
breaks down the whole into smaller parts in order to examine the smaller parts while holism looks 
at the whole within an interconnected context to understand the bigger picture, but with 
considering the smaller parts as well (Avis, 2000; Buitendag & Van der Merwe, 1991; Cole, 1990; 
Herholdt, 1992, 1998b; Jary & Jary, 1995; Moore, 2015a; Pieterse, 1993; Saunders et al., 2009; 
Settanni, 1990; Scheepers, 2003; Steyn, 1994).   

Figure 2.2 demonstrates this difference between reductionism and holism. 

 
Figure 2.2: Reductionism versus Holism (Moore, 2015a; Saunders et al., 2016) 

Conventional medicine as regulated by the HPCSA functions within a biomedical model that rests 
on the principle of reductionism where the human body is reduced to different parts in order to 
classify and treat illness conditions based on pathological signs and symptoms, while 
complementary medicine within the Allied Healthcare Sector as regulated by the AHPCSA utilises 
a holistic model where total wellbeing is encouraged within a multi-dimensional individual that is 
interconnected with an external environment (Alma Ata, 1978; Barrett et al., 2004; Croft et al., 
2015; Jakarta, 1997; Nel et al., 2010; Saunders et al., 2016; Scheepers, 2007a; Yuan, 2017; 
WHO, 2006).  The theoretical concept of holism has been explained, but the concept of holism 
should be considered within the underlying theoretical conception of Gestalt Psychology. 
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2.2.4 Theoretical conception of Gestalt psychology 

The underlying theory for holism is that of Gestalt psychology (Meyer et al., 2015) and is relevant 
in this study due to the Allied Healthcare Sector relying on a holistic model.  The concept of holism 
developed within certain underlying theories and in contrast the concept of reductionism 
developed within opposing underlying theories.  Reductionism represents a paradigm where the 
whole is equivalent to the sum of the various parts while holism is a paradigm where the whole is 
more than the sum of the various parts (Andersen, 2001; Upton et al., 2014).  Reductionism 
originated in the philosophy of Aristotle while finding grounding in the work of Descartes as later 
expanded through the mechanistic approach of Newton where material monism indicated that 
water was seen as the basic building block in nature and grew in the 1600s when Descartes 
introduced mechanism where complex systems like the human body is seen as a machine 
consisting of various parts that in totality forms the human; Holism originated from metaphysics 
where totality is seen as more than the various constituent parts and a human is seen as more 
than the twelve physiological systems and grew in the 1900s with the development of Gestalt 
Psychology within Humanism (Ahn, Tewari, Poon & Phillips, 2006; Beresford, 2010; Harper, 
2018a, 2018b; Kayne, 2002; Meyer & Viljoen, 2015; Meyer et al., 2015; Neuman, 2008; Oxford, 
2018; Philosophers, 2012a, 2012b, 2012c; PsycholoGenie, 2018; Scheepers, 2003; Sloane, 1945; 
Smith, 1990; Smuts, 1926; Upton et al., 2014).  The distinction between holism and reductionism 
is summarised in Table 2.1 to provide a clear theoretical foundation to understand these 
worldviews within the South African Healthcare Industry.   

Table 2.1: Theoretical Positioning of Holism versus Reductionism (Beresford, 2010; Harper, 
2018a, 2018b; Kayne, 2002; Meyer & Viljoen, 2015; Meyer et al., 2015; Neuman, 2008; Oxford, 
2018; Philosophers, 2012a, 2012b, 2012c; PsycholoGenie, 2018; Scheepers, 2003; Sloane, 1945; 
Smith, 1990; Smuts, 1926; Upton et al., 2014; Vocabulary, n.d.) 
Description Holism Reductionism 

Term 

Origination of 
Term 

1926 (Holism) 
1914 (Reduction) 
1940-1945 (Reductionism) 

Original Term 
Holos (Greek) meaning 
whole 

Reducere (Latin) meaning 
reduce 

Pioneer of Term Jan C. Smuts Unknown, possibly E.H. Sloane 

Concept 

Original 
Concept 

Metaphysics 
(“The whole is more than the 
sum of the parts” [Aristotle]) 

Material Monism 
(Water is the basic building block 
in nature) 

Original 
Concept 
Pioneers 

Aristotle (384-322 BC) Thales (624-546 BC) 

Growth 

Growth Phase 1900s 1600s 
Underlying 
Growth Phase 
Theories 

Gestalt Psychology  Mechanism 

Growth Phase 
Pioneers 

Kurt Goldstein (1878-1965) 
Fritz Perls (1893-1970) 

Rene Descartes (1596-1650) 
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In the South African Healthcare Industry, conventional medicine draws from reductionism and 
linear systems as well as the epistemology of logical positivism in the biomedical model that is in 
use, making it possible to diagnose and treat based on pathological signs and symptoms while 
making specialisation possible in professions like dermatology, ear, nose and throat surgery, 
gynaecology, urology and so forth where the focus is on one of the physiological systems as the 
body is seen as a machine consisting of various systems.  The holistic model in the Allied 
Healthcare Sector of the South African Healthcare Industry draws from holism where diagnosis 
and treatment are not only based on the absence of signs and symptoms, but on the stimulation 
of total wellbeing while preventative healthcare is motivated (Alma Ata, 1978; Barrett et al., 2004; 
Croft et al., 2015; Jakarta, 1997; Nel et al., 2010; Scheepers, 2007a; Yuan, 2017; WHO, 2006). 

The concept of holism is theoretically positioned within Gestalt Psychology that is known for the 
notion that the whole is more than the sum of the various parts that lead to individuals being viewed 
as integrated holistic beings.  Gestalt Psychology preceded person-oriented approaches like 
humanism, that is a philosophy focusing on humanity as the ultimate object of existence and the 
understanding of life and the world through personal experience, human reasoning and collective 
human values, but rejects God and the supernatural.  Humanism in itself is not seen as an 
appropriate theoretical framework for the concept of holism as it excludes the spiritual dimension, 
rendering itself a non-holistic approach, although humanistic psychology from Abraham Maslow 
and Carl Rogers contributed to client-centred psychology that played a part in the development of 
holistic healthcare (Andersen, 2001; Atkinson & Tomley, 2012; Cave, 2011; Meyer et al., 2015; 
Upton et al., 2014; Viljoen, 2015b).  Gestalt Psychology as a person-oriented approach 
concentrates on the holistic study of human beings and not necessarily the holistic study of 
organisational phenomena (Meyer et al., 2015; Viljoen, 2015b).  This study is delimited within the 
Allied Healthcare Sector of the South African Healthcare Industry and the concept of holism within 
an organisational context should therefore be considered as part of the theoretical foundation of 
this study. 

 

2.2.5 Theoretical construct of interdisciplinarity 

Interdisciplinarity surfaces as theoretical construct from the theoretical concept of holism and the 
theoretical conception of Gestalt Psychology and is currently gaining popularity (Chettiparamb, 
2007), especially when Bryon (2017) rightly argues that subject disciplines are not the guardians 
of knowledge, but knowledge actively develops when disciplines interact and integrate with each 
other.  Interdisciplinarity originated in the early twentieth century within the social sciences and 
developed through various movements ranging from the 1930s onward (Chettiparamb, 2007).  
Nissani (1997) as cited in Chettiparamb (2007) declares that interdisciplinary understanding is 
crucial for creativity to transpire.  The researcher believes that creativity and innovation are needed 
to create an entrepreneurship framework to stimulate employment creation within the South 
African Healthcare Industry and therefore interdisciplinarity is a needed theoretical construct within 
this study’s metatheoretical framework of wellbeing.  Various types of interdisciplinarity exist, but 
the main classification is obtained from OECD (1972) cited by Chettiparamb (2007) are 
interdisciplinary, referring to the interaction and integration of two or more dissimilar disciplines, 
multidisciplinary, referring to the combination of various unrelating disciplines, pluridisciplinary, 
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referring to the combination of various relating disciplines, and transdisciplinary, referring to 
applicable principles being established across different disciplines.   

Interdisciplinarity is supported by chaos theory, the popular term for the science of complexity, 
which is a mathematical theory that is also applicable in other disciplines like the social sciences 
(Catsigeras, 2011; Crossman, 2019; Oestreicher, 2007).  Chaos theory or the science of 
complexity suggests that in any system administered by mathematical equations, there is the 
possibility that complex, non-linear and unpredictable outcomes may appear, especially when 
considering the butterfly effect stating that a small change at the outset may lead to greatly 
amended resulting outcomes.  Chaos theory or the science of complexity becomes meaningful 
when considering it within the context of this study (Crossman, 2019; Kellert, 1992; Oestreicher, 
2007).  Interdisciplinarity is a construct ideal for use within the healthcare environment that is seen 
as complex, dynamic, non-linear and unpredictable system (Ciemens, Brant, Kersten, Mullette & 
Dickerson, 2016; Lehman, David & Gruber, 2017).  Emerging from interdisciplinarity and the chaos 
theory, is a theory ideal for use within business environments like the South African Healthcare 
Industry, namely systems theory (Chettiparamb, 2007).  It is from this theoretical construct of 
interdisciplinarity and supporting chaos theory that the theoretical context of this study’s theoretical 
framework has been identified as systems theory (Chettiparamb, 2007) and is discussed in the 
following section as foundational to the metatheoretical framework of wellbeing. 

 

2.2.6 Theoretical context of systems theory 

The theoretical context for this study has been derived from gestalt psychology stating that a 
person is more than the sum of his/her parts although the parts are interdependent; expanded for 
use in organisational terms in the form of systems theory.  The concept of systems theory 
originated in the early twentieth century with Ludwig Von Bertalanffy (Burnes & Cooke, 2013; 
Mugadza, 2015; Pourdehnad, Wexler & Wilson, 2011; Schulz, 2013; Von Bertalanffy, 1968; Von 
Bertalanffy, 1972).  Systems theory is the holistic or interdisciplinary study of organisations as the 
whole and the interdependence of its subsystems as the sum of its parts (branches, departments, 
divisions, individual staff members, organisational culture) with the external environment.  
Systems theory provides the opportunity to review dynamic systems like the Allied Healthcare 
Sector of the South African Healthcare Industry by obtaining a general overview while reviewing 
the whole system with its individual parts (Brown, 2011; Duek et al., 2010; Judge, 2011; Marcus, 
2015; Mononen, 2017; Morgeson et al., 2015). 

Systems theory is established on different systems of thinking that originated in combination and 
separately from each other, of which the main categories may be listed as systems thinking, 
design thinking, and integrative thinking.  Systems thinking denotes a top-down approach by 
reviewing the big picture or the holistic general overview of a system and the interaction of the 
various parts of the system that combined adds to more than the sum of the parts.  Design thinking 
signifies a bottom-up approach by reviewing problems and then creating or designing innovative 
solutions to the problems.  Spacey (2016) effectively differentiates between systems thinking and 
design thinking when mentioning that systems thinking is mainly connected to analysis while 
design thinking is mainly associated with synthesis.  Integrative thinking is the combination of 
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systems thinking and design thinking by working on the parts of a system while appreciating the 
holistic overview (Best, 2011; Conway, Masters & Thorold, 2018; Gharajedaghi, 2011; Mononen, 
2017; Mugadza, 2015; Reed, 2006; Spacey, 2016). 

The use of integrative thinking within systems theory as theoretical context makes it possible in 
this study to consider entrepreneurship within the South African Healthcare Industry as 
organisations in the industry are not constant, but in continuous interaction with internal and 
external forces resulting in continuous change (Brown, 2011; Duek, Brodjonegoro & Rusli, 2010).  
The use of integrative thinking makes it possible to consider the current identified research 
problem in the Allied Healthcare Sector from a system thinking approach while considering the 
sector from a futuristic perspective with the intended implementation of the NHI from a design 
thinking approach.  Extensive investigation in this study requires a holistic or interdisciplinary 
approach considering all possibilities to create an entrepreneurship framework to fully address the 
research problem in the midst of constant change.  The proposed entrepreneurship framework is 
needed in the Allied Healthcare Sector, a system of the South African Healthcare Industry, thus 
necessitating an interdisciplinary and integrative approach able to deal with complex systems that 
are constantly changing (Barendregt & Van Rappard, 2004; Duek et al., 2011; Vasko, 1988; 
Weber & Schmid, 1995).   

The ideal metatheoretical framework to ground this study is that of wellbeing as discussed in the 
following section, that is founded on a theoretical concept of holism and the theoretical conception 
of Gestalt Psychology that is based on the theoretical construct of interdisciplinarity and situated 
within a theoretical context of systems theory with a specific focus on integrative thinking, making 
use of both systems thinking and design thinking.  A metatheoretical framework makes it possible 
to not only consider entrepreneurial ventures within the Allied Healthcare Sector, but also to 
consider the entrepreneurial mindset of Complementary Healthcare Professionals as holistic, 
multidisciplinary beings. 

 

2.2.7 Metatheoretical framework of wellbeing 

The metatheoretical framework of wellbeing as part of the entrepreneurial mindset structure within 
the theoretical framework are portrayed by Herholdt (2004, 2008), Janse van Rensburg (2016) 
and Watson (2007) as it originated with Dunn and Travis.  The metatheoretical framework of 
wellbeing is based on a holistic and interdisciplinary approach incorporating various theories and 
disciplines positioned in gestalt psychology and contextualised within systems theory (Becker & 
McPeck, 2013; Burnes & Cooke, 2013; Dunn, 1959; Dunn, 1972; Herholdt, 2004, 2008; Janse 
van Rensburg, 2016; Meyer et al., 2015; Schulz, 2013; Strohecker, 2015; Watson, 2007). 

The metatheoretical framework of wellbeing is illustrated with its components of metatheories in 
Figure 2.3. 
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Figure 2.3: Metatheoretical Framework of Wellbeing (Alma Ata, 1978; Barrett et al., 2004; 
Becker & McPeck, 2013; Dunn, 1959, 1972; Herholdt, 2004, 2008; Janse van Rensburg, 2016; 
Jakarta, 1997; Strohecker, 2015; Watson, 2007; WHO, 2006) 

Figure 2.3 depicts the components of the metatheoretical framework of wellbeing established on 
the concept of holism, originating from gestalt psychology into the construct of interdisciplinarity 
within the context of systems theory. 

Wellbeing is integrative in nature making it possible to gain a holistic perspective of individuals, 
organisations and systems while simultaneously being able to consider the distinctive 
interconnected components (Dunn, 1972; Els & De La Rey, 2006; Herholdt, 2008; Janse van 
Rensburg, 2016; Strohecker, 2015).  The purpose of wellbeing is to identify and rectify difficulties 
while intending to prevent similar difficulties into the future.  The difficulties in the Allied Healthcare 
Sector of the South African Healthcare Industry are considered in an attempt to recommend 
remedying actions while creating an entrepreneurship framework to prevent similar problems from 
reoccurring in the future by positively creating employment within the industry (Becker & McPeck, 
2013).  Based on the illness-wellness continuum of Travis, it is evident that wellbeing is not about 
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the absence of difficulties, but rather about the decision to remain within a state of wellness in the 
midst of difficulties (Herholdt, 2004; Strohecker, 2015).  As the researcher applies this concept of 
wellbeing on organisations like private healthcare practices and dynamic systems like the Allied 
Healthcare Sector within the South African Healthcare Industry, it becomes evident that wellbeing 
provides the ideal metatheoretical foundation for this study. 

A framework is seen as truly holistic only when all aspects are included without excluding specific 
dimensions (Scheepers, 2003).  A metatheoretical framework of wellbeing provides such a holistic 
approach as it acknowledges the spiritual dimension and does not exclude spirituality as 
contemporary science often attempts to do (Dunn, 1959, 1972; Herholdt, 2004, 2008; Janse van 
Rensburg, 2016; Watson, 2007).  The spiritual dimension is included in the entrepreneurial 
mindset personal insight framework of Gillin and Hazelton (2021), as seen in Annexure K, making 
the metatheoretical framework of wellbeing well representative of this aspect in the theoretical 
framework.  The significance of spirituality as part of the intended entrepreneurship framework 
becomes evident in this study as the intrinsic factors that lead Complementary Healthcare 
Professionals to enter healthcare professions are often based on calling, a concept linked to 
spirituality.  The impact of spirituality on a metatheoretical framework of wellbeing is also evident 
when considering the wellbeing of individuals, organisations and systems (Fry & Slocum, 2008).  
The wellbeing of individuals may be identified as a sense of wellness in the midst of possible 
disease and symptoms of illness (Herholdt, 2004; Strohecker, 2015) while wellbeing of dynamic 
systems in this study may refer to the availability of employment and the continued creation of 
employment within specific industries as dynamic systems.  Organisational wellbeing usually has 
a financial connotation linked to profitability and may be identified within a continuum ranging from 
the triple bottom line to the triple top line, where the triple bottom line refers to an accounting 
structure integrating the following aspects that are collectively known as sustainability, namely, 
economic and financial aspects, environmental aspects, and social aspects, and the triple top line 
refers to the collective term known as satisfaction that consists of the following aspects, namely, 
personal fulfilment, public good, and purpose (Hough et al., 2008; Naudé, 2015).   

The continuum has sustainability on the triple bottom line side and satisfaction on the triple top 
line side.  Sustainability represents an organisation’s ability to continue operating in the midst of 
challenges in a continuously changing competitive system (Kotler & Keller, 2009; Noe, 
Hollenbeck, Gerhart & Wright, 2008) and does not only represent financial aspects like profitability, 
but also aspects of corporate social responsibility as well as environmental aspects to ensure that 
business operations do not harm the environment (Fry & Slocum, 2008; Hough et al., 2008).  
Satisfaction on the other end of the continuum refers to a sense of job contentment whereby any 
form of employment or work is more than the mere accumulation of income but represents the 
fulfilment of a life purpose and destiny that may be termed a calling (Janse van Rensburg, 2016; 
Naudé, 2015). 

A metatheoretical framework of wellbeing provides the underpinning for wellness in individuals 
that includes mindset, employment creation in systems and an organisational continuum of 
wellbeing characterised by holistic sustainability and job satisfaction.  One of the major reasons 
that complementary medicine fails to work as healthcare system in South Africa, is the lack of 
access to medical schemes which in turn, is based on the ignorance of the general public about 
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the value of integrative healthcare (AHPCSA, 2014b; Broomberg, 2019; TSARS, 2014).  For job 
creation to work, complementary medicine needs to be accepted into the mainstream healthcare 
system and the NHI seems to be the perfect gateway as the focus will be on primary healthcare 
levels (AHPCSA, 2014b; Burger, 2018; DoH, 2018a, 2018b, 2018c).   

The researcher is of the opinion that applying holism in the corporate domain may work as 
ecological system where the emphasis is no longer on individual entrepreneurship, but rather on 
the synergy between collaborative individuals withing the context of a corporate ecology as a non-
linear system.  The establishment of wellbeing as the metatheoretical framework of this study 
provides a solid foundation for consideration in the creation of an entrepreneurship framework 
within the South African Healthcare Industry.  A metatheoretical framework of wellbeing effectively 
explains the existence of the research problem of Complementary Healthcare Professionals 
exiting the healthcare industry by encompassing extrinsic business and industry factors as well as 
intrinsic factors like calling, mindset, and motivation of the healthcare professionals. 

With the theoretical framework established along with its metatheories, the next section 
contemplates relevant literature relating to the concepts of entrepreneurship and employment 
creation in the healthcare industry.   

 

2.3 OVERVIEW OF RELEVANT LITERATURE 

The secondary data obtained during the literature review carries equal weight to the primary data 
in a grounded theory study (Strauss and Corbin, 1990; Nieuwenhuis, 2017a), making the overview 
of relevant literature essential in this study for the theory development in the form of an 
entrepreneurship framework to stimulate employment creation in the South African Healthcare 
Industry. 

There is a plethora of literature available on entrepreneurship and unemployment in South Africa 
and abroad, and an abundance of studies in healthcare and even entrepreneurship in healthcare 
settings.  Some relevant literature is available on employment creation (Decker, Haltiwanger, 
Jarmin & Miranda, 2014; Mahadea, 2012; Rey-Marti, Ribeiro-Soriano & Sánchez-Garcia, 2015), 
but no studies could be sourced specifically addressing employment creation in the Allied 
Healthcare Sector.  Various studies have been identified that presents entrepreneurship 
frameworks (Ahmad & Hoffmann, 2008; Beebe, Novicevic, Popoola & Holland, 2019; Branston et 

al., 2006; Hwang & Christensen, 2008; Kafile, 2018; Kidd & McKenzie, 2013; Luke, Kearins & 
Verrynne, 2011; Nheta, Shambare, Sigauke & Tshipala, 2020; Pounder, 2019; Ratten, 2012; 
Urban, 2007a; Wan & Quan, 2014), however, the researcher was unable to obtain any previous 
studies conducted specifically with regards to the establishment of an entrepreneurship framework 
within the Allied Healthcare Sector.   

The gap in the available literature is identified within the disciplines of entrepreneurship and 
organisational development in that no framework is available that addresses organisational 
structures and entrepreneurial concepts with the purpose of stimulating employment creation 
within the Allied Healthcare Sector of the South African Healthcare Industry.  Literature on 
entrepreneurship addresses business start-ups and the creation of employment for the 
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unemployed in an attempt to alleviate poverty (Cassim et al., 2014), but a gap in the literature is 
present in that entrepreneurial concepts like innovation is not used as a solution against business 
closure and the retention of self-employed professionals within a profession, sector or industry.  
The need for such a framework that may simultaneously provide a retention strategy for healthcare 
professionals, is specifically identified as a need by Gallow, Nel and Williams (2020).  This study 
addresses the gap and evident need in literature by proposing an entrepreneurship framework in 
chapter six that anticipates stimulating employment creation within the Allied Healthcare Sector in 
an attempt to retain Complementary Healthcare Professionals within their professions, sector and 
industry, while drawing from current entrepreneurship frameworks found in existing literature 
(Annexure K).  Not only is the gap in literature obvious, but also the relevant current debates within 
the field of entrepreneurship as depicted in Table 2.2. 

Table 2.2: Current Debates (Bosma et al., 2020; Bosma et al., 2021; Solanki, Wilkinson, Daviaud, 
Besada, Tchuem, Docrat & Cleary, 2021) 
Current Debates evident in literature Relevance to this study 
The sectors attracting entrepreneurship The Allied Healthcare Sector is in need of 

entrepreneurship as it is characterised by 
self-employment due to a lack of employment 
possibilities in the public healthcare system 

The innate nature of entrepreneurs (born or 
made) and what motivates them to start 
businesses 

The intrinsic factors motivating 
Complementary Healthcare Professionals to 
enter the healthcare industry are considered 

The innovativeness of entrepreneurs The entrepreneurial mindset and 
innovativeness of Complementary Healthcare 
Professionals are considered 

The global growth of entrepreneurship and 
intrapreneurship 

The need for Complementary Healthcare 
Professionals to be entrepreneurial is 
considered along with intrapreneurship as 
possible method to incorporate 
complementary medicine into the public 
healthcare system 

Trends in exiting of businesses, including the 
impact of the global COVID-19 pandemic 

The extrinsic factors making Complementary 
Healthcare Professionals considering exiting 
their professions are considered 

Table 2.2 lists the current debates evident in the literature and indicate the relevance of this study 
in relation to the contemporary discourse.  GEM research supports the definition in this study that 
entrepreneurship includes innovation, while also indicating that entrepreneurship has been 
increasing along with intrapreneurship, a trend that may indicate a preference to shared business 
frameworks, whilst revealing that entrepreneurship is desirable in sectors that are extremely 
differentiated (Bosma et al., 2020), making the Allied Healthcare Sector the ideal healthcare sector 
for entrepreneurship due to its differentiated nature.  GEM research further found that in 2019, the 
majority of South Africans that stated businesses (70%) are motivated by purpose-driven 
entrepreneurship to make a difference (Bosma et al., 2020), like creating employment. 
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2.3.1 Employment creation theories 

Theories relating to employment creation may be divided into macroeconomic, microeconomic, 
and entrepreneurship motivational theories, as considered in this section. 

 

2.3.1.1 Macroeconomic theories: Keynesian versus (Neo)classical 

The relevant differences between the macroeconomic theories are summarised in Table 2.3. 

Table 2.3: Macroeconomic Theory (Carlsson, Eriksson & Gottfries, 2006; Habanabakize & 
Muzindutsi, 2018; Joffe, 2018; Mohr, 2020; Mohr & Fourie, 2011; Schiller, 2008) 
 Keynesian Theory (Neo)classical Theory 
Economy Economy needs government 

adjustment 
Economy will self-adjust 

Employment Fluctuations in employment in 
the medium term, increase in 

labour demand increases 
supply and employment  

Decision to employ or 
retrench is based on already 

existing vacancies, labour 
supply creates its own 

demand 
Foundational Theory Demand-oriented theory Search-matching theory 
Government Has a duty to intervene (by 

employing more people) 
Should not intervene (as it 

causes fluctuations that 
change employment) 

Government Policies Manage aggregate demand 
with monetary and fiscal 

policies (changes in taxes 
and government spending) 

Prefer predictable and steady 
policies in place 

Government Spending Increases employment, 
increase wages, and can 
increase private sector 

employment ability 

Government should not 
spend to influence economy, 

but remain within the 
preplanned fiscal budget 

Markets Inherently unstable Inherently stable 
Private Sector Inherently unstable, 

stagnating at low employment 
Inherently stable, counteract 

government intervention 
Remuneration Wage adjustments determine 

employment  
Flexible, nominal wages are 

decreasing 
Unemployment Full employment includes a 

4-6% of unemployment 
Persistent unemployment is 

seen as productive, 
maintaining aggregate 

demand at full employment 

Table 2.3 provides a distinction between the Keynesian theory and the classical theory that 
evolved into neoclassical theory.  Habanabakize and Muzindutsi (2018) indicate that demand 
creates its own supply in Keynesian theory that may increase employment in some countries while 
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decreasing employment in other countries, while Schiller (2008) mentions that aggregate demand 
is maintained in neoclassical theory at the level of full employment.  Full employment in 
macroeconomic theories does not exclude unemployment but makes provision for unemployment 
at a level consistent with price stability at a level of four to six percent unemployment according to 
Schiller (2008).  Mohr (2020) believes that contemporary market economy functions on the 
Keynesian theory where governments intervene to stabilise the economy, a relevant statement in 
the South African context.  Government intervention in stimulating employment creation is evident 
in South Africa in the various employment creation frameworks that have been established and 
implemented since 1994 (South African Government, 2021a, 2021b), as considered in chapter 
one.  The problem with all the government initiatives rests within the fact that most employment 
being created by the government, is for lower-skill levels and largely exclude employment 
opportunities for healthcare professionals that require higher or specialised skills (Wärnich, 
Carrell, Elbert & Hatfield, 2015). 

Keynesian theory views employment as being determined by labour demand and unemployment 
as a result of a surplus supply of people and a shortage of available employment opportunities 
that needs intervention.  Neoclassical theory ignores demand and views employment as 
determined by labour supply that results in increased employment as more vacancies are created, 
and unemployment as desirable as it results in people productively searching for employment and 
the search activity contributes to filling available vacancies faster (Carlsson et al., 2006).  The 
study conducted by Carlsson et al., (2006), however, found no support for the search-matching 
(neoclassical) theory, concluding that unemployment does not directly lead to employment 
creation, a finding supported by Bosma et al. (2020, 2021) when noting the low entrepreneurial 
intention rate amidst a high and rising unemployment rate in South Africa.   

The researcher perceives the neoclassical theory as draconian in relation to the continuous 
unemployment for the sake of filling available vacancies faster.  The researcher supports the 
Keynesian theory of employment creation where a demand-and-supply method is implemented to 
stimulate employment creation, but since the South African government employment creation 
initiatives are limited, microeconomic theories are considered in the next section to involve the 
private sector. 

 

2.3.1.2 Microeconomic theories: Schumpeterian versus Kirznerian 

The dominant entrepreneurship theories according to Lafuente, Acs, Sanders and Szerb (2020) 
are Schumpeterian and Kirznerian theories, with the potential to impact economic growth as stated 
by Ferreira, Fayolle, Fernandes and Raposo (2017), including employment creation where the 
main focus of the Schumpeterian approach is on innovation as opposed to the Kirznerian 
approach that is more focused on opportunity identification according to Belitski (2019), De Jong 
and Marsili (2015), and supported by Lafuente et al. (2020), as summarised in Table 2.4. 
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Table 2.4: Microeconomic Theory (Belitski, 2019; De Jong & Marsili, 2015; Ferreira et al., 2017; 
Vaz-Curado & Mueller, 2019) 
 Schumpeterian Kirznerian 

Approach Innovation-based Opportunity-based 

Entrepreneurial Action Create new products and 
services 

Act on existing profit 
opportunities 

Entrepreneurs Active and aggressive 
innovators creating 

opportunities 

Passive and alert imitators or 
replicators discovering 

opportunities 

Existing Systems Disrupted by opportunities Reinforced by opportunities 

Innovation Opportunities emerge from 
radical innovations 

Opportunities are associated 
with incremental innovations 

Knowledge Innovate new while breaking 
away from existing 

knowledge 

Access or replicate existing 
knowledge while being less 

innovative 

Opportunities Pursued by larger 
organisations in turbulent 

(growing) markets 

Pursued by smaller 
organisations in markets with 
strong incumbent competition 

Table 2.4 provides a comparison of the main microeconomic theories.  Schumpeter emphasises 
innovation and the creation of new products and services, while Kirzner emphasises alertness to 
discover and utilise existing business opportunities (Belitski, 2019; Lafuente et al., 2020).  De Jong 
and Marsili (2015) stresses the fact that the Kirznerian approach does not exclude innovation but 
innovation is more incremental or supplementary relating to the individual or the organisation 
rather than to the market. 

When applying the microeconomic theories on entrepreneurship with the purpose of employment 
creation, it is obvious that Schumpeterian theory innovatively creates new employment 
opportunities through the establishment of new organisations, new product lines or even totally 
new professions, sectors or industries that are needed as in the case of the growth in technology 
that resulted in the need for technology specific professions.  Kirznerian theory creates 
employment through alertness to the identification of needs and opening of vacancies in existing 
organisations, sectors or industries.  The researcher is of the opinion that both theories are needed 
in the employment creation process as entrepreneurship includes both innovation and discovery.  
De Jong and Marsili (2015) support the researcher's view when mentioning that pure 
Schumpeterian and pure Kirznerian theory are rarely realistic in real-life situations and suggest a 
continuum of opportunities between the two sides where dynamic movement is possible.  
Interaction between the theories makes entrepreneurship and intrapreneurship possible for 
innovation and opportunity discovery in small and large organisations and seen in the next section. 
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2.3.1.3 Entrepreneurship motivational theories: Herzberg versus Maslow versus McClelland 

Entrepreneurship, including its subdivision of intrapreneurship, is seen as a theory by Venter et 

al. (2011) that is presented in this study as an entrepreneurship motivational theory underlying 
employment creation.  On macroeconomic level the responsibility for employment creation is 
placed on the government of a country, but on microeconomic level employment creation becomes 
the responsibility of each individual that can be seen as an entrepreneur according to Ducker 
(2018), especially when Herrington and Coduras (2019) claim that large organisations and the 
government are not solely responsible anymore for employment creation within the present 
economic climate, alluding to entrepreneurship as the alternative.  Joffe (2018) does not excuse 
larger organisations from their responsibility of creating employment when suggesting that 
organisations should make appropriate investments to increase profitability that in turn increases 
employment creation which includes the establishment of new organisations. Intrapreneurship 
offers such an opportunity for organisations according to Kafile (2018) that believes it will increase 
innovation within existing organisations, as supported by Urban and Maboko (2020), however, 
Kafile (2018) perceive South African employees to lack an intrapreneurial culture and 
organisations have to externally obtain creativity and innovation. 

Chandra and Mathur (2021) suggest that organisations provide a better work environment for 
employees that stimulates creativity and innovation while reducing the inhibited intrapreneurship 
culture that is characterised by the absence, resistance, misunderstanding and noncompliance of 
innovative policies and new ideas according to Kafile (2018).  Innovation is seen as synonymous 
with contemporary entrepreneurship (including intrapreneurship) according to Urban and Maboko 
(2020), while Hamilton (2019) perceives entrepreneurship as the foundation of innovation, and 
Khyareh, Khairandish and Torabi (2019), and Anwana and Anwana (2020) view entrepreneurship 
as the stimulator of innovation.  Entrepreneurship and innovation are integrated as the researchers 
is of the opinion that entrepreneurship stimulates innovation while innovation in turn motivates 
entrepreneurship. 

Motivation and innovation in entrepreneurship may be rooted in the motivational theories of 
Herzberg, Maslow, and McClelland.  Herzberg's two-factor theory states that motivators like 
professional growth, recognition and responsibility inspires job satisfaction, while hygiene factors 
like renumeration, security, supervision and work environment lead to job dissatisfaction 
(Atkinson, 2014).  Maslow's hierarchy of needs theory states that needs motivate from the lowest 
level of physiological needs, followed by safety needs, then affiliation and love need, followed by 
self-esteem needs, and finally self-actualisation needs (Moore, 2015b).  McClelland's basic needs 
theory states that motivation is rooted in a need for achievement, affiliation, and a need for power, 
and recognised the need for achievement as the dominant need relating to entrepreneurial 
characteristics (Venter et al., 2011).  Creativity and innovation are seen as greatly motivating by 
Atkinson (2014), combining the theories of Herzberg, Maslow and McClelland by implying that 
once basic needs are met, innovation emerges on the higher level of innate needs that are 
motivational and inspires innate employment satisfaction.  The researcher views this combination 
of theories in general, and Maslow's theory in particular, as similar to the reality within the Allied 
Healthcare Sector where it is evident that Complementary Healthcare Professionals feel 
mandated to consider exiting their professions based on the fact that their basic needs are not 
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met in practice, irrespective of their higher-level needs persuading them to remain in their 
professions.  The South African context is in need of employment creation when considering the 
high unemployment rate and since Cao and Ngo (2019) believe that entrepreneurship reduces 
unemployment, it stands to reason that the high unemployment rate should be motivation enough 
to increase entrepreneurial activity, however, entrepreneurial intention remains very low in the 
country (Bosma et al., 2020).  Urban and Maboko (2020) specifically investigated intrapreneurship 
in the South African Healthcare Industry, resulting in it being seen as a definite possibility for 
employment creation and growth within the industry, making it relevant for this study in relation to 
the Allied Healthcare Sector and the possible integration of complementary medicine into the 
mainstream public healthcare system.   

The employment creation theories have been considered in this section.  The Keynesian 
macroeconomic theory is supported where government intervention is necessary to reduce 
unemployment even though it usually leads to higher regulation such as in the South African 
Healthcare Industry while increased regulation inhibits innovation (Anwana & Anwana, 2020).  On 
a microeconomic level, Schumpeterian and Kirznerian theories are supported on a continuum of 
opportunities to implement innovative ideas of employment creation while also being vigilant to 
discover and open vacancies for employment creation in existing organisations, sectors and 
industries.  Entrepreneurship, including the subdivision of intrapreneurship, is considered crucial 
as motivation for innovative employment creation in line with especially the theory of Maslow 
stating that basic needs should be met before higher needs can be achieved. 

In the next section, innovative employment creation is discussed. 

 

2.3.2 Innovative employment creation 

As unemployment is rising in South Africa, even more so in the past year as a result of the global 
COVID-19 pandemic (Bosma et al., 2021), the need for entrepreneurial employment creation is 
evident to address the growing need for employment even in the South African Healthcare Industry 
(Anwana & Anwana, 2020; Herrington & Coduras, 2019; Solanki et al., 2021).  The world is 
changing rapidly and with the impact of the COVID-19 pandemic consuming the economy, it is 
obvious that employment creation has to become more innovative and in turn, more 
entrepreneurial (Anwana & Anwana, 2020; Hamilton, 2019; Khyareh et al., 2019; Urban & 
Maboko, 2020).  Three relevant studies investigating entrepreneurship as means of employment 
creation have been sourced (Decker, Haltiwanger, Jarmin & Miranda, 2014; Mahadea, 2012; Rey-
Martí, Ribeiro-Soriano and Sánchez-García, 2015). 

Decker et al. (2014) used statistical data within the United States of America (USA) and concluded 
that a decline in entrepreneurship and business start-ups are evident.  These results concur with 
what is happening in South Africa with regards to an extremely low nascent entrepreneurship and 
business ownership rate (Bosma et al., 2020; Herrington et al., 2015; Kelley et al., 2016).  The 
fact that similar results are observed in the developing economy of South Africa as well as in the 
developed economy of the USA can lead to the assumption that there might be truth in the 
generational influence Scheepers and Bayat (2013) link to the lack of entrepreneurship.  The study 
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of Rey- Martí et al. (2015) considered social entrepreneurship and was conducted in one region 
in Spain, giving the impression that results may be geographically biased, and found that financial 
grants encourage social entrepreneurs to create employment which may be beneficial to consider 
when developing the proposed entrepreneurship framework.  The study of Mahadea (2012) was 
conducted within the South African context, although not specifically in the healthcare industry, 
finding that the formal sector is unable to provide adequate employment opportunities leading to 
employment in the informal sector, but even the latter has resulted in job losses, concluding that 
higher regulation leads to higher unemployment, as supported by Anwana and Anwana (2020), 
which is directly applicable to the highly regulated Allied Healthcare Sector. 

Hamilton (2019) recommends that the government should be more involved in promoting 
entrepreneurship but when considering all the agencies, initiatives and policies already in place 
(Cassim et al., 2014), the suggestion seems redundant and in itself inhibiting entrepreneurship as 
it removes the responsibility for entrepreneurship and innovativeness from the individuals.  The 
responsibility of entrepreneurship, innovation and consequent employment creation should be the 
accountability of every South African (Anwana & Anwana, 2020), specifically the Complementary 
Healthcare Professionals because innovation is needed to create and convert products and 
services into new employment creation possibilities (Kouakou, Akolgo & Tchamekwen, 2019; 
Ndovela & Chinyamurindi, 2021), in turn offering the potential of differentiation according to 
Chandra and Mathur (2021), which is seen as a needed skill in the Allied Healthcare Sector.  
Khyareh et al. (2019) supports the view of individual responsibility for entrepreneurship in 
combination with the government's involvement of establishing agencies, policies and initiatives.  

There have been Complementary Healthcare Professionals exiting the Allied Healthcare Sector 
and using their individual responsibility for entrepreneurship by creating self-employment as they 
continue to practice in the informal healthcare system, causing an unfair advantage and 
unprecedented competition to the highly regulated healthcare professionals (AHPCSA, 2014b), 
as discussed in chapter one.  Blaauw (2017) observes that the informal economy in South Africa 
is an alternative survival mechanism for the unemployed where they take responsibility for 
themselves.  The study by Blaauw (2017) does not include the informal healthcare system, but 
still provides insight into the employment need in the country, however, when Complementary 
Healthcare Professionals exit the Allied Healthcare Sector and continue practicing in the informal 
healthcare system, it is not only a survival mechanism for them based on necessity-driven 
entrepreneurship according to Herrington and Coduras (2019), as it negatively affects the highly 
regulated Complementary Healthcare Professionals remaining in the sector.  The observation by 
Anwana and Anwana (2020) that high regulations inhibit innovation, is relevant in this instance as 
it appears that the Complementary Healthcare Professionals are seeing the higher regulations in 
the Allied Healthcare Sector as a reason not to be innovative but when exiting the sector, they 
innovatively commence practicing in the informal healthcare system where regulations are low or 
non-existent.   

Innovative employment creation is needed in the Allied Healthcare Sector to retain the 
Complementary Healthcare Professionals without losing them to the informal healthcare system 
where they innovate to survive while simultaneously negatively impact on the regulated healthcare 
professionals.  The next section considers employment, entrepreneurship and unemployment. 
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2.3.3 Employment, entrepreneurship, and unemployment 

Unemployment is a contemporary socio-economic phenomenon that has been overly researched 
(Banerjee, Galiani, Levinsohn, McLaren & Woolard, 2008; Bowmaker-Falconer & Herrington, 
2020; Burger & Von Fintel, 2014; Kingdon & Knight, 2004; Kingdon & Knight, 2007; Oluwajodu et 

al., 2015; Schoeman, Blaauw & Pretorius, 2008; Van Aardt, 2012).  All the unemployment 
research does not seem to alleviate the problem as the unemployment rate is constantly rising 
and the global COVID-19 pandemic is worsening the problem (Bosma et al., 2021).  It is evident 
that high unemployment not correcting itself as neoclassical theory would suggest and is not 
motivation enough to stimulate high entrepreneurial intention (Banerjee et al., 2008; Bosma et al., 
2020). 

Chibba and Luiz (2011) link unemployment with inequality and poverty as supported by Philip 
(2012).  De Witte et al. (2012) confirms this view, but also extend it to the lack of social grants and 
support.  Vietor and Comin (2013) blame unions for unemployment while Kingdon and Knight 
(2007) hold government accountable by being too effective in enforcing labour regulations, leading 
to high labour costs ultimately resulting in job losses and unemployment.  Mahadea (2012) 
supports this view, but Awogbenle and Iwuamadi (2010) disagrees when stating that the solution 
for unemployment is not with government as Keynesian theory suggests, but the responsibility of 
each individual as the microeconomic theories suggest.  Kingdon and Knight (2007) conducted a 
South African study and mention that government is to blame, but Awogbenle and Iwuamadi 
(2010) conducted a Nigerian study and absolve government while placing the responsibility on 
individuals.  The lack of entrepreneurship is sometimes blamed on apartheid (Banerjee et al., 
2008; Kingdon & Knight, 2007; Preisendörfer, Bitz & Bezuidenhout, 2012) which specifically 
affected South Africa, but apart from apartheid and the resultant inequality and poverty, various 
other factors of unemployment can be mentioned including crime, financial grants, globalisation 
and labour legislation according to Mahadea (2012). 

Entrepreneurship is embarked upon based on necessity to survive and dissatisfaction with present 
employment according to Kouakou et al., (2019), especially during the time of the global COVID-
19 pandemic according to Bosma et al. (2021), rather than as a means of instigating change and 
reducing unemployment (Bosma et al., 2020; Cao & Ngo, 2019), and although a clear shortage of 
employment opportunities exists according to Hamilton (2019), it appears that healthcare 
professionals prefer salaried employment instead of pursuing entrepreneurship (Holte, Abelsen, 
Halvorsen & Olsen, 2015).  The healthcare professionals' preference for employment relates to 
their desire to practice their clinical professions instead of involving themselves in the 
administrative, business and entrepreneurship aspects of managing private practices according 
to Hilton (2015) because working for larger organisations like hospitals or large practices offers 
them security in the form of salaries while the organisation takes care of the business aspects.  
Smither (2015) sees advantages and disadvantages in private practices, or entrepreneurial 
ventures, as well as salaried employment and reduce the choice to individual preference, which 
may be biased to employment due to certain barriers relating to entrepreneurship. 

There are numerous barriers making it less attractive to enter entrepreneurship, for example, 
government policies, high emerging business cessation rates, lack of education, lack of funding, 
regulations, and unpredictability (Herrington & Coduras, 2019; Naidu & Rao, 2011; Nheta et al., 
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2020; Zimmerer et al., 2009), especially when Ridley, Davis and Korovyakovskaya (2017) fail to 
contribute continued existence of businesses with entrepreneurship.  One of the main reasons for 
hesitation as stated by Nheta et al. (2020) is the vast separation between the expectancy and the 
reality of entrepreneurship, accompanied by the fear of failure according to Öner and Kunday 
(2016), making the opinion of Bowmaker-Falconer and Herrington (2020) that South Africa still 
has to cultivate entrepreneurship as employment creation strategy, although existing literature 
supports the fact that entrepreneurship alleviates unemployment by creating employment 
(Anwana & Anwana, 2020; Herrington & Coduras, 2019).  It appears that the perception of 
entrepreneurship requires renewal to promote it as a legitimate career possibility and construct to 
be utilised by Complementary Healthcare Professionals. 

Ndovela and Chinyamurindi (2021) suggest that the attitude towards entrepreneurship directly 
influences entrepreneurial intention, and in turn entrepreneurial intention leads to nascent 
entrepreneurial behaviour and the creation of new businesses and employment opportunities 
(Minhas, 2018; Pfeifer, Sarlija & Susac, 2016; Pheaha & Schachtebeck, 2020) as graphically 
represented in the selected components framework of Urban (2007a) and the GEM conceptual 
framework (Annexure K) confirm this when graphically showing entrepreneurial attributes lead to 
entrepreneurial activity and then to entrepreneurial output (Bosma et al., 2021).  The high 
unemployment rate and accompanying narrative may require a change in attitude toward 
entrepreneurship because the holistic effects of unemployment may evolve from involuntary to 
voluntary unemployment resulting in the unemployed resisting entrepreneurship according to 
Kingdon and Knight (2004, 2007).   

Wyrwich, Sternberg and Stuetzer (2019) offer a solution to the change in perception about 
entrepreneurship when suggesting the use of successful local entrepreneurial mentors, a concept 
that may be helpful for the younger generation (Scheepers & Bayat, 2013) and for Complementary 
Healthcare Professionals entering the Allied Healthcare Sector and entrepreneurially having to 
grow private practices.  Another form of entrepreneurial mentorship is suggested by Luiz (2002) 
in the collaboration between small businesses and larger organisations, as supported by Ireland, 
Hitt and Sirmon (2003) when it is indicated that small entrepreneurial ventures are good at 
identifying opportunities, in line with Kirznerian theory, while larger organisations are better at 
establishing competitive advantage through innovation according to Schumpeterian theory (De 
Jong & Marsili, 2015).   

The literature suggests that entrepreneurship is a means of employment creation that offers a 
solution to unemployment; however, employment remains favoured instead of entrepreneurship.  
Collaboration and mentorship are offered as options to change the perception of entrepreneurship 
by offering the possibility of not only using entrepreneurship to create employment through start-
up ventures as evident in the literature, but also to address the gap in literature by using 
entrepreneurship (including intrapreneurship) within existing organisations to ensure its continued 
existence that will retain employment and create new employment opportunities.   

This study attempts to address this gap in literature within the Allied Healthcare Sector, as 
discussed in the next section when considering entrepreneurship literature within the healthcare 
context. 
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2.3.4 Entrepreneurship in healthcare contexts 

The demand for healthcare is rising worldwide and the COVID-19 pandemic will only increase this 
demand (Solanki et al., 2021), thus opening the healthcare industry for entrepreneurship to 
innovatively meet the demand, however, healthcare professionals are highly regulated (Gillin & 
Hazelton, 2021) inhibiting entrepreneurship due to legislative and regulatory restrictions (Phillips 
& Garman, 2006).  Saville, Powell, Ismail-Saville and Mtombeni (2000) specifically highlight the 
demand for healthcare services in its dismal state within the South African Healthcare Industry as 
confirmed by Motsoaledi (2018) when stating that South Africa spends more on healthcare than 
the average of what other countries do and what is recommended by the World Health 
Organisation, while the public healthcare system is characterised by a lack of resources and 
excessive waiting times as it services the large majority (84%) of the population. 

With a global increase in demand for healthcare services, the demand for healthcare professionals 
is increasing accordingly, making it necessary to retain them in the healthcare industry as Gallow, 
Nel and Williams (2020) rightly indicate when mentioning the need for specific retention strategies 
for healthcare professionals, after they conducted a study to investigate retention strategies for 
non-professionals in the healthcare industry.  Reddy (2015) confirms the retention need of 
healthcare professionals, but Longmore and Ronnie (2014) indicate that the only retention 
strategy necessary, is to pay healthcare professionals accurately and timeously.  The latter view 
is relating to the salaries of healthcare professionals in the public healthcare system and is not 
directly relevant to Complementary Healthcare Professionals functioning in private practice, 
although the notion is indirectly crucial to retain them in the Allied Healthcare Sector as they need 
to earn enough income to pay all their practice and living expenses on time since they are self-
employed and not earning fixed salaries.   

In the midst of the high demand for healthcare professionals in the South African Healthcare 
Industry, the Allied Healthcare Sector is largely excluded from the public healthcare system 
(AHPCSA, 2014b) while totally disregarding the Complementary Healthcare Professionals from 
helping to address this need.  Larisch, AmerWåhlin and Hidefjäll (2016) believe an integrative 
strategy of innovation with the accompanying changes in organisations are needed in healthcare 
industries to increase the demand for and supply of healthcare services.  Laurell (2018) rightly 
note that every country has a unique healthcare system characterised by regulations, ethical 
guidelines and culture, making the demand for and supply of healthcare services in the South 
African Healthcare Industry unique to the South African context where Complementary Healthcare 
Professionals are available to supply healthcare services but as they are limited to practices in the 
private healthcare system, they are largely ignored by the government in helping to address the 
demand for healthcare services in the public healthcare system.  As a result of the exclusion from 
the public healthcare system, many Complementary Healthcare Professionals are exiting the 
Allied Healthcare Sector and even the South African Healthcare Industry (AHPCSA, 2014b), 
adding to the healthcare problem in the country, necessitating the need for a retention strategy. 

Secundo, Toma, Schiuma and Passiante (2017) identify a need for research that considers the 
integration of private and public sector role players, while George, Rao-Nicholson, Corbishley and 
Bansal (2015) conducted a study in the Indian healthcare industry, a country with similar 
healthcare challenges as South Africa where the majority of the population may not have access 
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to high quality healthcare facilities due to low income, affordability challenges, lack of resources 
and infrastructure problems, where intrapreneurship with government involvement for increased 
credibility created a Public-Private-Partnership (PPP) with the Emergency Management and 
Research Institute to upgrade the healthcare system.  The concept of PPP is not new in South 
Africa as the private healthcare company Netcare has successfully created such partnerships with 
some public healthcare hospitals, although still excluding Complementary Healthcare 
Professionals.  Dizon, Grimmer, Louw, Machingaidze, Parket and Pillen (2017) conducted a study 
with allied healthcare professionals in the conventional healthcare sector that included dietetics-
nutrition, occupational therapy, physiotherapy, podiatry and speech therapy, thus excluding 
Complementary Healthcare Professionals, but found that an increase in chronic disease in South 
Africa creates a demand for allied healthcare services.  Dizon, Grimmer, Machingaidze, Louw and 
Parker (2018) confirm the need for allied healthcare services on primary healthcare level in the 
South African Healthcare Industry.  An interesting finding by Dizon et al. (2018), is that the allied 
healthcare services in the private healthcare system usually operate as single professions and 
independent of other healthcare professionals, professional associations and universities, while 
in the public healthcare system they practice independently or in multidisciplinary teams, but 
combinedly with a corporate character of rehabilitation, giving the professions purpose within the 
healthcare system.  It is evident that the inclusion of Complementary Healthcare Professionals 
into the public healthcare system in the form of PPP, has to begin with providing purpose to the 
professions regulated in the Allied Healthcare Sector. 

The study by Tilmar (2009) in the Swedish healthcare industry sketch a similar context when 
mentioning that complementary and integrative medicine are practiced in small business formats 
like private practices in countries like Scandinavia and Sweden, but entrepreneurship enriched 
the public healthcare system when integrating it with complementary medicine.  The method used 
was that an allied healthcare professional provided conventional healthcare services based on 
statutory council requirements in the public healthcare setting, but those same patients returned 
to her later to attend non-regulated complementary healthcare services.  The study of Tilmar 
(2009) was not done in the South African context but reveals the possibility of integrating 
complementary healthcare and conventional healthcare in the public healthcare system as well 
as in the private healthcare system, making a PPP possible.  Saville et al. (2000) considered a 
lower form of integration in the Quali health model in the South African context that was biased 
towards black townships in Alexandra, Soweto and Thembisa and completely excluded the private 
healthcare system, but provided an interesting concept of paying a fixed amount of two hundred 
and fifty rand which includes a consultation, medication and any procedures, although the fixed 
amount payable seemed problematic as many patients in the target market could not afford it and 
the demand for the healthcare services still resulted in excessive waiting times.  The possibility of 
integrating complementary and conventional healthcare services in a PPP seems possible with 
the help of innovation in South Africa as it has been done successfully abroad, especially when 
Luke et al. (2011) confirms that the integration of strategic entrepreneurship, a form of innovation, 
into state-owned enterprises in New Zealand's public sector increases wealth creation that may 
by interpretation also include employment creation. 

Breton et al. (2014) see intrapreneurship as the appropriate strategy for integrating healthcare 
systems while establishing practices and increasing employment creation, which makes sense as 
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Venter et al. (2011) acknowledge it as a strategy used by public institutions in South Africa for 
survival and ascertaining competitive advantage.  Eriksson and Ujvari (2015) believe that changes 
in healthcare organisations will encounter less resistance when all stakeholders buy into the 
changes.  Buying into changes challenging the status quo, like incorporating intrapreneurship in 
South African healthcare organisations in the public healthcare system, may require motivation, 
especially when Kafile (2018) as supported by Bosma et al. (2020) find that South Africans lack 
in intrapreneurship due to a lack of creativity and innovation, that are required criteria for 
intrapreneurs (Breton et al., 2014; Kafile, 2018; Luke & Verrynne, 2006; Ratten, 2012).  Consistent 
with the finding of Dizon et al. (2018), a clear purpose for complementary healthcare services 
within the public healthcare system is needed to create integration buy-in.  Johl (2016) believe 
that increased awareness is needed for this purpose of integrating professions from the Allied 
Healthcare Sector into the public healthcare system, as supported by Beebe et al. (2019) and 
Complementary Healthcare Professionals (TSARS, 2014). 

The researcher believes that increased awareness of complementary healthcare professions may 
assist in increasing understanding of the professions and the Allied Healthcare Sector, but it is not 
enough to motivate integration into the public healthcare system in South Africa.  The clear 
purpose of complementary healthcare professions is needed and how it integrates into the public 
healthcare system alongside conventional healthcare professions operating within a biomedical 
model, including its purpose and benefits within the intended NHI, while showing conventional 
healthcare professionals the benefit to them for integrating Complementary Healthcare 
Professionals into their work environment.   

Entrepreneurship create employment (Fierro, Boble, Hatem and Balunywa, 2018) and is possible 
within the South African Healthcare Industry.  It is possible within the public healthcare system by 
creating an integration with the Allied Healthcare Sector in the form of PPP, but to clearly motivate 
the purpose of Complementary Healthcare Professionals in the public healthcare system, it is 
necessary to look at the reasons why they enter healthcare professions in the next section before 
looking at reasons why they exit healthcare professions.  The GEM entrepreneurial phases and 
indicators framework as presented by Bosma et al. (2021) as available in Annexure K, provides a 
graphical illustration of intrinsic factors for entering and extrinsic factors for exiting entrepreneurial 
ventures like complementary healthcare private practices.  It is believed that a retention strategy 
for retaining Complementary Healthcare Professionals in the Allied Healthcare Sector has to begin 
with an understanding of the intrinsic and extrinsic factors that may also provide guidance in 
relation to the integration into the public healthcare system. 

 

2.3.4.1 Intrinsic factors of entering entrepreneurial and healthcare professions 

It is readily believed that people enter entrepreneurship as profession when they want to earn high 
levels of income by developing a novel business idea into a product or service with high income 
potential (Moodie, 2008; Venter et al., 2011), especially when they possess the entrepreneurial 
abilities of start-up skills, technical skills, basic business skill, personal skills, and leadership skills 
(Mamabolo, Kerrin & Kele, 2017) or if they want to make a difference like creating employment 
(Fierro et al., 2018).  More relevant to the Allied Healthcare Sector, is when Segal, Borgia and 
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Schoenfeld (2005) indicate the preference for self-employment is in the intrinsic entrepreneurial 
aptitude of risk-taking, self-efficacy and independence, but according to Farrington (2012) self-
employment is not appropriate for everyone if they do not have the unique personality to pursue 
it.  Salvino, Tasto and Randolph (2014) found that employment instead of self-employment or 
entrepreneurship is preferred in the USA, as supported by Holte et al. (2015) as self-employment 
rates have been decreasing in the USA in 2014 (Salvino et al., 2014).  

Kumalo and Kaeeram (2019) disagree by noticing a great increase in self-employment rates in 
South Africa in 2019 that may according to Farrington (2012) be due to South Africans being 
forced into self-employment as a result of the high unemployment and retrenchment rates. 
Stephen, Li and Qu (2020) observe a global increase in self-employment that may only increase 
into the future as a result of the ongoing global COVID-19 pandemic's effect on employment levels 
(Bosma et al., 2021).  Necessity may be driving the increase in global self-employment but 
according to Stephen et al. (2020) it remains a stressful career choice while Kenny and Rossiter 
(2017) mention confidence, finance, information and risk as the reasons for the high levels of 
stress involved with self-employment.  At present, Complementary Healthcare Professionals are 
excluded from the public healthcare system, necessitating them into self-employment regardless 
of the stress involved, but due to the high stress levels, it is not surprising that they prefer 
employment instead of entrepreneurial self-employment opportunities (TSARS, 2014), although 
Naidu, Irlam and Diab (2013) alludes to the need of allied healthcare services in holistic 
multidisciplinary settings in South Africa.  There are different factors evident in literature as 
motivation for entering healthcare professions, irrespective of the employment status and the need 
for healthcare services, that according to Wu, Low, Tan, Lopez and Liaw (2015) is founded in 
intrinsic factors.  The central reason for entering healthcare professions seem to be the need for 
helping people as found by Woodward, Thomas, Jalloh, Rees & Leather (2017) and supported by 
Naidu et al. (2013).  Passion for healthcare or specific aspects of healthcare is a motivating factor 
(Woodward et al., 2017; Wu et al., 2015) while many healthcare professionals enter it as a calling 
rather than merely as a career (Dik & Duffy, 2012) while Hall and Chandler (2005) profess that a 
career and calling should be integrated.  Other factors for entering healthcare professions 
according to Naidu et al. (2013) include career development, exposure to modern technology, 
financial reasons, independence, learning opportunities and supervision. 

 

2.3.4.2 Extrinsic factors for consideration of exiting entrepreneurial and healthcare professions 

Bosma et al. (2020) mention that exiting businesses in 2019 is positive or negative; positive due 
to financial independence, planned exit in the form of retirement or moving to other opportunities, 
or negative due to financial problems, inaccessible finance, lack of profitability, taxation and 
bureaucracy difficulties or personal factors like changing family circumstances).  Meyer and Moore 
(2015) believe that behaviour is a result of inner beliefs and therefore the positive exiting of 
healthcare practices may be more relevant to conventional healthcare professionals that have a 
sense of financial independence, however, it is believed that the majority of Complementary 
Healthcare Professionals do not have the choice of voluntarily exiting their professions, but are 
rather obligated to do so due to unstable income as indicated by Kleinbaum (2009), which is not 
surprising when considering the lack of employment possibilities and entrepreneurship 
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possibilities for them in the public healthcare system, confining them to the private healthcare 
system and the minority of the South African population that can afford it (AHPCSA, 2014b). 

Literature seems to centre around financial causes as the reason for exiting entrepreneurial 
ventures in general and private healthcare practices in particular, whether it is positive due to 
sufficient finances or negative due to insufficient finances.   

An interesting finding is presented by Gwozdek, Mayberry, Arsenault, Nalliah, Solow and Wallen 
(2014) when stating that the younger millennial generation of healthcare professionals have a 
more social nature and prefer to work in multidisciplinary group practices rather than in solo private 
practices which makes conventional healthcare professions more appealing to them where they 
have the options available to do so, while the Allied Healthcare Sector is presently excluded from 
the public healthcare system and is largely confined to private practices, although the option is 
available to function within a multidisciplinary group practice of Complementary Healthcare 
Professionals, but it may not always be as financially rewarding.  The younger generation may 
choose not to enter the Allied Healthcare Sector or when in practice and realising the limitations, 
may choose to use that as a reason for exiting the professions, sector or even industry to rather 
work in more social settings.  Entrepreneurship is possible in the South African Healthcare 
Industry, especially in the form of intrapreneurship, where innovation is necessary as indicated in 
the healthcare ecosystem framework for nursing as presented by Gillin and Hazelton (2021) in 
Annexure K, but apart from innovation, this framework indicates an equally important aspect, 
namely entrepreneurial mindset that is considered in the next section. 

 

2.4 ENTREPRENEURIAL MINDSET 

Bux and Van Vuuren (2019) see entrepreneurship as a mindset that according to Marques, 
Ferreira, Ferreira and Lages (2013) is represented by having psychological characteristics that 
stimulate entrepreneurial activity, listed as motives, skills and thought processes by Davis, Hall 
and Mayer (2015), that is preceded by entrepreneurial intention according to Cao and Ngo (2019), 
while Bosma et al. (2020) include entrepreneurial characteristics like the ability and willingness to 
overcome challenges.  Kouakou et al. (2019) summarises an entrepreneurial mindset as a state 
of mind, as supported by Gillin and Hazelton (2021) when mentioning that innovation is an internal 
attitude and a way of thinking about opportunities, or rather innovative opportunities according to 
Korte (2018).  Matheson (2013) is of the opinion that an entrepreneurial mindset is more than 
merely thinking about opportunities as it creates opportunities.  Mathisen and Arnulf (2014) agree 
that personality traits are involved but disagree with it being the central focus of entrepreneurial 
mindset because it is more strongly associated with experience and education.  Naumann (2017) 
supports the latter view when indicating that entrepreneurial mindset is not innate, but develops 
over time, as supported by Gillin and Hazelton (2021), and Korte (2018) that perceives the 
development of an entrepreneurial mindset to be similar to the development of a social identity.  

Neneh (2012) effectively summarises entrepreneurial mindset as the ability to maintain 
competitiveness through employment creation by pursuing self-employment and other 
opportunities by making use of creativity, innovation and motivation to overcome challenges.  
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Hamilton (2019), and Gillin and Hazelton (2021) agree with the outcome of an entrepreneurial 
mindset being employment creation.  The measuring of entrepreneurial mindset is a contemporary 
discussion in literature (Gillin & Hazelton, 2021; Kouakou et al., 2019) although most of the 
measuring scales being used, are based on criteria like a Likert scale where each individual is still 
responsible for subjectively indicating their own interpretation of their entrepreneurial mindset, but 
Gillin and Hazelton (2021) offer an efficient entrepreneurial mindset personal insight framework 
that clearly represents the various aspects constructing the mindset (Annexure K).  It is noteworthy 
that the entrepreneurial mindset as presented by Gillin and Hazelton (2021) fully integrates 
spirituality into entrepreneurial mindset as it is connected with entrepreneurial conduct, in line with 
the theoretical framework of wellbeing in this study identifying the reason for the existence of the 
research problem as inclusive of spirituality, especially relating to the aspect of calling. 

Entrepreneurial mindset is evolving in current literature within the field of entrepreneurship as a 
current theme relating to the cultivation of entrepreneurial skills.  Other contemporary arguments 
in the discipline of entrepreneurship, are whether entrepreneurship can be attained through 
education (Vassilev, 2017) and whether entrepreneurship can influence organisational change 
(Wadhwani, Galvez-Behar, Mercelis & Guagnini, 2017).  Wadhwani (2017) argue that 
entrepreneurs are involved in organisational change as supported by Elert and Henrekson (2020), 
Hoogstraaten, Frenken and Boon (2020), Kalantaridis and Fletcher (2012), Tao (2016) and 
Tolbert, David and Sine (2011).  The importance of entrepreneurship in organisational change is 
evident and needed in the Allied Healthcare Sector that necessitates Complementary Healthcare 
Professionals to be entrepreneurial and create self-employment (AHPCSA, 2014b; Kent, 2002), 
emphasising the matter of whether entrepreneurship is attainable through education (Vassiley, 
2017), especially when considering the fact that it is often recommended that entrepreneurship 
education should be included in curricula, including the curricula relating to training of Healthcare 
Professionals (Bux & Van Vuuren, 2019; Peachey, 2011; Naong, 2019; Phillips & Garman, 2006; 
Scheepers, 2013). Spinelli and Adams (2016) believe that it is possible to develop 
entrepreneurship through education as supported by Burns (2018), however, Meldrum (2008) 
disagrees by mentioning that the essence of entrepreneurship is grounded in successful 
businesses and success in business cannot be obtained through education and inventiveness is 
needed that cannot be attained through education.  Lackéus (2015) supports the argument of 
Meldrum (2008) by indicating that entrepreneurship cannot be attained through theoretical 
education and suggests practical education making use of an interdisciplinary approach instead.  
Bell (2015) also favours a more practical entrepreneurship education approach based on 
experience rather than theory.   

Lautenschläger and Haase (2011) supports the view that entrepreneurship cannot be taught and 
believe that entrepreneurship education is in actual fact detrimental to entrepreneurial ability as it 
prevents identification of opportunities, innovation and problem solving, which are important 
entrepreneurial skills.  Lautenschläger and Haase (2011) make a compelling argument that 
entrepreneurship education should not focus on business creation, but instead on entrepreneurial 
soft skills.  Kerr, Kerr, and Xu (2017) confirm the latter argument when stating that current 
entrepreneurship programmes are too focused on teaching hard skills while neglecting soft skills.  
Burns (2018) is in agreement that entrepreneurship skills can be taught while Ahmed, Rehman 
and Sergi (2019) are of the opinion that entrepreneurial skills are empowering to the individual as 
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confirmed by Kerr et al., (2017).  The researcher is in support of the view that entrepreneurial 
mindsets cannot be taught as it is seen as a natural inclination, but that it is possible to teach 
entrepreneurial skills that have the ability to empower individuals in taking control of their lives and 
destinies by becoming a personal brand as entrepreneurial ventures are pursued to create multiple 
streams of income (Ducker, 2018).  Kerr et al. (2017) discuss various entrepreneurial skills, but 
the three main entrepreneurial mindset concepts relevant to this study, are competitive advantage, 
empowerment and innovation as considered in the remainder of this section. 

 

2.4.1 Competitive advantage 

Tillmar (2009) is of the opinion that entrepreneurship involves more than establishing new 
organisations while Bosma et al. (2020) endorse the view by mentioning that entrepreneurship 
includes the insertion of innovative products and services into markets, which includes 
professional services according to Bosma et al. (2020), although healthcare services are not 
specifically mentioned.  Salvino et al. (2014) believe that entrepreneurship stimulate economic 
growth, as confirmed by Urban (2007a) and supported by Pounder (2019) while Mahadea and 
Kaseeram (2018) mention that entrepreneurship stimulates employment creation as approved by 
Bosma et al. (2020) and supported by Luiz and Mariotti (2011).  Van Schalkwyk (2020) suggests 
that entrepreneurship should be stimulated globally as that is perceived to be the future of 
employment while Schiller (2008) perceives entrepreneurship as a valuable commodity globally 
in all countries irrespective of economic status of the country, making it ideal to be used within 
South Africa that is an economy of middle income according to Bosma et al. (2020) as confirmed 
by Gray, Ridden and Jugathpal (2016). 

Venter et al. (2011) is of the opinion that government departments in South Africa and globally are 
turning to intrapreneurship to maintain a competitive advantage, which may be a difficult 
endeavour if the organisation is limiting entrepreneurial actions according to Lammers and Garcia 
(2017), but the latest research disagrees with that view when Bosma et al. (2020) indicate that 
South Africans do not enter entrepreneurship to overcome unemployment, to innovate, nor to get 
involved in intrapreneurship, but rather to have a positive effect on individual and social aspects 
(Bosma et al., 2020).  The findings of Bosma et al. (2020) are corresponding with the aspects of 
social entrepreneurship as mentioned by Venter et al. (2011) where entrepreneurial ventures are 
used to generate global, sustainable changes that are beneficial to multitudes.  Social 
entrepreneurship may be beneficial to the South African Healthcare Industry as the researcher is 
of the opinion that entrepreneurship is needed in the Allied Healthcare Sector to assist 
Complementary Healthcare Professionals in becoming more successful in private practices and 
stimulating employment opportunities while simultaneously addressing the needs in the South 
African healthcare system.  Entrepreneurship positively impacting society is a concept that 
originated with one of the founders of entrepreneurship, namely Max Weber (Venter et al., 2011; 
Weber, 1930) as supported by Rahdari, Sepasi and Moradi (2016). 

Salvino et al. (2014) suggest that entrepreneurship is in involuntary decline as a result of policies 
in the economy in the 1900s, to the point where if given the choice, people will rather choose 
employment with the accompanying benefits instead of choosing entrepreneurship, unless an 
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innovative notion is present which will result in self-employment being preferred.  That is an 
interesting observation, especially since Complementary Healthcare Professionals in South Africa 
are complaining about a lack of employment opportunities (AHPCSA, 2014b; TSARS, 2014) while 
the primary data findings in this study reveal a lack of innovation amongst Complementary 
Healthcare Professionals; it appears that the lack of innovation may be the root cause of 
Complementary Healthcare Professionals longing for employment instead of self-employment.  
Luiz and Mariotti (2011) endorse the view of Salvino et al. (2014) when revealing that 
entrepreneurship in South Africa is rating weakly on the GEM.  Bosma et al. (2020) disagree with 
Luiz and Mariotti (2011) and Salvino et al. (2014) when stating that entrepreneurship is not in 
decline but has been increasing during the 2000s. 

Bux and Van Vuuren (2019) appreciate entrepreneurship to be a mindset rather than mere activity, 
while Herrington and Kelley (2012) believe that a positive entrepreneurial mindset stimulate 
entrepreneurial activity, as supported by Block and Landgraf (2014) when revealing that part-time 
entrepreneurship usually results in full-time entrepreneurship, but that numerous governments 
globally favour full-time entrepreneurs with policy.  This becomes relevant to therapists in the Allied 
Healthcare Sector that tend to practice on a part-time basis instead of entering the therapeutic 
complementary healthcare professions full-time (TSARS, 2014) as revealed by the primary data 
findings in this study. 

Herrington and Kelley (2012) expand on the notion of entrepreneurial mindset when mentioning 
that Sub-Saharan Africans have the ability to identify good business opportunities for new 
business establishment, except South Africans, however, they usually enter entrepreneurship to 
survive causing the enterprises to lack in competitive advantage.  Brown (2011) considers 
organisational culture to be the competitive advantage needed in organisations, especially 
enterprises offering services, however, Hough et al. (2008) offer a more comprehensive list of 
strategies to create a competitive advantage, namely, best-cost strategy, differentiation strategy, 
low-cost strategy, niche-differentiation strategy, and niche-low-cost strategy.  The five strategies 
that can be used to created competitive advantage in organisations where the best cost strategy 
offers value, low-cost strategy offers the lowest price, differentiation offers a unique product, 
service or approach and the niche strategy offers differentiation or low cost to a specific segment 
of the market (Hough et al., 2008).   

The South African Healthcare Industry regulates the price of healthcare services, making cost 
strategies irrelevant within the Allied Healthcare Sector (DoH, 2018a, 2018b, 2018c; Jobson, 
2015; Rosen, 2016; Motsoaledi, 2018; Newton, 2016; Van den Heever, 2012; Young, 2016).  
Presently, the Allied Healthcare Sector mainly uses a niche strategy directed to the minority of the 
South African population that is able to afford private healthcare services (Jobson, 2015; 
Motsoaledi, 2018; Young, 2016) based on differentiation of the various complementary healthcare 
professions regulated by the AHPCSA (AHPCSA, 2020a, 2020b).  The informal healthcare sector 
and the beauty and health spa industry compete with AHPCSA regulated therapeutic professions 
by offering similar services without the “therapeutic” prefix by making use of low-cost strategies or 
adding additional services, therapies and products that the AHPCSA regulated therapists are 
prevented from doing (AHPCSA, 2001, 2015b) and then offering package deals, which can be 
seen as best cost strategies (Hough et al., 2008).  The researcher is of the opinion that the Allied 
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Healthcare Sector in South Africa should move away from niche strategies by making 
complementary healthcare services available to the entire South African population instead of 
continuing to make it available to the minority that is able to afford the services (Motsoaledi, 2018).  
It is believed that inclusion of the Allied Healthcare Sector into the public healthcare system is 
needed to accomplish this, necessitating the use of differentiation as a strategy (Hough et al., 
2008) to effectively distinguish complementary healthcare services from conventional healthcare 
services while allowing individual healthcare professionals to further differentiate themselves by 
building a personal brand as suggested by Ducker (2018).  The use of differentiation as 
competitive advantage (Hough et al., 2008) in the South African Healthcare Industry, is believed 
to increase self-confidence in healthcare professionals that will lead to empowerment which may 
stimulate entrepreneurship according to Bosma et al. (2020), as contemplated in the next section. 

 

2.4.2 Empowerment 

Constant change is present in modern organisations (Brown, 2011), including healthcare 
organisations according to Eriksson and Ujvari (2015).  Brown (2011) refers to the discipline of 
organisational development facilitating change while Eriksson and Ujvari (2015) allude that the 
contemporary approach in healthcare contexts have moved away from a disciplinary approach to 
facilitating change to focus more on how healthcare professionals are making and facilitating 
constant change.  The change in focus is termed empowerment by Brown (2011) when denoting 
to employees being given the ability of decision making with the accompanying accountability and 
responsibility of outcomes, as supported by Noe et al. (2008).  The researcher considers that the 
proposed entrepreneurship framework should empower Complementary Healthcare 
Professionals by providing them with options to be entrepreneurial or to have the choice of 
employment but changing the Allied Healthcare Sector to make such options available, will require 
innovation as is discussed in the following section. 

 

2.4.3 Innovation 

Joseph Schumpeter is seen as the father of entrepreneurship (Venter et al., 2011) who associates 
entrepreneurship with business organisation or management as well as innovation or continuous 
business development according to Mehmood, Alzoubi, Alshurideh, Al-Gasaymeh and Ahmed 
(2019).  Rahdari et al. (2016) as well as Urban and Gamata (2020) confirm innovation as an 
integral part of entrepreneurship as supported by Nunes (2016) and Bosma et al. (2020). 

Innovation is defined as the monetisation of creative ideas (Pounder, 2019) to add value, as 
supported by Venter et al. (2011), in the midst of a continuously changing environment where 
innovation is a necessity rather than an elective to ensure competitive advantage (Pounder, 2019).  
Baregheh, Rowley and Sambrook (2009) confirms the definition of innovation as competitive 
advantage but add that creative ideas are presented in the form of original or enhanced products, 
services, or practices with the purpose of differentiation.  Venter et al. (2011) enlarge the definition 
of innovation by including the fact that it leads to profitability that may result in economic growth.  
Cassim et al. (2014) motivate the stimulation of innovation, especially within existing businesses, 
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which may support intrapreneurship stimulation (Bosma et al., 2020; Venter et al., 2011), even in 
hospitals according to Raadabadi et al. (2014), but to accomplish such encouragement of 
innovation in healthcare environments, Raadabadi et al. (2014) is of the opinion that barriers 
should be removed within the healthcare industry.  The primary data findings reveal that innovation 
is lacking amongst Complementary Healthcare Professionals and the researcher envisions that 
the proposed entrepreneurship framework should have a strong focus on innovation stimulation 
to ensure sustainable change in the South African Healthcare Industry. 

The following section considers the practicality of entrepreneurship in healthcare. 

 

2.5 PRACTICALITY OF ENTREPRENEURSHIP IN HEALTHCARE 

Laurell (2018) differentiates between the healthcare systems in four countries where Sweden and 
the United Kingdom have national healthcare funded through taxation, where Germany has a 
compulsory health insurance for all citizens provided through sickness funds similar to medical 
schemes, and the USA mainly provides private healthcare where public funding programmes are 
available to senior citizens in the form of Medicare or Medicaid, but in 2010 Obamacare or the 
Affordable Care Act came into effect, making it compulsory for citizens to have medical insurance 
since 2014.  George et al., (2015) provide a different perspective on healthcare when referring to 
the situation in India with universal healthcare where the government mainly provides healthcare 
services, but the private sector has been emerging in the 2000s, but the majority of citizens do not 
have access to good quality healthcare facilities due to challenges with regards to affordability, 
infrastructure and resources.  The main differences between the mentioned countries are 
tabulated in Table 2.5. 

Table 2.5: Country Comparison (Bosma et al., 2020; World Population Review, 2020a, 2020b) 

Country Germany India South 
Africa Sweden United 

Kingdom USA 

Classification First World 
Third 
World 

Third 
World 

First World First World First World 

Income Level High Low Middle High High High 

Population 83 Million 
1380 

Million 
59 

Million 
10 Million 67 Million 331 Million 

Table 2.5 makes it evident that each country is different, with Germany, Sweden, the United 
Kingdom and the USA being first world countries with high income levels while India and South 
Africa are third world countries, but India has low-income levels while South Africa has middle 
income levels (Bosma et al., 2020; World Population Review, 2020a, 2020b).  India and South 
Africa have similar challenges in healthcare with regards to affordability, infrastructure and 
resource challenges where the majority of the population do not have access to good quality 
healthcare services (George et al., 2015; Motsoaledi, 2018), but from Table 2.5 it is evident that 
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there is a vast difference between the countries where India has a massive population with low 
income levels while South Africa has a smaller population with middle income levels (Bosma et 

al., 2020; World Population Review, 2020a, 2020b).  Each country has a unique healthcare system 
according to Laurell (2018) and therefore the South African healthcare context has to be 
considered in this study to create an entrepreneurship framework specific to the South African 
Healthcare Industry.   

The South African Healthcare Industry, as mentioned in chapter one, consists of the public 
healthcare system offering healthcare to the large majority of the population, the private healthcare 
system offering healthcare to the minority that can afford private medical care, mainly through 
medical aids, the NGO healthcare system focusing mainly on HIV/AIDS and TB treatment and the 
informal healthcare system offering unregulated healthcare services to the patients that are able 
to pay for the services (Jobson, 2015; Sudhinaraset et al., 2013; Young, 2016) with the intention 
of the South African Government to implement NHI in the near future (DoH, 2018a, 2018b, 2018c; 
Jobson, 2015; Young, 2016).  Dhai and Mahomed (2018) are of the opinion that the South African 
Healthcare Industry is in a predicament because there is a lack of human resources, however, the 
DoH in Gauteng are not filling vacant posts, resulting in the general public being negatively 
affected with longer waiting periods and inaccessibility to healthcare services.  Essack (2012) as 
supported by Gray et al. (2016) confirm the lack of healthcare professionals in the South African 
Healthcare Industry negatively impacting the general public. 

Gray et al. (2016) believe there is an incorrect distribution of healthcare professionals between 
the private and public healthcare systems in South Africa and Majola (2015) rightly declare the 
urgency of finding inclusive solutions to the healthcare challenges in the public healthcare system.  
In the midst of the challenges experienced in the public healthcare system (Dhai & Mahomed, 
2018; Essack, 2012; Gray et al., 2016; Majola, 2015; Motsoaledi, 2018), the Complementary 
Healthcare Professionals regulated by the AHPCSA are excluded from the public healthcare 
system (AHPCSA, 2014b; TSARS, 2014).  It is not surprising when considering that in 2013 a total 
number of almost 40 000 medical doctors and just over 14 000 medical specialists practiced in 
South Africa (Gray et al., 2016) compared to only 2565 Complementary Healthcare Professionals 
in 2018 (Mullinder, 2018b), which is inadequate to service the same number of healthcare facilities 
as serviced by conventional healthcare professionals.  The number of Complementary Healthcare 
Professionals in South Africa is extremely low when considering that in 2015 there were 4998 
chiropractors and 2000 osteopaths in Australia (Currie, 2017), which are only two healthcare 
professions, but one of those professions are basically exceeding the total number of 
Complementary Healthcare Professionals in South Africa by almost double. 

The situation with regards to complementary healthcare in other countries are similar to South 
Africa where graduates usually enter private practices (AHPCSA, 2014b; Peachey, 2011) while 
feeling disheartened at first due to their expectations being different than the reality of private 
practice (Davidson, 2011) as the primary data in this study supports, which may be totally different 
if the public healthcare system offered opportunities where Complementary Healthcare 
Professionals could practice (AHPCSA, 2014b).  The researcher is of the opinion that the need 
exists to use the available resources, namely the Complementary Healthcare Professionals, in the 
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public healthcare system instead of allowing the general public to continue being disadvantaged 
with a lack of human resources. 

Jackson (2004) considers the healthcare landscape to be changing and even though there may 
be resistance from conventional healthcare professionals, the demands from patients are 
stimulating the need to include Complementary Healthcare Professionals into treatment regimens 
as supported by Peachey (2011).  Masie (2018) confirms that the healthcare landscape is 
changing from a reactive to a proactive approach while endorsing the idea of incorporating the 
demands of society, which appears to be the inclusion of complementary healthcare (Jackson, 
2004; Peachey, 2011).  Pretorius (2018) declare that leaders do not scramble away from change, 
but instead initiate it, which is a supported theory by Brown (2011) and therefore it is suggested 
that South Africa should instigate the necessary changes in the South African Healthcare Industry 
to empower Complementary Healthcare Professionals while addressing the healthcare needs in 
the public healthcare system.  Chan, Hu, Razmovski-Naumovski and Robinson (2015) are of the 
opinion that the biggest challenge of contemporary healthcare is for conventional healthcare to be 
sustainable by developing new, cost effective medication that can effectively deal with chronic 
illness conditions.  The researcher is of the opinion that complementary healthcare may assist in 
addressing these needs in the healthcare system by offering complementary alternatives and 
solutions (Barnes et al., 2008; Du Plessis, 2012; Sharma, 2002; Samuel, 2011; Samuel & Faithfull, 
2014; Templeman, Robinson & McKenna, 2015).   

The healthcare needs are considered in the following section. 

 

2.5.1 Healthcare needs 

The South African Healthcare Industry has considerable needs relating to cost, equality, 
infrastructure and resources (Dhai & Mahomed, 2018; Essack, 2012; Gray et al., 2016; 
Motsoaledi, 2018; Majola, 2015).  Larisch et al. (2016) are convinced that a new strategy is needed 
for the healthcare system in Stockholm, but the researcher is persuaded that it is also needed in 
South Africa, where the needs of healthcare professionals should be considered along with the 
needs of patients when considering demand and supply in the healthcare industry according to 
Larish et al. (2016) and confirmed by Eriksson and Ujvari (2015).  Dizon et al. (2017) confirm the 
view of Chan et al. (2015) that there is a need to effectively deal with the increase in chronic 
disease in the healthcare system and Dizon et al. (2017) offer the solution that there should be an 
increase in allied healthcare professionals into the healthcare system; the researcher is of the 
opinion that it should include complementary healthcare professionals (AHPCSA, 2014b).  Essack 
(2012) is in support of an integrative approach to healthcare that offers multidisciplinary options 
to address the need in the healthcare system.  Understanding needs is imperative in an attempt 
to provide solutions in the form of the proposed entrepreneurship framework, especially when 
taking into consideration that Eriksson and Ujvari (2015) specify that the healthcare industry is 
constantly changing which results in a need for innovative approaches to organisational structures 
according to Brown (2011). 
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One of the founders of entrepreneurship, David McClelland, identify needs of individuals as needs 
of achievement, affiliation, and power (Venter et al., 2011) while Urban (2007a) classify the needs 
for consistency, efficacy, and enhancement.  Fromm (1956) as cited by Viljoen (2015d) lists five 
needs as the need of a frame of reference, personal identify, relatedness, rootedness, and 
transcendence.  Abraham Maslow’s hierarchy of needs consists of five needs as physiological, 
safety, belonging, esteem and self-actualisation (Jonas, 2016; Moore, 2015b).  Kerr et al. (2017) 
add the need for achievement to the list while Grieves (2000) provides a list of needs relating to 
organisational development that includes a need for adaptation, better communication, better 
planning, change, consistency, improvement and motivation.  All the presented needs are 
amalgamated into a list of needs depicted in Figure 2.4. 

 
Figure 2.4: Multidirectional Need Structure of Healthcare Professionals (Jonas, 2016; Kerr 
et al., 2017; Moore, 2015b; Urban, 2007a; Venter et al., 2011; Viljoen, 2015d) 

Figure 2.4 demonstrates the five needs that healthcare professionals in the South African 
Healthcare Industry have.  The essentials are the foundation of the figure and once the 
fundamental physiological, safety and income needs are satisfied (Jonas, 2016; Moore, 2015b), 
then the need for association or belonging (Venter et al., 2011; Viljoen, 2015d), the need for 
competence in their professions (Jonas, 2016; Kerr et al., 2017; Moore, 2015b; Viljoen, 2015d), 
the need for efficiency by adding value to the lives of other people (Urban, 2007a; Viljoen, 2015d), 
and the need for originality arise that refers to the longing for being unique (Ducker, 2018), creative 
and innovative while constantly enhancing, improving or developing (Grieves, 2000; Urban, 
2007a; Venter et al., 2011; Viljoen, 2015d).  The needs of healthcare professionals as presented 
in Figure 2.3 is a multidirectional structure and not a one directional hierarchy as Maslow suggests 
(Jonas, 2016; Moore, 2015b), with an interplay between the different needs where the satisfaction 
of essential needs may directly lead to any of the other four needs, but there may also be a 
bidirectional flow between the four needs of association, competence, efficiency and originality 
along with a bidirectional flow from any of these four needs back to essential needs. 

Complementary Healthcare Professionals belonging to the Allied Healthcare Sector in many 
instances lack the essential needs that form the basis of all the other needs due to their inability 
to find work opportunities within the public healthcare system that often leads to difficulty to earn 
enough income to take care of their basic personal and family needs (AHPCSA, 2014b; TSARS, 
2014).  Unemployment is a contemporary problem in South Africa (Mohr, 2020; Mohr & Fourie, 
2011) and when Complementary Healthcare Professionals are unable to take care of their basic 
needs in private practices due to a lack of income, a business decision may lead to considering 
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exiting their professions to prevent unemployment as they search for opportunities outside the 
South African Healthcare Industry (Bosma et al., 2020).  It is not only Complementary Healthcare 
Professionals that leave healthcare professions, but also conventional healthcare professionals 
(Kleinbaum, 2009; Phalime, 2014), further increasing the global demand for healthcare 
professionals (Kleinbaum, 2009). 

Complementary Healthcare Professionals have a need of association and belonging in the public 
healthcare system (AHPCSA, 2014b; TSARS, 2014).  Embong, Soh, Ming and Wong (2017) are 
of the opinion that the empowering of Complementary Healthcare Professionals will increase the 
trust of the public in the complementary professions, which is needed when considering that there 
is a need amongst the general public to have access to complementary healthcare services in 
addition to conventional healthcare services (Peachey, 2011; Samuel, 2011; WHO, 2013).  It is 
believed that once Complementary Healthcare Professionals become part of the public healthcare 
system in South Africa, it may drastically increase their competence, confidence, efficiency, and 
originality while in turn ensuring a supply of their essential needs.  As depicted in Figure 2.3, a 
lack of essential needs may lead to a lack of originality while in turn a lack in innovation and 
creativity may lead back to a lack of essential needs (Jonas, 2016; Kerr et al., 2017; Moore, 2015b; 
Urban, 2007a; Venter et al., 2011; Viljoen, 2015d).  In the following chapters it becomes clear that 
Complementary Healthcare Professionals lack innovation, which becomes understandable when 
considering the needs of healthcare professionals in Figure 2.4. 

The next section considers specialisation as a necessity in the South African Healthcare Industry. 

 

2.5.2 Specialisation 

Masoetsa (2005) reveals that the South African Healthcare Industry is focused on a primary 
healthcare approach as supported by Motsoaledi (2018).  Klingemann, Welbel, Priebe, Giacco, 
Matanov, Lorant, Bourmorck, Soltmann, Pfeiffer, Miglietta, Ruggeri and Moskalewicz (2020) raise 
the arguments within a mental healthcare setting between primary healthcare where one 
healthcare professional takes the responsibility for a patient’s continued care as opposed to a 
specialised approach where a patient’s care is disconnected between healthcare professionals 
and healthcare teams.  Klingemann et al. (2020) conclude without favouring any approach, but 
instead provide advantages and disadvantages of both approaches.  Pursuant to the raised 
arguments, Jackson (2004) views general practitioners as the initial healthcare professionals with 
which patients make contact, as supported by Van den Heever (2012).  Bhikha and Glynn (2017) 
confirm the role of the GP by declaring that in an integrative healthcare approach the specialist is 
usually not used.  Masoetsa (2005) mentions that the DoH is apprehensive about an increase of 
specialisations that goes against training in preventative healthcare and therefore cannot 
effectively service patients within a primary healthcare focus which is a concern for podiatrists 
according to Masoetsa (2005) as podiatrists are allied healthcare professionals offering a 
specialised service, similar to Complementary Healthcare Professionals.  Britness (2011) 
disagrees when stating that specialists offer a valuable service within the healthcare domain and 
that specialisation is an increasing trend in in the healthcare system.   
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When looking at the history of healthcare specialisation, it is evident that the norm used to be 
general practice, but medical specialisation gained momentum from the early 1900s as it became 
more popular according to Ellis (1921) and in a few years, medical specialists became the 
preferred healthcare professional according to Fishmer (1928).  A demand for general practice 
was established through South African legislation in the 1930s, giving a clear demand for both 
general practice and specialisation according to Van Zijl (1940).  What is prominent from the 
history of specialisation, is the fact that the status quo used to be general practice, but in 1921 
specialisation gained popularity and in only seven years, specialists were the preferred healthcare 
professionals in 1928 (Ellis, 1921; Fishmer, 1928).  The present situation in South Africa, is that 
the status quo excludes complementary healthcare as regulated by the AHPCSA from the public 
healthcare system (AHPCSA, 2014b).  From the mentioned history, the possibility of changing the 
status quo in the South African Healthcare Industry is possible (Ellis, 1921; Fishmer, 1928; Van 
Zijl, 1940), however, since the AHPCSA has been regulating complementary healthcare 
professions for decades (South Africa, 2000) and still the complementary healthcare professions 
are not incorporated into the public healthcare system (AHPCSA, 2014b).  As past attempts over 
decades have not been successful in adding complementary healthcare professions to the public 
healthcare system while many Complementary Healthcare Professionals are unable to earn a 
living from their healthcare professions (AHPCSA, 2014b; TSARS, 2014), it is suggested that 
different approaches should be considered that may seem drastic (Brown, 2011; Mirza, 2017), but 
may be needed to create the same demand for complementary healthcare services as was 
created in the past for specialisation in the South African healthcare system (Ellis, 1921; Fishmer, 
1928; Van Zijl, 1940). 

The present situation in South Africa implies that there are two totally different approaches being 
used (Johns, Debas & Miller, 2012; Klingemann et al., 2020).  Conventional healthcare 
professionals are trained as medical doctors through a generalist approach as Ellis (1921) 
suggested years ago, followed by practical experience and the possibility to practice as a GP or if 
interested, further training in specialisation (Britnell, 2011; Ellis, 1921; Fishmer, 1928; Johns et al., 
2012; Klingemann et al., 2020).  Contrary to the conventional healthcare approach, 
Complementary Healthcare Professionals specialise from the beginning when looking at non-
diagnostic therapists like therapeutic aromatherapists, therapeutic massage therapists and 
therapeutic reflexologists (IARAMT, 2018; Potchefstroom Academy, 2018), and diagnostic 
practitioners like chiropractors and homeopaths (DUT, 2020a, 2020b; UJ, 2020a, 2020b, 2020c).  
The situation at the UWC is not different even though diagnostic practitioners like Chinese 
medicine practitioners and acupuncturists, naturopaths, Phytotherapists and Unani-Tibb 
practitioners first complete a general BSc (CHS) degree followed by a BCM degree in a specific 
profession (UWC, 2018).  The BCM is seen as a specialisation degree (AHPCSA, 2020b), but it 
is not in the true sense of the word as the initial BSc (CHS) degree does not offer any employment 
opportunities or the ability to practice in a general practice as the qualification is basically a 
theoretical degree (UWC, 2018).  

The situation is worsened when the Institute of Medicine of the National Academies (2005), as 
confirmed by Steenkamp (2009), identify CAM modalities in excess of 100.  It is impossible to 
regulate so many modalities as specialist professions if the AHPCSA is presently not able to 
regulate 11 professions effectively due to not having the resources to prosecute illegal practicing 
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of the professions (Mullinder, 2018i, 2019a).  Complementary healthcare professions are 
supposed to be holistic in nature (Alma Ata, 1978; Barrett et al., 2004; Jakarta, 1997; Nel et al., 
2010; Scheepers, 2007a; WHO, 2006), but the present training of Complementary Healthcare 
Professionals is specialised instead of offering holistic approaches as Ellis (1921) suggested that 
specialisation should follow general healthcare training.  It is observed when the scope of practices 
for complementary healthcare professions are scrutinised (Terry, 2018) that the limitations 
imposed on Complementary Healthcare Professionals, prevent them from following a holistic 
approach even though there are in excess of 100 CAM modalities available (Institute of Medicine 
of the National Academies, 2005), however, practicing unregulated CAM modalities leads to 
professional and ethical conduct challenges (AHPCSA, 2001; Mullinder, 2019b, 2019c, 2019d; 
South Africa, 2000).  The limitations on a truly holistic practice are further evident when the UJ 
offers a postgraduate diploma course in acupuncture that offers AHPCSA registration, for which 
physiotherapists may enrol, but the very therapists regulated by the AHPCSA, namely therapeutic 
aromatherapists, therapeutic massage therapists and therapeutic reflexologists are not allowed to 
enrol for the training course (UJ, 2020b). 

Bhikha and Glynn (2017) declare that in an integrative healthcare approach the specialist is 
usually not used, but instead a general practitioner is used, however, Britnell (2011) disagrees 
and sees a place for both the generalist and the specialist within integrative healthcare.  For 
Complementary Healthcare Professionals to be used within the South African public healthcare 
system on primary healthcare level (Masoetsa, 2005), will require a generalist approach that is 
holistic in the true sense of the word (Marieb, 2012; Moore, 2015b; Scheepers, 2003) to make 
integration possible.  Integrative healthcare is contemplated in the following section. 

 

2.5.3 Integration  

Integrative healthcare (Coulter, Khorsan, Crawford & Hsiao, 2013) refers to an emerging holistic 
and integrative approach to healthcare by combining different forms of healthcare like 
conventional and complementary healthcare practices to provide the patient with the most 
appropriate treatment (Coulter et al., 2013; South African Society of Integrative Medicine [SASIM], 
2020).  Kania-Richmond and Metcalfe (2017) state that integrative healthcare developed as a 
result of patient demand for simultaneously making use of a combination of conventional and 
complementary healthcare.   

The contemporary argument in the field of integrative healthcare according to Batisai (2016), is 
how integration of different healthcare systems takes place; whether complementary healthcare 
is added to conventional healthcare or whether conventional healthcare is added to 
complementary healthcare.  Brom (2008) is of the opinion that integration takes place within the 
boundaries of conventional healthcare by adding complementary practices, as supported by 
Kania-Richmond and Metcalfe (2017) when stating that in a study conducted in Canada, the 
holistic aspect that is supposed to be the central part of integrative medicine, is identified as 
irrelevant by one of the participating clinics in their study.  Coulter et al. (2003) confirm the addition 
of complementary healthcare within the boundaries of conventional healthcare.  Boon, Verhoef, 
O’Hare and Findlay (2004) provide a possible solution to the argument of how integration should 
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occur when mentioning that healthcare systems should considered multiple models, depending 
on the specific situation, instead of being focused on one model that fits all scenarios.  Brom 
(2008) place integrative healthcare within the boundaries of family practice, supported by Bhikha 
and Glynn (2017) when mentioning that integrative medicine is a generalist approach to 
healthcare.   

Ross (2009) suggests that integration is difficult due to different models being used; it is 
challenging to integrate a biomedical and holistic perspective as confirmed by Astin (1998), Currie 
(2017) and Jackson (2004) as supported by Gannotta, Malik, Chan, Urgun, Hsu and Vadera 
(2018).  Kania-Richmond and Metcalfe (2017) mention that integration may occur on the level of 
the healthcare professionals.  Ross (2009) recommends that integration occurs through a 
multidisciplinary approach where conventional healthcare professionals and Complementary 
Healthcare Professionals may work together as confirmed by Coulter et al. (2013).  Britnell (2011) 
supports the idea of multidisciplinary interaction when suggesting that healthcare practices should 
be owned by a combination of general practitioners, specialists, and other staff.  Gannotta et al. 
(2018) believe integrative healthcare should not merely combine different healthcare approaches 
within a specific domain, but integrative healthcare should be patient centred and offer customised 
healthcare for each individual from a holistic perspective.  Gannotta et al. (2018) state that there 
is an increasing need for integrative healthcare in the USA, which is not surprising as Ryle (1948) 
allude to integrative healthcare in the mid-1900s when referring to social healthcare where a 
patient is part of a social community and not isolated from outside influence while considering that 
integration is a global trend that is not only limited to healthcare as Brown (2011) identifies it in the 
discipline of organisational development and Croci (2016) refers to the integrative or 
interdisciplinary nature of entrepreneurship.  Integration between disciplines is illuminated by 
Pounder (2009) when referring to entrepreneurship and innovation while interconnecting it to the 
sporting sector.   

Integrating complementary healthcare with conventional healthcare may pose challenges of cost, 
opposing ideologies and resistance to change (Gannotta et al., 2018; Lo, 2012), but the 
implementation is recommended by Gannotta et al. (2018:4) based on patient demand for an 
integrative approach to healthcare in the 21st century, as supported by the WHO (2013).  Tillmar 
(2009) believes that integrative healthcare is pioneering, making it possible to work simultaneously 
within different healthcare systems.  Van Niekerk (2007) is of the opinion that the field of 
healthcare has extensive history with integration as valuable practices and medicines have been 
embraced while unhelpful practices and medicines have been rejected.  Van Niekerk (2007) 
summarises the complex health situation in South Africa by referring to different belief systems, 
different healthcare systems, different medications, different statutory councils and concludes that 
healthcare has evolved over the ages while modern medicine absorbed helpful aspects and 
rejected unhelpful aspects.  Value is added for the creation of an integrative entrepreneurship 
framework when mentioning the problems modern medicine has with certain complementary 
healthcare principles, highlighting the fact that conventional medicine has to understand 
complementary medicine from a biomedical perspective.  Astin (1998), Currie (2017), Gannotta et 

al. (2018) and Jackson (2004) support the understanding of complementary healthcare from a 
biomedical perspective which is a familiar point of reference for conventional healthcare 
professionals to make integration possible, especially when Bhikha and Glynn (2017) mention that 
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complementary healthcare practices like homeopathy and naturopathy have developed outside 
the understandable boundaries of conventional healthcare. 

Steinberg, Luyt, Pieterse, Van den Heever and Van Staden (2008) declare that the majority of 
homeopaths in their study are in favour of cooperative relationships with conventional healthcare 
as they understand where complementary healthcare may add value and where the limitations of 
complementary healthcare is, but Van Niekerk (2007) indicates the opposite from a conventional 
healthcare perspective because complementary healthcare like homeopathy, is not understood 
within scientific principles.  Currie (2017) supports the latter notion when stating that conventional 
healthcare professionals are often unaware and uninterested in the benefits of complementary 
healthcare professions while Currie (2017) offers the solution resting within complementary 
healthcare offering transparent treatment protocols that are understandable from a biomedical 
perspective.  Baer (2009) as cited by Davidson (2011) mention that osteopathy in the USA are 
making use of a biomedical model and osteopathy in other countries, including New Zealand, has 
evolved towards a biomedical model, which may be the reason why Currie (2017) mentions that 
in New Zeeland the same Act that regulates GPs, also regulates osteopaths; such interaction is 
lacking in South Africa where a separation exists between the Health Professions Act regulating 
conventional healthcare professionals (HPCSA, 2020a; South Africa, 2008a) and the Allied Health 
Professions Act regulating Complementary Healthcare Professionals (AHPCSA, 2020a; South 
Africa, 2000, 2002, 2007a, 2007b).   

It appears that integration of complementary healthcare professions into the public healthcare 
system in South Africa, may have to commence with transparent treatment protocols 
understandable from a biomedical perspective (Currie, 2017) and explanation of the healthcare 
practices to be understandable from a biomedical perspective (Jackson, 2004; Van Niekerk, 
2007), supported by Villanueva-Russell (2005) when mentioning the important aspect of science 
within contemporary healthcare, by making use of terminology that is not ambiguous (Templeman 
et al., 2015).  Currie (2017) supports the cooperative relationship between complementary and 
conventional healthcare professionals and is of the opinion that growing complementary 
healthcare professions like osteopathy, is dependent on a good relationship with conventional 
healthcare professionals like GPs, which will necessitate making complementary healthcare 
understandable within a biomedical perspective (Currie, 2017; Gannotta et al., 2018; Van Niekerk, 
2007).  Jackson (2004) alludes to the fact that GPs refer more to physiotherapists than to 
osteopaths in New Zealand for manual therapy, but the reason may be due to physiotherapists 
being more readily available, which is applicable in the South African context where there are not 
enough Complementary Healthcare Professionals available (Mullinder, 2018b) to make referrals 
viable.  Lo (2012) mention that healthcare professionals are unsure of the efficacy and safety of 
CAM and as a result are hesitant to discuss such practices with patients (Lo, 2012), as supported 
by Samuel and Faithfull (2014). 

The integration of complementary healthcare into the mainstream healthcare system is possible 
as it has been successfully accomplished in Austria, France, Germany, and Switzerland as per Lo 
(2012).  The WHO (2013) suggests that certain types of complementary healthcare have been 
integrated with the mainstream healthcare systems as in China where traditional Chinese 
medicine is practiced together with conventional medicine.  Chan, Hu, Razmovski-Naumovski and 
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Robinson (2015) declare that the practice of traditional Chinese medicine spans many years, but 
that integrating it into conventional healthcare is problematic due to a scientific principle within a 
biomedical perspective; as it was done in China (WHO, 2013), it is possible to do it in South Africa, 
irrespective of the challenges involved (Chan et al., 2015). 

Majola (2015) refers to the benefits of integrative healthcare in the South African context as it may 
provide human resources that may assist with the large patient numbers in the public healthcare 
system.  Majola (2015) mentions that clinical associates have been introduced into the public 
healthcare system to alleviate pressure on the human resource challenge and asks why 
Complementary Healthcare Professionals registered with the AHPCSA, especially homeopaths, 
have not been used for this purpose, but does not take into account the fact that homeopaths work 
from a holistic model while clinical associates work within a biomedical model that is 
understandable to conventional healthcare.  The WHO (2013) provides clarity when mentioning 
that it is a continuous challenge to integrate complementary healthcare into primary healthcare 
systems.  The primary data indicating that culture plays a role in acceptability of complementary 
healthcare for integration into the public healthcare system, is supported by the WHO (2013). 

The effective integration of complementary healthcare into a conventional public healthcare 
system, requires clarification of terminology.  The terms diagnosis and treatment are theoretically 
laden as it originated from the allopathic (conventional) medical profession and have to be 
considered contextually to fully understand the functions of AHPCSA practitioners and therapists.  
The allopathic medical profession (conventional medicine, mainstream medicine, orthodox 
medicine or Western medicine) regulated by the HPCSA operates within a biomedical model that 
sees diagnosis as the classification of sickness into categories based on pathological signs and 
symptoms while treatment is seen as an intervention aimed at managing or removing symptoms 
of a specific illness condition, often accompanied by various side effects (Croft, Altman, Deeks, 
Dunn, Hay, Hemingway, LeResche, Peat, Perel, Petersen, Riley, Roberts, Sharpe, Stevens, Van 
der Windt, Von Korff & Timmis, 2015; Rosenberg, 1992; Yuan, 2017).   

CAM (holistic medicine, unconventional medicine or unorthodox medicine) operates within a 
holistic model where the emphasis is on wellness enhancement and a complete state of wellbeing 
in all human dimensions rather than on the mere absence of illness conditions; the holistic model 
gives responsibility for health back to patients by empowering them with the necessary knowledge 
(Alma Ata, 1978; Barrett, Marchand, Scheder, Appelbaum, Plane, Blustein, Maberry & Capperino, 
2004; Jakarta, 1997; Scheepers, 2003, 2007a; WHO, 2006).  Within the holistic model, diagnosis 
is not based on pathology, but on compiling a health profile with the purpose of identifying 
imbalances and the root cause of the problem since in CAM the cause is dealt with and not only 
the symptoms; the term screening may be more appropriate within the holistic model instead of 
the term diagnosis (Alma Ata, 1978; Barrett et al., 2004; Jakarta, 1997; Paterson & Britten, 2004; 
Yuan, 2017).  The need for screening to compile a health profile of each patient is valuable to 
meet the needs of the public since health in the holistic model is seen as more than the absence 
of symptoms and disease and refer to overall wellbeing in all human dimensions (Els & De La 
Rey, 2006; Scheepers, 2003, 2007a).  The researcher is of the opinion that by compiling health 
profiles for the general public, individuals may be encouraged to take responsibility for their own 
health that may in actual fact assist the South African Healthcare Industry in reducing healthcare 
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expenditure by inspiring optimal health, lifestyles and living resulting in reduced costs for treatment 
of illness (Els & De La Rey, 2006; Watson, 2007).  Treatment in the holistic model is not merely 
intervention to eliminate symptoms, but it is a form of intervention to address the underlying cause 
and imbalance in order to enhance overall health and wellbeing; treatment is therefore seen as 
health enhancement (Alma Ata, 1978; Barrett et al., 2004; Jakarta, 1997; Paterson & Britten, 2004; 
Yuan, 2017).  Understanding how the terms diagnosis as screening and treatment as health 

enhancement as understood within the holistic model provides a better understanding of the Allied 
Healthcare Sector. 

The holistic model has been mentioned and understanding the value it may add to the South 
African Healthcare Industry is crucial in fully comprehending the Allied Healthcare Sector, as it 
relates to a systems approach with roots in client-centred counselling and positive psychology 
(Atkinson & Tomley, 2012).  Watson (2007) mentions the integral value of a holistic model as 
addressing various dimensions of an individual’s life and not only the physical body.  A holistic 
model addresses wellbeing on different levels (Watson, 2007; Scheepers, 2003, 2007a).  The 
professions that are part of the Allied Healthcare Sector similarly deals with multiple dimensions 
of human beings and not only to the physical body.  By implication it may be said that by keeping 
the mind and emotions healthy, may lead to a healthy body and reduced management of illness.  
Els and De La Ray (2006) agree when indicating that the holistic model is an approach dealing 
with the total person when mentioning the value such a model may add in the workplace by 
assisting individuals in obtaining optimal health even within a work-related dimension.  This belief 
is in line with the notion that health is more than the absence of disease, but in actual fact wellness 
or wellbeing within all dimensions of a person (Scheepers, 2003, 2007a; WHO, 2019).  Fiandaca, 
Mapstone, Connors, Jacobson, Monuki, Malik, Macciardi and Federoff (2017) support the 
integration of the holistic model within clinical practice to treat patients in all dimensions and not 
limiting treatment to the physical dimension. 

Herholdt (2004) alleges a further value that the holistic model adds to healthcare, namely that 
treatment is also biomedically based, but the fact that within the holistic model, it is not the disease 
that is treated, but the whole person is supported.  This very fact is evident within the Allied 
Healthcare Sector where people are treated regardless of any disease they are dealing with, thus 
inclining a more personal approach.  The researcher uses a similar personal approach in his 
private therapeutic reflexology practice making patients feel valuable and not merely as a number 
while the holistic approach also provides access to be part of a multi-disciplinary healthcare team 
as supported by Fiandaca et al. (2017).  Kirsten, Van der Walt and Viljoen (2009) conclude the 
value the holistic model may add to healthcare by declaring that there are numerous healthcare 
challenges in the 21st century that requires a model with the ability to deal with integrated related 
dimensions, not limited to the physical dimension only.  The holistic model adds value to the Allied 
Healthcare Sector and provides an improved comprehension of what is meant with the AHPCSA 
registered diagnostic practitioners and AHPCSA registered therapists that mainly function within 
the holistic model. 

The integration of complementary healthcare into conventional and the public healthcare system, 
is unique in each country as stated by the WHO (2013) while Bhikha and Glynn (2017) are of the 
opinion that it has to begin with highlighting the value of complementary healthcare.  Samuel 
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(2011) emphasises the need for Complementary Healthcare Professionals to form part of the 
mainstream healthcare system while Essack (2012) underlines the need for the public healthcare 
system to effectively integrate healthcare disciplines into a multidisciplinary public-private 
partnership, and Tillmar (2009) provides clear examples of how it has been done successfully. 

Brown (2011) refers to the differentiation-and-integration model within the confines of 
organisational development that offers great value for consideration within an integrative approach 
to healthcare as it was originally development for use within interdepartmental confines by 
differentiating departmental functions while integrating the departments.  The researcher believes 
that what the Allied Healthcare Sector needs, is an entrepreneurship framework of integration 
within the public healthcare system by effectively differentiating complementary healthcare while 
integrating it into a biomedical model, but still maintaining its holistic approach. 

Venter et al. (2011) identifies the value of frameworks as providing structure amidst constant 
change while instigating change for sustainability according to Alkire, Mooney, Gur, Kabadayi, 
Renko and Vink (2020).  Entrepreneurship is an integrative framework of multiple components as 
per Venter et al. (2011) as the framework of Urban (2007a) (Annexure K) confirm in incorporating 
cultural belief as a component or through offering coaching and mentoring (Kenny & Rossiter, 
2017).  The proposed entrepreneurship framework has to address multiple components while 
offering the ability for integrative healthcare within a constantly changing healthcare environment. 

It appears that entrepreneurship in the healthcare context is possible.  The next section concludes 
the secondary data of this study. 

 

2.6 CONCLUSION 

Secondary data obtained through a continuous literature review process is presented in this 
chapter to support the primary data findings in later chapters.  The chapter commenced with the 
presentation and discussion of a metatheoretical framework of wellbeing that provides structure 
for the research problem of this study before an overview of relevant literature relating to the 
constructs of entrepreneurship and employment creation within healthcare contexts are discussed 
in relation to the Allied Healthcare Sector of the South African Healthcare Industry. 

Consideration of an entrepreneurial mindset with the relating concepts of competitive advantage, 
empowerment and innovation are discussed before the practicality of entrepreneurship in the 
South African Healthcare Industry is considered in the form of healthcare needs, specialisation 
and integration, concluding that it is possible to integrate entrepreneurship within the healthcare 
industry by considering the integration of complementary healthcare into the public healthcare 
system. The next chapter reviews the research design, methodology and methods. 
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CHAPTER 3 

RESEARCH DESIGN, METHODOLOGY AND METHODS 

 

3.1 INTRODUCTION 

Research is a process of acquiring and producing scientific knowledge by systematically collecting 
and interpreting data with a transparent purpose of understanding the unknown and expanding 
the boundaries of ignorance (Goddard & Melville, 2001; Kothari, 2011; Thorén & Breian, 2015; 
Saunders et al., 2016; Welman, Kruger & Mitchell, 2011). 

Research is important for the expansion of knowledge in a complicated environment with even 
higher demands on the excellence of the knowledge, especially since evolving into the Knowledge 
Age, from the Information Age (Ivankova, Creswell & Clark, 2017).  Research is conducted in 
order to observe and understand phenomena before expanding on existing knowledge by adding 
new understanding to prevailing perspectives (Ivankova et al., 2017; Saunders et al., 2016; 
Welman et al., 2011).  This study intended to conduct research in order to understand the 
entrepreneurial mindset of Complementary Healthcare Professionals before expanding the 
existing knowledge in the form of an entrepreneurial framework.  

Mouton (2002) equates research with a journey consisting of four distinct parts where the traveller 
refers to the researcher, the destination refers to the research purpose and objectives, the route 
to travel refers to the social phenomenon to be investigated and the means of transportation refers 
to the methodology used.  Research as a journey is a good analogy in understanding the nature 
of research (Mouton, 2002), but Saunders et al. (2016) provide a more comprehensive 
representation of research in the form of a research onion framework consisting of various layers 
that can be unpeeled.  The research onion of Saunders et al. (2016) has evolved from earlier work 
of the same authors (Saunders, Lewis & Thornhill, 2009) presenting more options within the 
different layers of the research onion that is deemed necessary to understand research fully in 
contemporary spheres of research.  Examples are that critical realism as philosophy, abduction 
as approach to theory development and narrative inquiry as strategy has been added along with 
more methodological choices in the later version of the research onion that were not present in 
the former version of the research onion (Saunders et al. 2009, 2016).   

The research onion framework of Saunders et al. (2016) is used in this chapter to unpack the 
different choices made by the researcher in this study to provide clarity and motivation for the 
specific research design, methodology and methods that were used.  For simplification purposes, 
the research onion framework is separated in this chapter into three different onion frameworks, 
namely the methodological onion, the philosophical onion and the research methods onion. 

The researcher’s methodological onion framework is exhibited in Figure 3.1 and discussed in the 
sections to follow. 

 



 

72 

 
Figure 3.1: The Researcher’s Methodological Onion 

Figure 3.1 summarises this study as a predominantly qualitative exploratory sequential mixed-
method study within a pragmatic philosophy using a grounded theory methodology, that included 
a supportive quantitative aspect that emerged from the qualitative data.  The research 
methodology with the different layers in the researcher’s methodological onion are discussed and 
motivated in the sections to follow in this chapter, before discoursing the research methods of the 
study. 
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3.2 RESEARCH TYPE 

Research is about acquiring and producing knowledge (Thorén & Breian, 2015); these are aspects 
to be considered when determining the research type of the study.  The research type of this study 
is Applied Mode Three (3) research.  

Knowledge acquisition can be divided into two categories based on the contextual purpose of the 
research, namely basic, pure or fundamental research, and applied research (Saunders et al., 
2016; Surbhi, 2018).  Basic research is the obtaining of knowledge for the sake of increasing 
knowledge and is usually conducted at universities as it is theoretical in nature while applied 
research is the obtaining of knowledge to solve specific problems and is usually conducted in 
industry to solve practical real-life problems as it is more practical in nature (Jansen, 2017b; 
Surbhi, 2018; Welman et al., 2011).  This study made use of applied research in an attempt to 
answer the research problem that is based on a practical real-life problem in the Allied Healthcare 
Sector of the South African Healthcare Industry.  Applied research was chosen as it offers an 
interdisciplinary approach to research (Saunders et al., 2016) making it the ideal approach to 
answer the research problem, but interdisciplinarity is also a needed method within the unique 
nature of business and management research (Easterby-Smith, Thorpe & Jackson, 2008).  
Aspects of basic research need to be included in a doctoral thesis to contribute to theoretical 
knowledge as suggested by Easterby-Smith et al. (2015) but applied research does offer this 
opportunity in the process of solving a practical research problem, as the chosen knowledge 
production category indicates in the following section. 

Knowledge production is divided into five categories as listed in Table 3.1. 

Table 3.1: Knowledge Production (Carayannis, Campbell & Rehman, 2016; Easterby-Smith et 

al., 2008; Gibbons et al., 2002; Maclean, MacIntosh & Grant, 2002; Musson, 2006; Saunders et 

al., 2016; Thorén & Breian, 2015) 

Mode 0 
Influenced knowledge production by means of an authoritative versus supportive 
relationship between the researcher and the sponsor. 

Mode 1 
The traditional approach of theoretical knowledge production based on the 
Newtonian model paralleling science and knowledge within specific disciplines 
where a clear distinction is made between basic and applied research.   

Mode 1½ 
Beneficial knowledge production where certain practical aspects are added to the 
traditional approach of Mode One (1) knowledge production.   

Mode 2 
Practical knowledge production that can be applied to solve contemporary and 
global problems across disciplines by using an interdisciplinary approach.   

Mode 3 

Relevant knowledge production focused on contemporary and impending human 
situations and problems, that is both theoretical and practical in nature and thus 
integrates Mode One (1) and Mode Two (2) knowledge production, in order to 
ensure continued existence. 
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Table 3.1 summarises the different knowledge production categories that were considered for this 
study.  Mode Zero (0) was rejected since this study was self-funded by the researcher and no 
sponsorship is involved.  This study was not done within a traditional university and favours 
interdisciplinarity in order to answer the research problem and therefore Mode One (1) knowledge 
production is not ideal for this study.  Mode One and a Half (1½) was not the best approach for 
this study as it is limited within specific disciplines, although practical aspects are added; this study 
required an interdisciplinary approach to answer the research problem.   Mode Two (2) is used by 
practitioners rather than academics, making it a good method for business and management 
research (Saunders et al., 2016:7), but since the focus is on practical knowledge production, this 
was not seen as the ultimate approach to answer the research problem in this doctoral study, that 
also requires a theoretical contribution to be made (Easterby-Smith et al., 2015:38).  Mode Three 
(3) knowledge production is summarised effectively when stating that its integrative nature creates 
innovative research contexts (Carayannis et al., 2016, providing a perfect approach for doctoral 
research conducted by an academic that is also a practitioner (Carayannis et al., 2016; Easterby-
Smith et al., 2015; Musson, 2006; Saunders et al., 2016).   

The researcher is part of the adjunct faculty of a Mode Two (2) training institution and is also a 
practicing therapeutic reflexologist in private practice.  Solving the research problem for this study 
required practical knowledge production, but theoretical knowledge production was also required 
as business, management and entrepreneurial principles are not often applied on business 
ventures in the South African Healthcare Industry that are highly regulated and restricted on higher 
levels than business ventures in other industries in South Africa.   

Mode Three (3) knowledge production has been utilised in this study as the combination of Mode 
One (1) and Mode Two (2) provides a theoretical as well as practical approach, an academic as 
well as industry applicable context, knowledge expansion as well as practical problem solving and 
is conducted by a researcher that is both an academic and practitioner in the industry.   

Mode Three (3) offers such an integrative knowledge production approach that practically 
answered the research problem of this study while expanding theoretical knowledge in the field of 
entrepreneurship within a complementary healthcare setting. 

The next section considers the research philosophy of this study. 

 

3.3 RESEARCH PHILOSOPHY 

The research philosophy directs knowledge development through a structure of assumptions and 
perspectives consisting of the paradigm, ontology, epistemology and axiology (Easterby-Smith et 

al., 2015; Fouché & Schurink, 2018; Saunders et al., 2016). 

The research philosophy of this study is illustrated in a research onion framework in Figure 3.2 
and discussed in more detail within the following sections under the categories of paradigm, 
ontology, epistemology and axiology. 
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Figure 3.2: The Researcher’s Philosophical Onion 

 

3.3.1 Research paradigm 

The research paradigm is that division of research philosophy that shapes a person’s worldview; 
how the world is perceived from assumptions, interpretations and perspectives of reality, 
knowledge and values (Guba & Lincoln, 1994; Nieuwenhuis, 2017c; Saunders et al., 2016). 

The research paradigm for this study, was pragmatism.   

The pragmatist paradigm has been chosen as the most appropriate for this study as it is a more 
holistic approach that integrates well with the interdisciplinary metatheoretical framework of this 
study while being ideal for use within a grounded theory mode of enquiry (Janse Van Rensburg, 
2016).  To fully comprehend the entrepreneurial mindset of and the reasons why Complementary 
Healthcare Professionals exit healthcare professions, the researcher believed that a pragmatic 
approach was the most appropriate to gain a general overview of the phenomenon in a complex 
South African context through a practical goal-orientated approach whereby personal perceptions 



 

76 

and experiences could be understood without excluding any research methods in the process 
(Creswell, 2014; Shannon-Baker, 2016; Wium & Louw, 2018).  Pragmatism made it possible to 
incorporate both or either of subjective and/or objective perspectives in this study, but from the 
researcher’s dominant subjectivist position (Creswell, 2014; Dudovskiy, 2018; Ivankova et al., 
2017; Saunders et al., 2016; Wium & Louw, 2018). 

Before choosing pragmatism as the most appropriate paradigm for this study, the researcher 
considered the five main philosophical paradigms as presented in Table 3.2. 

Table 3.2: Philosophical Paradigms (Creswell, 2014; Guba & Lincoln, 1994; Jansen, 2017a; 
Nieuwenhuis, 2017c; Saunders et al., 2016; Sekaran & Bougie, 2013; Walliman, 2011) 

Positivism 
Positivism is a paradigm supporting objective truth that can be observed and 
scientifically justified while the supernatural (theology) and the abstract 
(metaphysics) are excluded as inferior to science.  

Critical Realism 

Critical realism is a paradigm of critical reasoning, acknowledging objective 
truth, but not as a result of observation and objective measurement alone, 
as interpretation of underlying historical insights are needed to understand 
the present situation. 

Interpretivism 

Interpretivism, also referred to as constructivism, is a paradigm supporting 
subjective truth based on the creation of meaning through personal 
experiences and perceptions within specific contexts, regardless of whether 
objective truth exists in the world. 

Postmodernism 

Postmodernism is a paradigm of multiplicity where various subjective 
opinions, perspectives, realities and viewpoints are valued instead of an 
expert’s specific view, because language is seen as insufficient to effectively 
describe reality, knowledge, truth and meaning and these concepts are 
subsequently constantly challenged. 

Pragmatism 
Pragmatism is a paradigm of action with multiple realities; integrating 
objectivism and subjectivism while seeing truth as speculative, adaptable 
over time and what seems to be applicable in a specific context. 

Table 3.2 summarises the different philosophical paradigms considered for this study, but an 
understanding of the researcher’s worldview leads to an appreciation for pragmatism as the 
selected research paradigm of this study.  A worldview is a person’s ability to make sense of the 
world, based on certain assumptions that may stem from past experiences which may determine 
the absence or presence of a spiritual world (Callebaut, 1993; Herholdt, 1998a; Murphy, 1996; 
Scheepers, 2002; Schulz, Van Wijk & Jones, 2000; Tshotsho, 1994; Washburn, 1994; Waugh, 
1999).   

The researcher’s Christian-holistic worldview is religious rather than secular; where religion 
signifies a conviction in a Supreme Being or God (Kumra & Manfredi, 2012) while secularism 
denies the existence of a Supreme Being and the spiritual realm (Blue, 1987).  From this 
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worldview, the researcher supports a holistic rather than a dualistic view as supported in Hebrew 
thinking where man is viewed as a unit and not as dualistic or trichotomy as is derived from 
Platonic philosophy (Atkinson, 2011).  Holism may conceptually amount to a form of epistemology 
or functional monism, that perceive humans to be integrated or holistic wholes as a specific truth, 
instead of ontological monism, that perceive the world as the only object in existence (Atkinson, 
2011; Cornell, 2013; König, 2011; Oakes, 1971).  As the researcher supports holism, it is evident 
why the researcher has an interest in CAM and practices within the field of therapeutic reflexology 
as it can be seen as a holistic approach to healthcare (AHPCSA, 2014b, 2018c; Dougans, 2005; 
Du Plessis, 2012; Paterson & Britten, 2004; Shealy, 1999).   

The researcher’s worldview influences this study as it is believed that healthcare systems and 
Complementary Healthcare Professionals as human beings are to be viewed holistically, meaning 
that all people are seen as unique individuals within a social context, even though they may be 
classified in different categories like temperament or personality.  The researcher's Melancholic-
Choleric temperament (Bhikha, 2006; Steiner, 2012) and Introverted-Intuitive-Thinking-Judging 
(INTJ) personality on the Myers-Briggs Type Indicator (MBTI) (Keirsey, 2019) indicates that he 
obtains information through a futuristic view and constant analysis while processing information 
by thinking about the facts within a sequential and structured manner while judging everything 
based on results and processes (Keirsey, 2019; Personality Max, 2019; Schneider & Prudhomme, 
2014).  People with an INTJ personality are naturally inclined to be pragmatic (Keirsey, 2019; 
Schneider & Prudhomme, 2014; Tilden, 2000). 

The researcher tends to be pragmatic, especially in the sense of being focused on results and 
improvement of processes and systems with a compulsion for completion and meeting deadlines 
with an outlook on futuristic consequences and effects (Keirsey, 2019; Schneider & Prudhomme, 
2014).  Being pragmatic means the researcher believes that the best approach is the approach 
that works in the specific context and will provide the best possible results at the time (Atkinson, 
2011; Schneider & Prudhomme, 2014).  It is believed that even though a person fits into a specific 
personality type category, each person is still an individual within that category and does not 
necessary comply to all aspects within the personality type (Bregman, 2015; Formica, 2009; 
Wommack, 2014) and within that context, the researcher is pragmatic but with dominant weight 
placed on subjectivism due to the researcher’s need to always fully understand different 
perspectives in order to comprehend a general overview of a situation or phenomenon. 

The implication of making use of a more subjectivist dominance in pragmatism, rests in the fact 
that the researcher is not an independent observer, but involved in the research process, making 
it necessary to understand the researcher’s ontological, epistemological and axiological 
positioning (Saunders et al., 2016).   

The next section will investigate the researcher’s ontology in order to understand his reality and 
how it may influence the results of the study, followed by his epistemology and axiology. 
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3.3.2 Ontology 

Ontology is the study or nature of reality, being or existence (Easterby-Smith et al., 2015; 
Saunders et al., 2016).  The ontological position of the researcher determines how the nature of 
reality is perceived, especially regarding social phenomena like the entrepreneurial mindset and 
insights of Complementary Healthcare Professionals about decisions for exiting complementary 
healthcare professions and the healthcare industry.   

The main ontological positions the researcher considered, are represented in Table 3.3. 

Table 3.3: Ontological Positions (Atkinson, 2011; Dieronitou, 2014; Dudovskiy, 2018; Easterby-
Smith et al., 2015; Kaushik & Walsh, 2019; Mitchell, 2017; Nieuwenhuis, 2017c; Saunders et al., 
2016; Welman et al., 2011; Wiid et al., 2014) 

Idealism 
Idealism views reality as mentally created perceptions of the human mind that 
is always optimistically aspiring to philanthropic intentions as it is believed that 
people are concerned with the overall wellbeing of others. 

Realism 
Realism is an objectivist ontological approach where reality is perceived as 
singular and independent of social phenomena. 

Relativism 

Relativism is a subjectivist ontological approach that identifies multiple 
interpretations of reality as dependent on the interaction with and interpretation 
of social phenomena, viewing reality as socially constructed by individuals with 
different experiences, perspectives and understandings that are not 
necessarily concerned about the wellbeing of all people. 

Pragmatism 
Pragmatism views reality as multiple, dynamic and constantly changing based 
on individual interpretations within specific contexts that is relevant and leading 
to practical action. 

Table 3.3 summarises the ontological positions from where it became apparent that this study is 
leaning towards a pragmatist ontology as a pragmatist paradigm suggests. 

The ontological positioning for this study, was pragmatism. 

Pragmatism was chosen as ontological position founded on the researcher’s reality being shaped 
practically based on past experiences where it became clear that all people are not necessarily 
concerned about the wellbeing of others, although, from a Christian perspective there is a co-
responsibility to take care of other people, resulting in a responsibility of stewardship.  The reality 
experienced by Complementary Healthcare Professionals in the South African Healthcare 
Industry should therefore be considered from the various experiences, opinions and perspectives 
of the individuals attempting to succeed in specific contexts, namely private practices.  The 
researcher’s reality with regards to private practices in the South African Healthcare Industry has 
been shaped by the notion that people entering a healthcare profession, are doing so based on a 
calling and not merely as a profession, that emerged in a similar way to what Sefotho (2016) 
mentions as it originated in religion, emerged to psychology and progressed to holistic healthcare, 
although the underlying passion and calling to healthcare has always been present, but developed 
over the years as the researcher matured and his personal experience increased as his studies 
progressed from theology to counselling to complementary healthcare. 
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The researcher’s view of reality is mainly based on personal experience and interpretation within 
specific contexts that are aligned with the ontological approach of pragmatism.  This study was 
approached in a similar way from a practical ontological approach of pragmatism as it was 
believed that multiple realities existed amongst Complementary Healthcare Professionals that 
required understanding from the various experiences and perspectives of the different research 
participants (Dieronitou, 2014; Easterby-Smith et al., 2015; Wiid et al., 2014).  With the view of 
reality exposed as pragmatism, it is necessary to understand the researcher’s epistemological 
approach in the next section. 

 

3.3.3 Epistemology 

Epistemology is the study or nature of truth and knowledge; the contemplation of thoughts and 
beliefs to understand the foundation of, and what is comprehended as adequate, truth and 
knowledge (Easterby-Smith et al., 2015; Engelbrecht, 1998; Nieuwenhuis, 2017c; Saunders et al., 
2016).  The epistemological position of the researcher determines what is seen as acceptable 
truth and knowledge, especially concerning phenomena being studied like the entrepreneurial 
mindsets and perceptions of Complementary Healthcare Professionals about employment, 
entrepreneurship and unemployment.  The main epistemological positions the researcher 
considered, are represented in Table 3.4. 

Table 3.4: Epistemological Positions (Dudovskiy, 2018; Easterby-Smith et al., 2015; Gray, 
2014; Johnson, 1995; Kaushik & Walsh, 2019; Kelly & Cordeiro, 2020; Klecun, Lichtner, Cornford 
& Petrakaki, 2014; Mitchell, 2017; Saunders et al., 2016) 

Objectivism 
Truth and knowledge are seen as absolute and objective, discoverable through 

measurable and/or observable scientific methods and independent of individuals and the 

researcher. 

Critical 
Realism 

Truth and knowledge are seen as historical, or time specific, and temporary while it is 

difficult to obtain the complete truth as facts are socially constructed and open for 

interpretation based on experience and consciousness of different people at different 

times. 

Subjectivism 

Truth and knowledge are seen as flexible and subjective while being based on the 

personal experiences, opinions, perceptions and interpretations of individuals and the 

researcher.  Two main subjectivist epistemological approaches can be identified as: 

Nominalism (conventionalism) is an extreme subjectivist view rejecting abstract 

objects and seeing social phenomena as created by the researcher and other individuals 

in their minds, based on the use of language and perceptions leading to multiple 

meanings of truth and knowledge in each individual’s mind 

Social Constructivism is a less extreme view within subjectivism, acknowledging that 

truth and knowledge can exist outside a person’s mind, but its meaning is in the 

consciousness and socially constructed, not discovered, through interaction. 

Pragmatism 

Truth and knowledge are seen as both objective and subjective, socially constructed 

based on individual experience and interpretations with accompanying consequences 

that is rational and can be empirically tested as it leads to action and the solving of 

practical problems in the real world within specific contexts, making it relevant in context. 
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Table 3.4 summarises the epistemological positions considered by the researcher, resulting in this 
study favouring the pragmatist epistemology where objective and subjective truth and knowledge 
are required to understand the various individual perspectives of Complementary Healthcare 
Professionals, regardless of whether objective and absolute truth exists in the world or not 
(Jansen, 2017a; Nieuwenhuis, 2017c; Saunders et al., 2016; Sekaran & Bougie, 2013; Walliman, 
2011).  The existence or absence of objective truth and absolute truth is irrelevant in this study as 
it endeavours to understand the distinctive interpretations of truth and knowledge of the individual 
Complementary Healthcare Professionals.  As human beings, Complementary Healthcare 
Professionals create meanings from experiences within specific contexts and therefore 
pragmatism is the more appropriate epistemology in this study (Saunders et al., 2016).   

Pragmatism is compatible with the researcher's Christian-holistic worldview, especially regarding 
the congruence between a Christian worldview and science, particularly the emerging worldview 
of quantum physics that links the human mind and spirituality with science (Amarasingam, 2009; 
Atkinson, 2011; Sarkar, 2016; Walton, 2017).  The pragmatist epistemological approach is more 
appropriate for this study as the researcher is aware that Complementary Healthcare 
Professionals have different experiences and interpretations due to interaction within the South 
Africa Healthcare Industry, leading to different meanings, truths and knowledge (Easterby-Smith, 
2015; Meyer & Moore, 2015; Saunders et al., 2016).   

The epistemological positioning for this study, was pragmatism. 

Pragmatism was chosen as epistemological position based on the researcher’s truth and 
knowledge being practically created based on past experiences of interaction with phenomena 
like employment, entrepreneurship and unemployment.  The truth and knowledge of 
Complementary Healthcare Professionals in the South African Healthcare Industry should thus be 
considered from their own individual experiences, and interpretation of experiences, that are 
constructed in their social interaction within the industry.   

Pragmatism as epistemological positioning creates the ideal milieu to consider the Christian notion 
of stewardship as healthcare foundation; linking the epistemology with the pragmatist ontology 
where a responsibility of stewardship is apparent.  Stewardship is an important function in 
healthcare systems, as the most successful healthcare models indicate (Fouche, 2011; Kapoor, 
Kumar & Thakur, 2014; Saltman & Rerroussier-Davis, 2000).  Stewardship refers to the taking 
care of something that belongs to somebody else as Fouche (2011) rightly alleges to the possibility 
of stewardship in healthcare by adding emerging integrative healthcare systems into the industry.  
The researcher views stewardship as a responsibility of every person to not only take care of the 
natural environment, but also of other people and their wellbeing (Fouche, 2011; Kapoor et al., 
2014; Saltman & Ferroussier-Davis, 2000) while believing that an integrative healthcare 
framework is needed in the Allied Healthcare Sector to operate as stewardship model by giving 
back the responsibility of healthcare to every individual as every healthcare professional may take 
responsibility for their own health and for using their callings, gifts and talents effectively to assist 
with the wellbeing of others within such a healthcare system. 

The researcher’s truth and knowledge about employment opportunities in South Africa were 
developed within the secular perspective of earning income as being limited amidst growing 
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employment equity demands in South Africa that excluded him from employment opportunities.  
Entrepreneurship became the obvious solution for survival, especially when entrepreneurship 
meant more to the researcher than merely earning income, but also as foundation for stewardship 
where providing a service and helping other people became more important leading to a paradigm 
shift in the researcher’s view of truth and knowledge.  The researcher’s reality (ontology) displays 
a calling to help people within the healthcare industry, but the researcher’s truth and knowledge 
(epistemology) is clouded by past experiences that a calling does not necessarily provides a 
sufficient income.  The researcher’s epistemology reveals that entrepreneurial proactiveness is a 
solution for unemployment through employment creation but has certain challenges that need to 
be resolved in order for people to create their own employment instead of being dependent on 
employers. 

Human beings acquire knowledge and truth about social phenomena based on their interpretation 
of events and experience within a specific context resulting in meaning creation about it (Saunders 
et al., 2016).  From this perspective it is noted that people may have different truths or knowledge 
about social phenomena, based on their own interpretation thereof rooted in their own experience.  
Understanding these various experiences and interpretations from Complementary Healthcare 
Professionals, may provide valuable insights into the South African Healthcare Industry in an 
attempt to answer the research problem while addressing the identified work-based challenge.  
The researcher’s view of truth and knowledge is mainly based on personal experience and 
interpretation that are aligned with the more practical epistemological approach of pragmatism as 
the researcher intends to combine his personal experience and interpretations with those of the 
research participants in order to co-create an entrepreneurship framework. 

Pragmatism is more applicable as epistemology for this study as is explained in the next section 
based on the researcher’s own experiences in the South African Healthcare Industry, because the 
researcher did not propose to uncover any absolute truth, but instead to understand the 
individually interpreted experiences of the Complementary Healthcare Professionals in order to 
co-create an entrepreneurship framework that is relevant in the Allied Healthcare Sector.  

With the view of truth and knowledge acknowledged as pragmatism, it is necessary to understand 
the researcher’s axiological approach in the next section. 

 

3.3.4 Axiology 

Axiology is the study of the nature of values that may include aesthetics, ethics and religion 
(Dudovskiy, 2018; Killam, 2013; Saunders et al., 2016).  The axiological position of the researcher 
determines what is valued in the research, the way results are interpreted and the reasons behind 
decision making processes (Dudovskiy, 2018; Killam, 2013; Saunders et al., 2016; Smith, 2015; 
Zakus et al., 2007). 

The main axiological approaches the researcher considered, are represented in Table 3.5. 
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Table 3.5: Axiological Approaches (Dudovskiy, 2018; Saunders et al., 2016) 
Value-free The researcher is completely independent and detached from the research 

Value-laden The researcher is biased due to influence from worldview and personal experience 

Value-bound The researcher is reflexive and an integral part of the research 

Table 3.5 lists the different axiological approaches, revealing that this study is leaning towards a 
more value-bound axiological position that can be seen as an appropriate subjectivist approach 
as opposed to a value-free position that is more relevant as an objectivist approach (Dudovskiy, 
2018; Saunders et al., 2016) and as opposed to a value-laden position due to the researcher being 
involved in the Allied Healthcare Sector of the South African Healthcare Industry, resulting in his 
integral involvement in the research process rather than merely being influenced by worldview 
and experiences (Dudovskiy, 2018; Saunders et al., 2016).   

The axiological positioning for this study, was value-bound. 

Value-bound was chosen as axiological position based on the researcher’s values being shaped 
subjectively while being intrinsically involved in the research and the South African Healthcare 
Industry where the biomedical model works well within the mainstream public healthcare system 
to deal with acute conditions, but a need exist for a wellbeing paradigm to address lifestyle 
conditions which is needed not only by the general public, but also in that the promotion of 
wellbeing may form part of the ecology of job creation in the healthcare industry. 

The researcher’s values can be described within the categories of aesthetics, ethics and religion.  
Aesthetically, what the researcher values as beauty in a person is when a calling has been 
discovered, followed by living a life of purpose while attempting to change the world or an industry 
for the better.  Ethically, what the researcher values, is largely based on moral principles founded 
within a Christian-Holistic worldview where people are to be treated with love, dignity and respect 
in an attempt to edify instead of harming.  The researcher believes that people are not truly valued 
and respected as convention dictates that within the mainstream public healthcare system their 
bodily needs and sometimes psychological needs are addressed, but to the exclusion of their 
spiritual needs and from a Christian-holistic perspective, the total multidimensional being should 
be considered, revealing the need of a holistic approach to wellbeing.  Religiously, what the 
researcher values, is a personal relationship with God that results in helping people to live a 
holistically healthy life of purpose.  What the researcher values and undertakes in this study, may 
be summarised as: (1) competence; (2) contribution; (3) development; (4) improvement; and (5) 
practicality.  This study is an attempt of the researcher to explore the South African Healthcare 
Industry in an attempt to understand what Complementary Healthcare Professionals are 
experiencing in order to co-create an entrepreneurship framework in an effort to practically add 
value to the industry with the purpose of increasing viability of private practices in the midst of 
obvious challenges.  The reason for the practical aspect linked to this study, is the researcher’s 
endeavour to help Complementary Healthcare Professionals to have a choice whether to remain 
in or leave the South African Healthcare Industry instead of being forced to leave due to factors 
out of their control.  The reasoning behind the research is considered in the following section. 
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3.4 RESEARCH REASONING 

Theory development may occur in research through three approaches to reasoning called the triad 
of reasoning by Polaris Alpha as cited by Leopold (2018), as depicted in Table 3.6. 

Table 3.6: Reasoning Approaches (Dudovskiy, 2018; Fox & Bayat, 2012; Gray, 2014; Kimbell, 
2015; Leopold, 2018; Mouton, 2002; Saunders et el., 2016; Walliman, 2011) 

Deductive 
Reasoning 

(Deduction)  

Deduction is a form of reasoning from a rationalist 
approach often used in natural and physical 
sciences to test existing theories empirically while 
moving from general hypotheses (theory) to specific 
observations in order to provide reliability. 

Inductive 
Reasoning 
(Induction) 

 

Induction is a form of reasoning from an empiricist 
approach often used in social sciences to build 
theory while moving from specific observations to 
general hypotheses (theory) in an attempt to identify 
connections that lead to broad generalisations within 
specific contexts in order to provide probability. 

Abductive 
Reasoning 
(Abduction)  

Abduction is a form of reasoning from a pragmatist 
approach often used in business and management 
sciences to provide innovative insights about 
phenomenon while continuously integrating specific 
observations and general theories with an 
underlying tone of feasibility in order to provide 
possibility. 

Table 3.6 illustrates the different reasoning approaches; abduction emerged as reasoning 
approach in recent years to overcome disadvantages of deduction and induction (Dudovskiy, 
2018; Kimbell, 2015; Leopold, 2018; Saunders et al., 2016). 

The reasoning approach for this study, was abduction.   

Deduction is an objective approach to reasoning and was not deemed appropriate for this 
subjective study, as the main purpose was not to test hypotheses (Dudovskiy, 2018; Fox & Bayat, 
2012; Saunders et el., 2016).  Induction is a subjective approach to reasoning and more 
appropriate for this subjective study and traditionally inductive reasoning would be used for this 
study (Dudovskiy, 2018; Saunders et al., 2009), but the new approach of abductive reasoning had 
to be compared with inductive reasoning in order to make an informed decision.  Abductive 
reasoning is often associated with a study using the philosophical paradigm of pragmatism 
(Mitchell, 2018); however, abduction is also successfully used within other paradigms like 
interpretivism (Atkinson, 2018; Dudovskiy, 2018: Malhotra, 2017; Richardson & Kramer, 2006; 
Timmermans & Tavory, 2012) and seen as the ideal approach for use within social constructivism 
(Malhotra, 2017).  Abductive reasoning was chosen based on the comparison of the 
characteristics of the different reasoning approaches as depicted in Table 3.7. 
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Table 3.7: Reasoning Comparison (Atkinson, 2018; Dudovskiy, 2018; Kimbell, 2015; Lee & Lo, 
2014; Malhotra, 2017; Richardson & Kramer, 2006; Saunders et al., 2016; Timmermans & Tavory, 
2012) 

 Deduction Induction Abduction 

Outcome Reliability Probability Possibility 

Foundation Rationalism Empiricism Pragmatism 

Paradigm to use in Positivism Interpretivism 
Interpretivism 

(Constructionism) or 
Pragmatism 

Science Used In Natural and Physical 
Sciences 

Social Sciences 
Business and 
Management 

Sciences 

Purpose Theory Testing 
Theory Generation 

and Building 
Theory Generation 
and Modification 

Progress Theory to Data Data to Theory 
Constant Interaction 
between Data and 

Theory 

Generalisability General to Specific Specific to General 
Interaction between 
Specific and General 

Table 3.7 reveals that inductive reasoning builds probable theory from collected data while 
abductive reasoning develops possible theory by generating new theory or modifying existing 
theory based on the constant interaction between data and theory (Atkinson, 2018; Dudovskiy, 
2018; Kimbell, 2015; Malhotra, 2017; Richardson & Kramer, 2006; Saunders et al., 2016; 
Timmermans & Tavory, 2012).  Dudovskiy (2018) discourages the use of abduction due to 
practical challenges in its implementing, despite the gaining popularity in business and 
management research.  Saunders et al. (2016) disagree by encouraging the use of abduction as 
beneficial, especially due to the possibility within abductive reasoning to use and combine 
deduction and induction, while one approach will remain dominant (Saunders et al., 2016), as in 
this study where the inductive approach remained dominant. 

Saunders et al. (2016) mention that abductive reasoning explores phenomena that makes 
additional data collection possible while inductive reasoning is based on already collected and 
analysed data results.  The collection of additional data is relevant in this study as the need for a 
quantitative data collection phase emerged from the qualitative data collection phase. 

Abduction was the reasoning approach for this study that investigated the social phenomena of 
entrepreneurship, employment and unemployment in the South African Healthcare Industry from 
a pragmatist paradigm and subjectivist social constructivist epistemology with the purpose of 
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gaining understanding from the various perspectives followed by developing a proposed 
entrepreneurship framework with additional data collection possibilities. 

With the reasoning approach selected as abduction, the research design is chosen in the following 
section.  

 

3.5 RESEARCH DESIGN 

Research design can be seen as the framework to give the research structure and direction to 
provide understanding of what is proposed to occur for the research questions to be answered 
and the research objectives to be achieved (Saunders et al., 2016; Welman et al., 2011).  Zikmund 
(2011) rightly states that the purpose of the research will determine the type of research to be 
conducted, or stated differently, the research design. 

The main research design options considered in this study, are listed in Table 3.8. 

Table 3.8: Research Design Options (Dudovskiy, 2018; Goddard & Melville, 2009; Gray, 2014; 
Gupta & Gupta, 2011; Kumar, 2011; Saunders et al., 2016; Schenker & Rumrill, 2004; Sekaran & 
Bougie, 2013; Shajahan, 2009, 2011; Zikmund, 2011) 

Causal-
Comparative 

Intends to compare differences between variables with the purpose of finding 
causal links or cause-and-effect relationships between variables by testing if 
one variable causes another variable. 

Correlational Attempts to identify and find an interdependence relationship between the 
extent of two or more variables or phenomena in a situation. 

Descriptive 

 

Also called case-study research, attempts to accurately study a specific 
situation or natural phenomenon in order to describe the facts of the current 
circumstances in a systematic way. 

Explanatory 
Also sometimes called analytical research, inspects circumstances and 
phenomena with the purpose of explaining cause-and-effect relationships 
between variables. 

Exploratory 
Investigates phenomena that may be ambiguous or explores unknown 
territory from a different perspective for clarification, gaining new insights and 
sometimes to prepare hypotheses instead of necessarily testing hypotheses. 

Table 3.8 list the main research design options from where it is evident that causal-comparative 
and correlational research designs are used in quantitative research to statistically find 
relationships and links between variables.  It was not the purpose of this study to find links or 
relationships between variables.  Descriptive research design describes situations while 
explanatory research designs explain situations but were not appropriate for this study as the 
entrepreneurial mindset of Complementary Healthcare Professionals were not observable, thus 
necessitating the need to explore the specific phenomena. 
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The research design for this study, was exploratory.   

Exploratory research design was selected for this study with the intention of investigating the 
phenomena of entrepreneurship, employment and unemployment in the South African Healthcare 
Industry and to gain more understanding on how to encourage entrepreneurship (Saunders et al., 
2016).  Exploration to understand by investigating the perspectives of various individuals in the 
South African Healthcare Industry, resonated with the researcher’s own philosophical foundation 
to subjectively gain an overview understanding of the phenomena. 

An exploratory research design follows a specific research approach that is discussed in the 
following section. 

 

3.6 RESEARCH APPROACH (METHODOLOGICAL CHOICE) 

The research approach as termed by Ivankova et al. (2017) or the methodological choice as 
termed by Saunders et al. (2016) guides the research study and is divided into three main 
approaches as presented in Table 3.9.  

Table 3.9: Research Approach Options (Creswell, 2014; Fiorini, Griffiths & Houdmont, 2016; 
Gupta & Gupta, 2011; Hall, 2013; Hossain, 2011; Ivankova et al., 2017; Ivankova & Wonga, 2018; 
Kumar, 2011; Melnikovas, 2018; Saunders et al., 2016; Tariq & Woodman, 2010; Wegner, 2009; 
Welman et al., 2011) 

Quantitative 

Quantitative research is conducted objectively when phenomena can be 
expressed using quantified or numerical data to produce results that deals 
with a concept of reality rather than with everyday life and is usually supported 
by objective philosophy that is influenced by reason. 

Qualitative 

Qualitative research is conducted subjectively when phenomena can be 
expressed using non-numerical or unquantified data from the minds or 
opinions of people and expressed in language rather than numbers and is 
usually supported by subjective philosophy that is influenced by sensory 
perception. 

Mixed-Method 

Mixed-method research is conducted objectively and subjectively by 
combining quantitative and qualitative research approaches concurrently or 
sequentially, using numerical and non-numerical data to address real-life 
phenomena and is usually supported by a pragmatic philosophy. 

Table 3.9 summarised the three main research approach options.  The researcher originally 
intended to follow a qualitative research approach without excluding the possibility of using 
quantitative data where necessary in line with a paradigm of pragmatism, but as the research 
evolved, the need to include a more prominent quantitative aspect in this study emerged but not 
in an attempt to change the foundation of the study as the dominant aspect remained subjectivist 
in order to investigate entrepreneurship in the South African Healthcare Industry with the purpose 



 

87 

of understanding diverse opinions, insights and perspectives of the research participants in order 
to co-create an entrepreneurship framework.  This study could therefore not be classified as a 
purely qualitative study as a prominent quantitative aspect was included and was leaning more 
towards a mixed-method approach whereby the qualitative aspect was seen as dominant while 
the quantitative aspect was seen as sub-dominant or supportive (Ivankova et al., 2017; Saunders 
et al., 2016; Zhao, 2014) and more appropriate within the paradigm of pragmatism (Creswell, 
2014).  The main mixed-method research approaches are concurrent (or convergent parallel) or 
sequential, based on how quantitative and qualitative research are implemented in the study 
(Creswell, 2014; Ivankova et al., 2017; Saunders et al., 2016) as represented in Table 3.10. 

Table 3.10: Mixed-Method Research Approaches (Creswell, 2003, Bryman, 2012, Morse, 1991, 
Lopez-Fernandez & Molina-Azorin, 2011 as cited by Zhao, 2014; Ivankova et al., 2017; Saunders 
et al., 2016; Zhao, 2014) 

Mixed-
Method 

Weight Illustration Description 

Concurrent 

Equal QUAL + QUAN 
Quantitative and Qualitative study conducted 
simultaneously; both aspects carry the same 

weight 

Different 

QUAL+quan 
Predominant Qualitative study and sub-
dominant (supportive) quantitative study 

conducted simultaneously 

QUAN+qual 
Predominant Quantitative study and sub-
dominant (supportive) qualitative study 

conducted simultaneously 

Sequential 

Equal 
QUALàQUAN Equal weight Exploratory Study 
QUANàQUAL Equal weight Explanatory Study 

Different 

qualàQUAN Predominantly Quantitative Exploratory Study 
QUALàquan Predominantly Qualitative Exploratory Study 
quanàQUAL Predominantly Qualitative Explanatory Study 
QUANàqual Predominantly Quantitative Explanatory Study 

Table 3.10 distinguishes between the concurrent and sequential mixed-method research 
approaches.  Concurrent or Convergent Parallel Mixed-Method Research Approach may be 
described as the pure and prevalent mixed-method approach whereby quantitative (Quan), and 
qualitative (Qual) data are collected simultaneously from the same participants with the purpose 
of merging the results during data analysis (Ivankova et al., 2017; Saunders et al., 2016; Zhao, 
2014).  Sequential Mixed-Method Research Approaches are divided into explanatory and 
exploratory sequential approaches based on whether the quantitative or qualitative aspect 
precedes the other aspect (Ivankova et al., 2017).  In explanatory sequential approaches, the 
quantitative aspect precedes the qualitative aspect while in exploratory sequential approaches the 
qualitative aspect precedes the quantitative aspects (Ivankova et al., 2017; Saunders et al., 2016; 
Zhao, 2014).  Table 3.10 illustrates the different weights that can be allocated in a sequential 
mixed-method research approach whereby either the quantitative or the qualitative aspect may 
carry more weight in the study (Zhao, 2014). 
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The research approach for this study, was exploratory sequential mixed-method research 
approach with a dominant qualitative and a supportive quantitative aspect (QUALàquan).  The 
predominantly qualitative (QUALàquan) mixed-method research approach was used in this 
study, not as a predetermined approach, but because of the nature in which it sequentially 
emerged from the research data itself in line with the chosen research strategy that proceeded to 
the separate and integrated data analysis (Creswell, 2014; Nzabonimpa, 2018; Zhao, 2014).  
Mixed-method research is a newer approach than a purely qualitative or purely quantitative 
approach that has been gaining popularity since the 1980s and will be developing into the future 
as a new methodology for complex phenomena (Creamer, 2018; Creamer & Schoonenboom, 
2018; Creswell, 2014; Johnson, Onwuegbuzie & Turner, 2007).   

The choice of a mixed-method research approach for this study, is supported by Barnes (2012) 
that encourages the use of mixed-method research approaches in social science research as well 
as by Wium and Louw (2018) that support the use of a mixed-method approach to address 
complex phenomena, especially in a South African Healthcare Industry context.  Lingard, Albert 
and Levinson (2008) confirm the use of a mixed-method approach when addressing complex 
phenomena while Fiorini et al. (2016) as well as Tariq and Woodman (2010) value the use of a 
mixed-method approach within the context of healthcare.  The use of a mixed-method research 
approach was applicable to the research methods part of this study as it emerged during the data 
collection and consequent data analysis phases (Biesta, 2010; Creswell, 2014; Greene & Hall, 
2010; Ivankova et al., 2017; Pole, 2007; Shannon-Baker, 2016).   

From a mixed-method perspective, this study followed an exploratory sequential research 
approach whereby the dominant qualitative aspect preceded the supportive quantitative aspect 
as illustrated in Table 3.10 and identified as a QUALàquan approach.  The use of an exploratory 
sequential mixed-method research approach, made it possible to accurately obtain multiple 
perspectives from research participants that not only made triangulation possible, but also 
generalisation to the Allied Healthcare Sector of the South African Healthcare Industry while being 
compatible with the social constructivist epistemology and abductive reasoning within pragmatism 
(Creswell, 2014; Dudovskiy, 2018; Easterby-Smith et al., 2015; Saunders et al., 2016; Shannon-
Baker, 2016).  Using a sequential mixed-method research approach emerged during the research 
process in proportion to the chosen research strategy of this study that is discussed in the following 
section.  

 

3.7 RESEARCH STRATEGY (MODE OF ENQUIRY) 

The research strategy or mode of enquiry is the methodological connection between the research 
philosophy and the research methods and the researcher’s action plan that intends to answer the 
research questions (Gupta & Gupta, 2011; MacMillan & Schumacher, 2001; Maree, 2017; 
Saunders et al., 2016; Sekaran & Bougie, 2013; Stoltz-Urban, 2017).   

The main research strategies considered by the researcher, are listed in Table 3.11. 
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Table 3.11: Research Strategy Options (Creamer, 2018; Creamer & Schoonenboom, 2018; 
Easterby-Smith et al., 2015; Gray, 2014; Jupp, 2006; Kivunja & Kuyini, 2017; Lingard et al., 2008; 
Malhotra, 2017; Saunders et al., 2016; Shah & Al-Bargi, 2013; Singh, 2007; Malhotra, 2017; 
Nieuwenhuis, 2017c; Tie, Birks & Francis, 2019; Thorpe & Holt, 2008) 

Experiment 
(Quan) 

An experiment is a research strategy often used in natural sciences that 
makes use of a control and a trial group in order to test variables in an 
attempt to determine if a dependent variable will change if an independent 
variable changes, by testing hypotheses instead of research questions. 

Survey  
(Quan) 

A survey is a research strategy often used in business and management 
studies by making use of questionnaires in order to determine relationships 
between variables that may be statistically generalised to the entire 
population. 

Action 
Research  
(Qual) 

Action research is a research strategy used in social sciences whereby the 
researcher is actively participating in the study, often as an employee of 
the organisation under investigation, in an attempt to solve an actual 
management or organisational problem while expanding new knowledge in 
a subject matter. 

Ethnography 
(Qual) 

Ethnography is a research strategy used in anthropology and sociology 
through which cultures, social groups and societies are investigated by a 
researcher that is involved in the specific cultural or societal context under 
investigation. 

Narrative 
Research  
(Qual) 

Narrative Research is a research strategy often used in literature studies 
and social sciences with a strong focus on linguistics as the life of an 
individual (sometimes individuals) is explored through the stories told in 
order to make chronological interpretations of his or her life and life events. 

Phenomenology 
(Qual) 

Phenomenology is a research strategy used in educational, health and 
social sciences to investigate experiences of various individuals in order to 
assign meaning to the experienced (social) phenomena. 

Desktop 
Research  
(Quan, Qual or 
Mixed-Method) 

Desktop research is a research strategy used in financial, social and 
theological sciences whereby secondary data sources like archival 
documents or factual reports instead of primary research methods are used 
to obtain research information that is digitally available as it was originally 
compiled for purposes other than research. 

Case Study 
(Quan, Qual or 
Mixed-Method) 

A case study is a research strategy used in business and management 
sciences, social sciences and information systems to empirically 
investigate an existing phenomenon like a person, event or organisation 
within its actual contextual boundaries with the purpose of producing 
comprehensive perceptions of the phenomena. 

Grounded 
Theory  
(Quan, Qual or 
Mixed-Method) 

Grounded Theory is a research strategy used in business-, management 
and social sciences to discover and develop theory about (social) 
phenomena that is “grounded” in the collected data, which is systematically 
collected and analysed in a process characterised by constant interaction 
between the collected data and analysed data. 
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Table 3.11 lists various research strategies from where it became evident that the research 
strategy for this study, was grounded theory. 

Grounded theory is traditionally associated with qualitative research (Nieuwenhuis, 2017c), but is 
also used in quantitative research (Tie et al., 2019) as well as in mixed-method research, 
especially for the development of theory relating to complex phenomena (Creamer, 2018: 
Creamer & Schoonenboom, 2018; Zhao, 2014).  The research strategy of grounded theory has 
been chosen for this study in order to discover the different entrepreneurial mindsets and 
experiences of Complementary Healthcare Professionals in the South African Healthcare Industry 
in order to create an entrepreneurship framework to intentionally stimulate employment creation 
in the Allied Healthcare Sector.  Grounded theory is also a good research strategy for the use 
within a paradigm of pragmatism (Krupnik & Turek, 2014). 

Grounded theory originated in the healthcare industry in 1967 with Glaser and Strauss, evolved 
with Corbin and Clarke and further developed with Charmaz (Jump, 2006; Nieuwenhuis, 2017c; 
Saunders et al., 2016; Tie et al., 2019; Thorpe & Holt, 2008) into three distinct formats illustrated 
in Figure 3.3. 

 
Figure 3.3: Grounded Theory Categories (Nieuwenhuis, 2017c; Saunders et al., 2016; Tie et 

al., 2019) 

Figure 3.3 identifies three distinct categories within grounded theory; classic and evolved 
grounded theory is more objectivist in nature while constructivist grounded theory is more 
subjectivist in nature according to Saunders et al. (2016).  This study is leaning more towards a 
constructivist grounded theory that is in line with the subjectivist social constructivist epistemology 
of the researcher in an attempt to co-create theory for the development of an entrepreneurship 
framework from the research participants’ perspectives while the researcher’s own experience, 
knowledge and perspectives are taken into consideration (Tie et al., 2019). 

A distinct characteristic of grounded theory is the fact that the theory is grounded in the data and 
systematically emerges from the data during a constant data analysis process, making it possible 
for additional data collection to occur after initial data analysis (Dawson, 2010; Nieuwenhuis, 
2017c; Saunders et al., 2016; Tie et al., 2019).  The research approach of this study emerged 
from the research data itself which is consistent with this very characteristic of a grounded theory 
research approach.  In this study, qualitative data was collected and initially analysed when the 
need arose to pursue a second phase of data collection in order to compare the research 

Classic (Glaserian) 
Grounded Theory

• Developed by Glaser
• To generate relevant  

conceptual theory 
from involved 
participants

Evolved (Straussian)
Grounded Theory

• Developed by Strauss, 
Corbin and Clarke

• To address subjective 
meaning of 
participants' views

Constructivist
Grounded Theory

• Developed by 
Charmaz

• To construct meaning 
from participants' 
views
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participants’ perspectives with the perspectives of the Complementary Healthcare Professionals 
in the entire industry.  The researcher attempted a second phase of qualitative data collection, but 
the research process itself demanded the second phase of data collection to be a more 
quantitative approach (as discussed in the Data Collection section later in this chapter). 

With the research strategy for this study identified as grounded theory, the research study design 
is revealed in the following section. 

 

3.8 RESEARCH STUDY DESIGN (TIMEFRAME) 

The study design, time horizon or timeframe refers to the point in time a research study is 
conducted and can be divided into cross-sectional versus longitudinal studies (Gray, 2014; Kumar, 
2011; Sekaran & Bougie, 2013; Saunders et al., 2016).  A cross-sectional study design considers 
phenomena at a specific point in time, while longitudinal study designs consider phenomena over 
an extended period of time to determine if any change in the phenomena occurred during the time 
period (Adams & Brace, 2008; Gray, 2014; Saunders et al., 2016; Sekaran & Bougie, 2013). 

The research study design for this study, was cross-sectional. 

Cross-sectional was the chosen research study design for this study as the phenomenon of 
entrepreneurship has been investigated at specific points in time during the two phases of data 
collection where phase one represented the qualitative data collection and phase two signified the 
quantitative data collection.  The data collection phases for this study occurred in the year 2018. 

In the following section, the various sections will be combined into identifying the research 
methodology for this study. 

 

3.9 RESEARCH METHODOLOGY 

Research methodology is the rationale, theoretical and philosophical assumptions of how 
research should be conducted in conjunction with the logic behind the methods and techniques 
used (Saunders et al., 2016; Welman et al., 2011; Wisker, 2008).  The research methodology 
provides an indication of research methods and techniques to be used during the research and is 
based on all the motivated choices in the previous sections in this chapter that culminate into the 
research methodology for this study. 

The research methodology for this study, was predominantly qualitative (grounded theory).  The 
predominantly qualitative (grounded theory) research methodology was chosen as it was not a 
purely qualitative study, but sequentially made use of a supportive quantitative aspect that 
emerged from the data itself in pure grounded theory format, which aligns well with a pragmatic 
paradigm, relativist ontology, subjectivist social constructivist epistemology and abductive 
reasoning where a combination of qualitative and quantitative data collection methods may be 
used to fully comprehend the various perspectives and realities of the research participants 
(Dudovskiy, 2018; Easterby-Smith et al., 2015).  The research methods are discussed next. 
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3.10 RESEARCH METHODS 

Research methods refer to the procedures used to obtain and interpret data which include 
sampling, data collection and data analysis and is guided by the research strategy that was 
identified as grounded theory in this study (Adams & Brace, 2008; Dawson, 2010; Dudovskiy, 
2018; Quinlan, Babin, Carr, Griffin & Zikmund, 2015; Mouton, 2002; Nieuwenhuis, 2017c; 
Saunders et al., 2016). 

The research methods of this study may be summarised by stating that sampling occurred in the 
form of purposive non-probability sampling for the qualitative aspect of the study, but no sampling 
was used for the quantitative aspect of the study, since the entire target population was used.  
Data collection occurred through semi-structured interviews for the qualitative aspect of the study 
and through the use of questionnaires for the quantitative aspect.  Data analysis followed a 
grounded theory analysis for this study with a distinctive thematic analysis process for the 
qualitative aspect while a statistical analysis process with descriptive and inferential statistics were 
used for the quantitative aspect.  The qualitative and quantitative aspects were integrated for the 
discussion and interpretation that followed. 

The research methods for this study are illustrated in a research onion framework in Figure 3.4. 

 
Figure 3.4: The Researcher’s Research Methods Onion 

Figure 3.4 summarises the research methods the researcher chose to use in this study that is 
discussed and motivated in this section. 
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3.10.1 Target population 

The target population is the complete set of members to be measured for the research (Saunders 
et al., 2016).  The target population for this study, was primarily Complementary Healthcare 
Professionals in the Allied Healthcare Sector, and secondarily conventional- and informal 
healthcare professionals as part of the private healthcare system, to appropriately address the 
work-based challenge, research problem and research questions.  The target population for this 
study focused on healthcare professionals involved in the healthcare industry instead of those that 
already exited the industry because the purpose of the study was not to find out why they left the 
industry but instead to determine what would make practicing healthcare professionals consider 
exiting. 

The qualitative target population for this study was therefore healthcare professionals within the 
private healthcare system in South African; at the time of the data collection in 2018, the total 
number was estimated to be in excess of 105 482 (Econex, 2013a, 2013b; HPCSA, 2018; HSRC, 
2019; Mullinder, 2018b).  The target population is not seen as a limitation to the study as it 
holistically involved healthcare professionals from various healthcare sectors within the private 
healthcare system in South Africa, although a purely holistic approach would have included 
members of the general public as well; in that sense, it may be a possible limitation in that the 
general public did not form part of the target population, however, as healthcare professionals also 
form part of the public, it is seen that the target population was sufficiently holistic to incorporate 
various healthcare professionals.  The quantitative target population for this study included all 
Complementary Healthcare Professionals registered with the AHPCSA with valid email addresses 
on the AHPCSA database; at the time of the data collection in 2018, the total number was 2565 
(Mullinder, 2018b).  It is often impractical to do a research study with the entire target population 
due to time and financial constraints and therefore sampling may be necessary (Gravetter & 
Foronzo, 2016; Dawson, 2010; Maree & Pietersen, 2017a; Saunders et al., 2016; Shajahan, 
2009), and is discussed in the following section.   

 

3.10.2 Sampling 

Sampling is seen as a portion of the target population representing the entire set (Maree & 
Pietersen, 2017a) and divided into probability and non-probability sampling methods, where 
probability sampling uses random sampling methods to ensure objectivity and is representative of 
the target population, while non-probability sampling methods use a subjective selection technique 
and is atypical and therefore not representative of the entire population limiting findings to be 
context specific rather than generalisable to the entire target population (Acharya et al., 2013; 
Babbie, 2016; Bryman & Bell, 2015; Gravetter & Foronzo, 2016; Maree & Pietersen, 2017a; 
Saunders et al., 2016; Wegner, 2009).  This study made use of purposive non-probability sampling 
for the qualitative phase of the study and no sampling for the quantitative phase of the study, as 
discussed below.  The target population for the qualitative phase of this study was very large and 
it was not intended to obtain a sample that was statistically representative of the entire population, 
but rather a more subjective sample that was able to provide personal insights, opinions and 
perspectives in answering the research questions (Maree & Pietersen, 2017a; Saunders et al., 
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2016).  For this reason, the non-probability sampling method was chosen for the first phase of this 
study.  The different non-probability sampling methods are listed in Table 3.12. 

Table 3.12: Non-Probability Sampling Methods (Acharya et al., 2013; Babbie, 2016; Bryman & 
Bell, 2015; Dawson, 2010; Gravetter & Forzano, 2016; Maree & Pietersen, 2017a; Saunders et 

al., 2016; Wegner, 2009; Welman et al., 2011) 
Convenience 
sampling 

Convenience sampling is a method where the researcher selects a sample 
based on accessibility, availability, convenience and ease by being at a 
specific place or event at a specific time. 

Purposive 
sampling 

Purposive (judgemental) sampling is sometimes seen as the most significant 
method of non-probability sampling and refers to a method where the 
researcher uses personal expertise and subjectivity to make a judgement as 
to whom the appropriate participants should be that will represent the 
population. 

Quota  
sampling 

Quota sampling ensures a population is represented by non-random selection 
of a certain number of participants from various categories in the target 
population. 

Self-selection 
sampling 

Self-selection sampling allows possible participants to indicate their desire 
and willingness to participate in the research and accordingly volunteer to 
become part of the sample. 

Snowball 
sampling 

Snowball sampling is a method where the researcher collects data from the 
preliminary participants that could be located and then allows them to provide 
referrals to additional participants of the population. 

Table 3.12 listed different non-probability sampling methods.  Purposive sampling was selected 
as the most appropriate non-probability sampling method to be used for the first phase of this 
study, because the researcher could apply his expertise and professional judgement to select the 
most appropriate research participants as part of the sample (Gupta & Gupta, 2011; Saunders et 

al., 2016).  Purposive sampling was furthermore a good choice for sampling within a grounded 
theory approach (Saunders et al., 2016).  The procedure used, was that therapeutic reflexologists 
were selected as the main group of participants due to the work-based challenge that was 
identified within this profession.  Additionally, healthcare professionals within a variety of 
professions operating within the private healthcare system were added to this group to complete 
the sample for the qualitative phase of the study.  No sampling was used during the second 
quantitative phase of the study, because the entire target population was used as the AHPCSA 
was willing to make use of their database to invite the entire population to participate in the 
quantitative aspect of this study (Mullinder 2018a).  With the sampling methods discussed and 
identified, the sample size for this study is discoursed in the following section. 

 

3.10.3 Sample and response size 

The sample size is the size of the sample that will be sufficient to provide the necessary data 
required for a research study (Lind, Marchal & Wathen, 2008; Maree & Pietersen, 2017a) and is 
traditionally determined through four criteria, namely, availability of the sample, budget and 
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financial means available, calculation by means of sample size formula, and minimum sample size 
required (Shajahan, 2011).  Qualitative studies usually have smaller sample sizes than 
quantitative studies ranging from 20 to 35 as recommended for grounded theory approaches, 
while quantitative studies have larger sample sizes to be more representative with an absolute 
minimum of 60 being acceptable although at least 100 is recommended when using simple 
random sampling (Dudovskiy, 2018; Fox & Bayat, 2012; Ritchie, Lewis, Nicholls & Ormston, 2014; 
Saunders et al., 2016). 

The sample size of the qualitative phase of the study was 41 and no sample size was applicable 
to the quantitative phase of the study as the entire target population of 2565 was invited to 
participant, resulting in 226 received responses, as discussed below.  There was no minimum 
sample size determined in advance for the qualitative aspect of this study, because data collection 
occurred until the point of data saturation (Elo, Kääriäinen, Kanste, Pölkki, Utriainen, & Kyngäs, 
2014; Ritchie et al., 2014; Saunders et al., 2016).  The point of data saturation was reached and 
the sample size for the qualitative phase of this study consisted of 41 research participants that 
included one supplementary participant that was interviewed by the researcher, included in this 
study as a result of emerging data as one of the quantitative participants made a remark that 
reminded the researcher of this interview; inclusion of a supplementary participant is deemed 
acceptable within a grounded theory approach (Nieuwenhuis, 2017a).   

No sampling was used in the quantitative phase of this study as the entire AHPCSA sector was 
invited to participate.  The AHPCSA distributed an invitation to their database and a total number 
of 2565 Complementary Healthcare Professionals were invited to participate in this study.  There 
were only 20 exclusions that were based on the fact that 19 registered Therapeutic Reflexologists 
on the AHPCSA did not have email addresses (Mullinder, 2018d) and the researcher did not 
complete the questionnaire although he was also listed on the register for Therapeutic Reflexology 
with the AHPCSA.  The quantitative aspect of this study therefore made use of the population size 
instead of a sample size, which totalled 2565, resulting in a total of 226 responses received. The 
total number of participants in this study totalled 267, consisting of 41 qualitative participants and 
226 quantitative participants.  The research instruments used to collect the primary data are 
discussed in the following section. 

 

3.10.4 The research instruments 

Data collection research instruments are the devices used in order to collect primary data in the 
field from the sample or the target population (Fox & Bayat, 2012; Gabier, 2017; Gupta & Gupta, 
2011; Kannemeyer, 2017; Pillay, 2018; Scheepers, 2013).  In this study, interviews were used as 
research instrument for the qualitative phase and questionnaires for the quantitative phase, as 
discussed below.  Data collection methods are grouped into qualitative data collection methods 
that typically makes use of open-ended questions to obtain textual information in the form of 
words, as well as quantitative data collection methods that generally makes use of closed-ended 
questions to obtain mathematical information in the form of numbers (Dudovskiy, 2018).  The main 
data collection methods considered by the researcher, are provided in Table 3.13. 
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Table 3.13: Main Data Collection Methods (Adams & Brace, 2008; Dawson, 2010; Dudovskiy, 
2018; Maree & Pietersen, 2017b; Nieuwenhuis, 2017c; Saunders et al., 2016; Surbhi, 2017)  

Research 
Approach 

Data 
Collection 
Method 

Description 

Qualitative 

Case Studies Collection of data of specific phenomena in its actual context.  

Focus Groups 
Collection of data by means of group dynamics where a group 
interview format is used to interview a group of people that 
interact with each other in a small group setting. 

Interviews 

Collection of data through conversational format where an 
interviewer asks questions to a research participant that 
responds by sharing information, opinions and perspectives.  
Different types of interviews, are: 

Structured interviews are formal and make use of a specific set 
of predetermined questions that all the research participants 
answer in the same sequence and under the same 
circumstances. 

Unstructured interviews are informal, and the researcher 
enters the field without any predetermined questions prepared 
and merely instigate conversation with research participants.   

Semi-structured interviews can be seen as the middle ground 
between structured and unstructured interviews where the 
researcher prepares a specific set of predetermined questions 
but have the freedom and flexibility during the interviews to ask 
additional questions that emerge from the conversation that will 
not necessarily be asked to the other participants. 

Observations Collection of data by means of methodical observation and 
recording of the actions of people. 

Quantitative 

Experiments Collection of data through the manipulation of variables and 
the observation and measurement of outcomes. 

Questionnaires 

Collection of data through a form where participants are given 
a set of questions with specific options from which they 
choose the most appropriate response according to their 
perspectives; a questionnaire is a type of survey method.  
Different types of questionnaires, are: 

Interviewer-completed in the form of face-to-face, or telephone 
questionnaires. 

Self-completed in the form of email, hand-delivered, postal, or 
online questionnaires. 
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The qualitative data collection research instrument that was used in this study, were semi-
structured interviews, as it facilitated mutual conversations to understand the participants’ 
perspectives within their specific contexts based on a set of prepared questions that were asked 
to everyone but with the freedom of asking additional questions that were specific to the context 
of each individual interview (Nieuwenhuis, 2017c; Saunders et al., 2016).  The qualitative research 
instrument consisted of a research invitation letter that included a Consent Form (Annexure D) 
and an interview guide consisting of open-ended questions (Annexure G).  The duration of 
interviews was between 30 and 60 minutes. 

The quantitative data collection research instrument that was used in this study, were self-
completed online questionnaire, because it provided a specific set of structured questions for 
completion without the researcher being present (Maree & Pietersen, 2017b; Saunders et al., 
2016).  The quantitative research instrument consisted of a research invitation letter (Annexure E) 
inviting participation via email (Annexure F) and a questionnaire with closed-ended questions that 
included Likert scale and multiple-choice options (Annexure H).  The questionnaire was hosted 
on a separate secure page of the professional therapeutic reflexology website of the researcher 
(https://www.christoscheepers.co.za/ahpcsa) that had a valid Secure Sockets Layer (SSL) 
certificate ensuring encrypted security on an international server that did not limit website traffic.  
The platform of the website was WordPress, making use of the purchased Sydney Pro Theme for 
WordPress to establish a professional appearance.  The questionnaire was designed by making 
use of the WPForms Plugin for WordPress that made automatic responses possible on the 
submission of each completed questionnaire.  The duration of completion of questionnaires was 
20 to 30 minutes.   

The next section discusses the pilot study that preceded the data collection process. 

 

3.10.5 Pilot studies 

A pilot study is a miniature version of data collection, testing the qualitative interview guide and/or 
quantitative questionnaire to ensure the research instruments are understandable to participants, 
not biased, not ambiguous and formulated in the most appropriate manner; providing an 
opportunity to make corrections and amendments before the actual data collection process 
commences (Saunders et al., 2016; Schachtebeck, Groenewald & Nieuwenhuizen, 2018; Welman 
et al., 2011).  Qualitative studies have smaller pilot study sizes, but the purpose and calculation 
of the pilot study size is more important than the actual size, although it may be as large as 20 
percent of the sample (Ismail, Kinchin & Edwards, 2018; Schachtebeck et al., 2018). 

In this study, a pilot study was conducted with 19 participants, consisting of four participants for 
the qualitative phase and 15 participants for the quantitative phase.  The pilot studies were 
conducted in similar ways than the data collection with the purpose of testing the research 
instruments before collecting data, as discussed below. 

The four qualitative pilot study participants were selected through purposive non-probability 
sampling.  When embarking on the qualitative pilot study, there was no specific pilot study size in 
mind, but the researcher decided to follow the data saturation approach by conducting interviews 
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until he was satisfied that the necessary amendments to the data collection research instrument 
was made and that the interview guide contained the correct predetermined interview questions 
in the correct sequence. 

The first interview was conducted face-to-face in the participant’s therapeutic reflexology practice 
in the Cape Town area that provided valuable feedback on the qualitative research instrument.  A 
physical consent form was completed during the interview and the interview was electronically 
recorded with the participant’s permission on the researcher’s Apple iPhone 6SE cellular phone 
by making use of the Voice Memos Application.   

The second interview was conducted telephonically with a participant that was located in the Cape 
Town area but was unable to make herself available for a face-to-face interview.  The telephonic 
interview was a good test of the amended qualitative research instrument as it was tested without 
face-to-face contact, but it became clear during the interview that more amendments were needed 
and that the questions should be translated and also made available in Afrikaans.  The telephonic 
interview process also made it clear that this form of interviewing was not ideal for this study as 
there were constant communication difficulties between the researcher and the participant; for the 
participant not to have the interview questions available, made the process difficult as well as the 
fact that answers had to be written down by the researcher during the conversation and recording 
the interview effectively through the telephone proved unsatisfactory.  Obtaining consent from the 
participant was verbally over the phone and could not be obtained in writing, leading to the 
researcher emailing the consent form to the participant for signature.  The pilot study clarified that 
the telephonic form of interviewing was not to be used in this study for data collection.   

The third interview was conducted remotely by making use of an online interview where the 
qualitative research instrument was provided to the participant electronically, because she was 
located in a different province in South Africa.  The amended interview guide was made available 
through email where space was provided for the participant to complete the open-ended 
qualitative answers on the actual document in and then email it back to the researcher.  The same 
interview guide was additionally made available electronically for the participant, on the 
researcher’s therapeutic reflexology website (http://www.christoscheepers.co.za/research) where 
the participant could complete the answers online and submit the document directly to the 
researcher’s email.  On submission of the document, a disclaimer and consent form were obtained 
as part of the submission of the answers to the researcher.  The participant preferred the website 
version of the online document and completed it online.  On receipt of the completed interview 
guide, the researcher continued the online interviewing with the participant through a series of 
emails and WhatsApp messages.  The online interview proved highly successful in making final 
amendments to the research instrument for both face-to-face as well as online use. 

The fourth interview was conducted in the Cape Town area by means of a face-to-face interview 
with a member of the South African Healthcare Industry that was not part of the AHPCSA 
professions.  The research instrument proved successful and the interview process with the 
accompanying recording of the interview was professionally completed in good time and good 
sequence.  This specific participant requested that the interview recording be kept confidential due 
to the sensitive nature of information shared during the interview; confirmed by the researcher.   
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The research instrument was regarded as finalised and ready for data collection to continue.  

The qualitative pilot study was completed with a total number of four participants that provided 
sufficient feedback from all forms of interviewing to finalise the qualitative research instrument.  
Four pilot study participants emerged as 10 percent of the total qualitative sample size of 40 that 
was reached with the point of data saturation that occurred during the qualitative data collection 
process. 

The results from the pilot study indicated a number of changes that had to be made to the 
qualitative research instrument as listed in Table 3.14. 

Table 3.14: Qualitative Pilot Study Amendments to Interview Guide  
Interview 

Guide 
Section 

Interview Guide Amendments 

A The demographics section did not include an option to indicate marital status 
and it was inserted 

B Question 3: The question on whether the participant accomplished what 
he/she wanted to in his/her career was added to the section  

C Question 4 and Question 5 on the participants’ practice being successful and 
financially viable were added to the interview guide 

D 
An ambiguous question was removed from this section as it was already 
addressed in Question 1 about the participant’s perception about what 
entrepreneurship is 

E 

Questions in this section were too clumsy and were revised and shortened.  
Question 1 and Question 2 were originally applicable to the entire CAM 
industry that was too broad, and it was revised to remove the CAM industry 
from the question and to replace it with the participant’s profession instead 

F 
A question in this section was double-barrelled and asked about business or 
financial problems; this question was removed and replaced with Question 1 
and Question 2 in the section to avoid ambiguity.  

General 
Amendments 

Ambiguous questions were revised to avoid ambiguity 

Sequence of questions continuously revised until it was flowing naturally 

Translation of the questions into Afrikaans occurred to make it more 
understandable for the Afrikaans speaking participants 

Wording of questions were amended 

Table 3.14 lists the changes that were made during the pilot study interviews.  The final face-to-
face pilot study interview indicated that the research instrument worked well; the questions were 
understood with no ambiguity and the sequence of questions was flowing naturally during the 
interview, resulting in the research instrument being finalised (Annexure G). 
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The quantitative research instrument was tested in the field by means of 15 completed online 
questionnaires from participants in the Allied Healthcare Sector representing a variety of 
diagnostic practitioners and non-diagnostic therapists.  The researcher initially wanted to conduct 
an internal pilot study where the first questionnaires received from the AHPCSA invitation to 
participate in this study would be excluded from the data collection (Arnold, Burns, Adhikari, Kho, 
Meade & Cook, 2009; In, 2017) and used instead as pilot study while amendments to the 
questionnaire could be done electronically in real-time before continuation with the data collection 
process.  However, the pilot study procedure that emerged during the study changed the entire 
approach resulting in a pilot study being conducted separately from the data collection phase that 
resulted in a total of 15 pilot study participants. 

The AHPCSA was willing to invite the entire target population from their database to participate in 
this research study (Mullinder, 2018a; Annexure F), on the condition that certain requirements had 
to be adhered to, namely: (1) The researcher had to provide proof of registration as PhD student 
(Annexure A); (2) The researcher had to indicate who the PhD promoter of the study was 
(Annexure B); (3) A research letterhead template was provided by the AHPCSA (Mullinder, 2018a) 
that had to be amended by The Da Vinci Institute for Technology Management for use within the 
email body of the emails that the AHPCSA would distribute to invite Complementary Healthcare 
Professionals to participate in the study (Annexure E); and (4) Ethical clearance from the ethical 
committee of The Da Vinci Institute for Technology Management (Annexure C).  As seen in 
Annexures E and F, the AHPCSA provided an incentive to participants by offering one Continuing 
Education Unit (CEU) for Continuous Professional Development (CPD) purposes which is a 
requirement for reregistration for Complementary Healthcare Professionals (AHPCSA, 2018c).  

With all the requirements adhered to, the AHPCSA distributed a bulk email to the entire target 
population totaling 2565 inviting them to participate in this study (Mullinder, 2018b).  Three 
problems occurred with this email distribution, namely: (1) The email was sent from the AHPCSA 
internet service provider, but there was no guarantee that the emails would not end up in the 
recipients’ spam folders (Mullinder, 2018b); (2) The email was not only distributed to the 2565 
registered Complementary Healthcare Professionals, but it was accidently distributed to a total of 
4754 people which also included registered students in all the professions (Mullinder, 2018c); and 
(3) The layout of the email was distorted with Hyper Text Mark-up Language (HTML) codes 
appearing inside the text that caused many emails to be undelivered (Mullinder, 2018d).  These 
problems resulted in only 15 responses being received.  These 15 responses were used as the 
participants for the pilot study.  The researcher’s contact details were provided in the distribution 
emails and numerous of the participants contacted the researcher to inform him of problems with 
the distribution emails, with the questionnaire and with the research study.   

The results of the quantitative pilot study were listed and dealt with as follows: (1) Email distribution 
problems; (2) Questionnaire content problems; (3) Questionnaire submission problems; and (4) 
Reluctance about research promoter. 

The email distribution problem was dealt with by the AHCPSA by rectifying the layout of the email 
body to not show any HTML codes in the text and the redistribution of emails in different format to 
ensure delivery for the data collection process that followed. 
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The questionnaire content had only one area that a participant was not satisfied with, namely in 
the demographics section there were only two options provided at the gender category.  A specific 
participant found it to be too limiting and wanted a third category included.  The researcher 
amended this part of the questionnaire by adding transgender to the male and female options.  
The same responded contacted the researcher again after the questionnaire was changed in real-
time and indicated that the term transgender is too restrictive, and the option should rather read 
other to allow participants to choose a gender identity they identify with.  The researcher changed 
the gender category to allow the third option as other and provided a textbox for the participant to 
type in the other gender he or she identified with.  This was the only content change that was 
needed in the questionnaire and all the other questions were completely understood. 

Questionnaire submission problems occurred where participants experienced problems to submit 
the completed questionnaire.  The participants contacted the researcher, and it was observed that 
if a compulsory question in the questionnaire was not completed, the questionnaire moved back 
to that specific question when the submit button was pressed and did not allow the submission.  
This was told to the one participant, but submission problems still persisted.  The researcher made 
use of TeamViewer software to remotely log on to the one participant’s computer to view in real-
time the problem; it was observed that that one question with regards to educational institution of 
the participant had an “other” option, that was marked as compulsory and even when the 
participant did not attend another educational institution, the submission could not occur.  The 
problem was rectified by removing the “compulsory” option linked to the “other” option in the 
educational institution question.  Once the change was instigated, the researcher contacted the 
participant, and the questionnaire was completed and successfully submitted. 

The final problem that arose from the quantitative pilot study, was a reluctance of the one 
participant to participate in this study due to the involvement of Prof Marius Herholdt as the 
promoter of the study.  This participant contacted the researcher to inform him of the participant’s 
experience with Prof Marius Herholdt in the past with unrecognised institutions and a matter where 
unrecognised qualifications were issued.  The researcher satisfied the participant’s concerns by 
informing the participant that this study is being conducted for a PhD degree at a SAQA-accredited 
institution and that Prof Marius Herholdt is not awarding the qualification.  The participant was 
further informed that the researcher requested Prof Marius Herholdt to be the promoter for this 
study due to his expertise in holistic healthcare, but also due to his expertise with regards to 
philosophy and research methodology.  The explanation satisfied the participant’s concerns, and 
the questionnaire was successfully completed. 

Sufficient feedback was obtained from the participants that resulted in the necessary 
questionnaire and research process amendments to be made.  The remainder of the 15 
participants completed the questionnaires without any further challenges and the questionnaire 
was deemed completed.  There was no need for any further participants to complete 
questionnaires as all problems were resolved while the quantitative research instrument was 
finalised (Annexure H), and it was determined that a total of 15 participants for the pilot study was 
satisfactory although it was only 0.5848 percent (15 / 2565 x 100 = 0.5848) of the total target 
population. 

The data collection process is examined in the next section. 
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3.10.6 Data collection  

Data collection refers to the way data is practically collected for a study, divided into primary and 
secondary data, where primary data refers to the data the researcher practically collects directly 
in the field, while secondary data refers to indirect data the researcher collects from previously 
published sources (Dudovskiy, 2018; Maree, 2017; Saunders et al., 2016).  In this study, the 
secondary data was collected during a continuous literature review process that is crucial in the 
theory development process (Linda, Phetlhu & Klopper, 2014), and the primary data was collected 
through semi-structured interviews during the qualitative data collection phase, followed by self-
completed online questionnaires during the quantitative data collection phase.  The secondary 
data collection literature review methods applicable for use in grounded theory, are depicted in 
Table 3.15. 

Table 3.15: Literature Review Methods in Grounded Theory (Baehr, n.d.; Dawson, 2010; 
Dunne, 2011; Heath, 2006; Hickey, 1997; Saunders, et al., 2016; Suddaby, 2006) 

Nullum 
No prior secondary data, personal experience or even research questions; not 
actually used as there is consensus that a literature review should occur in 
grounded theory, but its timing is disputed. 

A Priori 
Secondary Data prior to data collection and data analysis (deductive); 
supported by Strauss (when he separated views with Glaser) and Corbin. 

A Posteriori 

Secondary Data after data collection and data analysis (inductive) to prevent 
corruption of the emergent theory from the collected data; original grounded 
theory approach supported by Glaser (and Strauss before he changed views 
on the matter). 

Continui 

Secondary Data continuously before, during and after data collection and data 
analysis (abductive), because in grounded theory the theory is grounded in the 
data; a researcher approaches a study with already obtained prior experience, 
knowledge, and perspectives, while a literature review before the data 
collection process may add credibility to a grounded theory study. 

In this study, the continui literature review method was used for secondary data collection as the 
researcher approached the study with prior experience, knowledge and perspectives, commenced 
with an initial literature review during the research proposal phase that continued throughout the 
process.  The literature review for this study was conducted by obtaining various sources for the 
collection of secondary data which included: (1) Articles from professional magazines; (2) Books 
from libraries; (3) Dissertations and theses from university libraries; (4) Journal Articles from 
university libraries and directly from various journals; (5) Statistical and educational sources like 
websites of StatsSA; (6) Textbooks from university libraries; and (7) Online data bases.  Various 
online data bases have been used, but the main electronic online data bases that were used in 
this study, can be listed as follows: (1) EBSCOhost; (2) Emerald; (3) Google Scholar; (4) 
SABINET; (5) Science Direct; (6) Springer; (7) Various Open-Source Journals; and (8) Online data 
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bases used by the librarians at The Da Vinci Institute for Technology Management to obtain journal 
articles inaccessible to the researcher through mentioned online data bases. 

In this study, primary data was collected in this exploratory study through a sequential mixed-
method approach consisting of predominantly qualitative data collection in phase one in the form 
of interviews, followed by supportive quantitative data collection in phase two in the form of 
questionnaires.  The necessity to add a second phase of data collection in the form of a 
quantitative aspect, emerged from the data itself in pure grounded theory format (Dawson, 2010; 
Cresswell, 2014; Nieuwenhuis, 2017c; Saunders et al., 2016; Tie et al., 2019). 

On completion of the pilot study, the data collection process commenced, and the researcher 
scheduled appointments relating to date, time and place with the various research participants 
and conducted the interviews.  For the face-to-face interviews, the researcher interviewed the 
research participants in their various healthcare practices in order to interview and observe them 
within their place of practice.  Some research participants were not able or willing to be interviewed 
in their healthcare practices and on their recommendation, the researcher interviewed them in 
different locations, for example their private residences or coffee shops.  The researcher 
personally conducted the interviews as he was skilled enough in interviewing people to do so 
successfully for this study, based on his past experience in general management, human resource 
management, counselling and healthcare.  During the interviews the researcher made notes while 
the research participant spoke, which was a skill he mastered during the years he was in a 
counselling practice along with taking regular case histories in a similar manner within his 
professional therapeutic reflexology practice.   

Each interview was commenced with conversation to put the research participant at ease and 
answering all questions the participant had, followed by a discussion on what the aim of the 
research was and the fact that all information would be kept confidential and only used for this 
specific research study while keeping the identity of each participant anonymous.  The participants 
were asked to sign a consent form before commencement of the interview on which they had to 
indicate whether they were willing to have the interview recorded for the exclusive later use by the 
researcher during the data analysis process.  Only one participant refused to have the interview 
recorded while the other participants permitted the recordings.  Once the consent form was 
completed and signed, the participant was asked to complete Section A, the demographics portion 
of the Interview Guide, followed by the researcher conducting semi-structured interviews by asking 
the predetermined questions as it appears in the interview guide (Annexure G).  During the 
interview, the researcher had the freedom to ask any additional questions that flowed naturally 
from the conversation and making the necessary notes of the replies.  The interviews were 
recorded on the researcher’s iPhone 6SE making use of the Voice Memos Application while the 
researcher simultaneously made notes on the interview guide template.  The researcher made 
certain observations during the interview and recorded it on the interview guide template relating 
to the participant’s practice setting, where applicable, or the participant’s demeanour during the 
interview. 

To provide interview access to research participants that were unable or unwilling to be 
interviewed face-to-face, the interviews took on the form of online interviews where electronic and 
internet media were used.  Purposively selected participants were contacted via email, Facebook 
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Messenger, Skype and WhatsApp to invite them to participate in the research by completing the 
online interview guide.  This process was especially aimed at participants outside the Cape Town 
region and for reflexologists in other countries.  For the online interviews, the research participants 
were provided with the qualitative interview guide which they could review and complete and 
submit electronically before the researcher reviewed the completed interview guides and followed 
up with email, Facebook Messenger, Skype and WhatsApp conversations to clarify certain 
answers or to ask additional questions that emerged from the provided answers.  A problem that 
emerged from the online interviewing process, was that some participants, especially 
reflexologists outside of South Africa, were not eager to complete the interview guide online due 
to the time needed to type in all the answers to the questions.  Minimal responses were received 
from international reflexologists and when approaching them to have a conversation about the 
problems, it was mentioned that the time factor to complete the open-ended questions were the 
major factor and that a more closed-ended questionnaire would be more helpful.  This was the 
first hint during the research process towards the need to add a second phase of data collection 
in the form of a quantitative questionnaire. 

The interview process continued until the point of data saturation was reached where the 
researcher received similar answers from participants without any new categories of information 
emerging.  At that point, the interviews were concluded with a total number of 40 interviews 
conducted, plus the supplementary interview conducted earlier. 

The data revealed valuable responses to the questions asked and the researcher decided that it 
would be valuable to test the responses on a larger scale to see if all the professions regulated by 
the AHPCSA had similar views.  To reach such a broad scale of participants, the researcher 
realised that his presence would not be possible, and the use of face-to-face interviews were not 
practical.  The researcher decided to commence the process with an initial pilot study by 
contacting international reflexologists outside of South Africa to obtain their feedback before 
approaching the different AHPCSA registered professions.  The researcher contacted various 
international reflexology associations through email as well as Facebook Messenger and invited 
them to complete the interview questions on the online platform in the form on an online interview 
that could be followed up with personalised communication with each participant.  Some of the 
international reflexology associations invited their members to participate in the study while others 
did not even respond on the researcher’s request.  No online interviews were completed, but 
instead three different international reflexologists contacted the researcher and informed him that 
they would be interested to participate, but the online questions were too vast, and it took too 
much time to complete. 

The researcher realised that the solution was to rework the interview questions and responses 
received into a quantitative questionnaire; thus, a second phase of data collection emerged from 
the research in the form of a quantitative phase.  The quantitative phase was not initially planned, 
but as the need emerged from the data, a second phase was included in this study, making it 
possible to generalise the findings to the entire Allied Healthcare Sector of the South African 
Healthcare Industry.   

The quantitative primary data collection phase commenced.   
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After the failed distribution of emails to the entire target population (Mullinder, 2018b, 2018c, 
2018d) that resulted in the completion of a pilot study, the AHPCSA rectified the layout of the email 
content and distributed the emails again to the entire target population of 2565 (Mullinder, 2018b), 
but this time it was not only one email that was sent, but numerous emails were distributed; one 
email for each separate profession registered with the AHPCSA (Mullinder, 2018e, 2018f).  This 
approach resulted in successful delivery of the invitation to participate in the research study by 
completing the online questionnaire. 

Participants could complete the questionnaire online, but before submission of the questionnaire 
was possible, all questions had to be completed.  If a participant failed to complete a specific 
question, the questionnaire would not submit, but instead move to the incomplete question when 
pressing the submit button clearly indicating that the field should be completed with the words “this 
field is required”.  The participants completed the questionnaire online and on successful 
submission of the questionnaire, the researcher received a personal email with the answers to the 
completed questionnaire.  The identity of the participants was fully anonymous, and the researcher 
only received the answers to the completed questionnaires without any personal information of 
the participants, because the WPForms Plugin for WordPress was setup to use the researcher’s 
own email address to send the completed questionnaires to the researcher’s email address; this 
approach ensured that the participants’ email addresses were never used during the submission 
process to ensure anonymity. 

Compliance with the AHPCSA requirements for the participants to be able to claim the one CEU 
for CPD purposes, the automatic response function on the WPForms Plugin for WordPress was 
set up to provide proof of completion of the questionnaire where participants could complete their 
details in order to receive proof of completion of the questionnaire.  The participants could finalise 
the questionnaire by completing their personal details anonymously in the form with regards to 
their name, surname, AHPCSA registration number and email address.  On completion, the form 
could be submitted online.  The process was completely anonymous as the researcher never 
received any personal information of participants.  With successful submission of this form, the 
participants received proof of completion on a website landing page that was followed by an 
automated response email to the various participants to the email addresses provided in the form.  
The automated response email could be printed and kept as proof of the one CEU for CPD 
purposes when such participant was chosen by the AHPCSA to undergo a CPD audit.   

The quantitative data analysis is discussed in the next section. 

 

3.10.7 Data analysis 

Data analysis is the process of grouping, managing and reducing collected data into 
understandable content for interpretation to explain phenomena and deduce conclusions by 
making use of various procedures of categorising, coding, quantifying, structuring and 
summarising (Dawson, 2010; Dudovskiy, 2018; Easterby-Smith et al., 2015; Hansford, 2012; 
Mouton, 2002; Saunders et al., 2016; Welman et al., 2011).  Qualitative and quantitative data are 
usually analysed separately with distinctive methods for the specific type of data in order for 
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quantitative data to be analysed by deriving numerical meaning from numbers while qualitative 
data is analysed by deriving textual meaning from words (Dudovskiy, 2018; Mouton, 2002; 
Saunders et al., 2016). 

This study used a grounded theory analysis with a distinct thematic analysis phase for the 
qualitative data and a statistical analysis phase for the quantitative data, as discussed below.  The 
main qualitative data analysis approaches are listed in Table 3.16. 

Table 3.16: Qualitative Data Analysis Approaches (Dawson, 2010; Dudovskiy, 2018; Easterby-
Smith et al., 2015; Fereday & Muir-Cochrane, 2006; Krippendorff, 2013; Namey, Guest, Thairu & 
Johnson, 2008; Nieuwenhuis, 2017a; Saunders et al., 2016; Welman et al., 2011) 
Content 
Analysis 

Content analysis quantifies qualitative data by using uses exploratory processes and 
describes data by making use of categorisation and tabulation of data  

Discourse 
Analysis 

Discourse analysis focuses strongly on linguistics and the language used by 
participants as patterns in their speech and answering of questions 

Grounded 
Theory 
Analysis 

Grounded theory analysis uses an interactive process where the collected data is 
used to systematically construct theory from categories that emerge from the data 
by making use of constant comparative analysis between data and theory 

Narrative 
Analysis 

Narrative analysis uses the stories (narratives) participants share to make sense of 
their perceptions within their specific contexts 

Thematic 
Analysis 

Thematic analysis considers the research context and recognises ideas and patterns 
that are grouped together in themes (or categories) 

The main quantitative data analysis approach may be termed statistical analysis where various 
statistical techniques are used for description (descriptive statistics) and inference (inferential 
statistics); Descriptive statistics are used to describe the sample data and make it more 
understandable while Inferential statistics are used to make generalisations (inferences) from the 
sample and apply it to the population (Dawson, 2010; Dudovskiy, 2018; Hansford, 2012; Mouton, 
2002).  Grounded theory analysis was used in this study to construct theory from the collected 
data to create an entrepreneurship framework by means of constant comparative analysis 
(Dudovskiy, 2018; MAXQDA, 2018; Tie et al., 2019).  As the qualitative aspect of this study was 
dominant with a supportive quantitative aspect, the use of grounded theory analysis was deemed 
an appropriate method of analysis, but with distinctive qualitative and quantitative analysis 
techniques used before integrating the qualitative and quantitative data as discussed in the 
separate phases of data analysis.  To create an entrepreneurship framework from the emerging 
content, preconceived perceptions were discouraged, justifying the use of grounded theory (Cho 
& Lee, 2014; Dudovskiy, 2018; MAXQDA, 2018).  Grounded theory analysis can be grouped into 
three stages during the analysis process that may be constantly compared and amended, namely: 
(1) Coding; (2) Categorising; and (3) Theory Construction (Cho & Lee, 2014; Dudovskiy, 2018; 
Easterby-Smith et al., 2015; Heydarian, 2016; MAXQDA, 2018) that may be described with 
different terminology depending on the grounded theory category a study leans towards as 
illustrated in Table 3.17. 
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Table 3.17: Grounded Theory Coding Stages (Saunders et al., 2016; Tie et al., 2019) 
Grounded Theory 
Category 

Initial Coding Intermediate Coding Advanced Coding 

Classic (Glaser) Open Coding Selective Coding Theoretical Coding 

Evolved (Strauss) Open Coding Axial Coding Selective Coding 

Constructivist 

(Charmaz) 
Initial Coding Focused Coding Theoretical Coding 

This study is leaning towards the constructivist grounded theory category, but the terminology of 
initial coding, intermediate coding and advanced coding is used instead of the customised terms 
to avoid confusion.  The categorising stage in grounded theory analysis is used to group codes 
together into categories or themes (Cho & Lee, 2014; Dudovskiy, 2018; Easterby-Smith et al., 
2015; Heydarian, 2016; MAXQDA, 2018), making it the ideal stage in this study for the use of 
thematic analysis during the qualitative phase and statistical analysis during the quantitative phase 
(Cho & Lee, 2014; Heydarian, 2016).  The final theory construction stage in the grounded theory 
analysis process was used in this study to integrate the analysed qualitative data with the analysed 
quantitative data in order for theory to emerge from the data in an attempt to create an 
entrepreneurship framework.  The data analysis process may be electronically strengthened with 
the use of Computer-Assisted Qualitative Data Analysis Software (CAQDAS) (Walliman, 2011) 
and in this study Atlas.ti, NVIVO, Statistical Package for the Social Sciences (SPSS), and 
MAXQDA were utilised.  

Qualitative data was typed into Microsoft Word from the data collection notes while transcribing 
the audio recordings.  The researcher commenced with the analysis of the data manually and by 
making use of Atlas.ti Version 8 software as soon as an interview was transcribed and typed, but 
it became clear that the researcher had certain preconceived viewpoints due to being part of the 
Allied Healthcare Sector.  To prevent prejudiced opinions to influence the analysis, the use of an 
independent statistician was obtained for the initial qualitative analysis to ensure that theory could 
be built as it emerged from the data without the influence of the researcher’s personal points of 
view influencing the process (Dawson, 2010; Johnson, 2015; Saunders et al., 2016; Urquhart, 
Lehmann & Meyers, 2010).  An independent statistician was contracted that made use of Atlas.ti 
Version 8 software to analyse the qualitative data and also used NVIVO Version 12 software to 
generate word clouds.  She commenced with initial coding, intermediate coding and advanced 
coding before categorising the codes into themes by making use of thematic analysis.  Thematic 
analysis was deemed an appropriate approach to analysis as it provided the opportunity to identify 
themes that emerged from the data (Saunders et al., 2016).  The responses from participants 
were coded into themes related to each of the research questions.  Responses and quotations 
were marked and linked together in networks to build up a framework around responses related 
to each research question.  Network trees were constructed, as well as word clouds to illustrate 
the various word responses and their frequency of use associated with specific research 
questions.  The results were structured as follows: (1) Demographic profile of participants; (2) 
Framework building and responses to each research question; and (3) Network analysis.   
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Quantitative data was captured into a Microsoft Excel spreadsheet after questionnaires were 
printed, manually captured and shredded by making use of a Protection of Personal Information 
(POPI) Act approved shredder.  The printed questionnaires could be destroyed as all information 
was available in electronic format for storage in a manner approved by The Da Vinci Institute 
Ethics Committee (Annexure C).  As the services of an independent statistician was used for the 
initial qualitative analysis of this study, the researcher decided to do the same for the quantitative 
aspect of the study.  The services of an independent statistician were contracted for the initial 
quantitative data analysis.  The Microsoft Excel spreadsheet with the captured data from the 
questionnaires were provided to her and she made use of frequency distribution analysis to 
summarise the quantitative data (Saunders et al., 2016) by making use of IBM SPSS Version 25 
software for the statistical analysis and Atlas.ti Version 8 for the open-ended questions in the 
questionnaire.  Frequency distribution analysis was used to explore the demographic profile of the 
participants in the quantitative aspect of the analysis as well as with the demographic profile of 
the participants in the qualitative aspect.  The chi-square test for association was used to ascertain 
the link between specific responses with aspects of the demography of the participants and 
participants such as age group, gender, how they practice, the type of practice, and employment 
outside the practice.  The chi-square test allowed the determination of linkages between the 
responses when answering some of the research questions. 

All open-ended questions related to the quantitative data analysis aspect were auto coded and 
word clouds were generated to determine what the most responses were to that question.  Word 
clouds ranged from 13 and above.  No words below 13 counts were used unless in specific 
analysis which would be indicated on the actual associated figure.  The results were structured as 
follows: (1) Demographic profile of participants; (2) Quantitative data analysis results as responses 
to each research question; and (3) Analysis of qualitative responses associated with the 
quantitative aspect of the analysis.  A second independent statistician was contracted for 
triangulation purposes for the quantitative analysis.  She was provided with the Microsoft Excel 
spreadsheet with the captured data from the questionnaires.  She made use of statistical analysis 
to code and categorise the quantitative data into usable descriptive and inferential statistics 
(Dawson, 2010; Dudovskiy, 2018; Hansford, 2012; Mouton, 2002) by making use of IBM SPSS 
Version 25 software as well as the SPSS AMOS Module for structural modelling. 

The analysed qualitative and quantitative data from the two statisticians were provided to the 
researcher who made use of MAXQDA Analytics Pro 2020 Version 20.0.8 software, which is ideal 
software for the use in a mixed-method grounded theory study (MAXQDA, 2018) for the integration 
of the qualitative and quantitative data.  The qualitative interview transcripts in Microsoft Word, the 
quantitative questionnaire spreadsheet in Microsoft Excel, the analysed qualitative data 
documentation from Atlas.ti and NVIVO as well as the quantitative analysed data documentation 
from SPSS were imported into MAXQDA.  In MAXQDA, the researcher made use of grounded 
theory analysis and integration of data with constant comparative analysis of the qualitative and 
quantitative data, codes and categories in order to finalise the theory construction stage of the 
data analysis.  The researcher made use of additional coding during this process and used memo 
writing to incorporate his personal observations made during the process of interviewing.   

The next section addresses the use of triangulation in this study. 
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3.10.8 Triangulation  

Triangulation is a practice of using different research methods to collect numerous perceptions 
during one study to confirm results obtained (Easterby-Smith et al., 2015; Maree, 2017; Saunders 
et al., 2016).  In this study, the use of triangulation occurred during the data collection as well as 
the data analysis phases.  Triangulation occurred during data collection in this study by making 
use of different data collection methods.  Interviews were used for the qualitative phase of this 
study combined with personal observations made by the researcher during the interview process 
as the interviews occurred mostly within the research participants’ places of practice.  
Questionnaires were used for the quantitative phase of this study.  Triangulation occurred during 
the data analysis stage in this study in that there was more than one person involved in the 
analysis process, namely an independent statistician for qualitative and quantitative analysis, 
followed by a second statistician for quantitative analysis, and finally the researcher for qualitative 
and quantitative integration analysis.   

Different methods of analysis were used to ensure triangulation.  The overall method of analysis 
was grounded theory analysis, but with distinctive qualitative and quantitative analysis method, 
namely: (1) Thematic analysis for qualitative analysis used by the first statistician; (2) Frequency 
distribution analysis for the demographic aspects of both the qualitative and quantitative research 
aspects used by the first statistician; (3) Statistical analysis used by the second statistician to 
provide descriptive and inferential statistics; and (4) Mixed-method integrative analysis used by 
the researcher to integrate qualitative and quantitative data by making use of constant 
comparative analysis.  The use of different software packages was involved in the analysis 
process, namely: (1) Atlas.ti and NVIVO for qualitative analysis by the first statistician; (2) SPSS 
for quantitative analysis by both statisticians; and (3) MAXQDA for mixed-method integration 
analysis by the researcher. 

The use of independent statisticians ensured that the researcher’s preconceived perceptions did 
not influence the initial coding and categorising of data as it emerged from the data.  The 
researcher became involved in the final stage of analysis when integration of the qualitative and 
quantitative data had to occur at which stage, he worked with the already emerged codes and 
categories that emerged from the data without any influence from his involvement in the Allied 
Healthcare Sector. 

The research methods were discussed in this section by reviewing theory and applying it on the 
distinctive qualitative followed by the sequential quantitative phase and finalised in the mixed-
method data integration phase before looking at the triangulation that occurred in this study.  The 
next section will consider the ethical considerations applicable to this study. 

 

3.11 ETHICAL CONSIDERATIONS 

The role of values has been addressed under the axiology section in this chapter.  The researcher 
was intrinsically intertwined in the research being conducted, necessitating ethical considerations 
to be reviewed in determining acceptable conduct and values during this study (Hill, 2011).  There 
are two main philosophical views concerning ethical consideration as deontological and 
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teleological, where the deontological view maintains that unethical research methods are never 
acceptable to justify the end result, while the teleological view in contrast believes that the end 
result validates the methods used, regardless of whether it is seen as ethical or unethical 
(Saunders et al., 2016).  The ethical philosophical view pursued in this study was that of a 
deontological view in an attempt to uphold high ethical standards throughout the research process.  
The researcher believed that ethical research methods had to be used throughout the study 
resulting in a transparent description of all methods, techniques and procedures used in this 
chapter, but also complete transparency with regards to the study as shared with participants and 
participants. 

Ensuring the ethical conduct of this study, the following ethical considerations were adhered to. 

 

3.11.1 Ensuring anonymity and confidentiality 

Participants were ensured of anonymity and confidentiality during the entire research process to 
ensure that their identities remained undisclosed and to ensure that the information provided 
during the qualitative interviews and completion of the quantitative questionnaires were only used 
for the purpose of this study (Saunders et al., 2016; Welman et al., 2011).  Confidentiality of all 
information was maintained throughout the research process and it continued after completion of 
the study as per ethical storage and disposal of raw data as outlined below.  Participants and 
participants were identified by pseudonyms (for example participant one to participant 267) 
instead of using names to ensure anonymity.  All information provided by the participants were 
kept anonymous and confidential in an attempt to not link any specific individual responses to 
individual participants. 

 

3.11.2 Ensuring data protection 

Primary data collected from participants should be protected according to relevant legislation 
(Dudovskiy, 2018; Saunders et al., 2016).  The data used in this study was protected in line with 
the Protection of Personal Information (POPI) Act (South Africa, 2013) ensuring protected storage 
and disposal of data.   

The researcher is registered as therapeutic reflexologist with the AHPCSA and is therefore 
regulated by means of the Allied Health Professions Act (South Africa, 2000) with relating rules 
and regulations with regards to professional patient record keeping and storage (AHPCSA, 
2014a).  The same form of professionalism was used in the storage of physical research data and 
electronic data on a flash drive/CD as it was stored in a locked cabinet in the professional practice 
office of the researcher accessible only by the researcher himself.  No data was stored on any 
computer, but instead it was copied onto a CD for safe storage in the above-mentioned matter.  
Data was and will be stored in this manner for the required five-year period and once this period 
lapsed, all data will personally be destroyed by the researcher by making use of a POPI Act 
approved shredder. 
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3.11.3 Ensuring ethical clearance is obtained 

Ethical clearance is sometimes needed for research studies, especially when it forms part of 
academic research completed at a specific university for a specific qualification (Saunders et al., 
2016).  This study was completed for the PhD degree at The Da Vinci Institute for Technology 
Management and as a result an application for ethical clearance for the qualitative interviews as 
well as the quantitative questionnaire was submitted to The Da Vinci Institute Ethics Committee.  
Ethical clearance was obtained from The Da Vinci Institute Ethics Committee (Annexure C). 

 

3.11.4 Ensuring funding of the study and incentives provided are declared 

The declaration of funding of research studies is crucial in order to be transparent with regards to 
any specific conditions that may be imposed on the research by the funder (Dudovskiy, 2018; 
Saunders et al., 2016).  This study was self-funded by the researcher with no specific conditions 
imposed by an external funder nor by the researcher himself.  The researcher did not offer any 
incentives to the research participants and participants but indicated that the final research results 
will be made available to the AHPCSA for distribution to their members and to participants of the 
qualitative aspect of the study that indicated their interest to receive it once the study is completed 
and with the permission of The Da Vinci Institute for Technology Management.  The AHPCSA did 
not fund this study but saw the value in the research and decided to provide one CEU for CPD 
purposes to their members for completing the online quantitative questionnaire as an incentive to 
motivate them to participate in the research (Annexures F).  The researcher did not ask for an 
incentive to be offered to participants, but the AHPCSA offered such an incentive as the 
completion of the online questionnaire was in line with acceptable CPD activities required of 
AHPCSA registered practitioners and therapists (AHPCSA, 2018c).  

 

3.11.5 Ensuring no harm comes to participants 

Research participants should not experience any harm for participating in a research study 
(Dudovskiy, 2018).  Participants and participants were notified that every attempt has been made 
ensuring their indemnification against any physical and psychological harm while making it known 
to them that their participation in the research was voluntary and they had the right to withdraw 
from this study at any time (Dudovskiy, 2018; Wellman et al., 2011).  

 

3.11.6 Ensuring participants provide informed consent 

Participants were informed as to the extent and purpose of the research to ensure their voluntary 
participation while being completely aware of what the research entailed (Dudovskiy, 2018; 
Saunders et al., 2016; Welman et al., 2011).  Informed consent was obtained from participants 
through a physical signature on the research invitation letter (Annexure D) for face-to-face 
interviews and a similar electronic signature on submission of the online interview guide for online 
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interviews.  Informed consent was electronically obtained from participants on submission of the 
online questionnaires in the form of a disclaimer indicating that submission of the questionnaire 
indicated voluntary participation and consent in this study (Annexures H). 

 

3.11.7 Ensuring permission is obtained 

Permission has to be obtained from the relevant parties before commencing with data collection 
(Saunders et al., 2016).  This study was not done within a specific organisation and therefore 
permission from a specific organisation was not needed.  The necessary permission and ethical 
clearance were obtained from The Da Vinci Institute for Technology Management before 
commencement of the study as to ensure all ethical considerations have been approved 
(Annexures C).  Permission was obtained from all participants and participants involved in the 
study in the form of a consent form with relating disclaimer (Annexures D and H).  Permission was 
obtained from the AHPCSA to invite all AHPCSA registered practitioners and therapists to 
participate in the online questionnaire as the AHPCSA agreed to personally send out the invitation 
to their database (Annexures F). 

With the ethical considerations that were used in the study in place, the following section discusses 
the quality of the research. 

 

3.12 RESEARCH QUALITY 

Ensuring the quality of research is imperative for research to be deemed acceptable; acceptable 
research may be seen as a study that will provide similar results when removing the researcher 
from the equation, but using the same research instruments (Dudovskiy, 2018; Mouton, 2002).  
Research quality may be measured in qualitative research by means of trustworthiness 
(Nieuwenhuis, 2017a) and in quantitative research by means of reliability and validity (Pietersen 
& Maree, 2017b).  Welman et al. (2011) suggest that reliability is more applicable to quantitative 
research and validity to qualitative research.  Stenbacka (2001) as well as Creswell and Plano 
Clark (2018) support this argument, but Winter (2000) and Golafshani (2003) disagree, making 
these concepts applicable to both methods of research, although terminology may differentiate 
(Kapoulas & Mitic, 2012).  Kumar (2011) settles this matter by referring to Guba and Lincoln (1994) 
that mentioned that reliability and validity is measured in qualitative research by means of 
credibility, confirmability, dependability and transferability.  An overview is provided of concepts 
within qualitative and quantitative research that refer to similar aspects of quality control as 
compared in Table 3.18. 
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Table 3.18: Research Quality Comparison (Saunders et al., 2016; Shenton, 2004) 

QUALITATIVE 
Trustworthiness 

QUANTITATIVE 
Reliability & Validity 

Confirmability Objectivity 

Credibility Internal Validity 

Dependability Reliability 

Transferability External Validity (Generalisability) 

 

3.12.1 Qualitative quality control: Trustworthiness  

Trustworthiness in qualitative research is related to the concepts of reliability and validity in 
quantitative research (as seen in Table 3.18) and is discussed in this section under the different 
sub-categories of trustworthiness, namely confirmability, credibility, dependability, and 
transferability (Maree, 2017a). 

 

3.12.1.1 Confirmability 

Confirmability refers to the level of objectivity that is present in a qualitative study that is already 
subjective in nature (Maree, 2017a).  The researcher was part of this study and was not neutral, 
but confirmability was ensured for the qualitative aspect of this study in the following ways: (1) The 
researcher’s background, beliefs and philosophical paradigm has been clarified; (2) The research 
methodology and methods used in this study was discussed in detail; (3) The bias and limitations 
are mentioned in this study; (4) Triangulation was used in data collection by adding a sequential 
quantitative phase to the research to confirm the qualitative results; (5) Triangulation was used by 
making use of independent statisticians apart from the researcher; (6) The researcher’s objectivity 
was ensured during the data analysis process by using an independent statistician to initially code 
and categorise the data without the researcher’s perspectives influencing the emergent themes 
from the data; and (7) Researcher bias was reduced by making use of an independent statistician 
for the initial data analysis. 

 

3.12.1.2 Credibility 

Credibility refers to the accuracy of the research (Maree, 2017a; Mouton, 2002).  Credibility was 
ensured for the qualitative aspect of this study in the following ways: (1) Credible and acceptable 
qualitative data collection methods were used in the form of interviews combined with the 
researcher’s observation of the participants mostly in their natural practice settings; (2) Proof of 
actual data collection is available in the researcher’s locked cabinet in his office in the form of 
physical signatures on the consent forms from all participants along with the audio recordings of 
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the interviews; (3) Selection of participants was made by means of purposive non-probability 
sampling which is an acceptable qualitative research sampling method; (4) Acceptable research 
methods have been used and was discussed in detail in this chapter to ensure transparency of all 
methods applied; (5) During transcribing of interviews, the researcher had access to the audio 
recordings for clarification of any part of the interview to ensure transcription occurred accurately; 
(6) The researcher asked for clarification during the interviews when anything the participants said, 
was unclear while the use of semi-structured interviews allowed the researcher the opportunity to 
ask subsequent questions during interviews to verify matters that may have arisen from previous 
interviews; and (7) Ethical considerations were in place to ensure honest responses from 
participants without the fear of harm and the revealing of identity. 

 

3.12.1.3 Dependability 

Dependability refers to the stability of the research and whether similar results were obtainable if 
a different researcher would use the same research instruments to collect data at a different time 
(Maree, 2017a).  Dependability was ensured for the qualitative aspect of this study in the following 
ways: (1) Transparent and sequential description of the research methodology and research 
methods used in this study to allow an audit trail making it possible for another researcher to 
repeat the study; (2) Comprehensive description of the emergent process that resulted in a 
subsequent data collection phase and why the second phase of data collection made use of 
quantitative research instead of qualitative; (3) Detailed explanation of the various methods of data 
analysis used and how it emerged during the research process; (4) A promoter that is an expert 
in philosophy and in the context of this study was used to review all research methods to verify 
the dependability of the study; (5) Triangulation was used and discussed during the data analysis 
process; (6) The data analysis process was well documented to explain all interpretation of 
findings, conclusions drawn and assumptions made from the collected data; and (7) An 
independent statistician was used to complete the initial data analysis, to review the data analysis 
process and to confirm that the analysis was dependable. 

 

3.12.1.4 Transferability 

Transferability refers to how broadly a study may be generalised and what the contextual 
limitations of such connections between environments, experience, phenomena and settings are 
(Maree, 2017a).  Transferability for the qualitative aspect of this study was established in the 
following ways: (1) The research context of this study was limited to the South African Healthcare 
Industry with specific focus on the Allied Healthcare Sector within which the work-based challenge 
was identified; (2) A variety of participants in the South African Healthcare Industry were 
interviewed during the qualitative phase of the study, but it was biased towards participants in the 
Allied Healthcare Sector and specifically biased towards the profession of therapeutic reflexology 
due to the identification of the work-based challenge within the context of this profession; and (3) 
The qualitative findings of this study were biased towards the profession of therapeutic reflexology 
within the Allied Healthcare Sector as this is the profession within which the work-based challenge 
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was identified and therefore the need arose to make use of a second phase of data collection in 
the form of a quantitative study to generalise the quantitative findings to the entire Allied 
Healthcare Sector.   

The next section discusses the research quality of the second phase of data collection that 
occurred as a quantitative study aimed at the entire Allied Healthcare Sector. 

 

3.12.2 Quantitative quality control: Reliability and validity 

Quantitative quality control occurs by considering the concepts of reliability and validity in this 
section (Pietersen & Maree, 2017b). 

 

3.12.2.1 Reliability 

Reliability is ascertaining whether research is transparent and if the research will provide 
consistent findings even when repeating the research with different researchers involved 
(Saunders et al., 2016).  Reliability consists of different forms, namely: (1) Test-retest reliability; 
(2) Equivalent or Parallel form reliability; (3) Split-half reliability; (4) Internal reliability; and (5) 
External reliability (Kumar, 2011; Pietersen & Maree, 2017b; Saunders et al., 2016). 

Test-retest reliability is applicable to the research instrument used when it is provided to the same 
participants again to determine if similar answers are obtained, but the second testing may be 
biased in that participants may still remember the questions from the first data collection process.  
Equivalent form reliability is similar to test-retest, but a different research instrument is used for 
the second test to eliminate participants’ bias to remembrance of the questions.  Split-half reliability 
is a similar testing of research instruments but dividing instruments in half and then comparing the 
one half of the one instrument with the other half of the second instrument.  Internal reliability used 
different questions on the same research instrument to measure similar concepts to determine 
reliability in that similar concepts should be answered similarly by the participants.  External 
reliability refers to the consistency of findings if the research methods would be used by the 
researcher to collect another set of data in similar ways or if a different researcher would obtain 
similar results if using the same research methods with the same population (Kumar, 2011; 
Pietersen & Maree, 2017b; Saunders et al., 2016). 

Reliability in the quantitative phase of this study was ensured in the following ways: (1) A pilot 
study was conducted to ascertain that the research instrument was fully understood; (2) Internal 
reliability was used by repeating certain questions in the questionnaire: Questions 11 and 40 as 
well as Question 12 and 41 where exactly the same questions testing perceptions of 
successfulness and financial viability in practice; and (3) Internal reliability was also used by asking 
the same question by rephrasing the questions slightly: Questions 13 and 36; questions 17, 23 
and 28; as well as questions 27 and 39 were similar, but were paraphrased to test the same 
concepts.  All the questionnaire questions were listed and subsequently numbered (Annexure I). 
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3.12.2.2 Validity 

Validity is determining whether research measures are accurate and actually measuring what it 
intends to (Pietersen & Maree, 2017b; Saunders et al., 2016).  Validity consists of three forms, 
namely: (1) External validity; (2) Internal validity; and (3) Measurement validity (Saunders et al., 
2016).  External validity refers to the generalisability of findings to settings outside the research 
context (Saunders et al., 2016).  The external validity in this study is evident that the findings of 
the quantitative questionnaire can be generalised completely to the entire Allied Healthcare Sector 
of the South African Healthcare Industry as the entire target population was approached and 
invited to complete the questionnaire.  Internal validity refers to the establishment of causal 
relationships between variables in a quantitative study (Saunders et al., 2016).  It was not the 
intention of this study to determine causal relationships between variables and therefore internal 
validity was not seen as appropriate in this study.  Measurement validity determines the intent of 
the research and is divided into four types, namely: (1) Face validity; (2) Content validity; (3) 
Construct validity; (4) Criterion validity; (5) Internal validity; and (6) External validity (Creswell, 
2014; Kumar, 2011; Pietersen & Maree, 2017b; Saunders et al., 2016). 

Face validity determines if a research instrument is evaluating what is anticipated to be measured 
and whether there is a clear link between the research objectives/questions and the questionnaire 
questions (Kumar, 2011; Pietersen & Maree, 2017b; Saunders et al., 2016).  The face validity in 
this study has been established in that the questionnaire was designed with the research 
objectives and research questions in mind.  The questionnaire layout was done in six sections that 
corresponded to the same six sections that were used in the interview guide for qualitative aspect 
of the study, namely: (1) Section A consisted of demographic information; (2) Section B consisted 
of questions relating to the participant’s practice and career details that were relevant to research 
objective/question one; (3) Section C consisted of questions relating to the allied healthcare 
professions and was relevant to research objective/question two; (4) Section D consisted of 
questions relating to the concept of entrepreneurship and was relevant to research 
objective/question three; (5) Section E consisted of questions relating to the South African 
Healthcare Industry and was relevant to research objective/question four; and (6) Section F 
consisted of questions relating to the entrepreneurship framework to be established and was 
relevant to research objectives/questions five. 

Content validity refers to all aspects of a concept being covered during the measuring process 
(Kumar, 2011; Pietersen & Maree, 2017b; Saunders et al., 2016).  Content validity was ensured 
in this study in that the researcher is involved in the Allied Healthcare Sector as well as in the field 
of entrepreneurship within several business ventures.  The research was qualified to ensure that 
all aspects of the relevant concepts were covered and that was followed by completing a research 
proposal that preceded the pilot study and data collection process.  The research proposal was 
presented at a research workshop in Johannesburg at The Da Vinci Institute of Technology 
Management and expert feedback was received from Prof Richard Chinomona and implemented.  
Once the questionnaire was completed, it was provided to Prof Marius Herholdt, the research 
promoter and expert in the field, for review as well as to The Da Vinci Institute Ethics Committee; 
the questions were approved and content validity was consequently established. 
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Construct validity refers to standardisation measurements to determine if the research instrument 
measures the specific concepts or hypotheses that were intended to be measured and is usually 
done by means of statistical techniques (Creswell, 2014; Kumar, 2011; Pietersen & Maree, 2017b; 
Saunders et al., 2016).  The questionnaire was constructed with construct validity in mind and 
measured the participants’ perceptions relating to the different categories as mentioned above in 
the six sections of the questionnaire that related to the specific research objectives/questions.  
However, the quantitative aspect of this study never intended the testing of hypotheses, but 
instead anticipated to test the qualitative answers received on a larger sample by including the 
entire target population of the Allied Healthcare Sector. 

Criterion validity is the measurement of what was intended to be measured and for the ability to 
make statistical predictions (Pietersen & Maree, 2017b; Saunders et al., 2016).  Criterion validity 
is further divided into: (1) Concurrent validity; and (2) Predictive validity (Kumar, 2011).  
Concurrent validity determines how well responses in a research instrument compare with 
responses in other similar research instruments while predictive validity refers to how effective a 
research instrument may predict outcomes (Kumar, 2011).  The responses in the quantitative 
research instrument were in line with quantitative research techniques by making use of closed-
ended questions, Likert scale rating questions and multiple-choice questions, thus ensuring 
concurrent criterion validity in this study.   

It was not the intention of this study to make statistical predictions, but the services of two 
independent statisticians were used to ensure that statistics were compiled appropriately in order 
for the research results and findings to be effectively used and generalised to the entire Allied 
Healthcare Sector.  Predictive validity was therefore not applicable in this study as the research 
instrument was not testing hypotheses and thus the research instrument did not intend to make 
specific predictions.  

Trustworthiness has been established for the qualitative aspect of the study while reliability and 
validity were established for the quantitative aspect of the study.  It is concluded that this study 
provided research of high quality that is seen as trustworthy, reliable and valid.  The following 
section discusses bias in the study. 

 

3.13 ELIMINATION OF BIAS 

Bias may be present in research studies and measures should be put in place to eliminate or at 
least minimise bias to ensure that the study is seen as scientific without unnecessary bias 
(Creswell & Plano Clark, 2018; Dudovskiy, 2018; Morgan, 2014; Mouton, 2002).  There is always 
a certain level of bias present in qualitative studies due to the researcher being intrinsically 
involved in the research process as a subjective approach is followed, but in quantitative studies 
a more objective approach is followed and therefore bias has to be eliminated to ensure objectivity 
(Cresswell, 2014; Dudovskiy, 2018).  As this study followed a mixed-method approach, both the 
qualitative and quantitative aspects of the study should be considered when discussing bias.  The 
different forms of bias that may be present in this study, are discussed in this section.  
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3.13.1 Interviewer bias 

Interviewer bias may be present when the interviewer’s body language, demeanour and tone may 
negatively influence the research participants’ responses (Saunders et al., 2016).  In this study 
the researcher personally acted as the interviewer and made a conscious attempt to not use any 
biased language while portraying a professional demeanour throughout the interviews.  The 
researcher was able to accomplish this due to his professional expertise as an interviewer within 
his work settings relating to counselling, human resources and therapeutic reflexology.  
Interviewer bias was consequently eliminated, and audio recordings made it possible to review 
the interview afterwards to ensure no bias from the interviewer. 

 

3.13.2 Participation bias 

Participation bias may occur when participants and participants are not willing to participate openly 
in the research due to various factors like not having enough time for a complete interview or to 
read and understand questionnaire questions (Saunders et al., 2016).  The researcher minimised 
participant bias in both phases of this study.  In the qualitative phase the researcher made prior 
appointments with the participants and went to their places of practice in order to remove travelling 
time for the participants; interviews were limited to a maximum time of one hour and anonymity 
and confidentiality were ensured; the same occurred for the supplementary interview that was 
included.  In the quantitative phase the researcher designed an online questionnaire that was 
quick to complete within 20 to 30 minutes by electronically choosing options and then submitting 
the form online.  The AHPCSA provided an incentive in the form of one CEU for CPD purposes 
when completing the online questionnaire that reduced participation bias as all members of the 
AHPCSA have to do annual CPD activities. 

 

3.13.3 Researcher bias 

Researcher bias may be present, especially in a grounded theory study, where the researcher’s 
background and preconceived ideas may influence the way answers are interpreted (Dudovskiy, 
2018).  In this study the researcher did in-depth introspection and transparently discussed his 
background, experience, philosophical paradigm and worldview in this study to minimise 
researcher bias while presenting any possible researcher bias in the text of this chapter. 

 

3.13.4 Research methods bias 

Research methods bias refers to bias that may be present in the sampling, data collection and 
data analysis methods (Mouton, 2002).  Research methods bias have been eliminated in this 
study by transparently and sequentially discussing the methods used.  In the qualitative phase of 
the study, purposive non-probability sampling was used followed by semi-structured interviews for 
data collection and thematic analysis, all acceptable qualitative research methods.  In the 
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quantitative phase of the study, no sampling was used as the entire target population was invited 
by the AHPCSA to participate, followed by the completion of an online quantitative questionnaire 
and statistical analysis.  As this was a mixed-method study, the overall data collection as well as 
data analysis methods used, were grounded theory and the qualitative and quantitative results 
were integrated in constant comparative analysis.  Research methods bias has been eliminated 
in this study. 

 

3.13.5 Response bias 

Response bias refers to research participants responding hesitatingly to questions during 
interviews or research participants not answering questionnaire questions honestly (Saunders et 

al., 2016).  Response bias was minimised by providing all research participants with a research 
invitation letter (Annexures D and F) clearly outlining the purpose of the research and ensuring 
anonymity, confidentiality and no connection between participant identity and provided responses. 

 

3.13.6 Statistical bias 

Statistical bias refers to prejudice that presents itself within statistics (Morgan, 2014).  Statistical 
bias was eliminated in this study by making use of two independent statisticians to complete the 
statistical analysis to avoid influence from the researcher. 

 

3.13.7 Specific bias 

Specific bias in this study was present in the qualitative phase of the study where the sample was 
biased towards therapeutic reflexologists, but that was intentional as the work-based challenge of 
this study was identified within the profession of therapeutic reflexology.  The sample was also 
female biased, but that was expected as the majority of therapeutic reflexologists are female 
(AHPCSA, 2018c).  Due to this specific bias being present in the qualitative phase of this study, 
the qualitative results were context specific resulting in the need to test the findings with the 
broader Allied Healthcare Sector that resulted in the second quantitative phase that sequentially 
followed.  The quantitative phase of this study had no specific bias other than excluding the 
registered AHPCSA members without valid email addresses on the AHPCSA database.  The 
majority of AHPCSA registered members had valid email addresses on the AHPCSA database 
(Mullinder, 2018d) and therefore this specific bias is not seen as a bias as such because the target 
population consisted of all registered AHPCSA members with valid email addresses on the 
AHPCSA database. 

The elimination and minimisation of bias in both the qualitative and quantitative phases of this 
mixed-method study have been discussed leading to the identification of the limitations of this 
study in the next section.  
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3.14 LIMITATIONS OF THE STUDY 

Any research study has limitations that should be revealed and discussed (Dudovskiy, 2018; 
Saunders et al., 2016).  The specific limitations of this study are discussed in this section. 

 

3.14.1 International reflexologists 

Reflexologists in countries other than South Africa were not very responsive and willing to 
participate in this research.  These international reflexologists were approached and contacted 
from their own website forms or email addresses made available on their websites, but the majority 
did not respond on the researcher’s request to participate in the research.  The minority that did 
respond, indicated their lack of answers as reason for not participating in the research while others 
suggested their lack of available time as the reason for declining participation.  The limited 
participation from international reflexologists is seen as a limitation of this study as a personal 
global perspective on reflexology would have been valuable information. 

 

3.14.2 Medical doctors 

Numerous medical doctors were invited to participate in the research, but they did not respond on 
the requests.  The researcher had personal friends who were qualified medical doctors and when 
inviting them to participate based on purposive sampling making use of the researcher’s personal 
network, they indicated their willingness to participate, but they never did and on various follow-
up attempts they never responded.  It appeared that the medical doctors did not have any interest 
in participating in this study as is assumed in their total disregard to respond on research 
invitations.  This is seen as a limitation to the study as medical doctors are seen as successful 
healthcare professionals that could have added value to this study. 

 

3.14.3 Promoter 

The promoter of this study was Prof Marius Herholdt (Annexure B).  The researcher requested 
Prof Herholdt as the promoter for this study due to his expertise in research methodology, research 
philosophy and holistic healthcare resulting in his appointed as promoter for this study by The Da 
Vinci Institute for Technology Management.  During the quantitative pilot study, it became evident 
that certain members registered with the AHPCSA, mostly registered naturopaths, had a problem 
with Prof Herholdt being the promoter for this study as was telephonically discussed with the 
researcher.  The researcher appeased the relevant participant as was discussed in this chapter 
resulting in the specific participant completing the online questionnaire.  The fact that certain 
participants had a problem with Prof Herholdt’s involvement in this study has to be mentioned as 
a limitation to the study as there could possibly have been more people that wanted to participate 
in the study but may have chosen not to do so which may have influenced the response rate of 
participation. 
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3.14.4 Quantitative research participation invitations 

The AHPCSA distributed research participation invitations for the quantitative aspect of this study 
to all their registered members with valid email address on the AHPCSA database.  The invitations 
were distributed from the AHPCSA internet service provider indicating the sender as the registrar 
of the AHPCSA, making it a professional email from a statutory council, but it could not be 
guaranteed that the emails would not be designated as spam in the recipients’ spam folders 
(Mullinder, 2018b).  This is seen as a limitation as it could not be guaranteed that all registered 
members on the AHPCSA database did in fact receive the invitation which may have negatively 
influenced the response rate. 

 

3.14.5 Response rate 

The entire Allied Healthcare Sector was invited to participate in the quantitative aspect of this 
study and sufficient responses were received, however, the response rate was very low.  The 
responses received were appropriate for this study, but due to the size of the target population, it 
is still seen as a limitation of this study that a higher response rate was not achieved. 

 

3.14.6 Variety of participants 

A variety of research participants made up the participants, however, the purposively selected 
non-random sample of the qualitative aspect of this study included various healthcare professions 
in the South African Healthcare Industry, but it did not include participants from all the registered 
healthcare professions in South Africa.  This is mentioned as a limitation as it could have added 
more perspectives to this study. 

 

3.15 CONCLUSION 

This chapter reviewed the research design, research methodology and research methods that 
were implemented in this study within a research onion framework.   

The study made use of a pragmatist research philosophical paradigm with a relativist ontology, 
subjectivist social constructivist epistemology and value-bound axiology.  This study made use of 
a grounded theory research strategy (mode of enquiry) with a predominantly qualitative sequential 
mixed-method (QUALàquan) research approach that emerged from the data in pure grounded 
theory style.  An exploratory research design with abductive reasoning was used in this cross-
sectional study design in order to complete Mode Three (3) applied type research. 

The first phase of the study was qualitative in nature and used purposive non-probability sampling 
to identify research participants from where primary data was collected in the form of semi-
structured interviews.  The second phase of the study emerged from the data and was quantitative 
in nature and did not use sampling, but the entire target population was invited to participate in 
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the completion of an online questionnaire.  Grounded theory analysis was used as the data 
analysis method of this study with distinctive qualitative and quantitative analysis techniques 
where the qualitative made use of thematic analysis and the quantitative of statistical analysis.  
The qualitative and quantitative data were integrated in the third phase by making use of two 
different statisticians in addition to the researcher.  Triangulation, research quality, limitations and 
bias were discussed. 

With the research framework transparently discussed in this chapter, the following chapter 
presents, interprets and discusses the findings of this study. 
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CHAPTER 4 

PRESENTATION OF FINDINGS 

 

4.1 INTRODUCTION 

Primary data for this study was collected by means of an exploratory research design and a 
Predominantly Qualitative Sequential Mixed-Method (QUALàquan) approach through a 
grounded theory research strategy (mode of enquiry) within a pragmatist philosophical paradigm, 
as discussed in the previous chapter.  The qualitative and quantitative data findings are presented 
in this chapter in an integrative manner consisted with the research objectives of the study.  
Grounded theory, as mode of enquiry, is an interactive data analysis process that places emphasis 
on the coding procedures used and makes it possible to include additional data or participants if 
the need may arise (Nieuwenhuis, 2017a).  In this study, a total of 267 participants provided 
information during the primary data collection process, consisting of 41 qualitative participants that 
were interviewed, of which one was a supplementary participant previously interviewed by the 
researcher and included pursuant to the grounded theory view of Nieuwenhuis (2017a), and 226 
participants that completed an online questionnaire as part of the emergent quantitative phase of 
the study.  Pseudonyms (Participant 1 to Participant 267) are used in this chapter where 
Participant 1 to Participant 41 refer to the qualitative participants of the study and Participant 41 
to Participant 267 relate to the quantitative participants.  

The qualitative data was transcribed by the researcher into a Microsoft Word document and 
analysed by an independent statistician through thematic analysis by using emergent coding with 
the use of NVIVO Version 12 and Atlas.ti Version 8 software.  Emergent coding was used that 
emerged from the data as no codes were established prior to reading the data.  Open coding was 
used to identify codes as it emerged from the data, grouped together into emergent themes or 
categories, followed by the use of in-vivo coding as these emergent codes and themes were 
inductively used on different sections of the data (Nieuwenhuis, 2017a; Saunders et al., 2016).  
The collected quantitative data was captured and tabulated by the researcher into a Microsoft 
Excel spreadsheet, provided to two independent statisticians that, with the use of IBM SPSS 
Version 25 software along with the SPSS AMOS module for structural modelling, used frequency 
distribution analysis to summarise the quantitative data before using statistical analysis to 
numerically code and categorise the data into usable descriptive and inferential statistics to 
deductively test the findings (Dudovskiy, 2018; Saunders et al., 2016).  The researcher combined 
the qualitative and quantitative findings with the use of MAXQDA Analytics Pro 2020 Version 
20.0.8 software to abductively integrate the findings for interpretation and discussion.  Axial coding 
was used to code the qualitative and quantitative data together in a different way than the 
emergent coding that was used during the qualitative data analysis phase by making use of a set 
list of codes congruent to the intention and research objectives of the study; the axial coding was 
succeeded with selective coding where the research objectives of this study were used as the 
grouping categories for the codes whereby integration and connection of data occurred 
(Nieuwenhuis, 2017a; Saunders et al., 2016).   
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The primary data findings are presented, interpreted and discussed in the sections to follow.  The 
next section provides an overview of the findings in this study. 

 

4.2 OVERVIEW OF THE FINDINGS 

An overview of the qualitative and quantitative findings is presented in this section. 

 

4.2.1 Qualitative responses 

Qualitative data collection occurred until reaching the point of data saturation (Saunders et al., 
2016) with a total of 41 participants that included one supplementary participant that was 
interviewed by the researcher at an earlier instance and included in this study based on the 
acceptability of including supplementary participants within a grounded theory mode of enquiry, 
according to Nieuwenhuis (2017a).  The qualitative responses resulted in the identification of 
themes that emerged from the data, as listed under the appropriate heading in this chapter.  From 
the qualitative phase of the study emerged the need for a quantitative phase that followed, and 
the quantitative response rate is considered in the next section. 

 

4.2.2 Quantitative response rate 

The response rate refers to the number of completed questionnaires received and is calculated 
by dividing the total number of received questionnaires through the total number in the sample (if 
sampling was used) or the target population (if the entire target population was used) less the 
ineligible responses (Saunders et al., 2016).  The entire target population of 2565 was used in this 
study and a total of 226 completed questionnaires were received that were all legible, thus 
equating to a response rate of 8.81 percent.  As the research instrument was an online 
questionnaire, the low response rate is corresponding with the view of Saunders et al. (2016) 
indicating that the likely response rate for online and mobile questionnaires are as low as ten 
percent or even lower; a low and declining response rate is a trend supported by Nix, Pickett, 
Baek and Alpert (2019) and Hiebl and Richter (2018). 

Guo, Kopec, Cibere, Linda and Goldsmith (2016) confirm the decrease in response rate amongst 
questionnaire participants in the healthcare sector in various countries due to a change in the 
opinion of the public with regards to responding to questionnaires.  According to Guo et al. (2016) 
the highest response rate within the healthcare sector is achieved with the provision of an 
incentive.  In this study an incentive was offered by the AHPCSA in the form of one CEU for CPD 
purposes on completion of the questionnaire and still a low response rate was achieved.  Even 
with offering the incentive, the response rate for this study was low, but it was not surprising to the 
researcher as it corresponds with the general trend observed by the researcher with personal 
interaction amongst Complementary Healthcare Professionals.  The researcher is a Therapeutic 
Reflexologist registered with the AHPCSA and attends regular CPD and other activities and 
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functions within his profession and within the Allied Healthcare Sector in general.  The 
researcher’s personal observation within the Allied Healthcare Sector is that Complementary 
Healthcare Professionals do not necessarily readily attend functions and CPD activities and in the 
researcher’s view, the low response rate to the questionnaire is consistent with the low attendance 
rate of said functions and activities. 

The concern with a low response rate is the fact that the research may be regarded as invalid due 
to the target population not being sufficiently represented in the sample (He & Freeman, 2020), 
but that concern is not justified in this study as the target population was well represented by 
Complementary Healthcare Professionals from all the professions registered with the AHPCSA, 
as discussed in the demographics of the participants section in this chapter.  The number of 
responses for the quantitative aspect of this study was 226 participants that consisted of 
Complementary Healthcare Professionals registered with the AHPCSA that provided primary data 
by completing an online questionnaire.  Almquist, Ashir and Brännström (n.d.) indicate that a 
minimum number of responses of 100 is sufficient to justify the use of factor analysis and the 226 
number of responses in this study exceeds this minimum number, but a Kaiser-Meyer-Olkin (KMO) 
Measure of Sampling (Number of Responses) Adequacy Test and Bartlett’s Test of Sphericity 
were completed to calculate the sufficiency of the number of responses and the use of factor 
analysis as illustrated in Table 4.1. 

Table 4.1: KMO and Bartlett’s Test 
OVERALL KMO and Bartlett's Test 

Kaiser-Meyer-Olkin (KMO) Measure of Number of Responses Adequacy. 0.830 
Bartlett's Test of Sphericity Approx. Chi-Square 3245.629 

Degree of freedom (df) 406 

Significance Probability (Sig.) 0.000 

KMO > 0.550 

 
Table 4.1 displays that the KMO is larger than 0.550 (KMO > 0.550) and therefore the number of 
responses for this study was adequate as the KMO is larger than the minimum requirement of 0.5 
and closer to 1; The Bartlett’s Test of Sphericity, which tests the overall significance of all the 
correlations within the correlation matrix, was significant (!²(406) = 3245.629, p < 0.001), because 
the probability value (p-value) was smaller than 0.05 (Almquist, n.d.; McLeod, 2019; Wegner, 
2009) indicating that it was appropriate to use the factor analysis model on this set of data. 

The 226 number of responses for the quantitative aspect of this study is considered as acceptable, 
irrespective of the low response rate (8.81%), and combined with the 41 participants in the 
qualitative phase of the study, the total number of participants (267) are equating to an adequate 
study that has the potential to add value to the field of entrepreneurship, especially within the 
Allied Healthcare Sector.  The next section discusses observations made by the researcher during 
the research process and during his involvement as practicing therapist in the Allied Healthcare 
Sector. 
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4.2.3 Researcher observations 

Observation is a qualitative data collection method used to document the actions or behaviour of 
participants that is subjective and may be biased due to the observer’s perspective and worldview 
(Gray, 2014; Mouton, 2002; Nieuwenhuis, 2017c; Saunders et al., 2016).  The use of grounded 
theory in this study makes it possible to add additional methods of data collection as well as 
additional participants where supplementary information is needed (Nieuwenhuis, 2017a).  In this 
study, observations are added to provide further clarification of the primary data.  The researcher 
made certain observations during the data collection process that are considered in this section 
as it is applicable to the integrative primary data findings in three sections, namely: (1) 
Observations were made when the researcher interviewed the qualitative participants as they 
were asked to be interviewed in their practices that provided the researcher with valuable insight 
into the way the participants practice their professions; (2) Observations were further made during 
the quantitative questionnaires as the participants completed the online questionnaires and some 
participants contacted the researcher during the process; and (3) Observations were made during 
the data collection process in the Allied Healthcare Sector as the researcher continued to practice 
as Therapeutic Reflexologist during the period of data collection.  

 

4.2.3.1 Qualitative phase observations 

The researcher conducted the interviews at the various practices of many of the participants, 
unless participants specifically requested to meet at a coffee shop in a mall or at a personal home 
and made certain observations during the data collection process.  The practices of the 
participants are overall very professional, and participants seem proud of their respective practices 
while complying with the statutory council regulations (AHPCSA, 2001, 2015b; HPCSA, 2008a, 
2008b), although there are certain exceptions. 

Two participants, practicing as Therapeutic Reflexologists, are disabled and both are working from 
their private homes without having separate entrances into the practice area while both converted 
a bedroom in their homes into a practice area and access to the room is obtained only through 
the private residence.  Not having a separate entrance is a clear violation of the ethical guidelines 
of Complementary Healthcare Professionals (AHPCSA, 2001, 2015b), but the researcher can 
understand the reason for this due to the disability of the specific participants, however, the 
AHPCSA is uncertain whether the Employment Equity Act (Act 55 of 1998) or any other legislation 
supersedes the AHPCSA regulations, but tentatively believes that a separate entrance is still a 
requirement regardless of disability status (Mullinder, 2019c).  The researcher notices that various 
practices do not have wheelchair access, but the AHPCSA is aware of this and only addresses 
such matters when complaints are lodged (Mullinder, 2019c).  The Conventional Healthcare 
Professionals that were interviewed included dentists, a medical doctor, podiatrists and 
physiotherapists.  All the Conventional Healthcare Professionals have professional practices with 
wheelchair access and when entering the practices, it has a professional medical office 
appearance and ambiance.  The researcher believes that the medical appearance of these 
practices is part of the reason why Conventional Healthcare Professionals are more successful 
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than Complementary Healthcare Professionals because it leaves the general public with a feeling 
of healthcare professionalism in an environment that appears familiar to them. 

What the researcher finds surprising, is that some participants, especially therapists, disregard 
certain AHPCSA regulations.  The researcher observed how a Therapeutic Reflexologist practices 
from a living room inside a private residence where a massage bed is present in the lounge next 
to a lounge suite, no separate entrance provide access to the practice environment and clearly 
advertises on the Therapeutic Reflexology pamphlets displayed on the massage bed are not only 
information about the registered profession, but also additional non-registered professions and 
prices for the treatments and combination of treatments.  These violations of the AHPCSA 
regulations (AHPCSA, 2001, 2015b) give the researcher the impression that it is not a professional 
therapeutic reflexology practice but should instead belong in the beauty industry as a beauty salon 
setup.  This blatant disregard of AHPCSA regulations is seen by the researcher as a possible 
reason why the general public continues to be misinformed; the registered Complementary 
Healthcare Professionals are dismissing professional regulations and consequently damages the 
professional reputation of the profession.  What the researcher finds astonishing, is the fact that 
the same participant says that the beauty industry is negatively affecting the profession of 
therapeutic reflexology when stating “...the beauty industry misleads the public” (Participant 2 – 
Therapeutic Reflexologist) while practicing in an environment representing the beauty industry 
instead of an AHPCSA registered profession. 

An even more alarming observation made by the researcher relates to the interviews conducted 
with an ethnomedicine practitioner practicing under the Traditional Health Practitioners Act (South 
Africa, 2011), but working from a room inside a private residence, entered through the kitchen 
while large dogs are walking around inside the house.  The researcher observed that the walls of 
the practice room were full of certificates and charts, including the IARAMT Reflexology Chart and 
an Acupuncture chart, both of AHPCSA registered professions, yet openly displayed in an 
ethnomedicine practice.  During the interview, the ethnomedicine practitioner offered to provide 
the researcher with an energy treatment during the interview and when the researcher refused 
based on the fact that the purpose of the interview was to obtain information and not to receive 
treatment, the ethnomedicine practitioner appeared offended and directly told the researcher that 
due to rejecting the treatment, he does not believe in his own research.  The interview left the 
researcher with an overwhelming feeling of unprofessionalism, from the unprofessional treatment 
room to the unprofessional conduct of the participant that became offended when the researcher 
rejected treatment to be forced on him.  The alarming outcome of this interview is the fact that 
ethnomedicine practitioners are allowed to practice within the South African Healthcare Industry 
(Albertyn, 2016; EPASA, 2020; Mokoena, 2014; Tshehla, 2015) while openly displaying and using 
content from AHPCSA registered professions. 

Interviewing a traditional healthcare professional, practicing under the same Traditional Health 
Practitioners Act (South Africa, 2011) further illuminates the unprofessional aspect when it was 
mentioned that traditional healthcare can work in the public healthcare system, but according to 
this Participant 24 (Traditional Healthcare Professional), “it is a load of crap”.  The Traditional 
Healthcare Professional seems to not believe in the profession being practiced.  On completion 
of the interviews, the researcher understands the value of the strict AHPCSA regulations and 
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restrictions (AHPCSA, 2001, 2015b) as it provides a professional status to professions under 
AHPCSA regulation in an attempt to create the same medical environment that appears to make 
Conventional Healthcare Professionals more successful in practice than Complementary 
Healthcare Professionals. 

A final observation made by the researcher during the interviews, are that some therapists practice 
unregulated professions in the same room where the regulated profession is practiced which is a 
violation of regulations (AHPCSA, 2001, 2015b), however, the AHPCSA granted special 
permission to certain individual therapists on application to the AHPCSA to use the same rooms 
to practice unregulated professions, at different times to distinguish the professions and clientele, 
in an attempt to assist the therapeutic professions to become more financially viable (Mullinder, 
2019c).  The researcher finds it surprising that the AHPCSA made such allowances to some 
therapists and then the same therapists are negative towards the AHPCSA and indicate the 
AHPCSA is not doing enough for their members as Participant 14 (Therapeutic Reflexologist) 
indicate: “The AHPCSA should offer more support services to practitioners ...”   

The next section presents the observations made during the administration of the quantitative 
questionnaires. 

 

4.2.3.2 Quantitative phase observations 

The researcher made an observation during the quantitative phase of the study when participants 
contacted him, mainly due to struggling to submit the questionnaire.  When participants failed to 
answer a question in the questionnaire, the questionnaire failed to submit, but instead would jump 
to the question not completed and provide a red message under the question indicating that it 
should be completed before submission.  At this point, numerous participants from various 
professions contacted the researcher to inform him that there is something wrong with the 
questionnaire.  When mentioning to the participants that they should complete the specific 
question or questions marked in red before the questionnaire will submit, they successfully 
completed the submissions.  The researcher made the observation from these interactions with 
the participants that it appears that many Complementary Healthcare Professionals have a lack 
of technological savvy and may be struggling to effectively use technology and the internet in their 
practices.  The observation was also made that participants do not read what is directly in front of 
them but would rather make a phone call to ask for help instead of first reading the messages 
appearing in a different colour in front of them.  The researcher observes this lack of reading, 
however, it is not unique to the Complementary Healthcare Professionals, but rather a general 
trend present in the 21st century that people do not read anymore, but merely browse content in 
order to get it completed as soon as possible, as supported by Nielsen (1997) and Wolf (2018).   

The next section presents the researcher observations as a practicing Complementary Healthcare 
Professional. 
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4.2.3.3 Allied Healthcare Sector observations 

As an AHPCSA registered and practicing Therapeutic Reflexologist, the researcher made some 
observations while involved in the Allied Healthcare Sector that are presented in this section.  
Medical doctors are not allowed to share consulting rooms with Complementary Healthcare 
Professionals because the latter are regulated by the AHPCSA and not the HPCSA (HPCSA, 
2008a; Scheepers, 2013), but they share rooms with beauty therapists, that are not registered 
with any statutory council, that offer similar services in their practices, pharmacies and hospitals 
(Hospitalspoils, 2020; Oakmed, 2020; Sandton Central, 2019; Skinrenewal, 2020).  The 
researcher observes this blatant disregard for AHPCSA registered Complementary Healthcare 
Professionals that are not part of the public healthcare system while beauty therapists are 
incorporated and benefit from such interaction with Conventional Healthcare Professionals, 
adding to the Complementary Healthcare Professionals feeling overly regulated and 
disadvantaged compared to beauty therapists that are offering their services without all the 
stringent regulations attached to their work. 

The researcher observes unprofessional conduct from certain Complementary Healthcare 
Professionals, especially therapists, offering promotions, lowering fees for treatments and openly 
advertising combination treatments at special prices where regulated AHPCSA professions are 
combined with unregulated therapies in one session; it is a clear violation of AHPCSA regulations 
prohibiting canvassing and touting for patients (AHPCSA, 2001, 2015b).  The researcher also 
observes how the same Complementary Healthcare Professionals are advising colleagues who 
indicate that they do not want to reregister with the AHPCSA that they should deregister while 
continuing to practice under a different name for the profession, for example, instead of calling it 
therapeutic reflexology they should instead refer to it as clinical reflexology or foot care.  It is 
astounding that certain AHCPSA registered Complementary Healthcare Professionals are 
deliberately harming the perception of their profession and even advise others on how to 
manipulate the system to exit the Allied Healthcare Sector while continuing to practice by merely 
changing terminology.   

It is observed that many of these culprits go unnoticed due to registered Complementary 
Healthcare Professionals not being reported to the AHPCSA for misconduct due to a fear of 
animosity from the Complementary Healthcare Professionals community.  The researcher 
observed this first hand while being part of a WhatsApp group for Therapeutic Reflexologists and 
an unregulated and unregistered reflexologist was added to the group by the administrator while 
asking the group to refer patients to this reflexologist to assist in building up a practice; the 
researcher questioned the reflexologist’s credentials and was openly attacked by the WhatsApp 
group administrator, a therapeutic reflexologist for daring to ask the question as it was perceived 
to be an attack.  The fact that a registered Complementary Healthcare Professional is not allowed 
to refer to unregistered healthcare providers (AHCPSA, 2001, 2015b) was deemed irrelevant by 
the administrator while clear animosity was portrayed towards the researcher for daring to 
question credentials.  The scenario provided the researcher with insight into how a fellow 
Complementary Healthcare Professional may be treated with animosity if a formal complaint 
against another Complementary Healthcare Professional would be lodged with the AHPCSA. 

The next identifies the emergent themes and variance factors. 
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4.2.4 Emergent themes and variance factors 

A total of 82 codes were used and grouped together into nine emerging themes, while the 
quantitative data overall variances was accounted for by the first eight factors (Annexure L) and 
the overall variance of the factor of entrepreneurship was accounted for by six entrepreneurship 
factors (Annexure M), as listed in Table 4.2.  

Table 4.2: Emergent Themes and Variance Factors 

Qualitative Themes 
Quantitative Variance Factors 

Overall 
Factors 

Entrepreneurship 
 Factors 

• Definition of entrepreneurship 
• Business challenges 
• Making Allied Healthcare Sector more successful 
• Intrinsic factors of entering healthcare 

professions 
• Factors leading to exiting healthcare professions 
• Reasons for considering career change 
• Entrepreneurial mindset of healthcare 

professionals 
• Link between entrepreneurship and 

unemployment 
• Solutions to overcome business challenges 

• Practice 
• Career 
• Entrepreneurship 
• Insight 
• Mindset 
• Opinion 
• Perception 
• View 

• Entrepreneur 
• Public 

perception 
• Employment 
• Profession 
• Private practice 
• Viability 

Table 4.2 summarises the emergent themes of the qualitative aspect of the study, along with the 
variance factors of the quantitative aspect of the study, as addressed in the rest of the chapter.  
The next section presents the quantitative tests applicable to the study.  

 

4.2.5 Quantitative tests 

The findings from the quantitative phase of the study as obtained through the completion of online 
questionnaires have been submitted for various quantitative testing as depicted in this section, 
with the sole purpose of quantifying the responses. 

 

4.2.5.1 Factor analysis 

The majority (66.752%) of the overall variance was accounted for by the first eight factors as seen 
in Table 4.2, while the three main factors of analysis from this list may be identified as practice, 
career, and entrepreneurship, because factors four to eight relate to the insights, mindsets, 
opinions and views of participants relating to these three main factors.  The majority (63.014%) of 
the overall variance for the overall factor of entrepreneurship was accounted for by the first six 
entrepreneurship factors as listed in Table 4.2.   
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Factor analysis testing was done with the KMO and Bartlett's Test for the three main factors of 
practice, career and entrepreneurship (Annexure N), indicating that the KMO is larger than 0.550 
(KMO > 0.550) for all three the factors, indicating that the number of responses was adequate.   

Bartlett’s Test of Sphericity, testing the overall significance of all the correlations within the 
correlation matrix, was significant for the factors of practice (!²(15) = 1042.682, p < 0.001), career 
(!²(6) = 305.005, p < 0.001), and entrepreneurship (!²(171) = 1360.415, p < 0.001), indicating 
that it was appropriate to use the factor analytic model on this set of data.  The majority (67.023%) 
of the overall variance was accounted for by the first factor of practice, the majority (64.043%) of 
the overall variance was accounted for by the second factor of career, and the majority (63.014%) 
of the overall variance was accounted for by the first six entrepreneurship (Table 4.2). 

The next section will consider the test of assumptions. 

   

4.2.5.2 Test of assumptions of normality 

In the process of statistical analysis, certain assumptions are made regarding the collected data 
that ensures the correct interpretation of the findings, like the assumption of normality that 
indicates whether data is symmetrically or asymmetrically distributed (Kim, 2014; Statistics 
Solutions, 2019; Zaiontz, 2020).  A test of normality was performed where both the Shapiro-Wilk 
Test and the Kolmogorov-Smirnov Test are significant (Annexure O), indicating data is not 
normally distributed, and the use of non-parametric tests are indicated in this study for 
asymmetrically distributed data.  Non-parametric tests are valuable with the use of categorical 
data and are valuable alternatives to certain parametric tests (Kim, 2014; Saunders et al., 2016) 
as compared in Table 4.3. 

Table 4.3: Parametric Tests versus Non-Parametric Tests (Corder & Foreman, 2014; Kim, 
2014; Lind et al., 2008; Pietersen & Maree, 2017a; Saunders et al., 2016; Scheff, 2016; Wegner, 
2009; Zaiontz, 2020)   

Purpose of Test 

Parametric Test 

Used with Numerical Data 

Non-Parametric Test 

Use with Categorical Data 

Requires less assumptions than 
parametric tests 

Comparing two variables in a 
single sample t-test (dependent samples) Wilcoxon Signed-Rank Test 

One variable is used to 
compare two independent 
groups   

t-test (independent samples) 
Mann-Whitney U-test 

Kolmogorov-Smirnov Test 

One variable is used to 
compare three or more 
independent groups 

One-way Analysis of 
Variance (ANOVA) Kruskal-Wallis H-Test 

Testing relationships between 
two nominal variables by 
means of cross-tabulation 

Not Applicable Chi Square (!²) Test 
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Asymmetrically distributed data is characterised by a skewness or kurtosis (smoothness or 
pointedness) of a curve on a graph (Zaiontz, 2020).  Skewness of the graph may be seen as 
positive skewness (curve skewed to the right) when the mean is larger than zero (> 0) with the 
mean to the right of the median or negative skewness (curve skewed to the left) when the mean 
is smaller than zero (< 0) with the mean to the left of the median (Saunders et al., 2016; Wegner, 
2009).  Kurtosis of a graph may be classified as Mesokurtic distribution or normal distribution when 
the kurtosis is equal to zero (= 0) or Leptokurtic distribution where the distribution is pointed or 
peaked with a long tail and the kurtosis value is positive (> 0) or Platykurtic distribution where the 
distribution is smoother or flatter or rounder with a shorter tail and the kurtosis value is negative 
(< 0) (Almquist et al., n.d.; Saunders et al., 2016). 

In the following section the reliability of the research instrument is considered. 

 

4.2.5.3 Test of reliability 

Testing the reliability of the research instrument occurred by making use of Cronbach’s Alpha as 
seen in Table 4.4.  Cronbach’s Alpha is used to test the internal consistency of the questions and 
responses in the questionnaire grouped together as a scale to test specific concepts resulting in 
an alpha coefficient (α) or measure of reliability ranging from zero (0) to one (1) where a value 
below zero point seven (<0.7) is seen as unacceptable while a value between zero point seven 
and one (0.7 to 1.0) is seen as acceptable because it indicates that the different questions grouped 
together in the scale is in actual fact measuring the same concept (Almquist et al., n.d.; Saunders 
et al., 2016). 

Table 4.4: Cronbach's Alpha Research Instrument Reliability 

Scale: OVERALL  
Reliability Statistics 

Cronbach's Alpha N of Items 
0.888 31 

 Scale is reliable, α > 0.7 (α = 0.888, n = 31) 

Table 4.4 indicates an alpha coefficient (measure of reliability) that is between the acceptable 
range (α > 0.7 (α = 0.888), indicating that the research instrument is reliable.  Cronbach’s Alpha 
measures for the scales relating to the three main factors of analysis (Annexure P), were within 
the acceptable range (α < 0.7 (α = 0.889) for the scale of Practice indicating that the section is 
reliable, but the question “I have considered leaving the allied healthcare industry” causes some 
inconsistencies in the scale, within the acceptable range (α < 0.7 (α = 0.811) for the scale of Career 
indicating that the section is reliable, and within the acceptable range (α < 0.7 (α = 0.724) for the 
scale of Entrepreneurship indicating that the section is reliable, but the question “Unemployment 

is a problem in the South African Allied Healthcare Industry” causes some inconsistencies.   

The next section considers the internal reliability tests of the research instrument based on the 
duplicate questions that appeared in the questionnaire. 
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4.2.5.4 Test of internal reliability 

Testing the internal reliability of the research instrument is done by looking at the two duplicate 
questions with the Whitney U-Test and the Spearman Rank Correlation Coefficient (Spearman’s 
rho) (rs) test, and the two rephrased questions in the questionnaire with the Spearman's rho test. 

For the repeated questions, crosstabulation testing with gender was conducted using the Mann-
Whitney U-Test to compare differences between a variable and independent group (Pietersen & 
Maree, 2017a) for questions 11 (Q11) and 40 (Q40), signifying that there is a significant difference 
in their practice being successful between participants of different genders for question 11 (U = 

3489.000, p = 0.004) and question 40 (U = 3589.500, p = 0.006) (Annexure Q).  Apart from the 
percentage differences between these two questions, the gender responses in the duplicate 
questions are similar to the majority of participants of specific genders perceiving their practices 
as successful.  The researcher speculates that the differences between the responses in the two 
questions may have been due to some participants increasing in awareness and knowledge of 
the success factors of private practices during the questionnaire questions following Q11 and 
preceding Q40.  The second repeated questions follow a similar trend, where crosstabulation 
testing with gender was conducted to compare the responses of questions 12 (Q12) and 44 (Q44), 
indicating a significant difference in their practice being financially viable between participants of 
different genders in question 12 (U = 3175.000, p < 0.001) and question 41 (U = 3479.000, p = 

0.003) (Annexure R).  A difference between Q12 and Q41 is observed, where the majority of 
participants believe their practices are financially viable, but the specific gender participants (male) 
that are undecided in Q12 are disagreeing in Q41, while a specific gender participant (non-binary) 
that strongly disagrees in Q12, is undecided in Q41.  The researcher speculates that the change 
may have been due to the non-binary participant as well as the male participants increasing in 
awareness and knowledge of financial viability of private practices during the questionnaire 
questions following Q12 and preceding Q41.  

Spearman's rho was used to determine the strength of correlations as it is the categorical and 
non-parametric alternative used with ordinal scales to determine monotonic relationships as 
opposed to the numerical Pearson Correlation Coefficient (r) that is used for interval scales to 
determine linear relationships (Pietersen & Maree, 2017a; Saunders et al., 2016).  The statement 
“my practice is successful” was asked twice in the questionnaire (Q11 and Q40) and Spearman's 
rho reveal that there is a high positive correlation coefficient (rs = 0.864) indicating that there is 
high agreement between responses on the two sets of data (Q11 and Q40), but since the 
significance probability is zero (p = 0.000), there is no significant association or correlation 
between the two questions (rs = 0.864, n = 226, p = 0.000).The statement “my practice is financially 

viable” was asked twice in the questionnaire (Q12 and Q41) and Spearman's rho reveal that there 
is a high positive correlation coefficient (rs = 0.834) indicating that there is high agreement between 
responses on the two sets of data (Q12 and Q41), but since the significance probability is zero (p 

= 0.000), there is no significant association or correlation between the two questions (rs = 0.834, 

n = 226, p = 0.000) (Annexure S). 

For the rephrased questions, the statement “the AHPCSA industry is financially viable” as question 
13 (Q13) and the statement “it is possible to have a successful and financially viable private 

practice in the South African Allied Healthcare Industry even though it does not form part of the 
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mainstream public healthcare system” as question 36 (Q36), shows there is a significant moderate 
correlation (rs = 0.419, n = 226, p < 0.001) indicating that the more financially viable the Allied 
Healthcare Sector is perceived to be, the more likely it appears to have a successful and financially 
private practice in the sector.  The statement “the AHPCSA industry is financially viable” as Q13 
and the statement “it is possible to have a successful and financially viable private practice in the 

South African Allied Healthcare Industry even though it does not form part of the mainstream 

public healthcare system” as Q36 shows there is a significant moderate correlation (rs = 0.419, n 

= 226, p < 0.001) indicating that the more financially viable the Allied Healthcare Sector is 
perceived to be, the more likely it appears to have a successful and financially private practice in 
the sector.  The statement “entrepreneurship is the solution to unemployment in South Africa” as 
question 27 (Q27) and the statement “entrepreneurship can benefit my profession” as question 
39 (Q39) shows there is a very weak correlation (rs = 0.279, n = 226, p < 0.001) indicating that the 
belief that entrepreneurship can be a solution to unemployment in the country slightly leads to the 
belief that entrepreneurship can benefit the professions of Complementary Healthcare 
Professionals. 

With the internal reliability of the research instrument question established, the next section 
considers the correlation testing between variables.   

 

4.2.5.5 Chi-square correlations testing 

Determining if any associations exist between variables and Complementary Healthcare 
Professionals exiting the Allied Healthcare Sector was needed and association testing between 
variables was conducted using the Chi-Square (!²) test to determine if a relationship between 
variables exist (dependent) or if there is no relation (independent) while correlational testing was 
done using the Pearson Correlation Coefficient (r) to quantify the relationship strength between 
minus one and plus one (-1≤ r ≥+1) as well as the non-parametric version of the Pearson 
Correlation Coefficient, namely the Spearman Rank Correlation Coefficient (rs) (-1≤ rs ≥+1).  
Interpretation of the results for the Pearson as well as Spearman Rank Correlation Coefficient 
(Spearman’s rho) are based on the value of the correlation coefficient where a minus one indicate 
a perfect negative association or relationship while plus one refers to a perfect positive association 
or relationship, the symbol of plus or minus indicate a positive or negative relationship and values 
closer to zero represent weak associations while values closer to one or minus one represent 
stronger relationships; Pearson refers to linear and Spearman to monotonic relationships between 
variables (Lind et al., 2008; Pietersen & Maree, 2017a; Wegner, 2009).  

There is a significant association between perceiving their profession as a calling and having 
considered leaving the Allied Healthcare Sector (!²(16) = 39.786, n = 226, p = 0.001).  There is a 
weak, significant negative correlation between their profession being their calling, and having 
considered leaving the Allied Healthcare Sector (r = -0.275, p < 0.001), signifying that the more 
Complementary Healthcare Professionals see their professions as a calling, the less likely they 
are to leave the Allied Healthcare Sector (Annexure T). 
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There is a significant association between the perception that the Allied Healthcare Sector is 
financially viable and having considered leaving the Allied Healthcare Sector (!²(16) = 87.239, n 

= 226, p = 0.001).  There is a moderate, significant negative correlation between the perception 
that the Allied Healthcare Sector is financially viable and having considered leaving the Allied 
Healthcare Sector (r = -0.429, p < 0.001), revealing that the more financially viable the Allied 
Healthcare Sector appears to be, the less likely it is for Complementary Healthcare Professionals 
to exit the Sector (Annexure T). 
 
There is a significant association between their practice being successful and having considered 
leaving the Allied Healthcare Sector (!²(16) = 70.615, n = 226, p < 0.001).  There is a moderate, 
significant negative correlation between the perception that their practice is successful and having 
considered leaving the Allied Healthcare Sector (r = -0.362, p < 0.001) indicating that the more 
successful Complementary Healthcare Professionals perceive their practices to be, the less likely 
it is that they will exit the Allied Healthcare Sector (Annexure T). 
 
There is a significant association between their practice being financially viable and having 
considered leaving the Allied Healthcare Sector (!²(16) = 61.108, n = 226, p < 0.001).  There is a 
moderate, significant negative correlation between their practice being financially viable and 
having considered leaving the Allied Healthcare Sector (r = -0.395, p < 0.001), meaning the more 
financially viable the practices of Complementary Healthcare Professionals are, the less likely it is 
for them to exit the Allied Healthcare Sector (Annexure T). 
 
There is a significant association between unemployment being a problem in the South African 
Healthcare Industry and having considered leaving the Allied Healthcare Sector (!²(16) = 30.863, 

n = 226, p = 0.014) where the majority of participants agree to strongly agree with the statement 
(59.7%, n = 135) and a large portion remaining undecided (30.1%, n = 68) and the minority 
disagree to strongly disagree (10.2%, n = 23) (Annexure T).  The fact that unemployment is seen 
as a problem in the South African Healthcare Industry leads to Complementary Healthcare 
Professionals exiting the Allied Healthcare Sector, which is surprising considering the fact that 
Complementary Healthcare Professionals mainly see themselves as entrepreneurs that prefer 
entrepreneurship instead of employment. 
 
There is no significant association or correlation between the statement “unemployment is a 

problem in the South African Healthcare Industry” and “entrepreneurship is the solution to 

unemployment in South Africa” which is surprising when looking at the responses of the majority 
of participants (67.3%, n = 152) believe entrepreneurship to the solution to unemployment in South 
Africa, but not necessarily in the South African Healthcare Industry.  There is also no association 
between the statement “I am an entrepreneur” and “I have considered leaving the allied healthcare 

industry” leading to the conclusion that the entrepreneurial view of Complementary Healthcare 
Professionals does not contribute to their decision whether to leave or remain in the Allied 
Healthcare Sector.   

In the next section, crosstabulation associations are considered. 
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4.2.5.6 Kruskal-Wallis and Mann-Whitney crosstabulation testing 

Crosstabulation testing was conducted using the Kruskal-Wallis H-Test to determine associations 
between variables, and the Mann-Whitney U-Test to compare differences between a variable and 
independent group (Pietersen & Maree, 2017a).  Using different ethnicities as a variable, there 
are apparent associations are present between ethnicities and having made the correct career 
choice (H(2) = 20.216, p < 0.001), their profession being a career (H(2) = 16.876, p = 0.002), their 
prefession being a calling (H(2) = 12.646, p = 0.013), viewing the Allied Healthcare Sector as 
financially viable (H(2) = 9.954, p = 0.041), preferring entrepreneurship to employment (H(2) = 

12.802, p = 0.012), being an entrepreneur as a healthcare professional (H(2) = 10.543, p = 0.032), 
thinking that entrepreneurship is beneficial to their professions (H(2) = 14.034, p = 0.007), and 
seeing unemployment as a problem in the South African Healthcare Industry (H(2) = 18.075, p = 

0.001) (Annexure U).   

Associations are present when using level of education as a variable, between different levels of 
education and viewing the Allied Healthcare Sector as financially viable (H(2) = 12.756, p = 0.013), 
and seeing unemployment as a problem in the South African Healthcare Industry (H(2) = 12.996, 

p = 0.011).  Associations are also apparent when using the different ways the profession is 
practices (full-time, part-time, not practicing), between different ways to practice and having made 
the correct career choice (H(2) = 24.205, p < 0.001), seeing their profession as a career (H(2) = 

24.034, p < 0.001), thinking their profession is a calling (H(2) = 7.756, p = 0.021), having 
accomplished what they wanted to in their careers (H(2) = 14.957, p = 0.001), seeing their practice 
as successful (H(2) = 49.465, p < 0.001) and financially viable (H(2) = 53.703, p < 0.001), thinking 
the Allied Healthcare Sector is financially viable (H(2) = 22.520, p < 0.001), having considered 
leaving the Allied Healthcare Sector (H(2) = 13.568, p = 0.001), believing they are entrepreneurs 
(H(2) = 23.082, p < 0.001), and preferring entrepreneurship rather than employment (H(2) = 

27.718, p < 0.001) (Annexure U). 

There are clear associations present where different types of practices (private practice, group 
practice) as a variable, between different types of practices and having considered leaving the 
Allied Healthcare Sector (H(2) = 8.890, p = 0.012).  Associations are present when using 
participant being employed outside of their practices as variable, between employed outside of 
their practices and seeing their practices as successful (H(5) = 15.464, p = 0.009) and financially 
viable (H(5) = 18.549, p = 0.002), having considered leaving the Allied Healthcare Sector (H(5) = 

12.459, p = 0.029), being possible to establish and grow a financially viable private practice in the 
Allied Healthcare Sector (H(5) = 14.298, p = 0.014) (Annexure U).   

Various associations are present in this study and with the quantitative tests presented in this 
section, the next section considers the demographic information of the participants. 

 

4.3 DEMOGRAPHICS OF PARTICIPANTS 

The demographic summary of the participants of this study, are presented in Table 4.5. 
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Table 4.5: Demographic Summary of Participants  

Variable Qualitative 
Participants 

Quantitative 
Participants Total Participants 

Number (n) 41 226 267 
Age  

• 20s 
• 30s 
• 40s 
• 50s 
• 60s 
• 70s 
• 80s 

 

•   6 (14.6%) 
•   7 (17.1%) 
• 14 (34.2%) 
•   7 (17.1%) 
•   6 (14.6%) 
•   1 (2.4%) 
•   0 (0%) 

 

• 46 (20.4%) 
• 69 (30.5%) 
• 59 (26.1%) 
• 30 (13.3%) 
• 19 (8.4%) 
•   2 (0.9%) 
•   1 (0.4%) 

 

• 52 (19.5%) 
• 76 (28.4%) 
• 73 (27.3%) 
• 37 (13.9%) 
• 25 (9.4%) 
•   3 (1.1%) 
•   1 (0.4%) 

Gender 
• Male 
• Female 
• Non-binary 

 

•   5 (12.2%) 
• 36 (87.8%) 
•   0 (0%) 

 

•   55 (24.3%) 
• 170 (75.2%) 
•     1 (0.4%) 

 

•   60 (22.5%) 
• 206 (77.1%) 
•     1 (0.4%) 

Healthcare Qualification  
• Certificate 
• Diploma 
• Bachelor 
• Honours 
• Master 
• Doctorate 

 

•   4 (9.8%) 
• 22 (53.7%) 
• 10 (24.4%) 
•   1 (2.4%) 
•   3 (7.3%) 
•   1 (2.4%) 

 

•     8 (3.54%) 
•   64 (28.32%) 
•   23 (10.2%) 
•     0 (0%) 
• 123 (54.4%) 
•     8 (3.54%) 

 
•   12 (4.5%) 
•   86 (32.2%) 
•   33 (12.4%) 
•     1 (0.4%) 
• 126 (47.2%) 
•     9 (3.3%) 

Practice 
 

• Full-time 
• Part-time 
• Not practicing 

 

• 27 (65.9%) 
• 11 (26.8%) 
•   3 (7.3%) 

 

• 139 (61.5%) 
•   65 (28.8%) 
•   22 (9.7%) 

 

• 166 (62,2%) 
•   76 (28.4%) 
•   25 (9.4%) 

Race  
• Asian 
• Black 
• Caucasian 
• Coloured 
• Indian 

 

•   1 (2.4%) 
•   2 (4.9%) 
• 32 (78%) 
•   2 (4.9%) 
•   4 (9.8%) 

 

•     6 (2.65%) 
•   10 (4.4%) 
• 181 (80.1%) 
•     6 (2.65%) 
•   23 (10.2%) 

 
•     7 (2.6%) 
•   12 (4.4%) 
• 213 (80%) 
•     8 (3%) 
•   27 (10%) 

Table 4.5 summarises the demographic information of the 267 participants of the study consisting 
of 41 qualitative participants and 226 quantitative participants and indicates that the majority of 
participants are female (77.1%), aged in their 30s (28.4%), 40s (27.3%), and 20s (19.5%) from a 
Caucasian ethnicity (80%) and practice their healthcare professions on a full-time basis (62.2%), 
holding master’s degrees (47.2%) or diplomas (32.2%).  Demographic factors are discussed next. 
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4.3.1 Age 

The study has well-represented participants across the ages ranging from the twenties to the 
eighties where participants represent each of the age groups.  The majority (75.2%) of the 
participants are younger than 50 while a larger majority (89.1%) are younger than 60 and 
consequently younger than the normal retirement age of 60 in South Africa.  The fact that the 
majority of participants are in their 30s (28.4%), consequently corresponding to the target 
population of CAM users in South Africa (Du Plessis, 2012).   

 

4.3.2 Gender 

The participants are well representing different genders where the majority of participants are 
female (77.1%), are male (22.5%) and on self-identify as non-binary (0.4%).  The questionnaire 
had a section on gender where the participant could choose female, male or other and if the other 
option were chosen, the participant had to specify what gender they identified with, solely to have 
descriptive terms to use instead of having to refer to "other".  The layout of this specific question 
was formulated in this manner based on feedback received during the pilot study where it was 
mentioned that if participants do not select male or female, they should not be forced into a third 
category, but instead be allowed to self-identify their gender.   

When specifically considering the qualitative sample, it has an even higher female bias (87.8%), 
but this is in line with the gender of therapeutic reflexologists registered with the statutory council 
(AHPCSA, 2015a, 2018c, 2019a, 2020a) as the qualitative participants are mostly therapeutic 
reflexologists in order to answer the work-based challenge.  It appears that more females enter 
the profession of therapeutic reflexology that may be the result of the profession being originally 
perceived to be a profession for females within the health and beauty industry in South Africa 
(Dougans, 2005).  It may also be the result of the fact that more females make use of CAM 
modalities, including reflexology (Du Plessis, 2012; Samuel, 2011).  Financial reasons may 
contribute to the reasons as to why there are more female than male therapeutic reflexologists 
registered with the AHPCSA, especially when considering the traditional perception that men are 
the providers of their families when considering the response from one of the male participants: 
“We are facing a big problem – income!  Our income is threatened by funders, patients, medical 

health people and national health.  If you take away my income or my ability to earn an income 

and pay the bills, then it will make me consider leaving the profession” (Participant 26).  
Considering all the options, it becomes clear that even though the sample for this qualitative 
aspect of the study was female biased, it was in actual fact corresponding with the gender 
demographics of the sample population.  The qualitative sample is consequently seen as 
representative of the sample population in terms of gender demographics and in the next section 
gender by profession is contemplated. 

The number of responses received in this study is well representative of gender. although with a 
clear female bias that is in proportion to the target market of CAM users in South Africa identified 
as mostly females (Du Plessis, 2012).   
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4.3.3 Healthcare qualification 

The majority of participants are in possession of a master’s degree (47.2%), followed by diplomas 
(32.2%) and bachelor’s degrees (12.4%) and the minority of participants are in possession of a 
certificate (4.5%), a doctorate degree (3.3%) or an honour's degree (0.4%).  The healthcare 
qualifications of the participants are varied, and numerous participants have multiple healthcare 
qualifications, sometimes even in different professions that may lead to dual registration with the 
AHPCSA or with the AHPCSA and another healthcare council.  The participants are well 
representative as healthcare professions in South Africa can only be practiced when the 
prescribed minimum qualifications for the specific professions are adhered to.   
 

4.3.4 Practice 

The majority of participants are practicing their healthcare professions full-time (62.2%) or part-
time (28.4%), while the minority are not practicing (9.4%).  The participants are well representative 
of the industry. 

 

4.3.5 Profession 

The participants are well representative of the Allied Healthcare Sector and sufficiently 
representative of the South African Healthcare Industry for the purpose of this study, including 
diagnostic practitioners and non-diagnostic therapists. 

Figure 4.1 illustrates the different healthcare professions practiced by the qualitative participants, 
indicating a clear bias towards therapeutic reflexologists (42%), which is the profession 
representing the identified work-based challenge; it should be noted that in Figure 4.1, some of 
the participant are practicing more than one profession.  Figure 4.2 illustrates the different 
complementary healthcare professions practiced by the quantitative participants, indicating the 
majority of participants are chiropractors (38.5%), therapeutic reflexologists (15.93%), 
homeopaths (14.6%), therapeutic massage therapists (7.08%) and naturopaths (4.87%), while the 
rest of the participants are practicing one or more of the listed healthcare professions.
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Figure 4.1: Professions of Qualitative Participants 
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Figure 4.2: Professions of Quantitative Participants
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4.3.6 Professional registration 

The professional registration status of participants is depicted in Table 4.6. 

Table 4.6: Professional Council Registration 

Council Registration Qualitative 
Participants 

Quantitative 
Participants 

Total 
Participants 

Association (International)   2 (4.9%)     0 (0%)     2 (0.75%) 

Association (South Africa)   3 (7.3%)     0 (0%)     3 (1.1%) 

Statutory Council (International)   1 (2.4%)     0 (0%)     1 (0.4%) 

Statutory Council (South Africa) 33 (80.5%) 226 (100%) 259 (97.0%) 

Not Registered   2 (4.9%)     0 (0%)     2 (0.75%) 

 41 226 267 

Table 4.6 indicates that the majority of participants (97%) are professionally registered with a 
South African statutory council one participant (0.4%) residing and practicing in a different African 
country is professionally registered with the statutory council of the specific country.  The 
quantitative participants are all registered with the AHPCSA (100%).  Five participants (1.85%) 
are registered with associations only as the specific professions do not have statutory councils 
available to regulate the professions.  Two participants (0.75%) are not professionally registered 
with any council or association, but still practice healthcare professions that are not regulated in 
South Africa.  The participants may be registered with an association in addition to being 
professionally registered with a statutory council, but association member is voluntary while 
statutory council registration is compulsory for practicing specific healthcare professions in South 
Africa.  The participants are well representative relating to professional registration status.   

The 267 participants of this study represent a wide variety of healthcare professionals as seen in 
this section. 

 

4.3.7 Race 

The participants are well representative of a broad racial background, although Caucasians (80%) 
dominate the group followed by Indians (10%), Black Africans (4.4%), Coloureds (3%) and Asians 
(2.6%).  The participants are representative of various races in the South African context, although 
the study is Caucasian biased. 

The next section presents findings relating to the first research objective. 
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4.4 INTRINSIC FACTORS OF ENTERING HEALTHCARE PROFESSIONS 

Participants provide various reasons for entering healthcare professions as listed in Table 4.7. 

Table 4.7: Intrinsic Factors for Entering Healthcare Professions 
QL Participants QN Participants 

1. Personal Experience 
2. Interest in Allied Health 
3. Helping People 
4. Solving Health Issues 
5. Unable to Study Allopathic Medicine 
6. Passion for Holistic Healing 
7. Opportunities 
8. Self-Employment Possibilities 
9. Practical Convenience 
10. Holistic Approach 

1. Helping People 
2. Passion for Holistic Healing 
3. Holistic Approach 
4. Personal Experience 
5. Self-Employment Possibilities 
6. Solving Health Issues 
7. Interest in Allied Health 
8. Unable to Study Allopathic Medicine 
9. Unfulfilled in non-healthcare career 
10. Combining Psychology and Medicine 

** Listed in descending order of frequency                                                                               

The intrinsic factors of entering healthcare professions as presented in Table 4.7 as it appears 
that helping people is one of the main reasons why healthcare professionals decide to enter their 
specific professions and careers. 

 

4.4.1 Reasons for entering healthcare professions 

Helping people appears as a prominent factor as to the reason why healthcare professions are 
entered, corresponding with the findings of Woodward, Thomas, Jalloh, Rees and Leather (2017) 
as well as a personal characteristic listed as a prerequisite to enter healthcare professions 
(Careers, 2004, 2005, 2009).  Helping people is the main reason for entering healthcare 
professions in the Allied Healthcare Sector as indicated by the quantitative findings while it is in 
the top three of Healthcare Professionals in general, as suggested by the qualitative findings.  
Personal experience with a healthcare profession in earlier years, played an important role in 
entering the profession according to the participants, but linked to that the desire to use the 
personal experience to help people (Woodward et al., 2017): “Reflexology came from my 
grandfather who made use of it and sparked the interest in me” (Participant 3); “A personal 
background due to health issues in my family” (Participant 7); “I was injured in school and when 
to a Physiotherapist that helped me and then it interested me, and I decided to become a 
Physiotherapist” (Participant 21); and “I knew about Podiatry due to my grandpa going to one.  I 
also went to a Podiatrist for a silly thing like a foot wart” (Participant 25). 
 
Helping people appears to be the main reason why healthcare professions are entered, coupled 
with an interest and passion for specific aspects in healthcare (Woodward et al., 2017; Wu et al., 
2015), as it is effectively summarised by a Participant 86: “The reality is that people come to these 
professions with a calling to heal and improve the lives of others”. 
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Entering healthcare professions are often based on the passion for a specific profession, 
healthcare sector or healthcare industry (Woodward et al., 2017; Wu et al., 2015): “One day I 
came across Podiatry and totally fell in love with it, because I wanted to help people and wanted 
to work with people.  I wanted the freedom to do what I love while helping people” (Participant 6); 
It was something inbred in me.  It came naturally.  It helps other people.  I am being relevant and 
helpful in my world.” (Participant 18); “If we didn’t have to work for money, I would still do what I 
do today” (Participant 21); “I started wearing spectacles at the age of five and did not know I 
couldn’t see that well.  The feeling of being able to see, changed my world and that feeling I wanted 
to give to others” (Participant 35); and “This requires a person whose heart is completely in service 
to others in need, regardless of the rewards or benefits to self” (Participant 37). 

An interest in allied health is second on the list of factors mentioned by the qualitative participants, 
but it is seventh on the list of quantitative participants who are all members of the Allied Healthcare 
Sector, but the minority listed it as a reason for entering a healthcare profession.  Factors higher 
on the list for quantitative participants are a passion for holistic healing and a holistic approach to 
healthcare.  It appears that a passion and interest in a holistic and integrative approach to 
healthcare are more important as factors for entering a profession as Complementary Healthcare 
Professionals in the Allied Healthcare Sector instead of a specific interest in CAM.  The reason 
why qualitative participants may have mentioned an interest in allied health as the second highest 
factor of entering a healthcare profession, may be due to the qualitative participants being 
dominated by therapeutic reflexologists and many may have associated an interested in allied 
health with opportunities that were listed later in the list of factors, but not financial opportunities; 
rather, opportunities to be able to practice the profession of therapeutic reflexology professionally 
within the Allied Healthcare Sector, which may have sparked an interest in allied health: “I did not 
plan to become a Therapeutic Reflexologist.  It was not my initial plan.  It was a big surprise when 
I learned it is possible to registered with the AHPCSA that gave the profession credibility” 
(Participant 3); “I became a Therapeutic Reflexologist due to the opportunity that came about 
when Reflexology was registered and registration under the grandfather clause became possible” 
(Participant 10); and “Therapeutic Reflexology offered me the opportunity to study further, which 
I did not have after school” (Participant 13). 

Self-employment possibilities are listed as a reason for entering healthcare professions by 
participants.  Almost a third of participants suggest that self-employment possibilities is a reason 
for entering complementary healthcare professions.  Candidates entering study programmes in 
complementary healthcare professions are aware that employment opportunities are limited, and 
self-employment will have to be embarked upon graduation (Careers, 2009; Kent, 2002), but they 
are not only aware of this, they enter these professions as a result of being interested in becoming 
self-employed: “Therapeutic Reflexology is a skill that I can practice in other countries as well” 
(Participant 4); “Therapeutic Reflexology offered me the opportunity to work for myself and to work 
from home” (Participant 14); and “I became a Physiotherapist because I like the fact that I could 
work for myself and be independent of others” (Participant 20).  Self-employment is perceived to 
be empowering as Participant 5 indicated: “I want to earn money but want to be happy. I create 
work for myself”. 
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A factor that emerged from the data, is that certain healthcare professionals work with specific 
body parts, like podiatrists and therapeutic reflexologists working with feet, that may be part of the 
reason why an individual enters a specific healthcare profession, but it may also be a reason why 
a specific profession is avoided due to the stigma or prejudice linked to it as a result of the 
perception of the community (Griffiths, 2014; Wu et al., 2015): “Most people think I have a foot 
fetish, but the big thing is that I always wanted to work in the medical profession, but never wanted 
to be a doctor.  One day I came across Podiatry and totally fell in love with it .... That is the big 
reason I do what I do, not any foot fetishes” (Participant 6); “I had Polio and that is the reason I 
had to work with the feet as that is the foundation of the body.  I cannot properly balance with my 
own feet” (Participant 11); “I then decided to use my interest in science and studied Footology 
therapy with Karin Lombardozzi; I work with intuition, so it interested me” (Participant 23); “The 
GP eventually referred me to a Podiatrist when I was in Standard 9; I didn’t know what a Podiatrist 
was, nobody knew; they still don’t ... I liked the instant relief.  So, I did not choose feet, feet chose 
me.  People ask me every single day: Why have you chosen to work with feet?  It is not that I 
chose feet; feet chose me.  I do not see myself working with people who have feet, maybe in the 
beginning.  Then it changed to working with people who have feet and big wallets, but now it is 
about adding value to a patient and it makes me feel good if I get a referral from a previous client” 
(Participant 26); and “Working with human feet has always been a love of mine" (Participant 38). 

Final factors for entering healthcare professions include an interest in medicine and either being 
unable to study allopathic medicine due to not meeting the entrance requirements or financial 
constraints, or not wanting to work such long hours or not wanting to work with blood.  
Complementary healthcare offers a professional alternative that comply with practical 
convenience as it offers part-time training opportunities that are not as long as medical training 
and the opportunity to solve health issues, even as a second career after changing from a non-
healthcare profession (Woodward et al., 2017; Wu et al., 2015): "I was interested in Therapeutic 
Reflexology because I could study it in the shortest time" (Participant 15); “I lost my previous 
administrative position in government and had to find something else to do and then I saw an 
advertisement about reflexology training" (Participant 16); “My career started in information 
technology...This is when I found reflexology and I retrained myself" (Participant 34); “I was 
attracted to solving global health issues" (Participant 36); and “I wanted to be a surgeon but was 
unable to study conventional medicine" (Participant 40). 

With the main reason’s healthcare professions are entered, considered in this section, the 
following section contemplates whether Healthcare Professionals believe they have made the 
correct career choice by entering the healthcare professions. 

 

4.4.2 Career choice  

Complementary Healthcare Professionals enter healthcare professions based on an intrinsic 
desire to help people founded upon an interest and passion for specific aspects of healthcare 
(Careers, 2004, 2005, 2009; Woodward et al., 2017; Wu et al., 2015).  The participants of this 
study were asked if they have made the correct career choice by entering the specific healthcare 
professions. 
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The majority of participants (76%) believed that the correct career choice was made when entering 
their respective healthcare professions, irrespective of challenges that are experienced in their 
professions and industry.  During the quantitative aspect of the study, all Asian participants (100%) 
believe that the correct career choice was made, as well as the majority of Black participants 
(90%), Caucasian participants (79%) and Indian participants (52%), but only the minority of 
Coloured participants (17%) believed that the correct career choice was made as the majority of 
coloured participants (67%) are unsure about whether their career choice was correct or incorrect.  
It appears that most participants believe the correct career choice was made when entering a 
healthcare profession as they are able to help other people while living out their interest and 
passion in specific healthcare fields (Woodward et al., 2017; Wu et al., 2015), but racial influence 
may disregard such certainty if their livelihoods are threatened that may lead to possible 
unemployment as a result of challenges experienced in the industry (Blomerus, 2016; Digby, 2013; 
Geldenhuys & De Lange, 2007). 

The majority of participants in full-time practice (85%) believe that the correct career choice was 
made, followed by the majority of participants in part-time practice (72%) while the participants not 
practicing their professions are mostly undecided (46%).   

Complementary Healthcare Professionals mostly believe that they have made the correct career 
choice when entering healthcare professions and in the next section it is considered whether their 
profession is seen as a career or a calling. 

 

4.4.3 Career or calling  

Participants were asked whether they perceive their healthcare professions to be a career or a 
calling and the majority of participants (82%) believe it to be a calling while a smaller number of 
participants (69%) also see it as a career.   

The majority of participants from all ethnicities believe their healthcare profession is a calling, 
namely Asian participants (83%), Black participants (90%), Caucasian participants (87%), 
Coloured participants (67%) and Indian participants (65%).  However, the same trend is not seen 
relating with profession as a career, because the majority of Coloured participants are undecided 
(67%) while the majority of all the other ethnical groups believe their profession to be a career as 
well, namely Asian participants (83%), Black participants (90%), Caucasian participants (62%) 
and Indian participants (65%).  These perceptions relating to career and calling becomes more 
understandable when reviewing what certain participants have to say about the differentiation 
between healthcare professions as a career and as a calling, as effectively summarised by a 
participant when saying the following: “The reality is that people come to these professions with a 
calling to heal and improve the lives of others, but that dream only lasts as long as there is no 
money for food and then they have need to find employment elsewhere; this story is all too 
common and reflects the poor business foundation of AHPCSA modalities" (Participants 86). 

The sentiment of Participant 86 is seen in the responses from various participants when 
considering their views on what calling is as opposed to a career: “I feel I have a calling to want 
to make a difference in people’s lives” (Participant 1); “My profession is a calling because I love 
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what I do.  A career on the other hand is something I have to do” (Participant 3); “Calling because 
not everyone is able to do it and I must say I really love what I do.  I’m deeply passionate about 
my work.  I believe I have been called to make a difference in people’s lives” (Participant 6); 
“Calling because I find it hard to charge people.  When I charge, I never know if I charge the right 
amount.  I don’t always charge.  I know I have to do healing” (Participant 8); “It is more of a calling; 
it is difficult to make a career out of it and earn enough income.  It’s not financially viable; we 
charge too little" (Participant 12); “You have to do it as a calling just like a Physiotherapist or a 
Doctor, but you also need to make a living from it” (Participant 16); “It is both a career and a calling.  
It is calling because I want to do it with my skills, but the challenges caused it to be a career.  The 
challenges were more than expected and my income is lower than expected” (Participant 19); 
“Calling because I have not made a lot of money with it” (Participant 23); A calling means you love 
something.  I won’t say I love podiatry.  What is frustrating is after qualifying as a Podiatrist is to 
not find a job directly out of university and having to go into private practice.  I’m not that busy 
now; I want to see one patient after the other, but I’m not there” (Participant 25); “I wasn’t called 
to help people with feet; I chose this more as a career, but there is a degree of a calling in it.  I 
enjoy what I do, and it is extremely rewarding when a patient tells me that I have explained 
something to them like nobody was able to before me” (Participant 26); “It is a calling because a 
career implies that one can earn a living from it.  At the moment that is close to impossible” 
(Participant 27); It’s not a job to me.  It’s what I love doing, but it also pays the bills at the same 
time” (Participant 31); “Both a career and calling; it is a combination of altruism and ambition” 
(Participant 33); “Calling; I am passionate about what I do daily” (Participant 35); and “Calling ... 
So, this requires a person whose heart is completely in service to others in need regardless of the 
rewards or benefits to self” (Participant 37). 

The responses from the variety of healthcare professionals make it evident that a calling is 
perceived to be doing what somebody loves to do and, in the process, helping people even without 
monetary remuneration, while a career is associated with monetary value and receiving income 
in exchange for services rendered.  Dik and Duffy (2012) offer similar results when it was found 
that calling contributed largely to making a career choice while calling is identified with words like 
destiny, gifting, and passion.  Hall and Chandler (2005) also connect career and calling, 
suggesting that a career should include a sense of calling.  The connection between career and 
calling is pertinently mentioned by one participant of this study as it relates to healthcare 
professions: “In healthcare professions you feel that you are obligated that it should be a calling, 
but it is not” (Participant 20).   

There are individuals, like Participant 20, that see a healthcare profession as a career rather than 
a calling, but most participants perceive healthcare professions to be a calling, although it also 
contains career attributes relating to needing income in order to pay expenses.  During the 
quantitative aspect of the study a weak, significant negative association was found between 
seeing healthcare profession as a calling and considering exiting healthcare professions 
suggesting that the higher the sense of calling on their professions, the less likely it is for 
Complementary Healthcare Professionals to exit the Allied Healthcare Sector.   

The next section contemplates the sense of accomplishment with healthcare professions. 
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4.4.4 Career accomplishments 

The participants were asked if they have accomplished what they wanted to in their healthcare 
professions and different results are obtained between the qualitative and the quantitative aspect 
of the study.  During the qualitative phase, the question was asked to 30 of the 41 participants, 
mostly to the AHPCSA registered Complementary Healthcare Professionals (n = 25), but also to 
a participant with dual registration with the AHPCSA and the HPCSA (n = 1), to participants 
registered with the HPCSA (n = 2), to a participant registered with an association and no statutory 
council (n = 1), and to a participant that is non-registered with any statutory council nor association 
(n = 1).  The remaining participants (n = 9) were not asked the question.  The results indicate that 
the majority of participants (63.33%) do not believe that they accomplished what they wanted to, 
while half of those believe they have accomplished what they wanted to (33.33%) and the 
remaining participant is undecided (3.33%).  The qualitative sample is dominated by therapeutic 
reflexologists and these results can thus be assigned to the opinion of healthcare professionals 
within the profession of therapeutic reflexology.  The same question was asked to all the 
participants during the quantitative phase of the study by choosing options from a Likert scale, 
providing a more representative response of all Complementary Healthcare Professionals within 
the Allied Healthcare Sector.  The results indicate that the largest portion of participants believe 
that they have accomplished what they wanted to in their careers although this equals less than 
half of the participants (46.5%), while almost similar numbers of participants are undecided (27%) 
or do not believe that they accomplished what they wanted to (26.5%). 

When looking at reasons why participants believe they have accomplished what they set out to 
accomplish in their careers the responses mainly circle around the fact that they are able to have 
a practice and are able to help other people regardless of not having enough patients: “Yes, it is 
not about numbers.  My life does not only consist of work.  Your environment picks it up when you 
live a balanced life that is not only about work.  Introverts are better therapists because I’m an 
introvert and one of the better therapists” (Participant 15); “Yes, I’m still in my profession as a 
Medical Doctor, just not in the clinical practice.  I had to take a detour to contribute like I’m doing 
now in the form of teaching, coaching, and mentoring.  This was difficult about leaving my 
profession as Medical Doctor since I saw being a doctor as a calling.  I had to ask myself: ‘How 
do I create a career out of my calling?’ A necessary part of the journey is the struggle” (Participant 
17); “Yes but would like more clients” (Participant 29); “I’ve achieved my goal in helping others” 
(Participant 31); “Yes, I never imagined owning two practices by the age of 35. I have far exceeded 
what I planned for myself already” (Participant 35); and “Yes, I have helped many people to 
improve their lives” (Participant 36). 

Reasons why participants do not believe that they have accomplished what they wanted to in their 
careers mostly focused on the aspect of income in their practices and not having financial 
independence, as well as the hopefulness to still grow as a therapist or practitioner: “No, I would 
like to do Therapeutic Reflexology for nothing without worries of the financial side.  Many need it 
but can’t afford it” (Participant 1); “No, there is always room to grow; I’m constantly learning” 
(Participant 2); “No, I only started practicing a year ago.  My confidence is growing.  It is starting 
to pick up and I’m making progress now, but I only work on weekends as I’m still working full days 
during the week in another profession” (Participant 4); “No, I want to help, but it was never a goal 
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to make it a career” (Participant 12); “I don’t think I ever will” (Participant 18); and “No, I still have 
to live with my parents” (Participant 27).  Complementary Healthcare Professionals believe they 
accomplished what they wanted to in their professions when they have the ability to help people 
while able to earn a living in the process, as supported by Dik and Duffy (2012), Hall and Chandler 
(2005), and Woodward et al. (2017).   

The next section presents the findings relating to the second research objective. 

 

4.5 EXTRINSIC FACTORS FOR CONSIDERATION OF EXITING HEALTHCARE    
      PROFESSIONS 

Complementary Healthcare Professionals appear to exit the Allied Healthcare Sector while 
pursuing alternative professions, often in different industries (AHPCSA, 2014b, 2015a; 2021).  
Exiting their professions is not necessarily by choice as it appears that there are extrinsic factors 
causing them to feel compelled to leave the Allied Healthcare Sector and sometimes even the 
entire South African Healthcare Industry.  Understanding the extrinsic factors compelling 
Complementary Healthcare Professionals to consider exiting their professions, is a crucial part in 
resolving the matter in order for them to have options and to freely choose to remain or exit their 
professions instead of being compelled to do so as a result of factors out of their control.  The 
participants provide various reasons for considering the exiting of healthcare professions where 
monetary reasons, personal reasons and practice reasons appear to be the main categories of 
reasons as presented in Table 4.8. 

Table 4.8: Factors Leading to Exiting Healthcare Professions 
QL Participants QN Participants 
1. Monetary Reasons 

• Financial Reasons 
• No Access to Advertising 
• Restrictions and Legislation 
• Competition 

2. Personal Reasons 
• Health Issues 
• Lack of Business Skills 
• Lack of Time 

3. Practice Reasons 
• Location/Premises Problems 

1. Monetary Reasons 
• Financial Reasons 
• Advertising Restrictions 
• Cost and requirements of CPD Activities 
• Stable Income 
• AHPCSA Legislative Restrictions  
• Medical Aid Non-Payment 
• AHPCSA Regulations 
• AHPCSA Registration Fees 
• Lack of Resources 

2. Personal Reasons 
• Health Reasons 
• Lack of Commitment 
• Job Satisfaction 

3. Practice Reasons 
• Start-up Costs 
• Premises Problems 

** Listed in descending order of frequency per category 
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Table 4.8 lists monetary reasons as the major reason for exiting healthcare professions by the 
majority of the participants (81.2%).  Monetary reasons in the quantitative phase of the study 
consisted of various sub-categories that participants could indicate as exiting factors, namely 
financial reasons (13.6%), advertising restrictions (12.4%), cost and requirements of CPD 
Activities (11.3%), stable income (10.6%), AHPCSA legislative restrictions (9.7%), medical aid 
non-payment (7.9%), AHPCSA regulations (5.9%), AHPCSA registration fees (5.6%), and lack of 
resources (4.2%). 

 

4.5.1 Reasons for exiting healthcare professions  

The three main categories of reasons why Complementary Healthcare Professionals may 
consider exiting their healthcare professions and the Allied Healthcare Sector that emerged from 
the data, are monetary reasons, personal reasons, and practice reasons.  The various sub-
categories listed under monetary reasons are listed by participants as exiting factors that impact 
their ability to earn adequate income.  Monetary reasons are identified as the major factor for 
exiting healthcare professions: “Not bringing in a decent income” (Participant 1); “Not having a 
substantial, regular customer base” (Participant 12); “The number one reason is that they battle 
to make a living.  There are a lot of Medical Doctors lately that do aesthetic things and other 
businesses and incorporate it into their practices” (Participant 14); and “We are facing a big 
problem – income!  Our income is threatened by funders, patients, medical health people and 
national health.  If you take away my income or my ability to earn an income and pay the bills, 
then it will make me consider leaving the profession” (Participant 26). 

The main factor leading to Complementary Healthcare Professionals considering exiting their 
professions, is monetary related (AHPCSA, 2014b; TSARS, 2014), but many sub-categories are 
mentioned in this regard like problems with medical aid payments and the inability to generate 
enough income, but a large part of the reason for financial problems are perceived to be the 
AHPCSA legislation, regulations and limitations that either costs money by increasing expenses 
or reduce income: “... The incredible financial strain that CPD brings to a practice” (Participant 48); 
“I believe the AHPCSA cares more about the public than it does the doctors.  I am too afraid to 
ask too many questions or go above and beyond what is expected of me as a practitioner, because 
it be construed as ‘over servicing’ and then opens the doors to legal battles.  I love my profession, 
but all the rules and regulations are stifling” (Participant 193); and “The AHPCSA fees.  My 
husband is a Medical Specialist (Internal Medicine; Physician Specialist) and pays less on HPCSA 
fees than I do at AHPCSA.  There is only a R100.00 difference.  Now I’m not sure if the R100.00 
is less for him or more for him, but it is too close” (Participant 8).  Some participants are adamant 
that exiting their healthcare profession, is not an option while others bring daily reality into their 
responses: “Nothing would make me leave my profession; I am in it for the patient, not for myself” 
(Participant 183); “Your expectation on tertiary education level is different from what the profession 
really is.  In my profession, most people only see what you do as a student, but they don’t teach 
you what lies ahead when you are in private practice in your profession.  So, your exposure is 
much too small for entering a private practice” (Participant 6); and “The reality of the career kicks 
in; it is not what you expected when you were in university” (Participant 19). 
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The reality of life occurs to all people (Scheepers, 2007b) and the minor reasons mentioned by 
participants in this study attest to such genuineness.  Minor reasons leading to Healthcare 
Professionals considering leaving their professions centred around personal factors and practice 
factors.  The personal factors include health issues, job satisfaction, lack of business skills, lack 
of commitment and lack of time.  The practice factors included the usual entrepreneurship and 
small business challenges of business start-up costs and premises problems (Venter et al., 2011).   

Health reasons have been mentioned by some participants as a personal factor that forces 
Complementary Healthcare Professionals to consider exiting their professions as physical fitness 
is a requirement in many of the complementary healthcare professions as physical therapy has to 
be provided (Dougans, 2005; Samuel, 2011; Sharma, 2002; Steenkamp, 2009).  However, health 
reasons are not voluntary and Complementary Healthcare Professionals are not choosing to exit 
their professions as a result of health-related matters: “Physical reasons; their hands become 
painful and they can no longer do the work” (Participant 3); “Physical problems with my hands will 
make me change careers” (Participant 8); and “Personal injury that prevents me from continuing 
working as a Physiotherapist, but even then, I will choose to stay in the medical industry and 
medical line as far as possible” (Participant 21).   

Health related reasons may force Complementary Healthcare Professionals to exit healthcare 
professions, but what is of more concern in this study, is the fact that healthcare professions may 
be exited due to an option available to healthcare professionals to do so.  Trigeorgis and Reuer 
(2017) define an option, as opposed to an alternative or a possibility, as a right to use, although it 
is not a requirement to use it.  Complementary Healthcare Professionals appear to have an option 
to leave by choosing to deregister from statutory council registration and regulation, change the 
name of the profession they are practicing, but then are allowed to continue to practice within the 
informal healthcare sector without all the AHPCSA regulations, requirements and legislation, but 
also without the restrictions to income: “The lack in awareness on the difference between a 
Registered Therapeutic Reflexologist and Reflexology done at a spa gives people a great 
misconception about the profession and also degrades the profession greatly” (Participant 45); 
“I’m seriously considering to de-register as a Therapeutic Reflexologist because I have to spend 
almost 2K a year to register with AHPCSA and then also a ton of money for CPD points" 
(Participant 48); “The AHPCSA needs to regulate professionals who are not using evidence-based 
practice.  These individuals give the profession of Chiropractic a bad reputation by using methods 
that are not scientifically proven to be effective; that is, research that is not published in reputable 
journals, for example NLP/Cranio-Sacral Therapy.  This confuses the public about what 
Chiropractors do and has a huge negative effect on the opinion of Allopathic Medical Professionals 
on Chiropractic” (Participant 185); and “My situation is desperate.  I am about to drop my 
registration because I simply can’t survive with the legislation as restrictive as it is.  I was offered 
a room in a doctor’s practice, but we had to reconsider because of the HPCSA and AHPCSA 
restrictions.  I can’t offer concessions, discounts, or promotions.  I am really desperate and don’t 
know how I can go forward like this.  Sad since this is really what I am happiest doing” (Participant 
256). 

It is illegal for healthcare professionals to practice without statutory council registration in 
professions formally regulated by statutory councils (AHPCSA, 2014b; HPCSA, 2008b; SANC, 
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2016; SAPC, 2016; Tshehla, 2015), however, due to a loophole in the legislation, it is possible for 
certain unregulated CAM professions to be practiced within the informal healthcare sector, which 
sometimes include regulated professions that are being practiced under different terminology.  
The result of this practice occurring, leads to unbalanced competition and unfair disadvantage to 
the healthcare professionals practicing legally, which is related to the work-based challenge 
identified in this study.  The fact that there is an option to choose to deregister from statutory 
council registration and continue practicing by making use of different terminology to describe the 
profession, offers Complementary Healthcare Professionals with a valid exit strategy from the 
Allied Healthcare Sector, but not necessarily from practicing as they may continue to practice in 
the informal healthcare sector: “I am not registered with any councils or organisation.  I used to be 
registered with SAAP and AAC and NHA, but not anymore; they don’t serve any purpose.  
Councils have no way to regulate as they cannot back it up with lawsuits that will stick.  I am no 
longer registered because many associations are just bogus.  It is vital to have a benchmark 
association.  I just tell my clients that I’m not registered and therefore I only charge R550.00 per 
hour instead of the more expensive sessions from Registered Psychologists and clients accept it 
and come to me.  I have more than 20 year’ experience in counselling; clients pick it up.  We run 
after CPD and supervision etcetera just to maintain membership to organisations, but it is my time 
and income being wasted when I have to attend all the CPD programmes” (Participant 18); “There 
are no benefits of registration with EPASA; they haven’t done anything for their members yet.  
They are not getting anywhere.  They hope to be recognised one day, but nothing is happening.  
It is the same as reflexologists that do not have recognition in the medical world.  I don’t think 
people are really trying hard enough” (Participant 23); and “We all know that as long as you don’t 
say ‘therapeutic’ in front of what you do, no one can prosecute you, so they all get away with 
inferior training and no real understanding of the human body” (Participant 32). 

The problem with regards to aromatherapy versus therapeutic aromatherapy as well as reflexology 
and therapeutic reflexology is a problem in the Allied Healthcare Sector of the South African 
Healthcare Industry (AHPCSA, 2014b; TSARS, 2014) and are being addressed by an attempt to 
regulate all forms of aromatherapy and reflexology (South Africa, 2017, 2019), however, similar 
challenges are also present in other professions like counselling and various forms of CAM 
therapies that form part of the informal healthcare sector.   

The problem is not the fact that some of these professions are being practiced within the beauty 
industry or the informal healthcare sector, but that it negatively affects the formally regulated 
therapeutic professions financially to such an extent that it offers Complementary Healthcare 
Professionals with the option to choose to deregister from the statutory council and to continue 
practicing under a different description for a profession: “Beauty Therapy always had reflexology 
and aromatherapy as part of their training.  Therapeutics say that the beauty industry does not 
have a second year of training and can do more harm than good.  A register (sub-register) was 
created now with AHPCSA and time will be given to the beauty therapists to upgrade their training 
to second year level in order to be registered in this category.  This sub-register has the purpose 
of upgrading the qualifications of beauty therapists.  The public knows the difference that the 
beauty industry provides relaxing treatments while Therapeutic Reflexologists are expected to 
offer much more” (Participant 10); and “The beauty industry should totally take away the word 
‘reflexology’ from the services they offer.  They know very little of reflexology and they are 
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overstepping on the healing professions.  Beauty Therapists are foot ticklers.  They have no right 
to take a healing profession and put it into the beauty industry.  As a Therapeutic Reflexologist I 
am not allowed to do facials or pedicures; I am not allowed to work in a spa due to my AHPCSA 
registration and the restrictions they put on me as a therapist, but the Beauty Therapists may do 
facials, pedicures and also get to offer reflexology.  That is unacceptable” (Participant 11). 

The fact that the beauty industry is allowed to offer healing therapies, reduces the professionalism 
and value of the relating therapeutic profession.  The result is that the informal healthcare sector 
or the beauty industry is given an unfair advantage that may result in financial constraints for the 
therapeutic profession: “Therapeutic Reflexology is not seen in the same light as Chiropractic or 
Homeopathy due to it being coupled with the beauty industry.  They see it as a nice foot massage 
only" (Participant 12); and “The beauty industry has an unfair advantage; they are in public places 
and may advertise and they may use posters and advertise specials.  People go to them due to 
their advertising.  A woman that can afford treatments also have time to use it in the beauty 
industry because they offer all these options as a one-stop-shop.  If they use reflexology in the 
beauty industry, they won’t go to a Therapeutic Reflexologist elsewhere, since we cannot work in 
the same public places due to AHPCSA restrictions.  The general public see the Beauty Therapist 
offering reflexology as the same as the Therapeutic Reflexologist” (Participant 13). 

Not all participants believe that the general public is unable to distinguish between reflexology 
offered in the beauty industry and therapeutic reflexology offered by a Complementary Healthcare 
Professional: “Clients that were at beauty salons come to me to find a ‘real reflexologist’” 
(Participant 4); and “The beauty industry pampers while therapeutic reflexology is a healthcare 
therapy” (Participant 16). 

The perception is present amongst Complementary Healthcare Professionals that there is an 
option to deregister while continuing to practice by merely changing the descriptive name of the 
profession.  The availability of this option may contribute to certain Complementary Healthcare 
Professionals choosing to exit the Allied Healthcare Sector, but not necessarily the healing 
professions.  In the next section the contemplation to leave is considered. 

 

4.5.2 Contemplation of exiting  

The participants were asked whether they have considered exiting their healthcare professions or 
the healthcare sector they are practicing in and the biggest group of participants (48%) indicated 
that they have not considered leaving. 

The participants who have not considered leaving, mostly motivate their decision based on their 
passion for the profession: “No, I love therapeutic reflexology...” (Participant 1); “No, I love what I 
do...” (Participant 31); No, it is my passion” (Participant 33).  The participants who have considered 
leaving, mostly motivate their decision based on monetary reasons: “Yes, I would accept a fixed 
salary job; finances would make me consider changing careers” (Participant 2); “Yes, I considered 
changing careers, but I decided it is not fair on my parents to pay more for studies I want to do” 
(Participant 9); and “Economics are making me consider it” (Participant 27). 
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In the midst of financial challenges, some participants feel that it is not realistic to exit their 
professions due to it being their second profession already: “I am a qualified textile designer, so I 
have already changed careers to become a Therapeutic Reflexologist” (Participant 28); and “A 
white man in my class at IARAMT became a Therapeutic Reflexologist to get the skill that he can 
use in South Africa to create work for himself as a white male, without having to rely on being 
employed somewhere where his skin colour is a problem.  It is a flexible career.  Many try to see 
if a career in AHPCSA professions is viable.  They study out of interest and try to see if they can 
make a career out of this” (Participant 4). 

Self-employment is often entered when a person loses employment or are unable to find 
employment due to legislation (South Africa, 1998b, 2004, 2014) in an attempt to earn income to 
support their families and a career based on passion in the field of healthcare is sometimes 
pursued.  The value placed on the healthcare training may influence the decision whether to 
consider exiting a healthcare profession when certain challenges are experienced: “Even if one 
patient is happy, that makes it successful.  I would make it successful after spending two years of 
study learning the profession” (Participant 1); and “If I was a medical doctor, I won’t just give up 
and leave the profession because a doctor studies so much longer and paid much more for their 
studies.  My training was only two years and cheaper than medical studies, so it is easier for me 
to leave my profession” (Participant 3). 

It is interesting to note that Participant 1 and Participant 3 are both in the same complementary 
healthcare profession, but their perspectives on the value of their training are different.  Participant 
1 values the two-year therapeutic diploma that was completed as a professional qualification and 
based on that perspective, is adamant not to consider exiting the profession, but rather attempt 
all possibilities to make a success within the profession.  Participant 3 devalues the two-year 
therapeutic diploma by perceiving it as shorter and less expensive than medical studies and as a 
result is considering leaving the profession, but not only the profession, the entire Allied Healthcare 
Sector: “I am still considering going into a career in training, but not in training in reflexology; rather 
a different direction” (Participant 3). 

The different perspectives on the value of similar training between Participant 1 and Participant 3 
may be attributed to the personal construct theory of George Kelly stating that people behave 
according to their inner beliefs, assessment and anticipation of concepts (Meyer & Moore, 2015).  
Participant 3 identifies medical training as superior in time and financial input than therapeutic 
training as a reason that will lead to not considering exiting a healthcare profession, but the view 
of George Kelly as mentioned by Meyer and Moore (2015) is further supported by a view reinforced 
by a medical doctor that exited the medical profession (Phalime, 2014), as supported by one of 
the participants that also chose to exit a previous healthcare profession: “...at the time of leaving 
I just felt miserable, disillusioned, traumatised and could not continue in that environment.  
External factors cannot be divorced from inner feelings” (Participant 17). 

Most participants in this study have not considered exiting their healthcare professions or the Allied 
Healthcare Sector due to their passion for their professions or due to the healthcare profession 
being a second career already, but the participants that have considered exiting, base their 
motivation for doing so on monetary reasons due to a lack of income from their healthcare 
professions.   
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The next section considers the perception of healthcare professionals about the success of their 
private practices. 

 

4.5.3 Perception of successful practice 

Participants were asked if they perceive their practices to be successful and the majority of 
participants (57%) confirmed their perception of having successful practices.  Most of the 
participants (68%) that believe their practices to be successful, are not employed outside their 
practices, but are putting all effort into making their practices successful.  A significant negative 
correlation was found between the perception of Complementary Healthcare Professionals that 
their practices are successful and having considered leaving the Allied Healthcare Sector, 
specifying that they are less likely to consider exiting the Allied Healthcare Sector if their practices 
are perceived as successful.  When healthcare practices are considered to be successful, it is 
based on personal success factors and not necessarily on monetary success: “You have to define 
success for yourself.  I experience personal success, not financial success” (Participant 3); “It is 
sort of successful.  I at least have clients” (Participant 4); “The results with patients will be the 
success” (Participant 7); “I do not measure success on numbers, but on how I help people” 
(Participant 15); and “Every patient is satisfied.  Patients return regularly.  Financially I am not a 
success, but sure I am getting results in patients and their health” (Participant 38). 

Therapists perceive successful practices based on factors of being able to help patients, but 
diagnostic practitioners and conventional healthcare professionals base their perception of 
success more on monetary reasons: “It is successful due to finances, services deliver and skill, 
but it took me eight years to get here” (Participant 19); “There is constant growth, the patients 
grow.  We get regular referrals and new patients.  We have good cash flow” (Participant 20); “We 
have a very large patient base and I have consistent patients that return so that makes us 
successful” (Participant 21); “I can cover my rent” (Participant 25); “Success for me is making a 
difference in people’s lives.  I get stressed when there is a gap in my diary, because I know I have 
bills to pay ... I am successful if I can pay my bills and living expenses and bond without worrying” 
(Participant 26); “Yes, it’s successful as I need it to be at this point of time as I am involved in 
different areas of the health industry and my practice is only one source of income and I am happy 
with the number of patients I see on a weekly basis” (Participant 31); “Yes, it is rewarding and 
sustainable.  I excel at my field and I am a diligent doctor.  I believe I offer patients an excellent 
healthcare service.  Financial considerations are also currently acceptable and will hopefully 
continue to improve" (Participant 33); and “Yes, since 1994 I have an ongoing business and 
practice” (Participant 36). 

The therapists that do not see their practices as successful are also basing their answers on 
monetary reasons: “No, it is touch and go.  Clients get to the point of not coming back when they 
feel healthy.  I only have three regular clients.  It takes up to five years to establish a practice” 
(Participant 2); “No, I don’t charge my patients.  I didn’t put in the effort to have a successful 
practice” (Participant 8); “No, I only have one client that returns for regular sessions” (Participant 
12); “No, I measure it on monetary value and thus I am not successful” (Participant 13); “No, the 
treatments I offer are successful and I have been in practice for almost 14 years, however, with 
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the restrictions on marketing ... it is always just at a level that keeps me in poverty” (Participant 
27); and “No, on its own my private practice would not sustain me” (Participant 32). 

It appears that therapists in the Allied Healthcare Sector are experiencing more difficulty than 
diagnostic practitioners in the same healthcare sector (TSARS, 2014), although it seems like 
diagnostic practitioners in the Allied Healthcare Sector are experiencing more difficulty than 
conventional healthcare professionals (AHPCSA, 2014b), which may influence their perception 
with regards to having a successful or unsuccessful practice. 

The next section considers financial viability of practices. 

 

4.5.4 Perception of financially viable practice 

The participants were asked if they perceive their practices as financially viable and less than half 
of the participants (46%) indicated that they believe their practices are financially viable while a 
similar number of participants (43%) further indicated that they believe that the Allied Healthcare 
Sector is financially viable.  A significant negative correlation indicates that the more financially 
viable the practices of Complementary Healthcare Professionals are, the less likely it is for them 
to exit the Allied Healthcare Sector, but generalising the findings to the entire Allied Healthcare 
Sector makes it evident that less than half of the Allied Healthcare Sector (43%) perceive the 
sector to be financially viable, specifying an important factor as to the reasons Complementary 
Healthcare Professionals are exiting the healthcare professions. 

In the previous section a differentiation is made between the difficulties experienced between 
diagnostic practitioners and non-diagnostic therapists in the Allied Healthcare Sector as opposed 
to diagnostic and non-diagnostic professions in the mainstream healthcare system.  The 
differentiation is seen clearly in responses with regards to financial viability of healthcare practices.   

Diagnostic practitioners in the Allied Healthcare Sector are of the opinion that conventional 
healthcare professionals have a dominant advantage as their products (medication) are protected 
by law and a script is needed in order to obtain such products from a pharmacy, but 
Complementary Healthcare Professionals do not have the same privilege as their products 
(natural medication) do not need a script and can be obtained over-the-counter or on the shelves: 
“Anyone can go to a health store, supermarket and stall at a market and purchase alternative 
medicine products off the shelf.  With medical doctors that’s not so, they are guaranteed patients 
because their products require a prescription.  We naturopaths are severely limited as we may not 
prescribe allopathic medications, yet medical doctors are allowed to prescribe alternative ones.  A 
patient commented on this explaining that she would rather see a medical doctor than a 
Naturopath as she does not have to pay double consulting fees in order to get a prescription for 
her chronic care meds or antibiotics needed ... I don’t see any opportunities for naturopaths in 
South Africa” (Participant 40).  Another diagnostic practitioner in the Allied Healthcare Sector 
disagree with Participant 40 and perceive their complementary healthcare practice as financially 
viable: “Yes, my practice is financially viable.  The business/practice supports my family of three 
as well as three staff” (Participant 36).  Ericksen-Pereira, Roman and Swart (2018) found that 
there are low numbers of naturopaths practicing in South Africa, which is understandable if looking 
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at the response of Participant 40 although there may be successful naturopaths, as Participant 
36, in the Allied Healthcare Sector.  With less than half of the Allied Healthcare Sector viewing 
their professions and the sector as financially viable, it is evident that most Complementary 
Healthcare Professionals are supporting the view of Participant 40 that Complementary 
Healthcare Professionals do not have many opportunities in South Africa. 

Non-diagnostic therapists in the Allied Healthcare Sector do not have the opportunity to sell 
medication (AHPCSA, 2015b) and therefore the attraction to their services is not about 
prescription medication but comparing therapists of the AHPCSA with therapists of the HPCSA, a 
difference in advantage is also evident: “No, my practice is not financially viable.  In AHPCSA 
restrictions it is not possible.  I cannot see eight or nine patients daily back-to-back.  It is not viable 
in medical aid rates.  AHPCSA caused Therapeutic Reflexologist registrations to drop from 900 to 
500.  I blame AHPCSA” (Participant 1); “Therapeutic Reflexology is not financially sustainable in 
today’s income and economy.  It could be if I could afford a better place to work from and be in a 
different area, but I work with middle class people and they cannot afford to pay more for my 
services” (Participant 11); “I have too few clients ... The type of clients I see do not want to pay 
over the long term; they have the perception that they go for one consultation with a medical doctor 
and then when they end up at the therapeutic reflexologist as a last resort, their savings are 
depleted, and they expect to also just come for one session like with the doctor” (Participant 13); 
and “I have a large patient base and there is continuous growth, so the practice is financially 
viable” (Participant 21).  Similar to the findings of Ericksen-Pereira et al. (2018) with regards to 
diagnostic practitioners in the Allied Healthcare Sector, there are also lower numbers of non-
diagnostic therapists practicing in the Allied Healthcare Sector (AHPCSA, 2014b; TSARS, 2014).  
Some participants like Participant 1 blame the AHPCSA, but it appears that the underlying cause 
is related to a lack of patients for AHPCSA therapists while HPCSA therapists have a growing 
patient base as one participant provided some insight into the situation: “We get regular referrals 
and new patients” (Participant 20). 

HPCSA therapists in the mainstream healthcare system get referrals from medical doctors and 
other conventional healthcare professionals, but also from Complementary Healthcare 
Professionals.  AHPCSA therapists in the Allied Healthcare Sector do not get the same referrals 
in return: “We are not supported by GP’s and Physicians” (Participant 38). 

Another factor that may impact the financial viability of complementary healthcare practices, is the 
lack of access to work within mainstream healthcare facilities like hospitals: "I don’t know why I 
still charge medical aid rates because it is too little ... In theatre, I charge 200% medical aid rates 
because that is what the medical aids pay for so if they pay it, that is what I charge” (Participant 
26).  Conventional healthcare professionals have the opportunity to work within mainstream 
healthcare facilities and medical aids pay for their services from the hospital benefit portion of 
medical schemes (Discovery Health, 2019), but Complementary Healthcare Professionals do not 
have the same access to mainstream healthcare facilities (AHPCSA, 2014b) and many medical 
schemes do not pay for their services and when it is covered by medical schemes, it is usually 
paid from the savings account portion (TSARS, 2014). 
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A final factor that may impact the perception of financial viability of complementary healthcare 
practices are the time it may take to practice before the practice can be seen as financially viable: 
“It took eight years to build up my practice, but it is financially viable now” (Participant 19). 

The next section presents the findings relating to the third research objective. 

 

4.6 ENTREPRENEURIAL MINDSET OF HEALTHCARE PROFESSIONALS 

The views of participants about entrepreneurship is presented to provide a better understanding 
of their perception of what entrepreneurship is, as seen in Table 4.9. 

Table 4.9: Entrepreneurial Responses 
 

Do you see yourself as an entrepreneur? (Qualitative Interview Guide) 
I am an entrepreneur (Quantitative Questionnaire - Q17) 

 

Variable Qualitative 
Participants 

Quantitative 
Participants Total Participants 

Entrepreneurial - Yes n = 25 (61%) n = 153 (67.7%) n = 178 (66.7%) 

Table 4.9 reveals that the majority of participants view themselves as entrepreneurial (66.7%).  
The majority of the qualitative participants see themselves as entrepreneurial (61%) but these 
participants include various healthcare professionals and not only Complementary Healthcare 
Professionals.  From the 41 qualitative participants interviewed, 25 are from AHPCSA registered 
professions while 15 of the 25 participants see themselves as entrepreneurial (60%); the results 
correspond with the overall perspective that they believe to be entrepreneurial and it is concluded 
that the quantitative questionnaire responses are well representative of the Complementary 
Healthcare Professionals in the Allied Healthcare Sector for objective testing on behalf of the total 
number of participants of this study.   

The four questions or statements in the questionnaire that directly relate to the entrepreneurial 
mindset of participants, are listed below: 

1. I am an entrepreneur (Q17). 
2. When choosing between entrepreneurship and employment, I prefer entrepreneurship (Q18). 
3. I prefer employment rather than being an entrepreneur (Q23). 
4. Allied Healthcare Professionals in South Africa are entrepreneurial (Q28). 

The descriptive statistics for these four questions are presented in Table 4.10. 
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Table 4.10: Entrepreneurial Descriptive Statistics 

  

N Median Skewness Std. Error 
of 
Skewness 

Kurtosis Std. 
Error of 
Kurtosis Valid Missing 

ENTREP1 I am an 
entrepreneur: 

226 0 2.00 0.531 0.162 -0.233 0.322 

ENTREP2 When choosing 
between entrepreneurship and 
employment, I prefer 
entrepreneurship: 

226 0 2.00 0.545 0.162 -0.222 0.322 

ENTREP7 I prefer employment 
rather than being an 
entrepreneur: 

226 0 4.00 -0.271 0.162 -0.448 0.322 

ENTREP11 Allied Healthcare 
Professionals in South Africa 
are entrepreneurial: 

226 0 2.00 0.620 0.162 0.088 0.322 

Table 4.10 provides descriptive statistics relating to entrepreneurial perceptions that provide an 
inclination of the entrepreneurial mindset of Complementary Healthcare Professionals.  The two 
statements rated by participants on a Likert scale in the questionnaire are answered by all the 
quantitative participants (n = 226).  The median measure for the first statement “I am an 
entrepreneur” is 2 (agree) with a right, positive skewness larger than zero (0.531) (curve skewed 
to the right) and a negative kurtosis (-0.233) indicating a smoother Platykurtic distribution 
(smoother, flatter or rounder distribution with a shorter tail).  The median measure for the second 
statement “when choosing between entrepreneurship and employment, I prefer entrepreneurship” 
is 2 (agree) with a right, positive skewness larger than zero (0.545) (curve skewed to the right) 
and a negative kurtosis (-0.222) indicating a smoother Platykurtic distribution (smoother, flatter or 
rounder distribution with a shorter tail).  The median measure for the third statement “I prefer 
employment rather than being an entrepreneur” is 4 (disagree) with a left, negative skewness 
smaller than zero (-0.271) (curve skewed to the left) and a negative kurtosis (-0.448) indicating a 
flatter Platykurtic distribution (smoother, flatter or rounder distribution with a shorter tail).  The 
median measure for the fourth statement "Allied Healthcare Professionals in South Africa are 
entrepreneurial" is 2 (agree) with a right, positive skewness larger than zero (0.620) (curve skewed 
to the right) and a positive kurtosis (0.088) indicating a Leptokurtic distribution (pointed or peaked 
distribution with a long tail) (Almquist et al., n.d.; Saunders et al., 2016; Wegner, 2009).   

The majority of Complementary Healthcare Professionals see themselves as entrepreneurs 
(67.7%, n = 153), choose entrepreneurship rather than employment (68.1%, n = 152) while not 
preferring employment instead of entrepreneurship (51.4%, n = 116), and perceive 
Complementary Healthcare Professionals in the Allied Healthcare Sector to be entrepreneurial 
(61.9%, n = 140). 

Statistical testing was conducted in the form of the Kruskal-Wallis H-Test with the first three 
questions and cross tabulated with the ways the participants practice (full-time, part-time, or not 
practicing) while the Mann-Whitney U-Test was used with the fourth question and cross tabulated 
with gender (female, male, or non-binary) (Annexure W), and discussed below.   

Figure 4.3 illustrates the crosstabulation with being an entrepreneur. 
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Figure 4.3: Crosstabulation of Ways to Practice and Being an Entrepreneur  
 
Figure 4.3 depicts that there is a significant difference in thinking they are entrepreneurs between 
different ways to practice (H(2) = 23.082, p < 0.001).  The majority of participants in full-time 
practice (76.98%) see themselves as entrepreneurs with some (19.42%) undecided while the 
minority (3.60%) do not see themselves as entrepreneurs.  The majority of participants practicing 
part-time (49.23%) believe they are entrepreneurs with some (36.92%) undecided and the minority 
(13.85%) not seeing themselves as entrepreneurs.  The participants not practicing their 
professions followed a different trend with the majority (63.64%) seeing themselves as 
entrepreneurs with others that do not see themselves as entrepreneurs (22.73%) while the 
minority (13.64%) are undecided. 

Figure 4.4 illustrates the crosstabulation with preferring entrepreneurship over employment. 

 
Figure 4.4: Crosstabulation of Ways to Practice and Preferring Entrepreneurship  
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Figure 4.4 illustrates that there is a significant difference in choosing between entrepreneurship 
and employment, preferring entrepreneurship between different ways to practice (H(2) = 27.718, 
p < 0.001).  The majority of participants prefer entrepreneurship (68.1%) irrespective of the way 
they practice.  The majority participants in full-time practice prefer entrepreneurship (79.9%),  while 
the minority (4.3%) do not and the rest are neutral (15.8%).  The majority of participants in part-
time practice prefer entrepreneurship (50.8%), while the minority do not (13.8%) and the rest are 
neutral (35.4%).  The participants not practicing are also preferring entrepreneurship (45.5%), 
while the minority do not (18.2%) and the rest are neutral (36.4%). 

Figure 4.5 illustrates the crosstabulation with preferring employment rather than entrepreneurship. 

 
Figure 4.5: Crosstabulation of Ways to Practice and Preferring Employment  
 
Figure 4.5 shows that there is a significant difference in preferring employment rather than being 
an entrepreneur between different ways to practice (H(2) = 17.033, p < 0.001).  The majority of 
participants in full-time practice oppose employment  and thus prefer entrepreneurship (61.15%) 
with the second largest group being undecided (26.62%) and the minority favouring employment 
(12.23%).  The majority of participants in part-time practice are undecided (40%) while the second 
group prefer entrepreneurship (38.46%) and the minority prefer employment (21.54%).  The 
majority of participants not practicing are undecided (40.91%), the second group (31.82%) do not 
prefer employment while the minority (27.27%) prefer employment. 

Figure 4.6 illustrates the crosstabulation of gender with believing that Complementary Healthcare 
Professionals are entrepreneurial. 
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Figure 4.6: Crosstabulation of Gender and Complementary Healthcare Professionals 
 
Figure 4.6 illustrates that there is a significant difference in thinking the Complementary Healthcare 
Professionals in South Africa are entrepreneurial between participants of different genders (U = 
3300.500, p < 0.001).  The majority of male participants believe that Complementary Healthcare 
Professionals in South Africa are entrepreneurial (43.6%) while some remain undecided (36.4%) 
and the minority disagree with the statement (20%).  The majority of female participants believe 
that that Complementary Healthcare Professionals in South Africa are entrepreneurial (68.2%) 
while some are undecided (20.6%) and the minority disagree with the statement (11.2%).  One 
non-binary gender participant (100%) remains undecided about whether Complementary 
Healthcare Professionals in South Africa are entrepreneurial or not.  The p-values for all four 
questions discussed above, are below the level of significance of 0.01.   
 
An entrepreneurial mindset is a subjective concept and it is necessary to subjectively consider 
supporting feedback from participants as listed in Table 4.11. 
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Table 4.11: Subjective Entrepreneurial Beliefs 

Variable Qualitative 
Participants 

Quantitative 
Participants 

Total 
Participants 

Successful - Yes 26 (63.4%) 128 (56.6%) 154 (57.7%) 

Financially Viable - Yes 21 (51.2%) 103 (45.6%) 124 (46.4%) 

Correct Career - Yes 33 (80.5%) 171 (75.7%) 204 (76.4%) 

Career or Calling 
• Career 
• Calling 

 

 
• 14 (34.1%) 
• 27 (65.9%) 

 

• 169 (74.8%) 
• 191 (84.5%) 

 
• 183 (68.5%) 
• 218 (81.6%) 

Entrepreneurship attractive career - yes  167 (73.9%) 167 (73.9%) 

Entrepreneur in organisation - yes 125 (55.3%) 125 (55.3%) 

Entrepreneur as healthcare 
professional - yes 

199 (88.1%) 199 (88.1%) 

Entrepreneurship entered by choice, 
not necessity - yes 

125 (55.3%) 125 (55.3%) 

Healthcare professions are 
entrepreneurial - yes 

180 (79.6%) 180 (79.6%) 

Table 4.11 indicate that the majority of participants perceive their practices to be successful 
(57.7%) although less than half see their practices as financially viable (46.4%), but the majority 
believe to have made the correct career choice (76.4%) while the majority see their professions 
as a career through which they can earn income (68.5%) while the overall majority believes that 
their professions are also a calling (81.6%).  The majority of participants perceive entrepreneurship 
to be an attractive career opportunity (73.9%), believe it is possible to be an entrepreneur as an 
employee inside an organisation (55.3%), believe it is possible to be an entrepreneur as a 
Healthcare Professional (88.1%), believe that entrepreneurship is entered into by choice and not 
due to necessity (55.3%), and perceive their healthcare professions to be entrepreneurial (79.6%).  
Participants agree to strongly agree that entrepreneurship is an attractive career opportunity 
(73.9%), while some (7%) disagree to strongly disagree and the rest (19%) are neutral. When 
asked if they could be entrepreneurial within an organisation, 125 participants (55.3%) agree to 
strongly agree, while 40 participants (17.7%) disagree to strongly disagree and 61 participants 
(27%) are neutral. However, the majority of participants strongly agree that they could be 
entrepreneurial within the healthcare industry (88.1%), while only nine participants (3.9%) 
disagree to strongly disagree, and 18 participants (8%) are neutral or undecided. The participants 
indicate that entering into a entrepreneurship is a choice (55.3%), and mostly preferred 
entrepreneurship over employment (51.4%), and also consider their profession to be very 
entrepreneurial (79.6%).   
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4.6.1 Entrepreneurship views 

Table 4.12 provides a summary of what participants view as entrepreneurship. 

Table 4.12: Views on Entrepreneurship 
QL Participants QN Participants 

• Starting own business 
• Self-Employment 
• Create Opportunities 
• Identifying Gaps 
• Awareness of Opportunities 

• Business Ownership 
• Profiting from Passion 
• Growing a Business 
• Self-Employment 
• Identifying Opportunities 
• Self-Motivation 
• Identifying Needs 
• Income Generation 

** Listed in descending order of frequency  

The participants have similar views on what entrepreneurship means with the overall majority of 
participants (74.3%) associating entrepreneurship with business ownership, but where qualitative 
participants include the starting of a business as a major aspect of entrepreneurship, the 
quantitative participants instead focus more on growing a business (66.8%) while less than half of 
the quantitative participants associated entrepreneurship with the establishing of a new 
businesses (46.9%).  The difference in perception about the start-up of businesses may be 
connected to the fact that the qualitative participants are biased towards Therapeutic 
Reflexologists that are attempting to establish financially viable practices while the quantitative 
participants also include diagnostic practitioners with already established practices where the 
focus is more on the growing of the existing practice.   

Entrepreneurship is perceived differently by participants and effectively summarised similar to the 
view of Kumar (2008) by Participant 17: “If the sole purpose is making a living and paying bills, 
then it is not entrepreneurship.  An entrepreneurial mindset is creating employment, not only for 
myself.”  Participants identify two major entrepreneurship characteristics namely creativity and 
innovation (Boltman, 2019) as very low on their list of success factors in their private practices as 
the minority of participants associate success in private practices with creativity (31%) and 
innovation (28.3%).  This mindset is clarified in the words of Participant 20: “Everyone cannot be 
entrepreneurs.  If there are more opportunities for entrepreneurs, then they can create more 
employment opportunities.  What is needed to solve unemployment is more opportunities.” 

Apart from this differentiation between the views of the qualitative participants and the quantitative 
participants relating to the start-up of businesses, the remainder of the views on entrepreneurship 
are similar and the overall view on entrepreneurship is graphically illustrated in Figure 4.7. 
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Figure 4.7: Views on Entrepreneurship 

Figure 4.7 illustrates the participants’ main overall view on entrepreneurship where 
entrepreneurship is associated with business ownership in the form of starting up and growing a 
business (Bolton & Thompson, 2003; Kaplan, 2007), turning calling and passion into profit 
(Harrington, 2015; Scheepers, 2017), creating employment for self and others (Kumar, 2008), 
identify and creating opportunities (Scheepers, 2017); and identify needs and innovatively meet 
such needs (Manimala, 2010; Naidu & Rao, 2011; Scheepers, 2017): “Entrepreneurship is finding 
a need where there was never one” (Participant 5); “Entrepreneurship is about having the eye to 
see an opportunity, but not necessarily to do it, but you can get someone to do it ... 
Entrepreneurship is being innovative and being involved in many fields and see a gap in the 
market and then start-up a business to meet that need” (Participant 18); “Entrepreneurs start 
businesses.  As a business owner, you may not have started the business, but obtained it” 
(Participant 22); “Entrepreneurship is the ability to grow a going concern that can eventually 
produce a passive income.  It is seeing a gap in the market and then to produce products or 
services to meet that need.  It is creating opportunities for people.  It should run parallel to your 
core function, in my case with my podiatry practice” (Participant 26); “Entrepreneurship is the 
ability to maintain and grow a successful enterprise” (Participant 33): and “Entrepreneurship is the 
ability to set up, organise or manage a business by taking risks and making it a profitable one or 
making a profit” (Participant 40).   

There are various views of what entrepreneurship is, but it appears that the participants perceive 
entrepreneurship self-centredly from their positions as healthcare professionals, functioning within 
private practices in the South African Healthcare Industry, mainly as the running of a business to 
create self-employment and if the practice is successful enough, to also create employment for 
others.  The participants believe that opportunities should be identified and created while needs 
should be recognised and met, but only the minority of participants (42%) associate innovation 
with entrepreneurship, which is surprising as entrepreneurship and innovation are usually 
perceived as synonymous to the meeting of needs and the creation of opportunities in an 
entrepreneurship context (Manimala, 2010; Naidu & Rao, 2011).   
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There is almost a similar number of participants that consider innovation as part of 
entrepreneurship (42%) and the number of participants that consider the Allied Healthcare Sector 
as financially viable (43%).  It stands to reason that Complementary Healthcare Professionals 
perceive the Allied Healthcare Sector not to be financially viable because they fail to acknowledge 
innovation as a necessary aspect of entrepreneurship and business ownership (Manimala, 2010; 
Naidu & Rao, 2011; Scheepers, 2017).  The lack of innovation amongst Complementary 
Healthcare Professionals may be a contributing factor as to the reason private practices in the 
Allied Healthcare Sector are perceived to be lacking in financial viability.  

The general view on entrepreneurship of Complementary Healthcare Professionals is seen in the 
way the participants answered different questions when indicating that they perceive themselves 
to be entrepreneurs (68%) while identifying entrepreneurship as an attractive career opportunity 
(74%).  The same number of participants that believe entrepreneurship within an organisation to 
be possible (55%), also consider that entrepreneurship is entered into by choice and not due to 
necessity (55%).  Most quantitative participants specify that entrepreneurship is preferred rather 
than employment (68%), but this statement is provided more clarity when comparing the answers 
with the qualitative participant answers during the interviews where a quarter (25%) suggest that 
entrepreneurship is preferred as opposed to a similar number preferring employment (28%), but 
the largest group mentioned a preference for self-employment (48%): “Self-employment; I like the 
freedom, but not necessarily creating jobs for others” (Participant 2); “Self-employment; I don’t 
employ people due to not wanting to deal with human resources” (Participant 17); and “I like the 
independence of self-employment” (Participant 20). 

The participants referring to self-employment as preference, seem to favour the freedom and 
independence of working for themselves without answering to an employer and without having to 
deal with the usual business management tasks like human resource management challenges.  
Participants preferring employment, seem to favour the sense of security a fixed salary provides, 
although some participants understand that security in a salary is limited to the continued 
existence and sustainability of the organisation: “Employment; there is more stability in 
employment” (Participant 4); “If a company goes down, you will lose your salary.  Entrepreneurship 
is the most secure form of business as I can work in many different fields” (Participant 18); and 
“Employment; It’s much nicer to earn a salary at the end of the month” (Participant 27). 

The fact that the majority of participants in the quantitative aspect of the study indicate a 
preference to entrepreneurship instead of employment, may include self-employment as the 
participants of the qualitative aspect of the study mention, especially when considering the views 
on entrepreneurship where the majority of quantitative participants (66%) perceive 
entrepreneurship to be synonymous with self-employment.  A similar number of quantitative 
participants that perceive entrepreneurship to be self-employment (66%) also prefer 
entrepreneurship over employment (68%), which becomes relevant when Katz (1990) as cited in 
Urban (2007b) mention that a career in entrepreneurship is usually preceded by self-employment 
and the starting-up of a business: “Entrepreneurship is up to me; you are your own brand” 
(Participant 5). 

The large majority of participants (75%) perceive their healthcare professions to be 
entrepreneurial, although care should be taken not to see a healthcare profession purely as an 



 

 167 

entrepreneurial venture: “You have to be entrepreneurial to sell yourself and to generate income 
in an ethical way” (Participant 10); “There must be a balance since Therapeutic Reflexology is a 
service profession.  If a practitioner sees it purely as business, they lost the heart of the profession.  
Everything is about balance” (Participant 14); “As a Homeopathic Doctor the only option open is 
to set up a private practice which requires an entrepreneurial spirit to develop into a successful 
enterprise” (Participant 33); and “Naturopathy is the orphan of the health professions; to succeed 
requires entrepreneurship” (Participant 40).  Healthcare professions are acknowledged as being 
entrepreneurial, although the overall view persists that the Allied Healthcare Sector is limiting the 
ability to be entrepreneurial: “Entrepreneurs should be able to think outside the box and have the 
freedom to create and to innovate new things and have the ability to identify needs that can be 
met.  The AHPCSA limitations prevent this and therefore my profession can never be 
entrepreneurial” (Participant 13). 

The qualitative participants were asked if they ever make use of the services of their own 
professions and the majority (68%) answered confirmatively.  It is evident from the diagnostic 
practitioners that they make use of the services of their professions when it is needed while the 
therapists are using it regularly: “I go to a Therapeutic Reflexologist every two weeks and pay for 
the sessions” (Participant 4); “Yes, I exchange with two other therapists so get two treatments per 
month” (Participant 5); “Yes, when needed” (Participant 31); and “Yes, when needed” (Participant 
33).  Participants that do not make use of their own professions, do not seem to believe in their 
professions and every participant in the qualitative aspect of the study that indicated that they do 
not make use of the services of their own professions, also indicated that they do not see their 
professions as being entrepreneurial: “I only experienced Therapeutic Reflexology three times; 
I’m an introvert and don’t like it when people touch me” (Participant 15); “No, The Bible says I have 
everything to life and Godliness” (Participant 18); and “... it is a load of crap...” (Participant 24). 

Healthcare professionals that believe in their professions, also make use of the services of their 
own professions; not believing in their professions lead to a general perception that their 
professions are also not entrepreneurial (Scheepers, 2013, 2017).  Similar findings are recorded 
by Tarman (2012) where personal opinion about a profession results in consequent behaviour 
towards the profession.  With the view on entrepreneurship evident, the next section considers 
whether the participants of this study perceive entrepreneurship to be the solution to 
unemployment in South Africa. 

 

4.6.2 Entrepreneurship as solution to unemployment 

An entrepreneur is somebody that creates opportunities by means of innovation (Boltman, 2019; 
Manimala, 2010; Naidu & Rao, 2011), but it is not strange that Participant 20 separates 
entrepreneurship from opportunity creation when it is indicated that more opportunities should 
become available because it appears that participants to this study associate the word 
entrepreneurship with self-employment and private practice business ownership instead of with 
creativity and innovation.   
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Entrepreneurship has the potential to alleviate unemployment in the Allied Healthcare Sector, but 
it appears that such a realisation in the midst of an unemployment crisis, does not instigate 
entrepreneurial business creation by means of creativity and innovation (Boltman, 2019; 
Hoelscher & Elango, 2012; Herrington et al., 2015; Herrington et al., 2017; Manimala, 2010; Naidu 
& Rau, 2011).  When entrepreneurship is not seen as the solution to unemployment, the three 
main recurring reasons are mentioned as Apartheid, government policies; and mindsets, as seen 
in the various responses from different healthcare professionals: “it is hard work to work for 
yourself and to be an entrepreneur.  Discipline is required.  Motivation is needed.  Entrepreneurs 
have to save up for difficult times” (Participant 3); “No, there is too much corruption.  You look for 
opportunities regardless of integrity.  The solution is to fight corruption and fraud” (Participant 9); 
“Many people in South Africa cannot be employed due to their skin colour or they may not want 
to go back into the corporate environment.  Entrepreneurship is not as easy as it looks” (Participant 
10); “Unemployment is created in our community when government policy brings in Chinese textile 
workers to take our jobs away from South Africans” (Participant 12); “Everyone does not have an 
entrepreneurial mindset and the stomach for entrepreneurship; without it, you will not last as an 
entrepreneur.  Government should rather increase the quality and employability of people that are 
exiting higher education; entrepreneurship is not the solution for these people.  They should place 
attention on inequality.  Entrepreneurship is almost portrayed to be a silver bullet as it is put 
forward to be, but it is not” (Participant 17); “... The unemployed are not motivated to be 
entrepreneurs.  They want you to do it.  Many South Africans are still in an Old South Africa 
mindset waiting for the white man to provide to me” (Participant 18); “South Africans need a mind 
shift change before any entrepreneurship can be a solution.  Youngsters are still using the struggle 
of Apartheid as an excuse.  There is far too much violence, burning or breaking schools and 
libraries etcetera.  Too many drugs and gangs.  We need to change that first before anything else 
can happen” (Participant 35); “Unemployment is the result of faulty policy and leadership” 
(Participant 36); and “The majority want jobs with large salaries, but don’t want to work” 
(Participant 40).   

Entrepreneurship is seen as part of the solution to the unemployment crisis, but other factors that 
may influence the outcome on unemployment are the consequences of Apartheid, the 
government’s policies and corruption as well as the mindsets of people with regards to work ethic. 

The next section presents the findings relating to the fourth research objective. 

 

4.7 PERCEPTION OF ENTREPRENEURSHIP AND UNEMPLOYMENT 

Complementary Healthcare Professionals perceive entrepreneurship and unemployment 
differently and in this section, these perceptions are considered. 

Figure 4.8 represent responses on questions relating to entrepreneurship and unemployment. 
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Figure 4.8: Perceptions of Entrepreneurship and Unemployment 
 
Figure 4.8 provides a bar chart of the responses from the participants on the 11 questionnaire 
statements and questions relating to entrepreneurship and unemployment.  The majority of 
participants see unemployment as a problem in the South Africa Healthcare Industry (59.7%) and 
entrepreneurship as beneficial to their healthcare professions (87%) and as the solution to 
unemployment (67.3%) in conjunction with popular belief (Ahmad et al., 2011; Anwana & Anwana, 
2020; Chigunta, 2017; Herrington & Coduras, 2019; Mahadea, 2012; Othman & Ishak, 2009; 
Singh & Pandey, 2017; Thurik, 2003), although it is seen as part of the solution and not the 
complete solution by the participants: “Yes, a solution, not the entire solution.  It’s a contributor.” 
(Participant 1); “It may be part of the solution, but it is not the only solution.” (Participant 12); “It is 
not THE solution.  There are multiple gaps and entrepreneurship cannot address it all (Participant 
17); “Yes, maybe not the only solution, but definitely part of it.  Even if entrepreneurs can just 
employ one more person, it will help to alleviate employment.” (Participant 26); and “Yes, ... we 
need to take responsibility for our future.  The government can’t create employment, it can only 
create an environment in which business can grow and in which entrepreneurs can venture out 
and make a go of it and to create employment.” (Participant 27).  Pursuant to Herrington et al. 
(2015) and Herrington et al. (2017), high levels of unemployment do not lead to employment 
creation in South Africa.  There is a declining perception that unemployment in the Allied 
Healthcare Sector is a problem based on the ways participants’ practice; participants that see 
unemployment as a problem in the Allied Healthcare Sector are practicing full-time (55.4%), 
practicing part-time (61.5%) and not practicing (81.8%).  The more participants practice their 
healthcare professions, the less they perceive unemployment as a problem in the Allied 
Healthcare Sector. 

The majority of Complementary Healthcare Professionals in South Africa are entrepreneurial 
(61.9%), however, when compared to other parts of the world, participants strongly agree that due 
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to less legislative restrictions and greater public awareness, Complementary and Alternative 
Medicine Healthcare Professionals in other countries are more entrepreneurial (45.1%) and more 
successful (65.5%) than those in South Africa. Despite this, participants strongly agree that it is 
possible to grow a successful (78.7%) and financially viable (71.7%) practice in the Allied 
Healthcare Sector in South Africa.  The participants are largely unsure or neutral when asked if 
private practices are more financially viable than group practices (64.6%), with an equal number 
agreeing (17,7%) and disagreeing (17.7%). There is almost an equal split in responses when 
participants are asked if making their services known is sufficient to market their practice as 103 
participants (45.6%) agree to strongly agree, 92 participants (40.7%) disagree to strongly disagree 
and 31 participants (13.7%) are unsure or neutral.  Participants agree to strongly agree that 
advertising restrictions make it impossible to have a successful and financially viable practice 
(54%), while 58 participants (25.7%) are neutral or uncertain; but the majority agree to strongly 
agree (71.7%) that it is possible to still have a successful and financially viable practice in the 
Allied Healthcare Sector despite it not being in the mainstream public healthcare system.   

Participants were asked what prevent them from being entrepreneurial in their professions and 
the various responses are summarised in Figure 4.9. 

 
Figure 4.9: Entrepreneurship Prevention Factors 

Figure 4.9 lists the seven factors preventing entrepreneurship in healthcare professionals as 
identified by the participants of the study, and discussed in the following chapter.   

 

4.7.1 Perception of unemployment as a problem 

A significant association is present between perceiving unemployment as a problem in the Allied 
Healthcare Sector and Complementary Healthcare Professionals having considered exiting the 
Allied Healthcare Sector.  The perception that unemployment is a problem leads to 
Complementary Healthcare Professionals exiting the Allied Healthcare Sector even though they 
see themselves as entrepreneurial and prefer entrepreneurship instead of employment, which 
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signifies that their perception of entrepreneurship is not rooted in innovation, but rather in business 
ownership and self-employment due to the accompanying freedom and therefore the 
unemployment problem is not motivation enough for them to innovatively create solutions to the 
problem of unemployment in the Allied Healthcare Sector. 

In general, unemployment is seen as a problem in the South African Healthcare Industry due to a 
variety of reasons, as mentioned by different healthcare professionals: “When talking in general, 
it is a problem.  I hear how many doctors do not complete their studies because they do not get 
placements to complete their Zuma year; some wait two to three years before they can complete 
the Zuma year and thus their studies.  Physiotherapists cannot find work, regardless of whether it 
is in the public or private sector.  The profession of podiatry is small, so it is not really that big a 
problem in our field.  Sometimes there are too many people in a specific profession that want to 
practice in a localised area which creates a problem for work.  People are picky, so they sometimes 
choose to work in an overly populated area with regards to their profession instead of going to 
work in an area where there are not many people of their profession practicing.  That is my opinion, 
so I am not sure if it is really like that, but that is what I believe based on what I hear from other 
people” (Participant 6); “Hospitals have shortage of staff and I heard about it again in 
Johannesburg.  It is maybe due to management or finances.  It is mostly a problem in government, 
not in the private sector” (Participant 7); “It is shocking how many doctors are unemployed.  That 
is purely a function of government’s inaptitude.  Post is frozen.  Placement of junior doctors are in 
shambles.  It’s a failing of the system that healthcare professionals end up unemployed.  Having 
said that, the bigger challenge is shortages of healthcare personnel across the board, not only 
specialists, but at all levels.  I worked in the UK and did my internship in the UK and I was 
absolutely astounded at how many South African doctors and nurses worked in that tiny hospital 
in the middle of Sussex” (Participant 17); “There is a lack of social workers, but all grants for them 
has dried up.  The rest has burnout and leaving the industry” (Participant 18); “Definitely in 
physiotherapy.  There are many people with degrees that cannot find work.  Any government post 
is sought after by Physiotherapists.  There is a need in government, but you do not get that 
opportunity to be offered a position in government.  Supply and demand are not properly 
functioning together.  There are too many Physiotherapists and too few patients that need it in the 
private sector” (Participant 20); “In general, it is a problem.  When looking at the industry as a 
whole there is a lack of skills that is twofold, either there are not enough posts available (leading 
to unemployment) or there are many that are leaving the country.  Universities are starting to over 
qualify and taking on too many numbers (probably to try and meet the demand for the healthcare 
system); there is just not enough space and facilities available” (Participant 21); “People are 
getting too many children and then they are unable to provide for themselves.  There are thus too 
many people in the country for the available job opportunities in the healthcare industry” 
(Participant 22); “Government employs too many foreigners instead of South Africans” (Participant 
24); “Amongst Podiatrists; none of my fellow graduates found a job yet” (Participant 25); “I get 
enquiries on an almost daily basis from ‘massage therapists’ seeking employment.  Sadly, none 
of them are ever properly trained or legally registered” (Participant 27); and “I do not earn enough 
money to employ someone ... when one only sees about 10 patients per week (and not every 
week), there is not money for employment” (Participant 40). 
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From the various participant responses, it appears that the perception of unemployment in the 
South African Healthcare Industry is based on a few factors, namely: (1) Government policies 
forcing people to leave the country and find employment abroad; (2) Lack of patients leading to a 
lack of income which results in less employment opportunities; (3) Overpopulation and 
overcrowding of healthcare professionals in specific areas resulting in too many providers and too 
little patients; (4) Saturation of the market with too many healthcare professionals being trained at 
university for the private sector while the public sector is not employing due to healthcare 
professionals not complying with employment equity criteria and the government rather employing 
foreigners instead of South Africans; and (5) Universities offer programmes that are not completed 
as the community service year is not finalised based on unnecessary delays while other training 
institutions offer programmes that are not recognised by statutory health councils. 

The next section looks at the factors preventing healthcare professionals from being 
entrepreneurial. 

 

4.7.2 Perception of entrepreneurship prevention factors 

The first factor preventing entrepreneurship is identified as a lack of energy: “My physical capacity; 
I can only do so much” (Participant 18); and “Time and energy" (Participant 29).  Time seems to 
be a general problem for entrepreneurs according to Doyle (2017) as it is not strange for start-up 
entrepreneurs and small business owners to attempt doing everything themselves (Kumar, 2008; 
Moodie, 2008; Moutray, 2009) as mentioned by some participants: “Time; I don’t have enough 
time” (Participant 4); “Time; my time is very limited and therefore I am not always in the mood to 
be entrepreneurial” (Participant 13); and “Time; I do not have time available at the moment.  I’m 
also doing a PhD degree in Physiotherapy that keeps me very busy” (Participant 21). 

Participant 33 states that ethics is a factor limiting entrepreneurship: “Medical and personal ethics.”  
It is interesting that a Complementary Healthcare Professional associates’ entrepreneurship with 
a breach in ethical conduct because entrepreneurship is mostly seen by the participants of this 
study as business ownership and self-employment and although there are limitations within the 
AHPCSA code of ethics, entrepreneurship as such is not seen as unethical (AHPCSA, 2015b; 
Bolton & Thompson, 2003; Kaplan, 2007; Kumar, 2008; Manimala, 2010; Naidu & Rao, 2011; 
Scheepers, 2017). 

Ignorance has been identified as a factor preventing entrepreneurship by Participant 40: “Ignorant 
masses”.  Ignorance or a lack of awareness of complementary healthcare modalities from the 
general public is mentioned as a typical problem within the Allied Healthcare Sector, but it is 
remarkable that it is perceived as a factor preventing entrepreneurship instead of motivating 
Complementary Healthcare Professionals to actively become involved in increasing awareness 
about their professions and the Allied Healthcare Sector.   

The mindset of healthcare professionals is seen as a factor preventing entrepreneurship: “I need 
employment because I am single, and practice alone is not sufficient.  The problem is that being 
employed full-time, you are not allowed to ‘moonlight’ and have a second income” (Participant 61).  
The response identified a conundrum for Complementary Healthcare Professionals as they may 
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need employment to earn a fixed salary, but by doing so, they are actually limiting their own time 
to be entrepreneurial.  Various other participants see their mindset as an entrepreneurship 
preventative factor and it appears that the mindset of healthcare professionals is limiting their 
ability to be entrepreneurial (Scheepers, 2013, 2017): “My mental state; I don’t think about it in 
that way.  I want to be reliant on myself, not on any others.  Certain type of expectation; I have 
extremely high standards that others cannot offer like I can” (Participant 1); “Confidence.  
Remembering information on the spot; I first have to go look up things and that makes me feel 
less confident, like when walking in at a doctor’s office” (Participant 2); “I do not have a business 
mind.  I do not have any business background” (Participant 9); “My lack of administrative ability is 
preventing me from being entrepreneurial” (Participant 14); “My personality as I’m an introvert” 
(Participant 15); “Fear; I do not want to be unsuccessful.  Failure and financial fear are preventing 
me” (Participant 20); “My personality is.  I don’t like selling, especially not hard selling.  When 
studying, I never saw podiatry as running a business, but when you are forced into private practice 
due to no job opportunities, then you realise it is a business” (Participant 25); and “I don’t want the 
business to grow to an extent that it loses its purpose and objective of holistic therapy available 
for all” (Participant 30). 

Healthcare professionals feel that the regulations and restrictions placed on their professions are 
preventing them from being entrepreneurial: “We cannot advertise our prices.  Advertisements 
bring in a little bit.  The biggest new potential is the website (or Google) if it is not word-of-mouth.  
A website is crucial and to be high up on Google listings” (Participant 19); “I found that people are 
not coming to me due to advertisements, they come to me due to word-of-mouth ... sometimes 
advertising does not even help to bring patients in” (Participant 22); “Have you read the legislation?  
Particularly the part that prevents us from marketing ourselves like a normal business” (Participant 
27); and “I’m bound by the rules of the Specsavers franchise agreement” (Participant 35). 

Complementary Healthcare Professionals usually feel that the legislation and regulations are 
restricting their ability to operate their private practices efficiently (South Africa, 2000; AHPCSA, 
2014a, 2015b), but conventional healthcare professionals are regulated under similar legislation 
and regulations (South Africa, 2008a; HPCSA, 2008a, 2008b).  Regulations are seen as a factor 
preventing entrepreneurship, but it is noteworthy that Participant 19 and Participant 22 are both 
from the same conventional healthcare profession and the one perceives the limitation on 
advertising as a problem while the other one does not see advertising as a good method to attract 
patients.  It appears that the mindset of healthcare professionals has a direct influence on how 
they perceive the professional restrictions and limitations within their healthcare professions.  
Apart from the usual legislative and ethical restrictions placed on healthcare professionals, there 
may be additional limitations based on franchise agreements as in the instance of optometrists. 

Lack of resources is mentioned as the final factor preventing entrepreneurship which is a universal 
entrepreneurship challenge (Phillips et al., 2006; Scheepers, 2013; Venter et al., 2011): “Money; 
you have to invest a lot to go bigger.  Keeping overhead costs low” (Participant 3); “Cost; we need 
access to many things, but cost restricts us.  To create opportunities goes with costs and you may 
not have it at the moment or do not want to use the available funds on it at the moment” (Participant 
6); “The cost is getting too high; it costs about R700 000.00 to set up a dentistry practice” 
(Participant 22); and “Resources and funds” (Participant 37). 
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The factors preventing entrepreneurship in healthcare professionals have been discussed in this 
section and the following section considers the perception of entrepreneurship and unemployment 
in a different environment other than South Africa. 

 

4.7.3 Environmental differences 

Participants perceive CAM Professionals in other countries as more entrepreneurial due to less 
legislative restrictions and greater public awareness (45%), although many are undecided about 
this matter (47%), and they are perceived as more successful (66%) than Complementary 
Healthcare Professionals in South Africa.  However, participants believe that it is possible to grow 
a successful (79%) and financially viable (72%) practice in the Allied Healthcare Sector in South 
Africa, even though it is not part of the public healthcare system (54%) while less than half of the 
participants believe that the Allied Healthcare Sector is financially viable (43%): “Reflexology is 
more known in other countries than in South Africa.  In other countries there is more funding and 
research, and their culture is more acceptable of it” (Participant 13); and “In Europe and USA, 
Naturopaths make a thriving living, yet in South Africa, we just barely get by” (Participant 40). 

The South African Government is seen as restricting entrepreneurship of Complementary 
Healthcare Professionals as the Allied Healthcare Sector is not included in the public healthcare 
system (AHPCSA, 2014b; TSARS, 2014): "I follow a few CAM Professionals in other countries on 
social media.  Their governments have opened the doors for them.  In South Africa we don’t fall 
under the same umbrella due to restrictions; our government has to mature or groom you” 
(Participant 2); “I lived in the United Arab Emirates for a bit and there they could practice 
reflexology in the hospitals, and it was more accepted.  There some of the hospitals even gave 
reflexologists employment” (Participant 8); and “In other countries there are platforms for 
Healthcare Professionals to work in; it is integrated into the public healthcare system ... there are 
job opportunities in other countries in our field.  They have more resources, and they don’t need 
to be entrepreneurs just to survive; they actually earn salaries as part of the medical team” 
(Participant 13). 

Healthcare professionals believe that there is a higher public awareness of complementary 
healthcare professions in countries other than South Africa, allowing CAM Professionals in other 
countries to be more entrepreneurial as the market already knows the services being offered: "The 
UK is.  There is more respect for the profession in those countries.  There is a higher level of 
education amongst the public and they are more aware of alternative health.  In the USA there is 
more respect for alternative health, based on websites I follow” (Participant 8); “In the UK there is 
more recognition for therapeutic reflexology.  You don’t have to be entrepreneurial to be 
successful.  There are more avenues to practice in other countries without the restrictions like in 
South Africa” (Participant 12); “They have a different culture.  The American dream makes people 
be entrepreneurial.  South Africa does not have that structure in place.  There is no market for 
therapeutic reflexology and massage in the Afrikaans culture; they don’t want to pay money for it 
and they don’t want to be touched” (Participant 15); “In Australia, Canada and the UK the people 
already know what podiatry is; they have the benefit.  In South Africa, the public does not know 
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what podiatry is” (Participant 25); and “We are normally a step behind, looking at South Africa” 
(Participant 37). 

There is a perception amongst healthcare professionals that other countries have less legislative 
and regulatory restrictions, allowing CAM Professionals to be more entrepreneurial: “They are not 
as regulated as in South Africa, so they are more creative and have high volumes of clients with 
added on services like manicures, pedicures, like the beauty industry.  It’s like a production line in 
other countries.  People come in and out without bookings due to employing more people to 
always be available.  It is not as professional as in South Africa; it seems less medical as in South 
Africa, and it feels more like a salon when visiting them” (Participant 4); “My son is in New York 
and there the industry has huge signs and marketing material outside the premises.  They are not 
limited by law as us.  They can set up shop with people in the beauty industry” (Participant 7); 
“There are more opportunities for therapists abroad.  They are not so restricted as our scope of 
practice are and therefore, they can do other modalities like massages along with the reflexology.  
In South Africa we are not allowed to do it” (Participant 16); “I was in the USA and when I was 
there, I saw that there are many dentists in a small area.  They advertise much more than we do.  
They are getting paid more than us.  Dentistry is very expensive in the USA because they are 
being paid their worth.  In South Africa we are not earning what we are supposed to be paid.  All 
our products are imported and with the weak Rand exchange rate, which increases the costs, we 
are not earning what we used to earn in the past” (Participant 22); and “Some yes, especially in 
Australia. They are allowed to have a shop selling something like shoes attached to their practices; 
we are not, due to strict regulations.  We are the highest regulated in the world.  In the USA they 
are also regulated, but not as strictly as in South Africa.  In the UK they are regulated to a lesser 
degree and they have products that they can sell” (Participant 26). 

Interestingly, when lesser regulations and restrictions are mentioned for healthcare professionals 
in other countries, it is usually linked to a lowering in professionalism as the healthcare professions 
are practiced alongside beauty therapies like manicures and pedicures, which is similar to the 
unregulated informal healthcare sector in South Africa (COCHASA, 2019), but the lack of 
restrictions and regulations are not valued by everyone: “I have recently relocated to Croatia after 
having a successful practice in Johannesburg.  Therapeutic Reflexology is unregulated in Croatia 
and the general public are completely unaware of reflexology.  In fact, there are no reflexologists 
who advertise their services here.  I realised that it is greatly beneficial to have an industry 
governed by the likes of Allied Health (AHPCSA) and wish there were a similar body here in 
Croatia.  It is very possible to have a successful practice in South Africa if their practitioners have 
the dedication to do it” (Participant 56). 

When Complementary Healthcare Professionals leave South Africa, then the value of statutory 
council regulating bodies like the AHCPSA is valued.  Participant 56 made an interesting comment 
about success being possible if the Complementary Healthcare Professionals being dedicated to 
make it possible, as supported by Participant 9 when stating: “It is dependent on the person.  
Entrepreneurship is not linked to anything; it is linked to a person”, and the view of Participant 21 
that healthcare councils in other countries are stricter: “Their health professions councils are more 
stringent than ours. They are a lot more regulated”.  

The next section presents the findings relating to the fifth research objective. 
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4.8 PRACTICALITY OF ENTREPRENEURSHIP IN THE ALLIED HEALTHCARE SECTOR 

The healthcare industry is different from other industries with regards to entrepreneurship because 
it is providing a healthcare service to human beings (Peachey, 2011; Phillips & Garman, 2006; 
Scheepers, 2013).  Most participants believe that entrepreneurship is possible in the healthcare 
industry (88%), that healthcare professions are entrepreneurial (80%) and that entrepreneurship 
can benefit healthcare professions (88%).   

It is the intention of this study to develop an entrepreneurship framework to stimulate employment 
creation in the South African Healthcare Industry, specifically for the Allied Healthcare Sector, as 
a structural prototype intended to increase income generation for Complementary Healthcare 
Professionals, that may include a model (Dorlands, 2012; Laudon & Laudon, 2010; Oxford, 2015; 
Venter et al., 2011; Wegner, 2009), to prevent them from feeling forced to leave the Allied 
Healthcare Sector due to a lack of income.  Participants are positive about the entrepreneurship 
framework within their healthcare professions as the majority of participants (87%) perceive 
entrepreneurship to be beneficial to their professions and made insightful suggestions on how to 
practice successfully. 

In the following sub-section, the practicality of entrepreneurship in the Allied Healthcare Sector of 
the South African Healthcare Industry is contemplated under specific headings that emerged from 
the collected data. 

 

4.8.1 AHPCSA restrictions 

Participants refer to the AHPCSA restrictions that inhibit their ability to be entrepreneurial within 
their practices, as stated by Participant 17: “The healthcare system does not readily lend itself to 
entrepreneurship.  Professionals go in as practitioners.  Business training is lacking in the medical 
training programmes.”  The three main groups of AHPCSA restrictions mentioned by the 
participants, are portrayed in Figure 4.10. 

 
Figure 4.10: AHPCSA Restrictions 

Figure 4.10 provide a summary of the main AHPCSA restrictions mentioned by participants. 
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4.8.1.1 Advertising restrictions 

AHPCSA restrictions are mostly centred around the fact that advertising is restricted for 
Complementary Healthcare Professionals, giving the impression that it restricts the practicality of 
entrepreneurship within the Allied Healthcare Sector: “Due to the advertising restrictions the 
AHPCSA places on me makes me feel that I do not operate a full-fledged business” (Participant 
13); “Effectively, we are expected to be entrepreneurs, but without the ability to advertise or 
innovate beyond strict regulations which cuts off any real chance of entrepreneurship” (Participant 
86); “Certainly, advertising restrictions should be revised ... the ability to advertise your services 
is a necessity for any business” (Participant 192); and “I feel that the legislation disallowing us to 
promote ourselves is out of date and inappropriate to our current situation” (Participant 243). 

Most participants consider the advertising restrictions as making it impossible to have a successful 
and financially viable private practice in the South African Healthcare Industry (54%), however, a 
larger majority believe it is possible for Complementary Healthcare Professionals to have a 
successful (79%) and financially viable (72%) private practice in the South African Allied 
Healthcare Sector.  It seems like participants believe in the potential of the Allied Healthcare 
Sector but changing the advertising restrictions may be necessary to make it possible.  
Participants are divided about whether making services known is sufficient to successfully market 
a complementary healthcare private practice as less than half believe it is sufficient (46%) while 
less than half do not think it is sufficient (41%); by a slight majority of participants (5%) it is 
determined that making services known is sufficient.  The AHPCSA has lowered the advertising 
restrictions by making it possible for Complementary Healthcare Professionals to make their 
services known under certain ethical restrictions (AHPCSA, 2014a, 2015b): “Although I think 
making professional services known needs some amendment and ‘advertising’ should be allowed, 
there should still be restrictions to keep the professions ‘professional’” (Participant 163). 

Advertising is an integral part of entrepreneurship (Venter et al., 2011; Zimmerer et al., 2009), but 
Complementary Healthcare Professionals are restricted with regards to advertising and may not 
advertise, although they may make their services known in a professional manner (AHPCSA, 
2014a, 2015b).  Conventional healthcare professionals may advertise their services as long as it 
is professional and not misleading (HPCSA, 2008a).  It appears that the Complementary 
Healthcare Professionals are more restricted than conventional healthcare professionals with 
regards to making services known as opposed to being allowed to advertise, although both 
statutory councils insist on doing so professionally and not misleading the public, however, neither 
statutory council allows canvassing or touting for patients to uphold high standards of 
professionalism (AHPCSA 2015b; HPCSA, 2008a; Scheepers, 2013). 

Healthcare professionals are restricted in the practical aspects of advertising, which makes 
entrepreneurship more difficult within the healthcare industry, but not impossible as Peachey 
(2011) found in a study with osteopath in New Zealand where the largest part of marketing in the 
healthcare industry in osteopathic practices are based on word-of-mouth (68%), followed by a 
much lower rate of referrals (16%), while the lowest form of marketing is advertising (15%).  The 
distinction between marketing and advertising become relevant in the Allied Healthcare Sector in 
South Africa because advertising is restricted as it is mainly a form of canvassing or touting for 
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clientele, but marketing is not restricted as it does not canvass or tout, but instead creates 
awareness (Kotler & Keller, 2009) about a profession or the Allied Healthcare Sector as a whole. 

It appears that the lack of innovation of Complementary Healthcare Professionals are causing 
them to be overly focused on the restriction on advertising instead of being aware of the 
opportunity of marketing their professions and industry to the point where public awareness is 
increased, which was something mentioned continuously as a need throughout this data collection 
process in this study. 

The reality of advertising not being so effective in the healthcare industry as opposed to a 
marketing approach is illuminated by the words of Participant 22: “My practice was located on the 
ground floor directly next to Woolworths (chain food store), but then it was moved from there to 
the second story where I am now.  It was not my choice to move, the landlord forced me to move.  
The move was extremely expensive, but my monthly rental has considerably decreased.  It is now 
next to the doctors and next to the gym which is beneficial.  When I was on the ground floor, the 
location was good, visible and outside, but people have not even noticed me there; people have 
tunnel vision and walked into the chain store without seeing that they walked directly passed my 
door with all the signage when they entered.  A patient asked me the other day how long I have 
been here, because it is the first time, he sees a dentist in this shopping centre, yet he has been 
buying from the chain store below for many years and continuously walked past my practice when 
located on the ground floor".  The view that marketing is more effective than advertising in 
healthcare professions (Peachey, 2011) is supported by Participant 263: “Allied Health 
Professionals need to be more unified in marketing the Allied Healthcare Industry as a whole and 
begin to co-operate in a more supportive manner to each other”. 

One of the major trends that emerged from the qualitative data was that too many restrictions are 
placed on Complementary Healthcare Professionals by the AHPCSA, especially the restriction on 
advertising, that negatively affects their ability to grow their practices, along with the lack of public 
awareness about their sector and professions.  The specific trend was tested in the quantitative 
phase of the study by asking the opinions of Complementary Healthcare Professionals about their 
counterparts in other countries that have less restrictions and whether they perceive "making 
services known" as the AHPCSA allows are sufficient instead of having the ability to advertise 
(AHPCSA, 2014a, 2015b). 

The statement “making services known is sufficient to successfully market an allied healthcare 
private practice” is cross tabulated with gender and presented in Figure 4.11. 
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Figure 4.11: Crosstabulation of Gender and Making Services Known 

Figure 4.11 indicates that there is a significant difference in thinking that making services known 
is sufficient to successfully market an allied healthcare private practice between participants of 
different genders (U = 6.000, p = 0.050).  The majority of male participants (52.73%) do not think 
that making services known is sufficient to successfully market a complementary healthcare 
private practice as 21 participants (38.18%) disagree with the statement and 8 participants 
(14.55%) strongly disagree.  Eight male participants (14.55%) remain undecided.  Five participants 
(9.09%) strongly agree that making services known is sufficient to successfully market a 
complementary healthcare private practice while 13 participants (23.64%) strongly agree, totalling 
18 participants (32.72%) positively supporting the statement.  Half of female participants (50%) 
believe making services known is sufficient to successfully market a complementary healthcare 
private practice consisting of 34 participants (20%) strongly agreeing with the statement and 51 
participants (30%) agreeing.  Twenty-three female participants (41.82%) remain undecided while 
50 female participants (29.41%) disagree with the statement and 12 participants (7.06%) strongly 
disagree.  One non-binary gender participant (100%) disagrees with the statement that making 
services known is sufficient to successfully market a complementary healthcare private practice.   

It is summarised that less than half of the participants of all genders listed perceive that making 
services known is sufficient to successfully market a complementary healthcare practice (45.6%) 
while less participants see it as insufficient (40.7%) and some participants remain undecided 
(13.7%), leading to the conclusion that it is a restriction that may limit success in private practices 
and a valid extrinsic factor for exiting the Allied Healthcare Sector, especially if it leads to the 
inability business growth. 

 

4.8.1.2 Consulting room restrictions 

AHPCSA limitations are mostly centred around the fact that Complementary Healthcare 
Professionals are limited in where they may practice, giving the impression that it limits the 
practicality of entrepreneurship within the Allied Healthcare Sector: “AHPCSA restrictions require 
specific consulting rooms leading to making debt” (Participant 1); “The legislative restrictions that 
say we are not allowed to work with non-registered therapists like Shiatsu etcetera should be lifted.  

0
10
20
30
40
50
60

Strongly Agree Agree Neutral Disagree Strongly Disagree

Co
un

t

Making services known is sufficient to successfully market an allied healthcare private 
practice:

Bar Chart

GENDER

Male

Female

Non-Binary



 

 180 

Many restrictions to set up and have premises with a separate entrance should be lifted to make 
it easier to start a practice” (Participant 12); and “Also the regulations, who can afford two separate 
rooms for two separate modalities and a waiting room” (Participant 32). 

Complementary Healthcare Professionals are limited to where they may practice as the consulting 
rooms should comply with minimum standards like have at least two separate rooms, one as 
consulting room and one as waiting room, with a separate entrance and consulting rooms may 
only be shared with other registered healthcare professionals and not with non-regulated CAM 
practitioners from the informal healthcare sector (AHPCSA, 2001, 2015b).  The AHPCSA makes 
it possible for Complementary Healthcare Professionals to share consulting rooms with any other 
registered healthcare professional, including conventional healthcare professionals, however, the 
HPCSA allows conventional healthcare professionals to share rooms only with other conventional 
healthcare professionals registered with the HPCSA (AHPCSA, 2015b; HPCSA, 2008a; 
Scheepers, 2013): “As a registered member of AHPCSA I am not allowed sharing premises with 
a professional registered with HPCSA (HPCSA regulations), so if one does, one has to do it 
candidly” (Participant 206). 

The practicality of entrepreneurship in the Allied Healthcare Sector is more difficult than in other 
industries with consulting room limitations as it increases the cost of rental, especially during the 
start-up stages of practices when entrepreneurs should keep start-up costs low (Badi & Badi, 
2006; Kaplan, 2007; Kumar, 2008; Moodie, 2008).  The consulting room limitations are ensuring 
professionalism within the healthcare professions, but the professionalism comes at a high cost 
for complementary healthcare practices that are not part of the mainstream healthcare system 
and limited to income potential (AHPCSA, 2014b; TSARS, 2014).  Consulting room limitations is 
an obstacle in the Allied Healthcare Sector, but entrepreneurs are known for having to deal with 
complications, and if Complementary Healthcare Professionals increase their innovative ability 
(Manimala, 2010; Naidu & Rao, 2011), this hindrance may be resolved to make entrepreneurship 
within the complementary healthcare professions possible. 

 

4.8.1.3 Practice name restrictions 

The name of a business is an important consideration when establishing a business or 
entrepreneurial venture (Moodie, 2008), but healthcare professionals are restricted to the use of 
business names and may usually only use their own names along with their healthcare profession, 
without any descriptive terms like “clinic”, “institute” or “hospital” (AHPCSA, 2001, 2015b; HPCSA, 
2008a).  Interestingly, none of the participants of this study mentioned the restrictions on naming 
their practices as a problem or concern.  The AHPCSA regulations make entrepreneurship in the 
Allied Healthcare Sector more challenging than in other industries, but attainable through 
innovation and creativity. 
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4.8.2 Basic entrepreneurship 

Basic entrepreneurship abilities are needed in any organisation, including healthcare practices 
(Scheepers, 2017).  Participants indicate five basic entrepreneurship skills that should be 
developed in order to overcome business challenges and make practices and ultimately the Allied 
Healthcare Sector more viable, namely: (1) Differentiation: “You cannot just be yet another 
Physiotherapist, you have to be different” (Participant 20); (2) Location: “Location is very 
important” (Participant 22); (3) Networking: “Networking with other people and leverage what they 
offer” (Participant 17); (4) Proactiveness: “I approach people and remind them of me by asking 
them: ‘How are your back today?’ You are the brand, not what your business name is.” (Participant 
5); and (5) Pricing: “Increasing therapy prices will only lead to patients seeing you less.  The 
profession should be seen as more seriously” (Participant 1).  These five basic entrepreneurship 
skills are corresponding with contemporary perceptions on what basic entrepreneurship skills are 
supposed to be (Botha & Robertson, 2014; Scheepers, 2017; Scheepers et al., 2008; Moodie, 
2008; Venter et al., 2011; Zimmerer et al., 2009). 

Participant 5 indicates that “my personal interest makes me different”, which is an interesting 
perspective that are not really differentiating the healthcare professional from other healthcare 
professionals.  Participants were asked what makes them different from other Complementary 
Healthcare Professionals and the overall majority indicate bedside manner (78%) followed by 
inner motivation (58%) as illustrated in Figure 4.12. 

 
Figure 4.12: Differentiation Factors 

Figure 4.12 represents a word cloud showing the identified differentiation factors between 
participants’ practices and the practices of other Complementary Healthcare Professionals.  
Participants understand the importance of differentiation in business (Oosthuizen, 2007) as 
mentioned above by Participant 20.  Adding additional skills that other healthcare professionals 
are not offering is another way of differentiation: “You have to provide good work at reasonable 
prices ... I get referrals from other dentists because I had extra and different skills as I studied 
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further so I can do implants and minor surgery.  I do the work and ask more reasonable prices 
than Specialists and that lead to word-of-mouth marketing.  I refer to Specialists when needed” 
(Participant 19). 

What is interesting is that the minority of participants mention their referral system make them 
different (36%), yet the referral system is what they perceive to be the solution to their business 
challenges.   

The minority of participants indicate pricing of their services as a factor making them different 
(32%), even though pricing is a basic entrepreneurship skill that seems to be lacking, especially 
among therapists: “Increasing therapy prices will only lead to patients seeing you less.  The 
profession should be seen as more seriously” (Participant 1); “Set a fee structure.  If a practitioner 
comes in at R100.00 per hour, then it discredits the whole professions” (Participant 18); and “My 
prices are below the general rate to encourage patients to afform my therapy more often to gain 
the best benefit” (Participant 200). 

Medical aids provide recommended rates for complementary healthcare services (Discovery, 
2020) and therefore it should not be difficult for Complementary Healthcare Professionals to 
determine rates to charge patients as medical aid rates should provide a valuable guide.  The 
problem is that Complementary Healthcare Professionals, especially therapists, appear to be 
desperate for business and then reduce their prices to below medical aid rates and even to 
ridiculous prices like one hundred rand for an hour treatment.  The result of such reduced prices 
for healthcare services is effectively summarised in the words of Participant 15: “Never be 
desperate; people pick it up and then they are pushed away from you.”  Reducing prices of 
healthcare services too low may be seen as a desperate attempt to canvass or tout for patients, 
which is prohibited (AHPCSA, 2001, 2015b), but it creates a bad trend whereby patients get used 
to lower prices and then do not want to pay higher prices in the future as they are desensitised by 
the fact that the Complementary Healthcare Professional devalues their services by offering low 
prices and therefore do not see the value in paying more: “In the early days I did try giving free 
massages for promotion, however, I actually found it counterproductive and a waste of time.  
Generally speaking, the people who come for free massages don’t appreciate the value attached 
to it, or the value of my time, they would often book and not pitch, or cancel at the last minute 
saying that something else came up.  So, I stopped that early on ... Also, giving free massages as 
a marketing drive is viewed by some as ‘touting’ for business, which is prohibited by the Allied 
Health Professions Act” (Participant 27).  Cutting healthcare service prices, devalues the 
healthcare service as it is similar to offering promotions like the beauty industry does and then 
Complementary Healthcare Professionals are actually portraying their therapeutic services as 
similar to the beauty industry; something constantly mentioned as a negative in their therapeutic 
professions (South Africa, 2017, 2019; TSARS, 2014). 

The perceptions of the participants about Complementary Healthcare Professionals practicing in 
countries other than South Africa with less statutory council restrictions are depicted in Table 4.13. 
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Table 4.13: Complementary Healthcare Professionals Abroad Descriptive Statistics  

  

N 
 

Missing 

Median Skewness Std. Error 
of 
Skewness 

Kurtosis Std. 
Error of 
Kurtosis 

ENTREP12 Allied Healthcare 
Professionals in other countries 
are more entrepreneurial due to 
lesser legislative restrictions: 

226 0 3.00 0.118 0.162 0.136 0.322 

ENTREP13 Allied Healthcare 
Professionals in other countries 
are more successful due to 
higher levels of public 
awareness: 

226 0 2.00 0.407 0.162 -0.327 0.323 

The median measure for the fourth statement “Allied Healthcare Professionals in other countries 
are more entrepreneurial due to lesser legislative restrictions” is 3 (neutral) with a right, positive 
skewness (0.118) (curve skewed to the right) and a positive kurtosis (0.136) indicating a pointed 
Leptokurtic distribution (pointed or peaked distribution with a long tail).  The median measure for 
the fifth statement “Allied Healthcare Professionals in other countries are more successful due to 
higher levels of public awareness” is 2 (agree) with a right, positive skewness (0.407) (curve 
skewed to the right) and a negative kurtosis (-0.327) indicating a smoother Platykurtic distribution 
(smoother, flatter or rounder distribution with a shorter tail) (Saunders et al., 2016; Wegner, 2009).   

Table 4.14 presents the frequencies of these questions. 

Table 4.14: Complementary Healthcare Professionals Abroad Frequencies  
 ENTREP12 Allied Healthcare Professionals in other countries 
are more entrepreneurial due to lesser legislative restrictions: Frequency Percent 

Valid 
Percent 

Cumulative 
Percent 

Valid 1 Strongly Agree 36 15.9 15.9 15.9 
2 Agree 66 29.2 29.2 45.1 
3 Neutral 106 46.9 46.9 92.0 
4 Disagree 12 5.3 5.3 97.3 
5 Strongly Disagree 6 2.7 2.7 100.0 
Total 226 100.0 100.0   

ENTREP13 Allied Healthcare Professionals in other countries 
are more successful due to higher levels of public awareness: Frequency Percent 

Valid 
Percent 

Cumulative 
Percent 

Valid 1 Strongly Agree 66 29.2 29.3 29.3 
2 Agree 82 36.3 36.4 65.8 
3 Neutral 66 29.2 29.3 95.1 
4 Disagree 9 4.0 4.0 99.1 
5 Strongly Disagree 2 0.9 0.9 100.0 
Total 225 99.6 100.0   

Missing System 1 0.4     
Total 226 100.0     

Table 4.14 reveals that the majority of participants are undecided about whether Complementary 
Healthcare Professionals in other countries are more entrepreneurial due to less legislative 
restrictions (46.9%) while the second largest group is of the opinion that they are more 
entrepreneurial (45.1%), but the majority of participants agree that they are more successful due 
to higher levels of public awareness (65.8%).  The conclusion is made that increased public 
awareness and reduced legislative restrictions may contribute to Complementary Healthcare 
Professionals being retained in the Allied Healthcare Sector.  The participants identified several 
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business challenges that are affecting the success and financial viability of private practices in the 
Allied Healthcare Sector as listed in Table 4.15. 

Table 4.15: Business Challenges 
QL Participants QN Participants 

• Attracting Patients 
• Costs 
• Financial 

• Economy 
• Public Awareness 
• Lack of Income 
• Medical Aid Non-Payment 
• Legislative Restrictions 
• Unable to charge true value of time 
• Lack of Patients 
• Start-up Funding 
• Rent of Premises 
• Patients do not want to pay 
• Lack of Employment Opportunities 
• Restrictions on Premises 
• Politics 
• Not wanting to charge patients 

** Listed in descending order of frequency  

Table 4.15 list the various business challenges identified by the contributors.  The majority of 
participants perceive three aspects as the main problems, namely, the economy (80.1%), a lack 
of public awareness (76.5%), and lack of income (54.4%).  All the other business challenges listed 
by the participants, are mentioned by less than half of the participants as problems, beginning with 
the non-payment by medical aids (48.7%) and ending with Complementary Healthcare 
Professionals not wanting to charge patients (15.9%).  The business challenges listed by the 
qualitative participants correspond with the business challenges listed by the quantitative 
participants as it can be grouped together in similar categories, but it appears that the main 
challenge is financial related, and all other challenges are combined into the main category of 
finances as stated by Participant 40: “In South Africa, we just barely get by.  I have had the same 
car for eight years and have to work from home as there is not enough income to afford an office 
or new car, let alone a bond for a house.  That’s just not available.” 

The main solution to the business challenges, as presented by the participants, appear to be the 
perception that referrals from mainstream healthcare professionals will resolve matters (84.5%), 
followed by an increase in public awareness (73%), referrals from other Complementary 
Healthcare Professionals (64.2%), being able to advertise (62.4%) and becoming part of 
mainstream healthcare (61.1%).  These main solutions are followed by the possibilities that 
medical aids pay for services (59.7%), inclusion in the NHI (57.5%), governmental support 
(54.4%), internships in public healthcare facilities (54%) and competence (50.9%).  The remainder 
of the identified solutions are indicated as solutions by less than half of the participants and include 
the prosecution of practicing non-registered practitioners and therapists, commitment, outside-
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the-box-thinking, relaxation of legislative restrictions, start-up funding, creativity, leaving the 
comfort zone, enforcement of legislation, innovation, standardised treatment and charging 
maximum consultation fees.  The minority of participants perceive entrepreneurial abilities to be 
the solution to business challenges as outside-the-box-thinking (33.2%), creativity (26.1%) and 
innovation (21.7%) are perceived as solutions by the smaller minority of participants.  This is 
contradictory to the fact that Manimala (2010) and Naidu and Rao (2011) consider creativity and 
innovation as part of entrepreneurship and contributors in this study indicated that they see 
themselves as entrepreneurial.  One participant makes a remarkable comment that may be 
influencing the mindset of many Complementary Healthcare Professionals: “I never thought of 
solutions, it is just too nice to look for problems" (Participant 8). 

Less than half of the participants perceive the Allied Healthcare Sector to be financially viable 
(42.9%) and when asked how to increase the viability, participants offered a variety of possibilities 
as listed in Table 4.16.   

Table 4.16: Methods of Increasing Allied Healthcare Sector Viability 
QL Participants QN Participants 

• Allow Advertising 
• Amend Medical Aid Benefits 
• Establish Referral System 
• Increase AHPCSA Legitimacy 
• Increase Public Awareness 
• Integration with Mainstream Healthcare 
• Relax strict regulations 
• Use Technology 

• Allow Advertising 
• Amend Medical Aid Benefits 
• Establish Referral System 
• Increase AHPCSA Legitimacy 
• Increase Public Awareness 
• Integration with Mainstream Healthcare 
• Relax strict regulations 
• Use Technology 
• Amend AHPCSA 
• Amend CPD 
• Amend Fees 
• Amend Internships 
• Amend Legislation and Enforce 
• Amend Scope of Practice 
• Amend Training 
• Demand Creation 
• Inclusion in NHI 
• Sectoral Support 

Table 4.16 provides a wide variety of recommendations to increase the financial viability of the 
Allied Healthcare Sector.  The practicality of entrepreneurship in the Allied Healthcare Sector 
seems to be possible amidst AHPCSA restrictions.   

The next section presents findings regarding business form frameworks used by healthcare 
practices. 
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4.8.3 Business form frameworks 

Complementary Healthcare Professionals have limited employment opportunities in the South 
African context and have to create self-employment (Careers, 2009).  The business form used by 
most individual Complementary Healthcare Professionals is the private practice observed by the 
researcher during the qualitative data collection process, illustrated in Figure 4.13. 

 

Figure 4.13: Private Practice Framework 

Figure 4.13 illustrates the private practice business form consisting of a solo healthcare 
professional functioning as an individual healthcare practice.  The private practice is easy to 
establish and is usually in the form of a sole proprietorship where the healthcare professional has 
personal liability and the practice is not a separate legal entity as the healthcare professionals 
practice under their own names (AHPCSA, 2015b; HPCSA, 2016b; Kuratko & Hodgetts, 2001; 
Mohr, 2020; Mohr & Fourie, 2011).   

The private practice may also be established in a more formalised manner by registering a public 
liability company observed by the researcher during data collection, mostly within the practices of 
conventional healthcare professionals, as illustrated in Figure 4.14. 

 

Figure 4.14: Incorporated Private Practice Framework 

Figure 4.14 depicts a personal liability company where the healthcare practice is formally 
registered under the Companies Act as a separate legal entity from the healthcare professional, 
but as a director of the company, the healthcare professional is still personally liable, thus making 



 

 187 

it an acceptable business form for healthcare professionals; the name of the personal liability 
company is usually the name of the healthcare professional followed by the words Incorporated 
or the abbreviation Inc. and the personal liability company may consists of one or more directors 
(AHPCSA, 2015b; Coetzee, 2015; HPCSA, 2016b; Moeketsi, 2014). 

Another private practice form is that of a partnership where more than one healthcare professional 
establishes a practice observed by the researcher during data collection, mostly within the 
practices of conventional healthcare professionals, as illustrated in Figure 4.15. 

 

Figure 4.15: Partnership Framework 

Figure 4.15 portrays a partnership.  A partnership is another business form that is easily 
established when two or more healthcare professionals, but a maximum of 20, establish a practice 
together where each partner is personally and conjointly liable and the practice is not a separate 
legal entity; each partner makes a specific contribution of finances, services and/or skills that is 
exchanged for a specific share in the partnership (AHPCSA, 2015b; HPCSA, 2016b; Moeketsi, 
2014; Mohr, 2020; Mohr & Fourie, 2011).  The name of a partnership usually consists of the list of 
names of the partners or it may be one or more names followed by the words and associates or 
and partners (AHPCSA, 2015b).  Partnerships are ideal for collaboration and even mentorship, 
especially if the one partner is less experienced and can learn from the more experienced partner.   

Another partnership format is a group practice observed by the researcher during data collection 
mainly with conventional healthcare professionals and diagnostic Complementary Healthcare 
Professionals, as portrayed in Figure 4.16. 

 

Figure 4.16: Group Practice Framework 
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Figure 4.16 depicts a group practice where a number of healthcare professionals, from similar or 
different healthcare professions, establish a practice in a similar form as a partnership where each 
contribute finances, skills and services in exchange for shares and all healthcare professionals in 
the group are individually and conjointly liable; the name of such a group practice may include the 
name Health Centre (AHPCSA, 2015b; HPCSA, 2016b).  A group practice is seen as a solution 
to many business challenges that are experienced by individual private practices: “Working in a 
group centre with a Chiropractor, Homeopath, etcetera, will be beneficial for new therapists.  You 
will learn practical business skills” (Participant 10); "Group practices help you to share overheads, 
marketing yourself in your profession within your limitations” (Participant 19); and “Encourage 
group practices ...” (Participant 160).  The majority of participants in group practices (86%) prefer 
entrepreneurship.  Scheepers and Bayat (2013) found that there is an overall lack of 
entrepreneurial intention among graduates of complementary healthcare professions, but it 
appears that entrepreneurial intention may increase in a group practice setting due to an 
inclination to prefer group work (Fishman, 2016; GenHQ, 2016; Glass, 2007; Partridge & Hallam, 
2006; Shaw & Fairhurst, 2008; Tulgan, 2013).   

Group practices may consist of various healthcare professionals from one healthcare profession 
or it may be a multidisciplinary group practice.  Participants perceive group practices to be 
beneficial in providing a setting that allows for interaction, sharing of costs, increased income and 
possible collaboration and mentorship within the group.  The majority of participants (65%) are 
undecided whether group practices are more financially viable than private practices, while the 
remainder of the participants are divided as the number of participants perceiving private practice 
to be more financially viable (18%) equals the number of participants perceiving group practices 
to be more financially viable (18%). 

Private practices, group practices, partnership and incorporated private practices are business 
forms readily used within the South African Healthcare Industry.  The first business form used, is 
usually the private practice and if the practice grows considerably, the incorporated private 
practice business form is established.  When more healthcare professionals join in the practice, 
the establishment of partnerships, single profession group practices or multidisciplinary group 
practices are established.   

During the primary data collection phase, other business formats have been suggested by some 
participants as the practice growth business form illustrated in Figure 4.17. 

 

Figure 4.17: Practice Growth Framework 
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Figure 4.17 graphically demonstrates a business form suggested by a participant on how to 
successfully grow a practice by making use of the name and reputation of an existing and 
successful healthcare professional: “Main Physiotherapist’s (name removed for confidentiality) 
name is what makes this practice grow.  She first worked for another Physiotherapist and in that 
way built up people (patients) and a referral system.  I am working on Main Physiotherapist’s 
success story and can now enter into a partnership with her in my own private practice.  That is 
how you build up a successful practice; people get to know you in the existing practice where you 
work, but when you want to start your own practice, you do not take people away from the practice 
as you enter into a partnership with the Physiotherapist who then has shares in the new private 
practice that is mine, but she benefits from it” (Participant 20). 

Figure 4.17 illustrates that two healthcare professionals are involved in two separate practices; in 
this instance it is relating to physiotherapy practices.  Healthcare professional one established 
practice one and then employed healthcare professional two on a commission basis in practice 
one.  As their relationship grew and practice one grew, healthcare professional two wanted to 
enter a personal practice and practice two is established where healthcare professional two is the 
main healthcare professional, however, healthcare professional one becomes a silent partner in 
practice two while remaining the main healthcare professional in practice one.  The practice growth 
business form offers a valuable suggestion of helping an inexperienced healthcare professional 
to become more experienced within an existing practice and then assisting the healthcare 
professional to begin a practice, usually in a different suburb, while providing financial support.  
Apart from financial support, the more experienced healthcare professional offers collaboration 
and mentoring support in the newly established practice.  This is an interesting approach in 
assisting healthcare professionals to become more confident in clinical skills and more competent 
in business and entrepreneurship skills.  In return, the more experienced healthcare professional 
becomes a silent partner in the newly established practice that provides financial remuneration 
while simultaneously eliminating competition and the fear of losing patients when a healthcare 
professional moves to a new practice. 

The establishment of these practices should be within legal and statutory council requirements 
because if it is in the form of partnerships, the practices may work well, but if it is in the form of a 
franchise, then it may be allowed for conventional healthcare professionals, but franchising is 
prohibited for Complementary Healthcare Professionals (AHPCSA, 2018d; HPCSA, 2016b). 

Medical Specialists make use of a different private practice format as represented in Figure 4.18. 
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Figure 4.18: Specialist Practice Framework 

Figure 4.18 illustrates the medical specialist practice format as mentioned by Participant 20: “In 
South Africa you can work in a hospital like Mediclinic, but it is your own practice; it is an 
entrepreneurial practice within a larger group.”  Medical specialists practice their professions within 
private practices integrated into a hospital setting where the medical specialist usually see patients 
within the private practice setting and/or in-hospital while offering specialised procedures within 
hospital environments like emergency rooms, operating theatres and wards (Freeman, 2004).  The 
specialist practice business form offers a unique entrepreneurship opportunity where the 
healthcare professional offers healthcare services to patients within a private practice setting but 
added to that is the ability to generate additional income by offering healthcare services to patients 
that are admitted to hospitals while being able to earn high amounts of income by offering 
specialised and surgical procedures within hospitals.   

Medical specialists have added income into their practices based on the in-hospital services that 
they are able to offer, which provides valuable insight into what Complementary Healthcare 
Professionals may need to increase income in their practices, namely, the ability to earn higher 
income for specialised procedures.   

Characteristically, participants made mention of a passive income business format that may be 
pursued to make Complementary Healthcare Professionals more successful, as illustrated in 
Figure 4.19. 
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Figure 4.19: Passive Income Framework 

Figure 4.19 depicts the passive income form where a healthcare practice is earning different sets 
of income as stated by Participant 17: “Develop a business model that does not trade time for 
money; earn passive income.  Healthcare practitioners are not thriving because there is a need to 
look beyond one-on-one consultations.  Work one-to-many; it is more an entrepreneurial 
perspective".  The idea of earning passive income may be enticing for entrepreneurs as they may 
earn income while having more time available, however, passive income should not include any 
form of multilevel marketing as multilevel marketing is prohibited for Complementary Healthcare 
Professionals (AHPCSA, 2018d) and is often investment related (Lambridis, 2019), unless a 
healthcare professional creates an innovative product that continues to sell as done by Phalime 
(2014) when she left clinical practice as a medical doctor and wrote a book that continues to sell. 

Participant 149 made an interesting remark about an business start-up framework: “Put legislation 
into place where practitioners who are employed as an associate to have a minimum basic salary 
as well as sick/paid leave and not allow their employers to take complete advantage of them”.   

Participant 41 work in an organisation using such a business start-up framework.  The researcher 
observed it first hand when interviewing the participant in the business.  It is unique and provides 
an excellent method for entrepreneurs to begin a business while keeping start-up costs low, 
earning an income while growing a business as well as a start-up enterprise.  The organisation 
employs various professionals and offer each a basic salary as well as a free office in the 
organisation that may be used to perform their duties in the organisation, but also to provide 
specialised services to outside clients.  Participant 41 offered human resource services to the 
organisation while building up a separate human resources consultancy and wellness practice 
directly to the public.  The business start-up framework described by Participant 41 and illustrated 
in Figure 4.20, offers value to the organisation as the various services are offered to the 
organisation at a lower fee than contracting such full-time employees or services and in return the 
employees are offered a free office to use in order to build up their own individual ventures while 
in return providing the organisation with their individual expertise and services.  
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Figure 4.20: Business Start-up Framework 

Figure 4.20 represents the business start-up framework business model as discussed by 
Participant 41 and personally observed by the researcher that offers a valuable way of growing 
an organisation while building up individual entrepreneurial ventures; a framework where the 
organisation benefits from various services while the employees benefit from free office space and 
the ability to start-up their own entrepreneurial ventures.  This business start-up framework offers 
value to the South African Healthcare Industry, although within the legislative and regulatory 
restrictions (AHPCSA, 2001, 2015b; HPCSA, 2008a, 2008b, 2016b), but this may offer a valuable 
approach to a multidisciplinary healthcare practice where different healthcare professionals are 
offering specialised services to the public, but within a specific group practice.  This framework 
has the potential to be of value when combined with the practice growth framework represented 
in Figure 4.17 when a healthcare professional opens a separate practice while the original member 
of the practice obtains shares in the newly established practice.   

The value in this model rests in the fact that the multidisciplinary practice grows while the individual 
healthcare professionals may have the opportunity to earn a basic salary from the multidisciplinary 
practice while gaining practical experience, collaboration and mentorship with the potential to 
establish their own private practice while not negatively affecting the multidisciplinary practice in 
the process, resulting in none of the partners feeling threatened.  This approach may provide an 
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opportunity to offer a form of employment while still allowing the individual Complementary 
Healthcare Professionals to remain self-employed and entrepreneurial at the same time.  The 
disadvantage of this business start-up framework rests in the fact that healthcare professionals 
are outward focused on the public to provide their services and they do not have specialised 
services to offer the practice in return as organisations are not in need of healthcare services like 
there is a need for specialised accounting, finance, legal and marketing services.   

The next section presents findings regarding collaboration and mentorship. 

 

4.8.4 Collaboration and mentorship 

One of the most challenging aspects with regards to the practicality of entrepreneurship within the 
healthcare industry, is working with healthcare professionals in the public healthcare system.  
Participants highlight several factors such as lack of collaboration among Complementary 
Healthcare Professionals and that this was limiting the growth of the industry because of a lack of 
support: “Established practitioners should encourage students of all demographics to take on 
mentorship and be able to visit their practice. Negativity about practice failures should be kept in 
check as an allied healthcare practice can be viable. Emphasis should be in allied healthcare 
practitioners supporting each other. In this way the industry can be solid and establish a better 
reputation for itself” (Participant 79); and “Allied Health Professionals need to be more unified in 
marketing the Allied Healthcare Industry as a whole and begin to co-operate in a more supportive 
manner to each other. There is too much in-fighting and turf protection amongst Allied Health 
Professions. It is already a minority and will need to unify to have a successful impact” (Participant 
263). 

The limitations that are part of the South African Healthcare Industry are detrimental because it 
does not allow for conventional healthcare professionals to work with Complementary Healthcare 
Professionals, and as such it limits the ability of the Complementary Healthcare Professionals to 
contribute to the public healthcare system: “AHPCSA registered practitioners should be able to 
align with medical doctors and medical practices without all of these seriously outdated limitations. 
This is a perfect setup for the public and puts the public at the forefront of patient care and not 
some restriction which seems at times to be ego driven rather than sense driven” (Participant 86). 

Collaboration between different Complementary Healthcare Professionals is important to ensure 
the professionals within the Allied Healthcare Sector support each other: “Emphasis should be in 
allied healthcare practitioners supporting each other.  In this way the industry can be solid and 
establish a better reputation for itself” (Participant 79); and “Better integration within AHPCSA 
professions between the different professions with inter referral, often each profession doesn’t 
inter refer for fear of losing the patient, instead of finding the best fit for the patient and their 
condition and lack of understanding of what the other professions do” (Participant 200).   

Referrals from one Complementary Healthcare Professional to another may be the beginning to 
improve referrals, however, it appears that Complementary Healthcare Professionals feel 
threatened to refer due to fear of losing a patient that took much effort to attract: “Better integration 
within AHPCSA professions between the different professions with inter referrals, often each 
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profession doesn’t inter refer for fear of losing the patient” (Participant 200).  The hesitancy to refer 
is not unique to the Allied Healthcare Sector, but negatively influences allied healthcare 
professionals as part of conventional healthcare as well, which is understandable when 
considering the findings from Jackson (2004) that medical doctors perceive themselves to be 
superior to complementary or allied healthcare: “Referral framework is a problem.  I’ll refer, but 
many Medical Specialists will never refer back to me and some will not even provide me with 
feedback after I referred a patient to them.  Very few Specialists will refer back or provide feedback 
to the Healthcare Professional that referred the patient” (Participant 6). 

The need for good collaboration and an effective referral system is evident among participants: 
“There should be a referral system between mainstream medicine and allied health” (Participant 
64); and “Building a good referral network with other practitioners, allied and non-allied, is needed” 
(Participant 243).   

The participants seem to be waiting for somebody else or the AHPCSA to establish such a referral 
system, but nothing is preventing them from establishing an effective referral system for 
themselves.  The following section presents findings about CPD. 

 

4.8.5 Continuous professional development 

Registered Complementary Healthcare Professionals, just like conventional healthcare 
professionals, are obligated to complete a certain number of CPD training annually to make re-
registration possible and to keep abreast of the latest professional healthcare research, skills and 
techniques (AHPCSA, 2017, 2019b, 2020a; HPCSA, 2020b).  Participants are of the opinion that 
the CPD requirements have to be relaxed as it is contributing to increasing operational expenses 
of private practices while many do not see the value in CPD training other than having to obtain a 
certain number of points annually: “An ease of access to important items such as CPD” 
(Participant 48); “I’m not sure that most of the courses or conferences really add anything to 
continuing professional development apart from robbing the Health Professional from their money, 
but they need the CPD points” (Participant 58); “Relax the CPD requirements ...” (Participant 169); 
“I am only registered for one modality, Therapeutic Massage Therapy, but draw on Yoga and 
Rolfing heavily.  Would like to register but would be pretty impossible to keep council happy 
regarding CPD points in three modalities, not talking about the cost of registration fees each year” 
(Participant 206); and “The successful therapists do additional courses online.  In South Africa 
there is limited knowledge and courses” (Participant 13).  The next section considers demand 
creation. 

 

4.8.6 Demand creation 

The basic economic principle of supply and demand state that the higher the demand for a 
product, the more products have to be supplied to meet the demand, which also affects the price 
consumers are willing to pay for a product (Mohr, 2020; Mohun & Warren, 2012).  Demand and 
supply exist in the South African Healthcare Industry as it is believed that the need for CAM is 
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increasing globally, including in South Africa (Astin, 1998; Bhikha & Abdul Haq, 2001; Du Plessis, 
2012; Kandler, 2009; Verkerk, 2009), although Complementary Healthcare Professionals are not 
necessarily experiencing the increase in demand in their private practices as the increase may be 
related to CAM products rather than complementary consultations (Nahin et al., 2009) and the 
perception exist that medical doctors work together to ensure a higher demand for their own 
products and services: “The medical doctors all stick together, and patients has to make an 
appointment in order to get a prescription for any medication needed.  Alternative doctors, 
naturopaths and homeopaths are at a disadvantage as the patients look up what they need on the 
internet or go to a health shop and are able to purchase practically anything they want to treat 
themselves” (Participant 134). 

The demand for conventional healthcare is evident as patients have to obtain prescriptions from 
medical doctors in order to purchase scheduled medication from pharmacies, and patients have 
to consult with medical doctors every six months to renew such prescriptions.  Participants are 
under the impression that conventional healthcare professionals are working together to ensure 
this continued demand of their services and products, but they fail to realise that it is actually a 
legislative requirement that scripts have to be renewed every six months based on the Medicine 
and Related Substances Act (South Africa, 1965).  Complementary Healthcare Professionals do 
not have the same privilege as the medication they prescribe are readily available over the counter 
without a prescription.  An attempt has been made to formally regulated complementary 
medication (SAHPRA, 2020), but it has been met with much opposition from stakeholders in the 
informal healthcare sector (TNHA, 2020), leaving Complementary Healthcare Professionals 
without medication available only on prescription (Scheepers, 2013).  The result is that 
Complementary Healthcare Professionals do not have legislative support to create a demand for 
their services and products as medical doctors have: “They say, “why should I pay a consultation 
fee when I can purchase anything I like and treat myself?” I don’t need a prescription at all” 
(Participant 134). 

Enforcing a demand based on legislative support is not the only solution in creating a demand for 
healthcare products and services as dentists have successfully proven with the general rule that 
patients have to visit a dentist every six months for preventative care (Giannobile, Braun, Caplis, 
Doucette-Stamm, Duff & Kornman, 2013; Kay, 1999; Thomson, Williams, Broadbent, Poulton & 
Locker, 2010) that is based on effective marketing and not legislation (Tuominen, 2000).  Nothing 
is preventing Complementary Healthcare Professionals from innovatively creating a demand for 
their products and services just like dentists have done, even though dentistry is also sometimes 
perceived to be a luxury, just like therapies in the Allied Healthcare Sector, as Participant 19 
indicates: “Patients have to pay for dental services themselves and a tooth is not a priority like 
your heart is”.  In the midst of such an effective demand creation, dentists are also negatively 
affected by the economy as Participant 22 states: “People are poorer and cannot afford any more 
to come for a dentist visit every six months; so patients are getting less”. 

It is important for Complementary Healthcare Professionals to realise that they have valued skills 
that can be used to help people, but also to create a demand around said skills as Participant 26 
rightly declares: “Orthodontists are fully booked for months in advance, but remember they have 
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a scarce skill, so they are in high demand.  However, as a Podiatrist, I also have a skill that many 
don’t have, yet you don’t see a line standing outside my practice trying to get in”. 

Creating a demand for healthcare products and services should be based on turning an idea into 
an opportunity by stimulating innovation and creativity (Botha & Robertson, 2014; Manimala, 2010; 
Naidu & Rao, 2011).  The next section considers integration of complementary healthcare with 
the public healthcare system. 

 

4.8.7 Integration with public healthcare 

Many participants believe that complementary healthcare professions regulated by the Allied 
Healthcare Sector have to become part of the public healthcare system in order to overcome 
business challenges and increase the viability of the Allied Healthcare Sector as the majority of 
participants indicate (61%).   

The participants see a future where complementary healthcare professions are part of the 
mainstream public healthcare system where regulations are not restricting their access to public 
healthcare facilities and collaboration with conventional healthcare professionals: “Whilst the 
regulations are there to protect the public, the public are only poorer for not having many more 
AHPCSA registered practitioners in practice and doing well. Mainstream medical treatments have 
successes, but equally many failures with people developing chronicity over time. AHPCSA 
modalities can play a massive role in preventing chronic disease, improving lifestyle and saving 
the government and medical aid companies millions of Rands through preventative care ... Less 
restrictions on manner of conducting practice, in particular in the realms of advertising and also in 
the alignment with other treatment modalities. AHPCSA registered practitioners should be able to 
align with medical doctors and medical practices without all of these seriously outdated limitations. 
This is a perfect setup for the public and puts the public at the forefront of patient care and not 
some restriction which seems at times to be ego driven rather than sense driven” (Participant 86). 

The same sentiment is present in the responses of various participants: “Integration with 
mainstream healthcare system.  Legislation allowing AHPCSA and HPCSA professionals to share 
premises/business” (Participant 74); “AHPCSA modalities can play a massive role in preventing 
chronic disease, improving lifestyle and saving the government and medical aid companies 
millions of Rands through preventative care” (Participant 86); “We should be part of the 
mainstream Healthcare Professionals, same as GPs and Physiotherapists and Biokineticists” 
(Participant 122); “Recognition by the allopathic model of medicine and inclusion in the treatment 
of patients to improve the outcome.  Recognition of the allied health professionals’ ability to greatly 
contribute to preventative medicine” (Participant 156); and “It would be amazing if we were able 
to share premises with medical practices, but it is against the law, reason being, holistic care and 
approach” (Participant 172). 

Being part of the public healthcare system may provide Complementary Healthcare Professionals 
with the financial solutions to their business challenges because that will mean more opportunities 
to work and see patients, employment possibilities with fixed salaries or increased incomes, 
payment by all medical aids, access to work within all public healthcare facilities and the ability to 
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work alongside conventional healthcare professionals in a truly complementary way (Scheepers, 
2013).  Participant 17 illuminates a pressing concern with regards to a working relationship 
between conventional healthcare professionals and Complementary Healthcare Professionals: 
“There is an animosity between the medical profession and the AHPCSA professions.  It is 
arrogance founded by ignorance.  Medical Doctors are extremely negative towards AHPCSA 
professions, even relatively young doctors that should know better.”  The animosity is increased 
due to legislation prohibiting conventional healthcare professionals from sharing premises with 
Complementary Healthcare Professionals that is based on regulations from the HPCSA and not 
the AHPCSA as confirmed by both the AHPCSA and HPCSA (HPCSA, 2008a; Scheepers, 2013). 

An inconsistency is present regarding the regulation that conventional healthcare professionals 
are not allowed to share premises with healthcare professionals not registered with the HPCSA 
(HPCSA, 2008a) because that means that therapeutic aromatherapists, therapeutic massage 
therapists and therapeutic reflexologists registered with the AHCPSA may not share premises with 
conventional healthcare professionals like medical doctors, however, conventional healthcare 
professionals are allowing beauticians, beauty therapists, cosmetologists and somatologists to 
share their premises and even work in healthcare facilities where they are allowed to offer services 
like aromatherapy, massage, reflexology and other beauty therapies (Hospitalspoils, 2020; 
Oakmed, 2020; Sandton Central, 2019; Skinrenewal, 2020).  It seems unfair that healthcare 
professionals registered with a statutory council like the AHPCSA are denied access to 
conventional healthcare facilities, but similar services are offered in the same facilities by beauty 
therapists that are not registered and regulated by a statutory healthcare council. 

A similar inconsistency is mentioned by Participant 14: “Sangomas are not a threat to my 
profession, but government should not only include them in the public healthcare system, but all 
of us registered with AHPCSA as well.  It comes down to culture and who will consult them.  All 
Healthcare Professionals should be included in the public healthcare system".  This is a valid 
concern as the South African Government is attempting to include traditional healthcare 
professionals into the public healthcare system alongside conventional healthcare professionals 
and they are even allowed to legally issue sick certificates at present without having practice 
numbers (Albertyn, 2016; EPASA, 2020; Mokoena, 2014; Tshehla, 2015), while already registered 
and regulated Complementary Healthcare Professionals with valid practice numbers are not 
allowed access to the public healthcare system and facilities (HPCSA, 2008a).  The reason for 
this is stated by Participant 1 as being related to “culture; the black culture does not see therapeutic 
reflexology; they see ancestral healers; it gives us a narrower market; same with coloured person” 
and supported by Participant 17 when stating that “the majority of the public is aware of what 
sangomas do; many don’t know what AHPCSA professionals like homeopath or a reflexologist do 
or treat”.   

This valid view is mentioned when stating that the majority of South Africans know what traditional 
healthcare professionals do and their inclusion in the public healthcare system is therefore 
supported, while the same cultural groups do not necessarily understand what Complementary 
Healthcare Professionals do and can offer the public healthcare system.  The view is supported 
by a pilot study participant when answering why government is attempting to include traditional 
healthcare professionals in the public healthcare system while excluding Complementary 
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Healthcare Professionals: “I’m not sure; you need political buy-in as seen in India” (Pilot Study 
Participant 4).  South African politics are dominated by the African National Congress, 
representing the majority of South Africans that are from a black cultural heritage (80.9%) 
(StatsSA, 2018b) that supports traditional healthcare professionals as part of their culture while 
not necessarily knowing what Complementary Healthcare Professionals do, as supported by 
Participant 24: “The majority of the South African population believes in sangomas so it can work 
in the public healthcare system alongside Western Medical Doctors, even though I think it is a 
load of crap.  There is a place for them.  I don’t want to come across saying they are a bunch of 
charlatans”. 

Another aspect of becoming part of the public healthcare system, is the inclusion of 
complementary healthcare professions in the NHI as stated by Participant 140: “It could be better 
if the AHPCSA practitioners could be allowed to participant in NHI and get an opportunity to render 
services to the public and claim from the government so that they can have a better living.”  It is 
uncertain at this stage as to the inclusion or exclusion of Complementary Healthcare Professionals 
from the NHI and broad speculation exists as to how it will be implemented in South Africa 
(AHPCSA, 2018a, 2018b; Broomberg, 2019; Discovery Health, 2019; DoH, 2015, 2018a, 2018c; 
Motsoaledi, 2018; SACAP, 2019).  The fact that Complementary Healthcare Professionals will 
benefit from being included in the public healthcare system, is evident, but the opposite aspect of 
such inclusion is often ignored, namely, what the benefits will be for conventional healthcare 
professionals to include Complementary Healthcare Professionals in the public healthcare 
system.  It is logical that if inclusion of Complementary Healthcare Professionals in the public 
healthcare system is not beneficial to conventional healthcare professionals, then it will probably 
not occur.  During the qualitative pilot study, a participant was asked if there is a place for 
Complementary Healthcare Professionals registered with the AHCPSA in the public healthcare 
system in South Africa and the response puts the situation in perspective: “No.  I was on tour in 
India for two weeks.  We all use complementary medicine as part of our culture.  It is not accepted 
in the Western domain.  In the Western domain it is a last resort.  You’ll have to be in private 
practice until discussion happen due to the small scale of complementary medicine, 
complementary medicine can become expensive, and only certain medical aids pay for 
complementary medicine ... There has to be some standards, for example, if you have a 
headache, you can get a Panado or if you have an infection you get antibiotics and if that is 
unsuccessful you go to your second line of treatment.  These standard of practice needs to be in 
place or how else will you hold practitioners accountable.  This is not present in complementary 
health because each practitioner can decide how to treat each patient differently; there is no 
standard protocol” (Pilot Study Participant 4). 

The mention of a standard treatment protocol seems reasonable to attempt buy-in from 
conventional healthcare professionals, but in order to do so, the holistic approach of 
Complementary Healthcare Professionals will have to be forced into some sort of a biomedical 
model where reductionism occurs to make such standard protocols acceptable to conventional 
healthcare professionals.  Mentioning the small scale of Complementary Healthcare Professionals 
is relevant because the target population of this study consisted of the Complementary Healthcare 
Professionals registered with the AHPCSA and totalled 2565 while there are in excess of 100 000 
conventional healthcare professionals in South Africa (Econex, 2010, 2013b).  The number of 
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Complementary Healthcare Professionals appear extremely low in comparison and insufficient to 
service the public healthcare system at this present stage.  Integration with public healthcare 
appears to be a recommended solution to the business challenges of the Complementary 
Healthcare Professionals, but such integration seems highly unlikely at present while such 
integration will still need to prove the benefits to the conventional healthcare professionals before 
it will be considered.  Internships are presented next. 

 

4.8.8 Internships 

Complementary Healthcare Professionals specify that an amendment to internships is needed to 
overcome business challenges in the Allied Healthcare Sector and to increase the viability of the 
sector: “Internship at successful practices for newly qualified AHPCSA practitioners” (Participant 
84); and “Internship in hospitals to expose mainstream medical professionals to the benefits of 
chiropractic” (Participant 204). 

Internships are completed by healthcare professionals to gain practical experience of the 
theoretical knowledge that was gained during the years of study (AHPCSA, 2020a; HPCSA, 2020).  
Conventional healthcare professionals complete an internship on completion of their studies in 
public healthcare facilities (HPCSA, 2020).  Complementary Healthcare Professionals are limited 
with regards to internships as only chiropractors and homeopaths are required to do a formal, 
compulsory internship (AHPCSA, 2020a).  Therapists in the Allied Healthcare Sector usually 
complete a compulsory 200 hours of practical case studies as part of the professional diploma 
qualification (IARAMT, 2018), but this is not a formal internship and students have to obtain their 
own volunteers to work on.  Unani-Tibb practitioners are offered a voluntary internship through the 
Tibb Treatment Centres (Scheepers, 2013), but it is not compulsory and other Complementary 
Healthcare Professionals are not offered internships. 

Participant 8 makes a valuable contribution when mentioning that "medical doctors get paid for 
their internships in public healthcare facilities" and Complementary Healthcare Professionals 
should be offered similar internships that may increase professional confidence and competence 
gained through practical experience (Davidson, 2011), but also alleviate business challenges 
relating to finances: “Therapeutic reflexology and alternative health should get a two-year 
internship and pay the interns a monthly fee.  That is what government can do to really recognise 
us.  Medical doctors do a two-year internship and earn a R35 000.00 salary per annum and then 
they do one-year community service for which they also get paid.  The doctors in rural areas get 
paid more, because most people want to work in the city” (Participant 8). 

The problem created by therapists in the Allied Healthcare Sector having to recruit their own 
volunteers for community service to gain practical experience, is actually creating a negative trend 
by desensitising the community from paying for therapeutic services as Participant 4 declares: 
“Reflexology is seen as a luxury so none of the clients from my community service practical hours 
came back later when they had to pay for the services.”   

Medical aid benefits are presented next. 
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4.8.9 Medical aid benefits 

Payment by medical aids have been a problem in the Allied Healthcare Sector as not all medical 
aids pay for complementary healthcare services (AHPCSA, 2014b; Scheepers, 2013; TSARS, 
2014); the participants are suggesting an adjustment in medical aid benefits as a solution to the 
business challenges that may increase the practicality of entrepreneurship in the sector: “Maybe 
get CAM pocket (not savings account) from medical aids” (Participant 2); “The problem with this 
is that medical aids only allocate a certain amount for allied health services and then as a 
Reflexologist you are only one of many therapists or practitioners that need to be reimbursed from 
those very limited funds; this means patients choose which services to make use of and which 
ones to rather leave out due to lack of available funds” (Participant 16); “We need a specific pool 
of benefits for each profession.  This is a legislative problem” (Participant 102); “Getting medical 
aid reimbursement from all medical aids” (Participant 133); and “Non-registered Massage 
Therapists are taking over and popping up everywhere.  They are not trained or qualified and 
giving us all a bad name in the industry.  We need all medical aids to pay for the treatments we 
provide; this will differentiate us from the non-registered Massage Therapists” (Participant 214). 

Participants believe that all medical aids should pay for complementary healthcare services to 
separate complementary healthcare services from the informal healthcare sector by creating a 
specific benefit for complementary healthcare and separating such benefit from other allied 
healthcare service benefits like physiotherapy and podiatry.  This suggestion appears unrealistic 
when compared to contemporary medical aid plans because complementary healthcare is not part 
of the public healthcare system and is not included as part of the in-hospital benefits.  Out-of-
hospital healthcare services are usually funded through a savings account and even medical 
doctors are paid from this savings account portion.  Specific benefit groupings seem to be only 
applicable for in-hospital healthcare services at present although specific benefits are available as 
out-of-hospital benefits for specific services like psychology (Discovery, 2020; GEMS, 2020) that 
may benefit Complementary Healthcare Professionals if they are offered such a benefit, however, 
the matter of medical aids are put in perspective in the South African Healthcare Industry reality 
where the minority of South Africans have access to medical aids, with the words of Participant 
161: “Most patients today do not have a medical aid and make little provision for a health crisis”. 

The next section presents findings on public awareness. 

 

4.8.10 Public awareness 

A lack of public awareness of the healthcare professions in the Allied Healthcare Sector are 
perceived as a major business challenge by the majority of participants (77%) while increasing 
public awareness is perceived to be a solution to the business challenges in the Allied Healthcare 
Sector by the majority of participants (73%).  Awareness about what the different healthcare 
professions entail is needed as stated by Participant 40: “No one seems to know what a 
Naturopath is”. 

The public needs to be more aware of the healthcare professions regulated by the AHPCSA and 
that responsibility lies with the AHPCSA according to participants, although the researcher 
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believes that the AHPCSA has a bigger responsibility to increase the general public’s awareness 
of the Allied Healthcare Sector as a whole while the professional associations are responsible for 
increasing awareness of the various complementary healthcare professions (AHPCSA, 2020a; 
HPCSA, 2020): “A greater public awareness needs to be established between the therapies 
received from proper qualified and registered therapists instead of anyone advertising the therapy” 
(Participant 46); and “We need better relationship between the HPCSA and the AHPCSA.  
AHPCSA needs to make the public more aware of what they can offer as an alternative to 
mainstream medicine (better advertising)” (Participant 148); particularly with regards to 
registrations and other legal factors, and their strong restrictions with regards to advertising as 
stated by Participant 115 “AHPCSA should be more visible to the public. They should advertise 
the fact that we are professionals.” 

Increasing public knowledge is imperative, and the misconceptions of the informal healthcare 
sector must be removed as mentioned by Participant 45: “The lack in awareness on the difference 
between a Registered Therapeutic Reflexologist and Reflexology done at a spa gives people a 
great misconception about the profession and also degrades the profession greatly".  The 
AHPCSA needs to make sure unregistered practitioners and therapists are regulated to reduce 
competition and to maintain standards of practice as mentioned by Participant 200: “Clamping 
down on non-registered therapists is a solution. I think advertising would help a lot. Public 
awareness campaigns of the professions would help. Better integration within AHPCSA 
professions between the different professions with inter referral, often each profession doesn’t 
inter refer for fear of losing the patient, instead of finding the best fit for the patient and their 
condition and lack of understanding of what the other professions do.” 

Basically, poor awareness about complementary healthcare professions in the Allied Healthcare 
Sector among patients is very limiting and may be detrimental to the entry of newly established 
practices.  In fact, there is a low chance of success among new entrants as declared by Participant 
220: “It is exceptionally difficult under current circumstances for a new entrant to establish a 
financially viable practice, especially with the stringent let on promotion. One cannot help but 
wonder if the regulations aren’t unjustly depriving people from earning a living from their 
professionally acquired skills.” 

The perception that an increase in awareness about complementary healthcare professions and 
the Allied Healthcare Sector is needed to resolve business challenges and making the Allied 
Healthcare Sector more viable, is a contemporary view supported by various studies (Astin, 1998; 
Currie, 2017; Du Plessis, 2012; Jackson, 2004; Lo, 2012; Naicker, 2008; Scheepers, 2013).  
Raising the public’s awareness of exactly what the different complementary healthcare 
professions entail and what the Allied Healthcare Sector comprises, may have a positive effect on 
increasing a demand for complementary healthcare services that will positively influence the 
financial viability of complementary healthcare practices. 

The scope of practice for healthcare professions are considered in the following section. 
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4.8.11 Scope of practice 

Participants remark on the amendment of scope of practices of complementary healthcare 
professions as a solution to business challenges while increasing the viability of the Allied 
Healthcare Sector: “Inter-modality opposition is negatively affecting our services ... different 
modalities within our training university are strongly in negative competition.  This sieves though 
to students; hence we are not trained under a synergetic and inter-modality, but rather which is 
better than the other.  This atmosphere prohibits growth, restricts professional trust, and narrows 
referral opportunities (in the best interest of the patient) ... since 2012 the scope of practice for 
Naturopathy has been extremely trimmed down.  I do not know about other professions, but why 
is the AHPCSA chopping off our hands while expecting amazing performance.  Why are we not 
aiming to be in par with international scope of practice?” (Participant 160); “Professions not being 
allowed to follow international scope of practices and other professions being able to tap into that 
skill set which internationally is not shared across all the professions is a problem” (Participant 
166); “There are too many restrictions in the scope of practice in allied health professions ... one 
needs to incorporate other therapies into practice to subsidise their income” (Participant 194); “I 
am frustrated by the regulations as the scope of practice implies that all reflexology can do is 
create relaxation, but yet regulated practitioners as if they can kill patients.  It is a complete 
contradiction lacking internal consistency ... There is a general idea that allied health professions 
are dangerous and the regulatory framework has been set up accordingly with the effect of 
suppressing these professions to the point of making a viable practice impossible.  This is a 
tragedy in a society where so many people are under-services by the healthcare system ... One 
cannot help but wonder if the regulations aren’t unjustly depriving people from earning a living 
from their professionally acquired skills” (Participant 220); “Broaden scope of practice to match 
international standards and make allied health courses available to all national universities to bring 
awareness to the country as a whole” (Participant 228); and “Physiotherapists and Naturopathy 
do dry needling, which is similar to Acupuncture, therefore it could threaten the profession as it 
overlaps with the basic skill of a Chinese Medicine Practitioner” (Participant 31). 

Participants feel that their scope of practices are too limiting and not on par with international 
standards for the respective healthcare professions and should be broadened by the AHPCSA to 
allow more freedom and even integration within other complementary healthcare professions.  The 
need for expansion of scope of practice is not unique to the Allied Healthcare Sector because 
other healthcare professions are also hinting towards a need for the expansion of their scope of 
practices (Fairman, Rowe, Hassmiller & Shalala, 2010; Harper, 2013; Young, 2011) while Herman 
and Coulter (2015) explain that the scope of practice for CAM professions vary greatly between 
countries or even between states.  Statutory council recognition is considered next. 

 

4.8.12 Statutory council recognition 

The responses from the participants reveal two main themes relating to the AHPCSA, namely, the 
Complementary Healthcare Professionals’ perception of the AHPCSA, and the general legitimacy 
of the AHPCSA. 
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4.8.12.1 Perception of the AHPCSA 

The Complementary Healthcare Professionals have various perceptions about the AHPCSA: “The 
general feeling is that the AHPCSA is exploiting us, but that is because they are not setting up a 
sustainable business.  The bond between AHPCSA and the practitioners and therapists are not 
good due to things from the past and perception.  Their first approach is to give us fines and to hit 
us against the ground rather than to help us.  I don’t want anything to do with the AHPCSA” 
(Participant 3); “AHPCSA must do a lot of work advertising on our behalf” (Participant 32); 
“AHPCSA to be more supportive and not against us” (Participant 111); “AHPCSA should be more 
visible to the public.  They should advertise that we are professionals” (Participant 115); “AHPCSA 
to support health practitioners” (Participant 158); “I believe the AHPCSA cares more about the 
public than it does the doctors” (Participant 193); and “Except for rules and a back-up in law the 
AHPCSA is useless” (Participant 252). 

The various views about the AHPCSA makes it evident that the Complementary Healthcare 
Professionals have an incorrect perception of what a statutory council is supposed to be.  The 
participants want the AHPCSA to do more for them as healthcare professionals instead of merely 
protecting the general public.  It is surprising that Complementary Healthcare Professionals expect 
the AHPCSA to act as a professional association on their behalf instead of as a statutory council. 
The purpose of a statutory health council is to enforce health legislation to ensure the protection 
of the general public by formally regulating the education, formal registration and practicing of 
healthcare professionals registered with the specific council (AHPCSA, 2020a; HPCSA, 2020).  It 
is compulsory for all healthcare professionals that are formally regulated by statutory councils to 
register with the appropriate council in order to obtain the right to legally practice their healthcare 
professions (AHPCSA, 2014b, 2020a; HPCSA, 2008b, 2020; SANC, 2016; SAPC, 2016; Tshehla, 
2015).  It is not the function of a statutory council to mentor healthcare professionals through 
establishing and growing healthcare practices, but instead to ensure professional scope of 
practices for professions are established and adhered to and professionalism in practicing of 
healthcare professions are maintained while protecting the public and investigating any complaints 
against Healthcare Professionals (AHPCSA, 2020a; HPCSA, 2020). 

Healthcare professions have associations that represent each individual healthcare profession, 
and it is the purpose of these professional associations to promote the healthcare professions 
while mentoring and supporting healthcare professionals in the establishment and growth of their 
practices; membership to associations is voluntary and not compulsory (AHPCSA, 2020a; 
HPCSA, 2017a, 2020).  The misconception that the AHPCSA is responsible to help healthcare 
professionals become successful in practice, should be resolved if Complementary Healthcare 
Professionals are serious about making a success of their healthcare practices.  Blaming the 
AHPCSA for their inability to successfully grow private practices is illogical as it is not the function 
of a statutory council and they should rather blame their respective professional associations 
(AHPCSA, 2020a; HPCSA, 2020) or instead, refrain from shifting blame and take responsibility to 
become innovative by actively working towards making their practices successful instead of 
waiting for somebody else to do it on their behalf. 
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Participant 151 makes an interesting remark relating to the AHPCSA: “AHPCSA needs to align 
itself and compare its practices to other allied healthcare governing bodies around the world rather 
than trying to force the ‘medical model’ onto an industry that is fundamentally different.” 

Complementary healthcare professions are different from conventional healthcare professions as 
the former uses a holistic approach within a holistic model while the latter uses a reductionistic 
approach within a biomedical model (Alma Ata, 1978; Barrett et al., 2004; Croft et al., 2015; 
Jakarta, 1997; Scheepers, 2007; WHO, 2006; Yuan, 2017).  It is crucial for the AHPCSA to be 
connected and in conformity to international governing councils to ensure a type of uniformity of 
healthcare professions between countries, however, healthcare professions are regulated on 
different levels in different countries and it is not always possible to ensure exact equivalence (Du 
Plessis, 2012; Samuel, 2011).  Not enforcing a “medical model” on complementary healthcare 
profession regulation seems very unlikely in the South African context where the majority of 
participants (61%) indicate that becoming part of the mainstream public healthcare system is a 
solution to business challenges in the Allied Healthcare Sector and therefore some type of 
“medical model” is crucial as the entire public healthcare system functions within a biomedical 
model and incorporation of complementary healthcare professions into the public healthcare 
system, will have to comply with important aspects of a medical model or the integration is unlikely 
going to happen as conventional healthcare professionals will not buy into such an integration 
(Astin, 1998; Currie, 2017; Jackson, 2004). 

Participant 192 contributes a valuable suggestion to the AHPCSA: “AHPCSA should have a public 
file that is accessible for patients to locate relevant practitioners instead of optional representative 
bodies that require a fee for membership who then portray their listed practitioners as preferable 
when they have the same qualification as myself.”  Presently, the AHPCSA lists all the registered 
Complementary Healthcare Professionals on their website under the specific registers they are 
registered under along with their names and registration numbers, but no contact details 
(AHPCSA, 2020a).  Adding practice contact details like registered practice address, telephone 
number and website address to these lists of Complementary Healthcare Professionals, will assist 
healthcare professionals in professionally making their services and practices known.  Adding 
contact details to these registers will also simplify the process of the general public to gain access 
to registered Complementary Healthcare Professionals, but also improves legitimacy of the 
registered healthcare professionals.  Currently, such lists of healthcare professionals with contact 
details are only available on professional association websites, but since association membership 
is voluntary, these lists are biased against healthcare professionals that choose not to become 
members of such associations.  Adding contact details to the list of registered Complementary 
Healthcare Professionals already appearing on the AHPCSA website will not only increase the 
professional status of the healthcare professionals by being substantiated by the statutory council, 
but it will also provide easier access for the general public to make contact with registered 
healthcare professionals while providing the Complementary Healthcare Professionals with added 
value for the annual registration fees they are paying to the AHPCSA.  This small amendment to 
the list of registers may be exactly what is needed for Complementary Healthcare Professionals 
to change their perception about the AHPCSA as they may feel that the AHPCSA is actively 
making their practices known to the public. 
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4.8.12.2 Legitimacy of the AHPCSA 

Complementary Healthcare Professionals are of the opinion that the AHPCSA lacks legitimacy in 
South Africa among the general public and among conventional healthcare professionals: “The 
lack in awareness on the difference between a Registered Therapeutic Reflexologist and 
Reflexology done at a spa gives people a great misconception about the profession and also 
degrades the profession greatly” (Participant 45); “Client resistance to correct charge value; there 
is a tendency among some clients to underrate allied health practices, that is, they will pay 
exorbitant doctor and specialist fees, but resist paying for well-trained therapists who work in 
preventative healthcare.  We as allied healthcare practitioners and therapists need to take out 
practice seriously.  It shouldn’t be a part-time, on-the-side, semi-real practice.  If we don’t take 
ourselves seriously, we cannot expect the public to appreciate our skills” (Participant 49); “Patients 
like diagnostic tools, even though they are mostly not approved medical diagnostic devices.  This 
leaves the public vulnerable to misleading diagnosis and unnecessary prescribing. Personally, I 
believe that government needs to clamp down on persons practicing illegally; they are taking 
advantage of a desperate sector of the population.  Additionally, allied health needs to clamp down 
on registered practitioners using unapproved medical devices used to mislead patients to the 
benefit of the practitioner” (Participant 90); “Another problem is all these unregistered ‘alternative 
medicine practitioners’ making money, and no one puts a stop to them.  The masses judge us 
registered doctors in the same way” (Participant 134); “Chiropractic is a primary healthcare 
profession, but we aren’t regarded as such and appear less qualified than Physiotherapists to treat 
and manage pain and injury” (Participant 241); and “The mere fact that an allied health profession 
degree like my own is underestimated.  I also feel that legislation, especially the AHPCSA Act, is 
outdated and has not been fully transformed to meet the requirements of our new dispensation ... 
The rights of Allied Professionals and their patients have been constitutionally violated.  For 
instance, highly qualified professionals like Homeopaths who have been trained ‘medically’ in 
South Africa are barred from hospitals and referring patients as appropriately.  In essence, the 
Homeopathic education in South Africa is considered inferior to other mainstream healthcare 
professions” (Participant 259). 

The participants make it clear that the AHPCSA and the complementary healthcare professions 
regulated by the AHPCSA lacks credibility and legitimacy.  There seems to be a general 
perception that qualifications in complementary healthcare professions are of an inferior nature to 
counterpart qualifications of healthcare professions that are part of the public healthcare system.  
It appears that the general public perceive healthcare professions regulated by the HPCSA as 
superior to healthcare professions regulated by the AHPCSA (AHPCSA, 2014b; TSARS, 2014).   

It is understandable when considering the fact that healthcare professions registered with the 
HPCSA is seen as more legitimate as a result of access to public healthcare facilities and requiring 
prescriptions for their medication while illegally practicing any of these professions are punishable 
by law (HPCSA, 2020).  The professions regulated by the AHPCSA do not carry the same sense 
of legitimacy because legally these professions may not be practiced without formal registration 
(AHPCSA, 2020a), however, the beauty and health spa industry and the informal healthcare 
sector readily practice the professions or modalities by merely changing the name of the 
profession or the description of the modalities without any repercussions (TSARS, 2014).  Allowing 
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the informal healthcare sector to make use of formally regulated healthcare professions and 
healthcare modalities, result in the general public losing respect for the AHPCSA as the same 
legal ramifications are not observed when professions are practiced illegally as compared to the 
legal consequences of practicing conventional healthcare professions illegally (HPCSA, 2020). 

The participants mainly indicate that they want lesser restrictions for themselves relating to 
advertising, but they believe that the solution to the lack of legitimacy of the AHPCSA rests within 
stricter regulation of their members to maintain professional standards, but also removal of the 
opportunity for non-registered practitioners and therapists in the informal healthcare sector to 
practice healthcare professions: “The AHPCSA needs to regulate members more intensely and 
follow up on complaints.  Many professionals (from allied health and allopathic medicine) are 
incorporating each other’s’ scope of practice in their treatment, even though said professionals 
are not registered practitioners in that particular field for example Homeopaths and Biokineticists 
incorporating joint manipulation in their practice.  Legislation must be put in place to separate the 
professions of Physiotherapy and Chiropractic from each other, that is Physiotherapists must be 
prohibited from participating in courses allowing them to incorporate joint manipulation” 
(Participant 185); and “Taking action against non-registered therapists” (Participant 215). 

The legitimacy of the AHCPSA has to be increased with the general public and the conventional 
healthcare professionals (Du Plessis, 2012; Naicker, 2008; Scheepers, 2013) by increasing 
awareness of the Allied Healthcare Sector while not allowing the informal healthcare sector to 
illegally practice healthcare professions formally registered and regulated by the AHCPSA. 

The following section considers therapeutic substances. 

 

4.8.13 Therapeutic substances 

Complementary Healthcare Professionals are of the opinion that they need better access to 
therapeutic substances as ports authorities are a challenge to them by withholding medication 
being imported into South Africa: “Fair access to therapeutic substances, a broader scope of 
practice and CPD alignment to this objective” (Participant 80); and “MCC/SAHPRA holding 
imported medicines at Port Authority for weeks on end in unrefrigerated conditions where they 
themselves insist that manufacturers maintain temperature control throughout the manufacturing 
and supply chain. If you are a manufacturer and found guilty of not conforming to temperature 
requirements you can lose your license to manufacture or major penalties imposed. Our 
Regulatory Authorities contravene this primary rule for the storage of medicines at the port of entry 
and for unsubstantiated reasons with no legal comeback despite affecting the supply of medicine 
and affecting the quality of the final product as raw materials have decomposed or shelf life get 
shortened by these delays” (Participant 192). 

Better access to therapeutic substances is confirmed by a study done by Scheepers (2013) where 
Unani-Tibb practitioners also specified better access to medication is needed.  Access to 
therapeutic substances like medication is mostly applicable to diagnostic practitioners while non-
diagnostic therapists make use of therapies as therapeutic substance (AHPCSA, 2001; South 
Africa, 2000); therapists also believe that better access to therapies will be a solution: “You need 
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products to be a success.  Therapeutic Reflexology is not a product.  Get products you can sell.  
A product is something like massage for which there is not necessarily a therapeutic outcome” 
(Participant 15).  Access to products is needed in any entrepreneurial and business venture 
(Venter et al., 2011).  Difficulty accessing products causes unnecessary business challenges 
(Moodie, 2008; Venter et al., 2011).  Complementary Healthcare Professionals are of the opinion 
that better access to their products, namely therapeutic substances are needed to overcome 
business challenges and improving the viability of the Allied Healthcare Sector.  It appears that 
some Complementary Healthcare Professionals are unrealistic in their expectation of access to 
therapeutic substances as their recommendations will lead to breaching scope of practice 
boundaries as Participant 40 suggests: “Allow naturopaths to write prescriptions for scheduled 
allopathic medicines.”   

Training is considered in the next section. 

 

4.8.14 Training 

Amending the training of Complementary Healthcare Professionals in South Africa is perceived 
as a solution to the business challenges as participants believe the current curriculum is 
inadequate on therapeutic level and to be part of the public healthcare system: “Practitioners 
should be trained to be able to work in any hospital emergency care unit or other primary care unit 
within the normal medical system.  Current training is on the level of Technicians only and 
inadequate.  Many older DHomm. and similar practitioners are much more successful because 
they have nursing / hospital experience / qualifications that set them apart from MTech. 
practitioners who have no hospital emergency care qualifications or experience” (Participant 89); 
and “Great lack in therapy skills learned at UWC in the final two years; wasted our time with bits 
and pieces so I am unable to use effective therapies because they didn’t care to teach the skills 
properly” (Participant 176). 

Complementary Healthcare Professionals deem the training, especially on postgraduate level, as 
insufficient due to not being specific to complementary healthcare professions: “Most of the post-
graduate courses are physiotherapy based.  At the end of the day, Chiropractors are becoming 
allied Physiotherapists with very little to differentiate us, apart from the fact that we generally won’t 
benefit from the health professions inter-referral network” (Participant 243).  The curriculum for 
complementary healthcare professions is also lacking in business and entrepreneurship skills: 
“Development of business mindset while studying so that it is not a belief that you walk out of 
varsity and you get step into a practice room and your patients will line up at the door” (Participant 
166); and “Business management needs to be covered during training” (Participant 240). 

The lack of business and entrepreneurship skill development as part of the curriculum for 
complementary healthcare professions corresponds with the findings of Scheepers (2013).  The 
UWC is busy with restructuring of the curriculum for the professions of Chinese medicine and 
acupuncture, naturopathy, phytotherapy and Unani-Tibb (Alexander, 2018; Mullinder, 2018f), 
leaving these professions without any training opportunities during such periods of change.   
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The therapeutic professions are also negatively affected by curriculum changes at present as 
Camelot International phased out the diplomas in therapeutic aromatherapy, massage therapy 
and reflexology (Mullinder, 2020), leaving only the Potchefstroom Academy to offer training in 
therapeutic aromatherapy, massage therapy and reflexology (Potchefstroom Academy, 2018) and 
IARAMT to offer training in therapeutic reflexology (IARAMT, 2018).  Camelot International intends 
to replace the therapeutic qualifications with a three-year diploma, possibly in somatology or 
cosmetology, but the AHPCSA has no information about the qualification at present (Dougans, 
2020; Mullinder, 2020).  The changes in curriculum requirements by The Department of Higher 
Education and Training is placing the future and continued existence of IARAMT in jeopardy as 
IARAMT was given a deadline of 31 December 2021 to discontinue the diploma in therapeutic 
reflexology and no new students are allowed to enrol for the qualification since 2020 (Dougans, 
2020).  The present situation leaves prospective complementary healthcare students with limited 
training options in limited complementary healthcare professions.  Participants highlighted an 
important aspect that they believe the AHPCSA should be fully responsible in establishing more 
learning institutions in South Africa: “Having more massage schools across the country who are 
prepared to feed therapists into the AHPCSA register.  Shutting down illegal schools and 
therapists” (Participant 133); “... Increase the number of training facilities for Naturopaths in the 
country” (Participant 169); and “I think the AHPCSA needs to establish more learning institutions 
around South Africa” (Participant 175). 

Participants mentioned the fact that training should take place in public universities: “Education 
will be stimulated with more public awareness that will create a need for our services and if these 
studies are offered at public universities, then students may also apply for bursaries in order to 
study it” (Participant 10); “Buck the system up to get therapeutic reflexology training in public 
universities to get more Therapeutic Reflexologists in the country” (Participant 11); and “We need 
to get our training in public universities so Therapeutic Reflexologists get trained in public 
universities with all those relating benefits” (Participant 16). 

It appears that curriculum changes are being considered (Alexander, 2018; Dougans, 2020; DUT, 
2017b; Mullinder, 2018f, 2020; UJ, 2017c; UWC, 2018), however, when comparing training of 
conventional healthcare professionals with that of Complementary Healthcare Professionals, it 
becomes evident that complementary healthcare therapies are at a disadvantage with regards to 
training, because all conventional healthcare professions as well as diagnostic complementary 
healthcare professions are educated within public universities, although psychology is also offered 
at private institutions like Cornerstone Institute, but not exclusively as public universities also offer 
training in psychology (AHPCSA, 2020a; HPCSA, 2020).  None of the therapeutic complementary 
healthcare professions offer education in public universities (AHPCSA, 2020a), placing the future 
of the therapies in jeopardy as private institutions may choose to discontinue offering training 
(Camelot International, 2018; Dougans, 2020; Mullinder, 2020) that may possibly result in 
deregistration of the profession from the AHPCSA (Dougans, 2020) leaving all the qualified 
therapists without professional registration and status.  The participants rightly mention that the 
need exist to offer therapeutic training in public universities, not only to ensure the continued 
existence of the professions, but also for students to have better access to benefits like study 
bursaries, study loans, opportunities for postgraduate training and the completion of internships 
within public healthcare facilities or at least university clinic facilities.  
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The fact that training for therapeutic complementary healthcare professions is not offered in public 
universities while training for somatology is offered at public universities like Cape Peninsula 
University of Technology (CPUT), Central University of Technology (CUT), and Tshwane 
University of Technology (TUT) (CPUT, 2020; CUT, 2020; TUT, 2020), creates a negative public 
perception about the therapeutic professions.  The highest qualification for therapeutic 
complementary healthcare professions in South Africa is a diploma (AHPCSA, 2020a), but it will 
be discontinued (Dougans, 2020) and possibly replaced with a NQF Level 5 certificate followed 
by a NQF Level 6 certificate (Dougans, 2020) or a 360-credit diploma (Dougans, 2020; Mullinder, 
2020), while students in somatology at public universities can actually complete a BTech degree 
(TSARS, 2014; TUT, 2020).  It is not surprising that complementary healthcare professions are 
not taken seriously by the general public as students in somatology have the opportunity to study 
in public universities, obtain a higher degree qualification while still including training in 
aromatherapy, massage therapy and reflexology as part of their training (CPUT, 2020; CUT, 2020; 
TUT, 2020).  Allowing the beauty industry and informal healthcare sector to get training in similar 
modalities than therapeutic complementary healthcare professionals, result in the system being 
manipulated as Participant 18 indicates: “I am adding modalities like aromatherapy, herbalism and 
acudetox to my counselling; I’m an internal learner.  I don’t want to be stuck in one thing.  I 
constantly ask how I can help my patients more”.  

An amendment in training is recommended by participants to ensure the general public is not 
confused with the difference between aromatherapy and therapeutic aromatherapy or reflexology 
and therapeutic reflexology (TSARS, 2014) as stated by Participant 11: “The beauty therapists 
should not do or even teach reflexology.  It never used to be in the beauty industry.  It only became 
part of the beauty industry when therapeutic reflexology became recognised, maybe before then.  
Reflexology used to be a little home industry.  I studied somatology in the 1970s and there was 
nothing about reflexology in the training.  We learned about hair, manicures, pedicures, structure 
of the skin, massage (pure pleasure massage that was called pamper sessions)".  Therapeutic 
complementary healthcare profession training should be included in public universities while 
eliminating such therapies from the beauty industry, somatology training and the access to it for 
providers in the informal healthcare sector if therapeutic professions want to be taken seriously as 
healthcare professions by the general public (TSARS, 2014).   

The value of complementary healthcare is presented in the next section. 

 

4.8.15 Value of complementary healthcare  

Participants believe that complementary healthcare services are not valued resulting in an 
unwillingness to pay for these services: “I say this is not a viable career, because none of my 
community service clients that I had to practice on during my studies came back to receive 
treatment they have to pay for; they are not seeing the value in that” (Participant 12); and “...Some 
clients to underrate allied health practices, that is, will pay the exorbitant doctor and specialist 
fees, but resist paying for well-trained therapists who work in preventative healthcare” (Participant 
49). 
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Participant 9 that practices within the informal healthcare sector, declares that paying for a 
complementary healthcare service is not something that will be considered: “I do not make use of 
therapeutic reflexology.  I do not know if I would be willing to pay money for reflexology.  Many 
people exploit it.  I do not know if it will work for patients that already tried everything else.  Based 
on this I would not readily refer to a reflexologist, because my word is my honour.”  Participant 9 
is advertising ambiguously as a psychological counsellor, yet without being registered with the 
HPCSA as a registered counsellor, making the last part of the statement “...my word is my honour” 
collapse as hypocritical as it may be interpreted that charging for counselling services that are 
misrepresented in advertising is in a way a form of exploiting clients; something that is alleged that 
therapeutic reflexologists do.   

It appears that the value of complementary healthcare professions is not always appreciated by 
the general public nor by other healthcare professionals, both conventional healthcare 
professionals and those operating within the informal healthcare sector.  If people do not value a 
product or service, then they are unwilling to pay for the products or services (Pizza, 2006).  
Getting the general public to be willing to pay for complementary healthcare services at a minimum 
of medical aid rates, they will first have to realise and understand the value of complementary 
healthcare services that may be improved by increasing public awareness.  The next section 
provides the conclusion of this chapter that presented the findings of the study. 

 

4.9 CONCLUSION 

A total of 267 participants contributed to the findings presented in this chapter, consisting of 41 
healthcare professionals selected through purposive non-probability sampling and interviewed 
mostly at their practices, while 226 Complementary Healthcare Professionals completed online 
questionnaires after the entire target population of 2565 was invited to participant directly by the 
AHPCSA.   

The qualitative data was analysed by using thematic analysis where 82 codes that emerged during 
the analysis process were grouped together into nine emerging themes through the use of Atlas.ti 
and NVIVO software.  At the completion of the qualitative phase of this study, it was evident to the 
researcher that the collected data was biased to the profession of Therapeutic Reflexology which 
is corresponding to the identified work-based challenge in the profession of Therapeutic 
Reflexology.  The researcher wanted to determine if the responses were limited to the profession 
of Therapeutic Reflexology or whether it was similar for all complementary healthcare professions 
and decided to enter a second phase during this study, namely a quantitative phase where similar 
questions were asked to the entire Allied Healthcare Sector.  The questionnaire responses formed 
part of the second phase of this study, namely the quantitative phase; the collected data was 
tabulated in Microsoft Excel and analysed in IBM SPSS software by making use of statistical 
analysis in the form of descriptive statistics as well as inferential statistics.  A low response rate 
(8.81%) was obtained for the quantitative phase of the study, but an adequate number of 
responses from 226 participants was well representative of the target population.  The test of 
assumptions showed that data is not normally distributed, and the use of non-parametric tests 
were indicated.  The test of reliability indicated the reliability of the research instrument.  Kruskal-
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Wallis and Mann-Whitney Crosstabulations indicated significant differences while Chi-Square 
Correlations revealed significant associations between variables.  MAXQDA software was used 
to integrate the qualitative and quantitative data findings.   

The findings presented in this chapter, are integratively interpreted and discussed in the next 
chapter.
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CHAPTER 5 

INTERPRETATION AND DISCUSSION OF FINDINGS 

 

5.1 INTRODUCTION  

Primary data for this study was collected by means of a predominantly qualitative sequential 
mixed-method (QUALàquan) approach through a grounded theory research strategy (mode of 
enquiry) within a pragmatist philosophical paradigm as discussed in chapter three.  The findings 
are presented in chapter four.  In this chapter the integrative qualitative and quantitative findings 
are interpreted and discussed in accordance with the five research objectives of this study. 

Grounded theory, as mode of enquiry, is an interactive data analysis process that places emphasis 
on the coding procedures used and as discussed in the previous chapters.  The qualitative phase 
commenced with thematic analysis by using emergent coding with Atlas.ti and NVIVO software.  
The quantitative phase made use of statistical analysis with SPSS software, before the data was 
integrated and interpreted with MAXQDA software.     

In this study, a total of 267 participants provided information during the primary data collection 
process.  The participants consisted of 41 participants that were interviewed during the qualitative 
phase of the study of which one was a supplementary participant interviewed previously and 
included based on the view of Nieuwenhuis (2017a) that additional participants may be included 
in a grounded theory approach, and 226 participants that completed an online questionnaire as 
part of the emergent quantitative phase of the study.   

The researcher combined the interview transcripts, the questionnaire responses, the findings 
presented in chapter four, and the qualitative aspects of the online questionnaires where 
participants were asked to provide any additional information and imported the documents into 
MAXQDA Analytics Pro 2020 Version 20.0.8 software to integrate the findings for interpretation 
and discussion in this chapter.  Axial coding was used to code the qualitative and quantitative data 
together in a different way than the emergent coding that was used during the qualitative data 
analysis phase by making use of a set list of codes congruent to the intention of the interview and 
questionnaire questions (Annexures G, H, and I).  The axial coding was succeeded with selective 
coding where the research objectives of this study were used as the grouping categories for the 
codes whereby integration and connection of data occurred (Nieuwenhuis, 2017a; Saunders et 
al., 2016).   

This chapter provides the interpretation and discussion of the integrative mixed-method primary 
data findings presented in chapter four by listing the different coding categories pursuant to the 
research objectives of this study and then discussing the findings. 

The next section provides the integrated categories and codes used during the final integrative 
phase of the data analysis process of this study. 
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5.2 CATEGORIES AND CODES 

Data was collected from various healthcare professionals, biased toward therapeutic reflexologists 
during the qualitative phase of the study to address the identified work-based challenge within this 
profession.  Data was collected from all Complementary Healthcare Professionals representing 
all the professions formally regulated in the Allied Healthcare Sector during the quantitative phase 
of the study with the majority of participants being chiropractors by chance as they just happen to 
be the group that responded best to the participation request.  The data collection included good 
representation of diagnostic practitioners and non-diagnostic therapists. 

From the data, a total of 25 codes are used and grouped together into five categories relating to 
the five research objectives as presented in Table 5.1. 

Table 5.1: Integrative Codes and Categories 
Research Objective Categories Codes 

1 Intrinsic Factors • Reason Entering 
• Career – Calling 
• Accomplish 

2 Extrinsic Factors • Non-Regulated Competition 
• Leaving? 
• Reason Exiting 
• Successful 
• Financially Viable 

3 Mindset • Definition Entrepreneurship 
• Preference 
• Entrepreneurship Solution to 

Unemployment 
• Profession Entrepreneurial 
• Use own Profession 

4 Perception • Unemployment a Problem 
• Prevent Entrepreneurship 
• Different Environment 

5 Practicality • AHPCSA Regulations 
• Allied Healthcare Sector Increased 

Viability 
• Threats 

Table 5.1 lists the different categories and codes used during the integrative data analysis process 
while Figure 5.1 illustrates the codes visually. 
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Figure 5.1: Code Cloud 
 
Figure 5.1 provides a code cloud generated in MAXQDA Version 20.0.8 software where the size 
of the word represents the frequency of the code having been used in the integrative findings.   
 
The five categories with the relating codes are discussed in the next sections. 

 

5.3 INTRINSIC FACTORS OF ENTERING HEALTHCARE PROFESSIONS 

Healthcare professionals enter healthcare professions for a variety of reasons that according to 
Wu, Low, Tan, Lopez and Liaw (2015) may include demographic, extrinsic, interpersonal, or 
intrinsic factors, although it is usually based on intrinsic factors.  In this study, the intrinsic factors 
for entering healthcare professions were determined.  During the qualitative phase the participants 
were asked an open-ended question relating to reasons for entering a healthcare profession.  In 
the quantitative phase participants were provided with eight options to choose from, based on the 
answers from the qualitative phase, but with the added option of choosing “other” and providing a 
customised answer to the question. 
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The findings show that Complementary Healthcare Professionals enter healthcare professions 
based on intrinsic factors of wanting to help people, a finding supported by Woodward et al. (2017), 
as a result of a passion or interest in a specific form of healthcare or due to a personal experience 
with a specific healthcare profession.  The ability to be self-employed is an attraction to enter a 
complementary healthcare profession as it is perceived to be empowering. The general negative 
opinion of the public about a profession may prevent a specific healthcare profession to be 
pursued, even if it is intrinsically desired, a finding supported by Griffiths (2014) and Wu et al., 
2015). 

Choosing a healthcare profession is perceived to be the correct choice, irrespective of business 
challenges in the profession or industry, because the Complementary Healthcare Professionals 
are able to live out their innermost desire to help other people based on their interest and passion 
for healthcare (Careers, 2009; Woodward et al., 2017; Wu et al., 2015).  Some may feel that the 
fear to not earn enough income through their professions may lead to unemployment, which is a 
reason for concern that may lead to doubting whether the correct career choice was made, as 
confirmed by Geldenhuys and De Lange (2016).  The more time is spent in practicing professions, 
the more likely it is that Complementary Healthcare Professionals will believe that the correct 
career choice was made, a finding supported by Monareng et al. (2019). 

Healthcare professions are mainly perceived as a calling, and to a lesser extent as a career where 
healthcare professionals are able to use their passion and interest to help people.  Seeing 
healthcare professions as a calling, healthcare professionals do not lightly consider exiting their 
professions and the Allied Healthcare Sector.  Complementary Healthcare Professionals have an 
intrinsic desire to help other people and to use their interest, passion and skills to do so, but 
simultaneously they desire to be able to earn a living while doing what they love to do, as 
supported by Dik and Duffy (2012), Hall and Chandler (2005), and Woodward et al. (2017).  A 
sense of accomplishment in their professions is experienced when Complementary Healthcare 
Professionals are able to earn a living while helping other people in their practices.  The intrinsic 
factors of entering healthcare professions are immersed in the desire and calling of 
Complementary Healthcare Professionals to help other people as they live out their passion and 
the desire to earn a living in the process.   

The researcher concludes that Complementary Healthcare Professionals are entering healthcare 
professions for a variety of reasons that are mainly centred around the desire to help people based 
on calling, interest, and passion.  None of the participants entered their respective healthcare 
professions to be entrepreneurial or to create employment, however, self-employment possibilities 
are one of the intrinsic factors mentioned.  Self-employment is still a form of employment creation, 
although it is focused on one person only, but every person creating employment for themselves 
is assisting with unemployment alleviation because one less job will be needed.  Entering 
healthcare professions is based on a sense of calling but calling alone does not create 
employment or self-employment.  It is crucial for the sustainability of healthcare practices that 
healthcare professions are also entered as a career.  The intrinsic factors play a pivotal role, in 
building the proposed entrepreneurship framework in the next chapter, to motivate 
Complementary Healthcare Professionals in cultivating the reasons they entered their healthcare 
professions into entrepreneurial motivation to purposefully create employment. 
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The next section contemplates the factors that may lead to Complementary Healthcare 
Professionals considering the exiting of their healthcare professions, the Allied Healthcare Sector, 
and even the South African Healthcare Industry. 

 

5.4 EXTRINSIC FACTORS FOR CONSIDERATION OF EXITING HEALTHCARE  
      PROFESSIONS 

Complementary Healthcare Professionals enter healthcare professions to help people as it is seen 
as a calling, but many are exiting their healthcare professions and the Allied Healthcare Sector 
according to AHPCSA (2014b) and TSARS (2014).  In this section, the factors leading to exiting 
healthcare professions are considered. 

Complementary Healthcare Professionals exit healthcare professions mainly due to monetary 
reasons, but also due to personal reasons like health problems and practice reasons like start-up 
costs and premises problems.  Kleinbaum (2009) confirms the result of this study in that intrinsic 
and extrinsic factors were identified as reasons why osteopaths exit their healthcare professions 
and unstable income was included.  Monetary reasons include legislative restrictions and statutory 
council regulations that increase costs, reduce income, or prevent normal business practices like 
advertising and promotions.   

Health reasons are mentioned as a personal reason for exiting healthcare professions as the 
healthcare professionals' health may force them to exit the profession.  However, a concerning 
matter that emerged from the data is the fact that Complementary Healthcare Professionals are 
presented with an option to deregister council registration and continue practicing under a different 
name for the profession.  In these instances, Complementary Healthcare Professionals do not exit 
the healthcare profession, but instead exit the Allied Healthcare Sector to enter the informal 
healthcare sector or beauty industry to continue practicing without the legislative and regulatory 
restrictions. 

Complementary Healthcare Professionals that consider exiting their healthcare professions and 
even the Allied Healthcare Sector base their reasons for considering leaving on monetary reasons 
and financial struggles in their professions.  Complementary healthcare professions are 
sometimes a second career based on struggles to find work in South Africa and therefore exiting 
a second career is not considered easily.  A passion for the profession is usually a factor that 
retains Complementary Healthcare Professionals in their healthcare professions, but sometimes 
an accrual of factors may lead to a decision to exit as supported by Kleinbaum (2009) and Phalime 
(2014), especially if the healthcare training and effort to enter the healthcare profession are 
perceived to be inferior in effort, financial contribution and timespan, thus making it easily 
expendable.  

The more Complementary Healthcare Professionals perceive their practices to be successful, the 
less likely they are to consider exiting the Allied Healthcare Sector and the more time is spend in 
the practice as opposed to in outside employment, the more successful the practices appear to 
be. Complementary Healthcare Professionals practicing as therapists mostly base their perception 
of success on personal factors like the ability to help patients whereas diagnostic practitioners 
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base it more on monetary reasons and the ability to financially sustain themselves; therapists 
perceiving their practices as unsuccessful are also basing their perception on monetary reasons.  
It appears that therapists are experiencing more difficulties in the Allied Healthcare Sector than 
diagnostic practitioners according to TSARS (2014), but diagnostic practitioners in the Allied 
Healthcare Sector are experiencing more difficulty than conventional healthcare professionals in 
the South African Healthcare Industry according to the AHPCSA (2014b).  These are all factors 
that may lead Complementary Healthcare Professionals to perceive their practices as 
unsuccessful and for them to consider leaving their professions or the Allied Healthcare Sector. 

The more financially viable Complementary Healthcare Professionals perceive their practices to 
be, the less likely they are to consider exiting the Allied Healthcare Sector, however, less than half 
of the Complementary Healthcare Professionals see their practices or the Allied Healthcare Sector 
as financially viable.  Complementary Healthcare Professionals may have such a view about their 
professions and the Allied Healthcare Sector due to a lack of patients leading to a lack of income 
(AHPCSA, 2014b; Ericksen-Pereira et al., 2018; TSARS, 2014).  Diagnostic practitioners in the 
Allied Healthcare Sector seem to blame their lack of patients on their limited scope of practice that 
does not force patients to consult with them in order to obtain a script for prescription medication 
like is the case with medical doctors.  Non-diagnostic therapists in the Allied Healthcare Sector 
seem to blame their lack of patients on therapeutic time to consult with a patient as opposed to 
the shorter time diagnostic practitioners spend with patients, often for higher consultation fees, but 
opposed to this, the fact that therapists in the conventional healthcare system have access to 
practice within mainstream healthcare facilities (AHPCSA, 2014b).  In this regard, physiotherapists 
have the opportunity to be in private practice while still earning additional income by consulting 
with patients in-hospital, but therapists within the Allied Healthcare Sector do not have the same 
opportunity to earn income in mainstream healthcare facilities (AHPCSA, 2014b). 

Complementary Healthcare Professionals have the view that their practices and the Allied 
Healthcare Sector is not financially viable due to not having access to work opportunities within 
mainstream healthcare facilities where medical schemes pay from the hospital benefit instead of 
the savings portion of the medical aid funds (AHPCSA, 2014b; Discovery Health, 2019).   

The main reason Complementary Healthcare Professionals are considering exiting their 
healthcare professions or the Allied Healthcare Sector, is monetary related as supported by 
Kleinbaum (2009).   

The researcher combines the extrinsic factors causing Complementary Healthcare Professionals 
to consider exiting their professions into monetary reasons, personal reasons, and practice 
reasons.  Personal reasons and practice reasons are mostly based on choice and if 
Complementary Healthcare Professionals choose to leave their professions, it is based on their 
choice.  The problem is mainly with monetary reasons where Complementary Healthcare 
Professionals do not seem to have a choice as they are financially forced to exit their professions 
because even though they entered the professions based on a sense of calling, they need a career 
to pay the necessary expenses.  When the financial support is not present within the healthcare 
professions, the Complementary Healthcare Professionals are obligated to exit their professions 
and to find an alternative means of earning a living, irrespective of whether they are walking away 
from a calling because the monetary reasons appear to be outside their control.  These extrinsic 
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factors are a reality for Complementary Healthcare Professionals, however, the researcher 
believes that by stimulating entrepreneurial motivation and action, it may divert the outcome away 
from exiting healthcare professions due to a lack of finances, to innovative methods of earning 
income.  The result of stimulated entrepreneurship may ultimately lead to employment creation in 
the Allied Healthcare Sector.  In the proposed entrepreneurship framework, the extrinsic factors 
have to be considered to redirect the outcome from forced exiting to innovative growth and 
establishment of practices that are financially sustainable. 

The following section considers the entrepreneurial mindset of Healthcare Professionals. 

 

5.5 ENTREPRENEURIAL MINDSET OF HEALTHCARE PROFESSIONALS 

The reality of the situation Complementary Healthcare Professionals are experiencing in the Allied 
Healthcare Sector with regards to the main reasons for entering and considering exiting are 
graphically illustrated in Figure 5.2. 

 
Figure 5.2: Main Entering and Exiting Factors 

Figure 5.2 illustrates that the main reason why Complementary Healthcare Professionals are 
entering healthcare professions in the Allied Healthcare Sector is to help people based on a calling 
or passion.  The main reason why Complementary Healthcare Professionals consider exiting 
healthcare professions in the Allied Healthcare Sector is due to monetary problems like a lack of 
patients that leads to a lack of income.  In the midst of this reality is an option presented to the 
Complementary Healthcare Professionals where they may choose to remain practicing in their 
formally regulated profession in the Allied Healthcare Sector, that may lead to exiting the 
healthcare profession and Allied Healthcare Sector as they are compelled due to lack of finances, 
or they may choose to deregister from the Allied Healthcare Sector, but continue to practice and 
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help people under a different professional description within the informal healthcare sector without 
the legislative and regulatory restrictions.   

This option is sometimes taken by therapists when therapeutic aromatherapists, therapeutic 
massage therapists or therapeutic reflexologists deregister, but continue to practice 
aromatherapy, massage or reflexology within the beauty industry or the informal healthcare sector.  
Diagnostic practitioners do the same when homeopaths, naturopaths, Unani-Tibb practitioners 
and other diagnostic practitioners deregister, but continue to practice in the informal healthcare 
sector under different professional descriptions like ethnomedicine practitioner, traditional 
healthcare professionals, cranio-sacral practitioners, body alignment or body talk practitioners and 
so forth.  Not taking this option may lead to being compelled to exit their healthcare professions 
as well as the Allied Healthcare Sector due to financial reasons, however, by choosing the option, 
the Allied Healthcare Sector is exited, but the healthcare profession is not exited, merely changed 
while still continuing to help people based on a calling and a passion, just in a different capacity.  
This is an unfair option to have as the Complementary Healthcare Professionals remaining in the 
Allied Healthcare Sector are still continuing to be highly regulated while the informal healthcare 
sector is not regulated, thus leading to an unfair advantage as mentioned by AHPCSA (2014b) 
and TSARS (2014).  Efforts are being made to remove this option (South Africa, 2017, 2019), but 
at present the option is still available and used by certain Complementary Healthcare 
Professionals.  While this situation is practically occurring within the South African Healthcare 
Industry, the participants of this study were asked questions to determine their entrepreneurial 
mindset as Healthcare Professionals. 

Complementary Healthcare Professionals view entrepreneurship as business ownership (starting 
up and growing businesses), turning calling and passion into profit, foremost creating self-
employment and secondarily employment for others while identifying and creating opportunities 
as needs are identified and met.  Complementary Healthcare Professionals are mostly ignorant of 
innovation within the view of entrepreneurship, which may be the reason why complementary 
healthcare practices and the Allied Healthcare Sector are considered not to be financially viable. 

Most Complementary Healthcare Professionals prefer entrepreneurship in the form of self-
employment where they have the freedom and independence to work without answering to an 
employer while seeing their healthcare professions as being entrepreneurial or in other words, 
offering self-employment possibilities, but the Allied Healthcare Sector is perceived as limiting 
such an entrepreneurial ability.  Complementary Healthcare Professionals value the services they 
offer within their professions to such a degree that they make use of the services of their 
professions themselves, but the ones that do not believe in their professions, do not make use of 
such services and also do not see their professions as entrepreneurial.  Complementary 
Healthcare Professionals see unemployment as a problem in South Africa and entrepreneurship 
as part of the solution, however, this realisation does not encourage them to become more creative 
and innovative as part of the solution to the problem in the Allied Healthcare Sector, but instead 
consider exiting the industry.   

Complementary Healthcare Professionals perceive themselves to be entrepreneurial, but their 
view of entrepreneurship is related to self-employment and business ownership within a private 
practice setting instead of associating entrepreneurship with creativity and innovation.   
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The researcher concludes that the entrepreneurial mindset of Complementary Healthcare 
Professionals has to be expanded to include creativity and innovation.  Stimulating innovation may 
help the healthcare professionals to step outside the challenges they face in the Allied Healthcare 
Sector to focus on possible solutions.  Innovation is seen as part of entrepreneurship by 
contemporary scholars (Anwana & Anwana, 2020; Hamilton, 2019; Khyareh et al., 2019; Urban & 
Maboko, 2020), necessitating its stimulation when the entrepreneurial mindsets of 
Complementary Healthcare Professionals are considered.   

The researcher acknowledges the AHPCSA statutory council restrictions consisting of limiting 
legislation and regulations that are directly inhibiting entrepreneurial activity in the Allied 
Healthcare Sector.  The researcher, furthermore, believes that by stimulating innovation amongst 
the Complementary Healthcare Professionals, entrepreneurial activity and the overcoming of 
business challenges will naturally occur within the professional boundaries of the AHPCSA.  With 
the creation of the proposed entrepreneurship framework, it is imperative to include the stimulation 
of innovation, not only to increase entrepreneurial activity, but also to expand the entrepreneurial 
mindset of Complementary Healthcare Professionals. 

The next section contemplates Complementary Healthcare Professionals’ perception of 
entrepreneurship and unemployment. 

 

5.6 PERCEPTION OF ENTREPRENEURSHIP AND UNEMPLOYMENT 

Complementary Healthcare Professionals’ perception of entrepreneurship and unemployment is 
considered in this section by reviewing the perception of unemployment as a problem, the factors 
that prevent entrepreneurship and the influence of a different environment on such perceptions. 

Unemployment is perceived as a problem in the Allied Healthcare Sector and the entire South 
African Healthcare Industry, but the more Complementary Healthcare Professionals busy 
themselves with practicing their professions, the less they see unemployment as a problem.  The 
perception that unemployment is a problem in the Allied Healthcare Sector leads to 
Complementary Healthcare Professionals considering to exit the Allied Healthcare Sector, but it 
does not motivate them to become innovative and solve the unemployment problem through 
entrepreneurship, because they do not associate entrepreneurship with innovation (Boltman, 
2019; Hoelscher & Elango, 2012; Herrington et al., 2015, Scheepers, 2017; Urban 2007).  Instead 
with owning a private practice in order to create self-employment for them to experience freedom 
in their work environments. 

Complementary Healthcare Professionals perceive seven factors to be preventing their 
entrepreneurship abilities, namely: (1) Energy and physical ability; (2) Ethics; (3) Ignorance; (4) 
Mindsets; (5) Regulations and Restrictions; (6) Resources; and (7) Time.  It appears that the way 
in which Complementary Healthcare Professionals interpret these factors, are directly influencing 
their ability to overcome the factors, although it does not seem as if it motivates them to become 
innovative.  Sometimes entrepreneurship is even associated with unethical behaviour within 
healthcare professions.  Instead of a lack of public awareness motivating Complementary 
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Healthcare Professionals to educate the public, it rather leads to a lack of innovation and 
identifying it as a factor preventing entrepreneurship. 

There is a perception that CAM professionals in other countries are more entrepreneurial than 
Complementary Healthcare Professionals in South Africa due to lesser regulations and restrictions 
and higher levels of public awareness of complementary healthcare, but when healthcare 
professionals move to other countries where similar professions are unregulated, they realise the 
value of higher regulations by a statutory council like the AHPCSA.  When mentioning lower 
regulations in other countries, it seems like Complementary Healthcare Professionals are leaning 
towards the fact that similar professions are less professional and interlinked with the beauty 
industry, similar to the informal healthcare sector in South Africa.  It appears that Complementary 
Healthcare Professionals use the regulations and restrictions of the AHPCSA as an excuse not to 
be entrepreneurial instead of being innovative within the professional boundaries. 

The researcher concludes that Complementary Healthcare Professionals are aware of the 
unemployment crisis globally, nationally, and in the South African Healthcare Industry.  
Entrepreneurship is perceived to be the solution to the unemployment crisis, yet it is not actively 
pursued as it is sometimes seen as unethical within healthcare professions.  Entrepreneurship 
appears to be inhibited within the Allied Healthcare Sector as the statutory council restrictions are 
used as the reason for not actively pursuing entrepreneurial activity.  The proposed 
entrepreneurship framework has to include the perception of entrepreneurship as its stimulation 
may lead to employment creation. 

The following section considers the practicality of entrepreneurship in the Allied Healthcare Sector. 

 

5.7 PRACTICALITY OF ENTREPRENEURSHIP IN THE ALLIED HEALTHCARE SECTOR 

The practicality of entrepreneurship in the South African Healthcare Industry is more challenging 
than in other industries due to numerous legislative and regulatory restrictions accompanied by 
functioning within healthcare professions where human lives are the service domain.  
Complementary Healthcare Professionals believe entrepreneurship in the healthcare industry is 
possible, but advertising restrictions should be lowered to make it possible.  The advertising 
restrictions have been lowered in the Allied Healthcare Sector to make it possible to make services 
known (AHPCSA, 2014a, 2015b), although it is still more strictly regulated than conventional 
healthcare where advertising is possible (HPCSA, 2008a).  Complementary Healthcare 
Professionals’ lack of innovation is leading them to be overly focused on the advertising 
restrictions instead of making use of the opportunity that is available to them, namely marketing 
of their professions and industry (Peachey, 2011; Kotler & Keller, 2009), although this is still not 
making it possible for them to market their individual practices due to limitations on canvassing 
and touting (AHPCSA, 2001, 2015b). 

Entrepreneurship is challenging in the Allied Healthcare Sector as Complementary Healthcare 
Professionals are limited in naming their practices and limited with regards to minimum consulting 
room specifications that increase start-up costs and operational expenses, but maintain high 
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levels of professionalism in the healthcare professions that may be overcome through increased 
levels of innovation and creativity. 

Complementary Healthcare Professionals identified various business challenges ranging from 
difficulty to attract patients, to the cost of starting up and running practices, and consequently the 
lack of income.  The business challenges are mainly financial in nature and not unique to the Allied 
Healthcare Sector as many entrepreneurial and small businesses are experiencing financial 
business challenges as supported by Moodie (2008) and Moutray (2009).  When asked for 
solutions to the business challenges, entrepreneurial abilities like creativity and innovation are not 
seen as important factors by Complementary Healthcare Professionals.  Instead, they consider 
referrals from conventional healthcare professionals and other Complementary Healthcare 
Professionals as well as an increase in public awareness and inclusion in the public healthcare 
system as more important to resolve the financial business challenges. 

Integration of complementary healthcare into the public healthcare system seems to be a desired 
outcome for Complementary Healthcare Professionals as it will create more entrepreneurial 
opportunities and employment.  It appears that integration into the public healthcare system is 
mostly approached from the benefits it will hold for Complementary Healthcare Professionals.  The 
researcher is of the opinion that such integration should also address the benefits it will hold for 
conventional healthcare professionals that are already part of the public healthcare system.  To 
make integration possible, the holistic approach of complementary healthcare has to be placed 
within a biomedical model to make it more acceptable and for conventional healthcare 
professionals.  Integration is possible when considering business form frameworks, as mentioned 
in Chapter Four, as a method to make it a reality, especially the practice growth framework, , the 
passive income framework, the specialist practice framework, and the business start-up 
framework. 

A demand for complementary healthcare should be created by actively creating entrepreneurial 
opportunities through innovation and creativity.  A higher and ever increasing demand for 
complementary healthcare may encourage its integration into the public healthcare system, that 
in turn may create more entrepreneurial opportunities and employment creation.  Part of demand 
creation is to increase the value of complementary healthcare through differentiation and clearly 
communicating its benefits and uses to the public healthcare system community and the general 
public.  Public awareness about complementary healthcare should be increased creatively and 
innovatively by Complementary Healthcare Professionals. 

The researcher concludes that entrepreneurship in the Allied Healthcare Sector is practical within 
the boundaries set by the regulating bodies, and although more challenging than in industries that 
are not as highly regulated, it is possible.  There is a need to improve the basic entrepreneurship 
skills of Complementary Healthcare Professionals due to their lack of innovation and the 
perception that they are waiting for the AHPCSA or somebody else to do something about the 
business challenges they are experiencing, instead of proactively addressing it through innovative 
entrepreneurship.  There is potential for an entrepreneurship framework in the South African 
Healthcare Industry that can stimulate employment creation by including concepts like public 
healthcare system integration, increased public awareness, differentiation and demand creation. 
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The next section concludes the chapter. 

 

5.8 CONCLUSION 

This chapter provided the researcher's opinions, interpretation and discussion of the research 
findings presented in the previous chapter. 

It is concluded that Complementary Healthcare Professionals mainly enter the Allied Healthcare 
Sector to help people, but financial challenges are forcing them to consider exiting their 
professions.  The Complementary Healthcare Professionals perceive unemployment as a problem 
in the South African Healthcare Industry while perceiving themselves to be entrepreneurial, 
however, their actions are corresponding more to business ownership instead of innovative 
entrepreneurship, leading to the consideration of exiting their professions instead of innovatively 
resolving the challenges.   

The next chapter provides the conclusion and recommendations to the study before proposing the 
entrepreneurship framework. 
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CHAPTER 6 

CONCLUSIONS AND RECOMMENDATIONS 

 

6.1 INTRODUCTION 

The previous chapter provided the interpretation and discussion of the findings of this study based 
on the researcher's opinions.  This chapter provides conclusions to data findings before presenting 
the theory developed from this study in the form of a proposed entrepreneurship framework. 

The first outcome of this study is making recommendations to the Allied Healthcare Sector on how 
to overcome business challenges in the healthcare industry by stimulating entrepreneurship while 
expanding upon the research findings within the specific context of healthcare legislation, 
regulations and limitations.  The second outcome of this study follows the recommendations by 
presenting an entrepreneurship framework to be implemented within the Allied Healthcare Sector 
to stimulate employment creation in the South African Healthcare Industry. 

The chapter concludes by providing suggestions for further research, corresponding with the 
requirements for a final thesis chapter according to Dudovskiy (2018). 

In summary, this study followed an exploratory research design with a predominantly qualitative 
sequential mixed-method (QUALàquan) approach through a grounded theory research strategy 
(mode of enquiry) within a pragmatist philosophical paradigm while using abductive reasoning.   

The study made use of a total of 267 research participants divided into 41 participants interviewed 
during the qualitative phase of the study, followed by 226 participants completing an online 
questionnaire during the sequential quantitative phase of the study.  During the qualitative phase 
of the study, 41 interviews were conducted with healthcare professionals, including one additional 
interview previously conducted but included in grounded theory format (Nieuwenhuis, 2017a), 
mostly at their practices, after making use of purposive non-probability sampling to select the 
correct participants.  From the qualitative phase the need arose to test the responses to the entire 
Allied Healthcare Sector and the AHPCSA invited the entire target population of Complementary 
Healthcare Professionals from the whole sector to participate and a total of 226 participants 
completed the questionnaire.   

The qualitative findings were analysed through thematic analysis using Atlas.ti and NVIVO 
software while the quantitative findings were analysed through statistical analysis by making use 
of SPSS software.  The qualitative and quantitative data and findings from the total of 267 
participants were integrated by means of MAXQDA software, interpreted, and discussed by means 
of coding relating to the research objectives of the study. 

The next section provides the summary of findings from the study. 
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6.2 FINDINGS FROM THE STUDY 

The researcher collected primary data in the field by doing qualitative interviews followed by 
administering an online quantitative questionnaire while relevant literature was collected 
throughout the process and presented as a literature review based on previously published 
sources.  In this section, a summary of the primary data findings is presented followed by a 
summary of the literature review findings. 

 

6.2.1 Findings from the primary data 

The collection of primary data occurred in a qualitative phase followed by a quantitative phase, 
presented in chapter four while the interpretation and discussion of the findings are presented in 
chapter five by means of a specific set of codes identified that corresponds with the five research 
objectives of the study.  A summary of the primary data findings is illustrated in Figure 6.1 and 
summarised in this section along with literature supporting the primary data findings. 

 
Figure 6.1: Word Cloud of Primary Data Responses 
 
 

6.2.1.1 Intrinsic factors of entering healthcare professions 

The primary data findings reveal that Complementary Healthcare Professionals mainly enter 
healthcare professions based on intrinsic factors of wanting to help people due to passion or a 
personal experience with a healthcare profession in their past (Woodman et al., 2017; Wu et al., 
2015).  Self-employment possibilities within the Allied Healthcare Sector is an attraction to enter 
complementary healthcare professions as it is empowering and perceived to be a calling, but they 
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have a need to earn an income in the process and the lack of employment opportunities in the 
Allied Healthcare Sector is a matter of concern (AHPCSA, 2014b; Careers, 2004, 2005, 2009; Dik 
& Duffy, 2012; Hall & Chandler, 2005; Kent, 2002; TSARS, 2014; Woodward et al., 2017).  The 
lack of income may lead to doubt about whether the correct career choice was made, however, 
the more time the Complementary Healthcare Professionals spend practicing their professions, 
the more likely it is that they believe that the correct career choice was made (Geldenhuys & De 
Lange, 2016; Monareng et al., 2019). 

 

6.2.1.2 Extrinsic factors for consideration of exiting healthcare professions 

The consideration for exiting complementary healthcare professions and the Allied Healthcare 
Sector is mainly due to monetary reasons (AHPCSA, 2014b; Kleinbaum, 2009; TSARS, 2014), 
health problems or basic entrepreneurial problems relating to start-up costs and premises 
problems; sometimes an accrual of factors may lead to considering the exiting of healthcare 
professions (Kleinbaum, 2009; Phalime, 2014), especially when healthcare training is perceived 
to be inadequate or inferior in effort, financial contribution or timespan (Meyer & Moore, 2015).  
The more successful and financially viable Complementary Healthcare Professionals perceive 
their practices to be, the less likely they are to consider exiting their professions, but most 
Complementary Healthcare Professionals do not see their practices as financially viable, mainly 
due to a lack of patients leading to a lack of income (AHPCSA, 2014b; Ericksen-Pereira et al., 
2018; TSARS, 2014).  Complementary Healthcare Professionals blame the lack of patients and 
income on the fact that healthcare professionals registered with the AHCPSA is not part of the 
mainstream public healthcare system (AHPCSA, 2014b).  Additionally, diagnostic practitioners 
blame the lack of patients on the limited scope of practice that does not ensure repeat patients as 
they do not require prescriptions to buy natural therapeutic substances as it is available over the 
counter, while non-diagnostic therapists blame the longer therapeutic times needed as opposed 
to shorter consultation times by diagnostic practitioners at higher hourly rates.  The primary data 
emphasised the fact that the Complementary Healthcare Professionals are presently being 
presented with an option to deregister from the statutory council while continuing to practice under 
a different description for their professions in the informal healthcare sector or beauty industry; in 
these instances, Complementary Healthcare Professionals exit the Allied Healthcare Sector, but 
not their professions (AHPCSA, 2014b; Trigeorgis & Reuer, 2017; TSARS, 2014). 

 

6.2.1.3 Entrepreneurial mindset of healthcare professionals 

Complementary Healthcare Professionals have entrepreneurial mindsets according to their own 
admission, but their view of entrepreneurship is limited to self-employment and business 
ownership and the accompanying freedom, instead of associating entrepreneurship with creativity 
and innovation (Manimala, 2010; Naidu & Rau, 2011; Urban, 2007).  Complementary Healthcare 
Professionals are mostly not innovative in their approach to overcoming challenges, resulting in 
their view that their practices and the Allied Healthcare Sector is not financially viable.  
Unemployment is seen as a problem in South Africa, but it does not motivate Complementary 
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Healthcare Professionals to become more creative and innovative in order to be part of the 
solution to the problem in the Allied Healthcare Sector (Boltman, 2019; Herrington et al., 2017).   

 

6.2.1.4 Perception of entrepreneurship and unemployment 

Unemployment is perceived as a problem and entrepreneurship is believed to be part of the 
solution, but this realisation does not encourage Complementary Healthcare Professionals to 
become more creative and innovative in participating in solving the problem, but instead the 
AHPCSA is blamed for being too restrictive with regards to legislation, regulations and limitations 
(AHPCSA, 2014b; Boltman, 2019; Hoelscher & Elango, 2012; Herrington et al., 2017; Manimala, 
2010; Naidu & Rau, 2011; TSARS, 2014).  Unemployment is seen as a problem in the Allied 
Healthcare Sector that leads to Complementary Healthcare Professionals considering to exit the 
Allied Healthcare Sector instead of motivating them to become more innovative to solve the 
problem with entrepreneurship, due to their lack of associating entrepreneurship with innovation 
(Boltman, 2019; Bolton & Thomson, 2003; Hoelscher & Elango, 2012; Herrington et al., 2015, 
2017; Kaplan, 2007; Kumar, 2008; Manimala, 2010; Naidu & Rao, 2011; Scheepers, 2017; Urban, 
2007).  From the primary data it appears that Complementary Healthcare Professionals are not 
motivated to become more entrepreneurial through innovation, but instead prefer to use legislation 
and the AHPCSA regulations, restrictions and limitations as an excuse for their lack of creativity 
and lack of solving business challenges within the Allied Healthcare Sector within professional 
boundaries (AHPCSA, 2015b; Manimala, 2010; Naidu & Rao, 2011). 

 

6.2.1.5 Practicality of entrepreneurship in the Allied Healthcare Sector 

The practicality of entrepreneurship in the Allied Healthcare Sector is more challenging than in 
many other industries due to the human lives aspect involved in healthcare professions, combined 
with the numerous legislative and regulatory restrictions preventing certain aspects of 
entrepreneurship within the Allied Healthcare Sector (AHPCSA, 2001, 2014a, 2015b; Badi & Badi, 
2006; Kaplan, 2007; Kumar, 2008; Moodie, 2008; Peachey, 2011; Phillips & Garman, 2006; 
Scheepers, 2013; TSARS, 2014).  Business challenges are identified that Complementary 
Healthcare Professionals experience in the Allied Healthcare Sector which centres around 
financial matters that are not unique to the healthcare industry as numerous entrepreneurial and 
small businesses are experiencing business challenges (Moodie, 2008; Moutray, 2009).  The 
Complementary Healthcare Professionals see the main solutions to these business challenges as 
getting referrals from conventional healthcare professionals and from other Complementary 
Healthcare Professionals while increasing public awareness and being included in the mainstream 
public healthcare system.  Numerous recommendations are offered to overcome business 
challenges while increasing the viability of the Allied Healthcare Sector where valuable insights 
are provided.   

The overall impression from the primary data findings is that Complementary Healthcare 
Professionals are not proactive but wait for somebody else or the AHPCSA to take the initiative in 
implementing the recommendations, giving the impression that they are not as entrepreneurial as 
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they believe themselves to be.  The final aspect of the primary data findings considered different 
frameworks to be used in the creation of the entrepreneurship framework in this study.  The 
younger generation prefers to work in group setting rather than in private practices and this has 
to be considered during the development of the entrepreneurship framework (Fishman, 2016; 
Glass, 2007; Partridge & Hallam, 2006; Scheepers & Bayat, 2013; Shaw & Fairhurst, 2008; 
Tulgan, 2013).  It is concluded that the potential exists for the development of an entrepreneurship 
framework within the Allied Healthcare Sector, although Complementary Healthcare Professionals 
are regulated more stringently than conventional healthcare professionals (AHPCSA, 2015b, 
2018d; HPCSA, 2016b).  The next section presents a summary of the secondary data findings. 

 

6.2.2 Findings from the literature review 

The reviewing of previously collected literature is an important part of this study in order to 
construct theory in the development of an entrepreneurship framework (Linda et al., 2014; 
Shajahan, 2009).  A continui literature review method was used for this study based on the view 
of Dawson (2010) that a literature review should be an ongoing endeavour throughout the data 
collection process; an appropriate method in grounded theory where the theory is grounded in the 
data (Adams & Brace, 2008; Dawson, 2010; Dudovskiy, 2018; Fox & Bayat, 2012; Heath, 2006; 
Tie et al., 2019; Saunders et al., 2016; Sekaran & Bougie, 2013; Shajahan, 2009; Suddaby, 2006; 
Walliman, 2011).  A summary of the secondary data findings is illustrated in Figure 6.2 and 
discussed in this section. 

 
Figure 6.2: Word Cloud of Literature Review Data 
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6.2.2.1 Theoretical framework 

The literature review findings place this study within an existing entrepreneurship framework 
consisting mainly of the GEM conceptual framework (Bosma et al., 2021).  The GEM 
entrepreneurial phases and indicators framework (Bosma et al., 2021) is integrated into the 
framework while the entrepreneurial mindset personal insight framework of Gillin and Hazelton 
(2021) forms part of it with the metatheoretical framework of wellbeing of Dunn and Travis (Dunn, 
1972; Strohecker, 2015) representing the entrepreneur within the structure.  An overview of the 
organisational disciplines reveals that Max Weber was one of the founders of entrepreneurship, 
but also a major contributor to organisational development and the forefather of institutional theory, 
thus providing a good interlink between the business disciplines (David et al., 2019; Grieves, 2000; 
Venter et al., 2011).  An overview of the healthcare disciplines reveals that conventional healthcare 
uses a biomedical model based on reductionism while complementary healthcare uses a holistic 
model based on holism, as integrative healthcare combines conventional and complementary 
healthcare (Alma Ata, 1978; Barrett et al., 2004; Bhikha & Glynn, 2017; Chan et al., 2015; Croft 
et al., 2015; Jakarta, 1997; Moore, 2015a; WHO, 2006; Yuan, 2017). 

 

6.2.2.2 Gap in literature addressed by this study 

Entrepreneurship literature generally focuses on business start-ups and the alleviation of poverty 
through the creation of employment for the unemployed, while the stimulation of innovation and 
the development of existing businesses are neglected (Cassim et al., 2014).  It is from this 
literature foundation that the researcher observed a gap in the literature as entrepreneurial 
concepts like innovation are not used as a solution to address the closure of existing businesses, 
especially not private practices within the healthcare industry, as a retention strategy to retain self-
employed professionals in specific professions, sectors or industries.  There is a gap in knowledge 
that may benefit from the creation of an entrepreneurship framework to stimulate employment 
creation in the South African Healthcare Industry; a need specifically identified by Gallow et al. 
(2020).   

 

6.2.2.3 Employment creation theories 

Employment creation theories are divided into macroeconomic theories consisting of Keynesian 
theory recommending government involvement and neoclassical theory recommending that 
government should not get involved as the economy will self-adjust, microeconomic theories 
consisting of the Schumpeterian innovation-based approach and the Kirznerian opportunity-based 
approach, and entrepreneurship motivational theories of Herzberg, Maslow and McClelland 
clearly identifying the need for innovation within entrepreneurship to create employment (Atkinson, 
2014; Belitski, 2019; Ferreira et al., 2017; Habanabakize & Muzindutsi, 2018; Joffe, 2018; Moore, 
2015b).  It is concluded that innovative employment creation is needed in the Allied Healthcare 
Sector to retain Complementary Healthcare Professionals by making use of a Keynesian 
macroeconomic theory of employment creation where a demand-and-supply method is used and 
government intervenes to reduce unemployment, while both the microeconomic theories are used 
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in employment creation to innovate new opportunities but also to discover existing opportunities.  
Entrepreneurship, including intrapreneurship, is needed as motivation to innovatively create 
employment for Complementary Healthcare Professionals by taking care of their basic needs so 
they can live out their calling and passion to help people. 

 

6.2.2.4 Intrinsic factors of entering healthcare professions 

Literature suggests that people enter entrepreneurial ventures when they want to earn high 
income, especially when they possess the necessary entrepreneurial abilities and skills 
(Mamabolo et al., 2017), but healthcare professionals mainly enter their professions due to a need 
for helping people accompanied by a passion for healthcare (Woodward et al., 2017).  Healthcare 
professionals tend to enter their professions as a calling and not only as a career (Dik & Duffy, 
2012).  Other factors for entering healthcare professions include career development, the use of 
modern technology, financial reasons, independence, learning opportunities and supervision 
(Naidu et al., 2013). 

 

6.2.2.5 Extrinsic factors for consideration of exiting healthcare professions  

Exiting businesses may be positive due to financial independence and retirement or negative to 
due financial constraints, inaccessible finance, lack of profitability, taxation, bureaucracy and 
chances in personal circumstances (Bosma et al., 2020).  Complementary Healthcare 
Professionals in general do not have the choice of exiting private practices and professions as a 
result of financial independence but are rather forced to exit based on negative finances and 
unstable income (Kleinbaum, 2009).  Finances seem to be the main reason for considering exiting 
healthcare professions while the younger generation may be more prone to leave private practices 
to rather work in more social settings like multidisciplinary group practices (Gwozdek et al., 2014). 

 

6.2.2.6 Entrepreneurial mindset of healthcare professionals 

Entrepreneurial mindset concepts relevant to the proposed entrepreneurship framework consists 
of competitive advantage, empowerment, and innovation.  It is disclosed that a positive 
entrepreneurial mindset leads to increased entrepreneurial activity, but South Africans usually 
enter entrepreneurial ventures lacking competitive advantage (Block & Landgraf, 2014; Bux & Van 
Vuuren, 2019; Herrington et al., 2012).  Competitive advantage strategies are identified (Hough 
et al., 2008) and it is recommended that the Allied Healthcare Sector moves away from a niche 
strategy directed at the minority of the population to a differentiation strategy aimed at the entire 
South African population by being included in the public healthcare system.  Constant change is 
evident in the contemporary workplace, including the South African Healthcare Industry and it is 
suggested that healthcare professionals facilitate change through empowerment (Brown, 2011; 
Eriksson & Ujvari, 2015; Noe et al., 2008).  Schumpeter, the father of entrepreneurship, links 
entrepreneurship with innovation; innovation amongst healthcare professionals is needed to 



 

 231 

stimulate entrepreneurship and intrapreneurship within healthcare structures (Bosma et al., 2020; 
Cassim et al., 2014; Mehmood et al., 2019; Raadabadi et al., 2014; Rahdari et al., 2016; Urban & 
Gamata, 2020; Venter et al., 2011). 

 

6.2.2.7 Perception of entrepreneurship and unemployment 

Literature agrees that unemployment is a problem, and that entrepreneurship is a solution as it is 
known for creating employment and in turn reduce unemployment (Bosma et al., 2021).  The 
literature shows that healthcare professionals tend to prefer employment rather than 
entrepreneurship as they prefer to focus on using their clinical skills rather than having to involve 
themselves in the business and entrepreneurial aspects of practice management (Holte et al., 
2015; Hilton, 2015).  There are barriers for healthcare professionals that make entering 
entrepreneurship less attractive, for example governmental policies, high regulation of the 
healthcare industry, lack of education and funding, the unpredictability and high new business 
cessation rates, and the vast divide between entrepreneurial expectation and entrepreneurial 
reality as healthcare professionals entering private practices soon experience (Herrington & 
Coduras, 2019; Nheta et al., 2020).  The attitude and perception of entrepreneurship directly 
influences entrepreneurial intent and behaviour (Ndovela & Chinyamurindi, 2021) and Wyrwich et 
al. (2019) suggest the use of mentors to change the attitude towards entrepreneurship. 

 

6.2.2.8 Practicality of entrepreneurship in the South African Healthcare Industry 

Healthcare concepts relevant to the proposed entrepreneurship framework consists of healthcare 
needs, specialisation, and integration.  The secondary data reveals that originality, including 
creativity and innovation, is a need applicable to healthcare professionals, but originality and 
innovation may be lacking if the basic essential needs of survival and income are not present, as 
is the case with Complementary Healthcare Professionals (AHPCSA, 2014b; Jonas, 2016; Kerr 
et al., 2017; Moore, 2015b; TSARS, 2014; Urban, 2007a; Venter et al., 2011; Viljoen, 2015d).  
Literature on specialisation illuminates the fact that the introduction of medical specialisation 
opposed the status quo of the day, but within a matter of seven years, became the medical 
profession of choice (Ellis, 1921; Fishmer, 1928), providing hope that the status quo in healthcare 
can be changed.  The contemporary status quo in South Africa is that complementary healthcare 
and the Allied Healthcare Sector is excluded from the mainstream public healthcare system, but 
in order for complementary healthcare to be utilised within the primary healthcare system in South 
Africa (Masoetsa, 2005), requires a generalist approach that is truly holistic (AHPCSA, 2014b; 
Marieb, 2012; Moore, 2015b; Scheepers, 2003; TSARS, 2014). 

Integration of complementary healthcare into the conventional healthcare system of mainstream 
public healthcare may be challenging but should occur due to patient demand in modern society 
(Gannotta et al., 2018; Lo, 2012; Tillmar, 2009).  Effectively integrating complementary healthcare 
with conventional healthcare, requires transparent explanation of treatment protocols and science 
within a biomedical model (Currie, 2017; Jackson, 2004; Steinberg et al., 2008; Van Niekerk, 2007; 
Villanueva-Russell, 2005).  Integration of complementary healthcare into the public healthcare 
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system is needed by patients and healthcare professionals to assist with the alleviation of 
problems in the public healthcare system like a lack of human resources (Essack, 2012; Majola, 
2015; Samuel, 2011; Tillmar, 2009).  Brown (2011) provides a description of the differentiation-
and-integration model that may benefit the proposed entrepreneurship framework by including 
differentiation of complementary healthcare as it is integrated into the conventional public 
healthcare system. 

The literature review findings are summarised in this section while the following section provides 
conclusions of the study.  

 

6.3 CONCLUSIONS OF THE STUDY 

This study was embarked on due to the identification of a work-based challenge in the profession 
of therapeutic reflexology leading to the recognition of a research problem, structured within a 
metatheoretical framework of wellbeing.    

 

6.3.1 Work-based challenge 

The work-based challenge identified in the Allied Healthcare Sector is that Complementary 
Healthcare Professionals are experiencing unprecedented competition from the informal 
healthcare sector along with the beauty-and-spa industry as similar healthcare modalities are 
offered to the general public without the accompanying stringent qualifications, limitations and 
regulation enforced upon them.  The result is an unfair advantage to the unregulated professions, 
leading to a decline in potential consumers and an increase in factors compelling Complementary 
Healthcare Professionals to exit their professions, the Allied Healthcare Sector, and even the 
South African Healthcare Industry.  This study illuminated the fact that the work-based challenge 
is not unique to the therapeutic professions regulated by the AHPCSA as similar situations are 
present in the profession of counselling (Abel & Louw, 2009; ASCHP, 2019; CCSA, 2019; HPCSA, 
2019; Johnson, 2017; Jansen Van Rensburg, 2008) and numerous CAM professions like 
acupressure, cranio-sacral therapy, iridology and shiatsu being practiced within the informal 
healthcare sector although it actually forms part of the official scope of practice of different 
professions regulated by the AHPCSA (Mullinder, 2019d).  A similar situation is present as in the 
case of reflexology versus therapeutic reflexology with various professions in the informal 
healthcare sector, for example kinesiology forms part of the official scope of practice for 
chiropractors and osteopaths and may not be practiced without AHPCSA registered, however, 
applied kinesiology falls within the unregulated professions and may be practiced without 
AHPCSA registration (Mullinder, 2019b).   

This loophole in legislation creates conflict between stringently regulated Complementary 
Healthcare Professionals and those practicing similar professions under different descriptions in 
the informal healthcare sector, without all the regulations, creating an unfair advantage to the 
informal healthcare sector.  Giving registered Complementary Healthcare Professionals the option 
to deregister from the statutory council and continue to practice in the informal healthcare sector 



 

 233 

by merely changing the name of the profession, creates a negative perception about the 
professions regulated by the AHPCSA as it reduces the credibility of the AHPCSA and the relating 
healthcare professions (Du Plessis, 2012; Naicker, 2008; Scheepers, 2013).  By allowing this 
option to be available to healthcare professionals, the complementary healthcare professions are 
discredited in the view of conventional healthcare professionals and the general public, leading to 
the continuation of not being integrated in the mainstream public healthcare system.  The work-
based challenge has been addressed in this study. 

 

6.3.2 Research problem 

The research problem is that Complementary Healthcare Professionals struggle to overcome 
business and industry challenges, resulting in the closure of private practices and exiting from 
their healthcare professions, the sector and the industry.  The problem is not the fact that an 
informed decision is made to voluntarily change professions or industries but rather the lack of 
entrepreneurial motivation to innovatively transform challenges into opportunities that can retain 
them in the Allied Healthcare Sector.  This study identified various intrinsic factors leading to 
prospective students to study and enter the Allied Healthcare Sector knowing that employment 
opportunities are limited, and self-employment will be necessary (Careers, 2004, 2005, 2009; 
Woodward et al., 2017; Wu et al., 2015), but their desire to help people and the passion and calling 
to be a healthcare professional are often extinguished by financial struggles leading to the 
consideration of exiting professions or the Allied Healthcare Sector.  The reasons for exiting 
healthcare professions have been identified and solutions to business challenges and 
recommendations to make the Allied Healthcare Sector more viable, have been presented.  The 
research problem has been addressed in this study and solutions and recommendations have 
been presented to solve the research problem. 

 

6.3.3 Aim of the study 

The aim of the study is to create an entrepreneurship framework to stimulate employment creation 
in the South African Healthcare Industry.  An entrepreneurship framework has been developed 
and is presented later in this chapter.  The aim of the study has been achieved. 

 

6.3.4 Research objectives and questions 

This study has five research questions linked to the research objectives, namely: (1) What are the 
intrinsic factors of entering a healthcare profession? (2) What are the extrinsic factors for 
consideration of exiting healthcare professions? (3) What is the entrepreneurial mindset of 
healthcare professionals? (4) What are healthcare professionals’ perceptions of 
entrepreneurship? and (5) What is the practicality of entrepreneurship within the South African 
Allied Healthcare Sector?   
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Research question one has been answered as intrinsic factors leading to entering healthcare 
professions have been identified, mainly indicating the profession as a calling with a passion for 
healthcare and a desire to help people.  Research question two has been answered as extrinsic 
factors have been identified as leading to Complementary Healthcare Professionals considering 
the exiting of healthcare professions, with financial reasons being the main factor.  Research 
question three has been answered in that Complementary Healthcare Professionals believe they 
have entrepreneurial mindsets, although they are misleading themselves as their view of 
entrepreneurship is centred around self-employment and business ownership and lacks any form 
of creativity and innovation.  Research question four has been answered as Complementary 
Healthcare Professionals perceive unemployment to be a problem in South Africa and in the Allied 
Healthcare Sector and they believe that entrepreneurship is the solution to the problem of 
unemployment, however, it does not motivate them to become more entrepreneurial by 
innovatively finding and implementing solutions in an attempt to remain within the sector and 
industry.  Research question five has been answered in that entrepreneurship is possible within 
the Allied Healthcare Sector, although there are more stringent legislation, regulations, 
restrictions, and limitations present in the Allied Healthcare Sector. 

It is concluded that this study achieved what it intended to, and the next section presents the 
recommendations made to overcome business challenges in the Allied Healthcare Sector through 
the stimulation of entrepreneurship to create employment opportunities. 

 

6.4 RECOMMENDATIONS 

The participants of this study offered recommendations to make complementary healthcare 
practices and the Allied Healthcare Sector more successful and financially viable.  The researcher 
is of the opinion that many of the recommendations may lead to some positive change in 
complementary healthcare practices, but that it may eventually be insufficient for the survival of 
the Allied Healthcare Sector in South Africa.  The researcher believes that drastic contemporary 
change, that may be disruptive and accompanied by resistance, is required for the growth of the 
Allied Healthcare Sector and for the stimulation of entrepreneurship among Complementary 
Healthcare Professionals or else the Allied Health Sector will continue to operate with limited 
registered members that are struggling to survive financially in private practices while continuing 
to be excluded from the mainstream private healthcare system and the need and value for their 
services will remain questionable and often seen as a luxury rather than a necessary healthcare 
service (Brown, 2011; Mirza, 2017). 

Statistics reveal that CAM is a globally growing healthcare sector, however, it appears that the 
growth is related to over-the-counter purchases of CAM products, for which no prescriptions are 
needed, instead of being related to Complementary Healthcare Professional consultations (Du 
Plessis, 2012; Esmail, 2017; Peltzer, 2009; Peltzer & Pengpid, 2015; Nahin et al., 2009, 2016).  
Complementary Healthcare Professional consultations have to be stimulated to increase the 
viability of the Allied Healthcare Sector by satisfying a need in the market, but consumer attitudes, 
opinions and trends have a large impact on whether the general public will make use of the offered 
services (Atkinson, 2014).  It appears that the opinion of the general public about complementary 
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healthcare and the Allied Healthcare Sector is tainted due to it being excluded from the 
mainstream public healthcare system while Complementary Healthcare Professionals have the 
option to deregister from AHPCSA, but continue to practice under a different description of the 
profession in the beauty and spa industry or the informal healthcare sector (AHPCSA, 2014b; 
Barnes & Bloom, 2008; Du Plessis, 2012; Jansen van Rensburg, 2008; Jobson, 2015; Johnson, 
2017; Mullinder, 2019a, 2019b, 2019d; Young, 2016).  The result seems to be that the general 
public does not take the Allied Healthcare Sector seriously and Complementary Healthcare 
Professionals are seen as inferior to conventional healthcare professionals, even from a 
governmental perspective where Complementary Healthcare Professionals are excluded from the 
public healthcare system while an attempt is in progress to instead include traditional healthcare 
professionals in the mainstream public healthcare system (AHPCSA, 2014b; Competition 
Commission South Africa, 2019; Moagi, 2009; Peltzer, 2009; Truter, 2007).  Conventional 
healthcare professionals are not given the option to deregister from HPCSA registration while 
continuing to practice under a different description as it is a criminal offence (HPCSA, 2008b:1), 
resulting in the general public and the government to have respect for the healthcare professions 
registered with the HPCSA.   

Additional to the tainted view of the Allied Healthcare Sector, the market for complementary 
healthcare consultations appears to be limited in South Africa due to being restricted to the private 
healthcare sector that excludes the majority of the population and it may in actual fact be declining 
as a result of fewer people being able to afford medical aids, especially after the COVID-19 
national lockdown may have far reaching negative effects on the economy (AHPCSA, 2014b; 
Arndt, Davies, Gabriel, Harris, Makrelov, Modise, Robinson, Simbanegavi, Van Seventer & 
Anderson, 2020; Barnes & Bloom, 2008; Du Plessis, 2012; Faku, 2018; Francis & Valodia, 2020; 
Kent, 2002; Motsoaledi, 2018).  All medical schemes do not pay for complementary healthcare 
services and with the intended implementation of the NHI, the future of medical aids is uncertain 
(AHPCSA, 2014b; DoH, 2018a, 2018b, 2018c; Newton, 2016; Swanepoel, 2007; Van den Heever, 
2012). 

From the participant responses, it is evident that Complementary Healthcare Professionals lack 
innovation, but increasing entrepreneurial innovation while there is not an increased demand in 
the market for complementary healthcare consultations, is merely increasing the chances of 
market failure for the Allied Healthcare Sector while setting up Complementary Healthcare 
Professionals for defeat and a sense of failure (Mohr, 2020; Mohr & Fourie, 2011).  The researcher 
is of the opinion that an increase in entrepreneurial innovation is needed by Complementary 
Healthcare Professionals to enhance the ability to succeed in practice, but simultaneously the 
entire Allied Healthcare Sector should be stimulated to increase market demand through 
establishing a competitive advantage based on a differentiation strategy to the entire South African 
population instead of trying to focus mainly on a narrow niche market strategy to a limited part of 
the South African population that can afford private healthcare services (Hough et al., 2008; Mohr, 
2020; Mohr & Fourie, 2011; Venter et al., 2011).   

It is believed that Complementary Healthcare Professionals may provide added value to the South 
African Healthcare Industry, but that will only be possible if the Allied Healthcare Sector undergoes 
drastic changes to contradict the contemporary status quo by addressing the following five 
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prerequisites, namely: (1) Entering the existing mainstream public healthcare system; (2) 
Expanding healthcare market influence; (3) Increasing demand for and value of complementary 
healthcare consultations; (4) Innovatively offering differentiated healthcare services to the broad 
South African population; and (5) Obtaining support for complementary healthcare from 
government and the general public by creating a beneficial context for complementary healthcare 
within the South African Healthcare Industry (Brown, 2011; Hough et al., 2008; Mirza, 2017; Nel 
et al., 2010; Venter et al., 2011).   

The need for the implementation of these prerequisites are evident when considering the fact that 
the majority of Complementary Healthcare Professionals do not see their complementary 
healthcare practices nor the Allied Healthcare Sector as financially viable, regardless of the 
opinion of previous research, mainly due to relying on complementary healthcare consultations 
instead of being able to manufacture and distribute complementary medication (Astin, 1998; 
Bhikha & Abdul Haq, 2001; Briand, 2009; Clarke et al., 2015; CMA, 2014; Du Plessis, 2012; 
Esmail, 2017; Kandler, 2009; Peltzer, 2009; Peltzer & Pengpid, 2015; Nahin et al., 2009, 2016; 
Nuwer, 2013; Verkerk, 2009).  An effective strategy is needed for the Allied Healthcare Sector to 
provide added value to the South African Healthcare Industry by complying with the mentioned 
prerequisites (Hough et al., 2008).  Developing a strategy is the foundation of obtaining success 
in the marketplace while the use of a framework may provide the best strategy for addressing 
complex contexts (Hough et al., 2008; Venter et al., 2011).   

The South African Healthcare Industry is a complex environment and recommendations are 
needed for the implementation of the necessary drastic changes to make the Allied Healthcare 
Sector more viable before the proposed entrepreneurship framework is presented as a strategy 
to ensure success in the South African context.  In this section, the recommendations are 
presented to ensure the necessary drastic changes that address the five mentioned prerequisites, 
followed by the proposed entrepreneurship framework in the following section. 

 

6.4.1 Adapt legislation and regulations  

Mullinder (2018i) indicates that the Allied Health Professions Act (Act 63 of 1982) (South Africa, 
2002) may be amended or repealed to change the title to the Complementary Health Professions 
Act in the future.  It is recommended that the Allied Health Professions Act should be repealed 
and replaced with the Complementary Health Professions Act with immediate effect, but the 
change should be more than merely a change in title as the content of the Act should be amended 
to be relevant for the 21st century along with the regulations pertaining to the AHPCSA code of 
ethics (AHPCSA, 2015b).  The AHPCSA should be responsible for actively pursuing the change 
from the Allied Health Professions Act to the Complementary Health Professions Act. 

The change in the Act and the AHPCSA code of ethics regulations is crucial for the survival of the 
Allied Healthcare Sector by making a contributory impact on the South African Healthcare Industry 
instead of remaining a sector highly regulating its members while simultaneously inhibiting their 
entrepreneurial ability in an already limiting market segment.  The Allied Healthcare Sector has to 
become relevant to the broad South African population instead of remaining an elite sector for the 
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minority of South Africans that are able to afford complementary healthcare services.  The 
researcher believes that the Allied Healthcare Sector may add value to the South African 
Healthcare Industry by not merely making complementary healthcare services available to the 
public, but in addressing the larger need present in the public healthcare system (Motsoaledi, 
2018).  The South African government, the conventional healthcare professionals and the general 
public have to become aware of the value-added services the Allied Healthcare Sector has to offer 
the South African Healthcare Industry but based on the performance of the sector in the past 
decades, will not happen with the status quo, resulting in essential legislative and regulatory 
changes to be implemented, as presented in the sub-sections to follow. 

 

6.4.1.1 Collaboration between health acts 

The new Complementary Health Professions Act and relating regulations have to collaborate with 
other Acts to prevent contradiction between Acts while concurrently ensuring that the Allied 
Healthcare Sector is not impaired by other sectors or industries while stimulating entrepreneurial 
ability of Complementary Healthcare Professionals. 

The first matter to be addressed, is the contradiction between the regulations of the AHPCSA and 
the HPCSA relating to sharing of consulting rooms (Scheepers, 2013).  The AHPCSA allows 
Complementary Healthcare Professionals to share consulting rooms with registered healthcare 
professionals regulated by an applicable Act, including conventional healthcare professionals 
(AHPCSA, 2015b; Hirst, 2013).  Contradictory to the AHPCSA regulations, the HPCSA prevents 
conventional healthcare professionals from sharing rooms with any healthcare professional not 
registered under the Health Professions Act, including Complementary Healthcare Professionals 
(HPCSA, 2008a; Hoho, 2013).  The problem with this HPCSA regulation is the fact that 
conventional healthcare professionals are allowed duel registration with more than one statutory 
council and may therefore practice different healthcare professions in the same consulting room 
within specific boundaries (HPCSA, 2008a; Prinsloo, 2010), but Scheepers (2013) believes this to 
be sharing consulting rooms with a healthcare professional that is not registered with the Health 
Professions Act; the fact that it involves the same healthcare professional is irrelevant.  
Furthermore, conventional healthcare professionals exclude sharing rooms with Complementary 
Healthcare Professionals while readily sharing rooms with beauticians, beauty therapists, 
cosmetologists and somatologists offering similar complementary therapies within healthcare 
practices and even hospitals (Hospitalspoils, 2020; Oakmed, 2020; Sandton Central, 2019; 
Skinrenewal, 2020).  Allowing the beauty industry to offer complementary therapies in healthcare 
settings while registered Complementary Healthcare Professionals are excluded from the same 
healthcare settings is leading to the devaluation of complementary healthcare.   

It is recommended that the AHPCSA actively interacts with the HPCSA to ensure that the HPCSA 
regulations are amended to allow sharing of consulting rooms between conventional healthcare 
professionals and Complementary Healthcare Professionals.  The Allied Healthcare Sector cannot 
be expected to be taken seriously within the South African Healthcare Industry if the conventional 
healthcare professionals are not allowed to share consulting rooms with Complementary 
Healthcare Professionals.  Scheepers (2013) recommended the change in this regulation without 
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placing the responsibility on anyone in particular.  It is consequently important for the AHPCSA to 
take the responsibility and to engage the HPCSA in rectifying the matter. 

A second matter to be addressed, is the contradiction with regards to advertising between the 
AHPCSA and the HPCSA.  Neither the AHPCSA nor the HPCSA allows canvassing or touting 
(AHPCSA, 2015b; HPCSA, 2008a), although the HPCSA (2008a) allows professional advertising 
while the AHPCSA (2015b) does not allow advertising per se but allows for the making known of 
services.  In essence, advertising as allowed by the HPCSA (2008a) and making services known 
as allowed by the AHPCSA (2015b) are referring to the same form of professional publicity, but 
the AHPCSA should actively pursue the collaboration between the regulations of the AHPCSA 
and the HPCSA to make use of the same terminology, either advertising or making services 
known, to avoid confusion and a sense that Complementary Healthcare Professionals are more 
highly regulated than conventional healthcare professionals. 

The recommendation is made that the AHPCSA should actively engage and interact with all 
statutory health councils and the South African government to ensure that all Health Acts, 
legislation and statutory council regulations are collaborating and not contradictory in nature, while 
terminology is not discriminating against Complementary Healthcare Professionals as opposed to 
other healthcare professionals.  What has to remain unchanged, are the limitations on advertising 
or making services known (AHPCSA, 2015b; HPCSA, 2008a) that guarantees high standards of 
professionalism for healthcare professions to ensure that the perception of healthcare professions 
is not jeopardised by illegitimate or distasteful advertising techniques. 

 

6.4.1.2 Enforce legislation to ensure sustainability 

Legislation serves no purpose if it is not enforced and presently complementary healthcare 
professions regulated by the AHCPSA are being practiced illegally by non-registered practitioners 
and therapists without AHPCSA nor law-enforcement authorities preventing the abuse (Mullinder, 
2018i).  The same is not seen with regards to HPCSA registered conventional healthcare 
professionals because illegal practicing leads to prosecution.  The researcher believes that the 
reason HPCSA registered professions are protected by law and AHPCSA registered professions 
are not, is firstly, due to legislation for the former being enforced and secondly, due to the respect 
from the general public, government and prosecuting authorities of conventional healthcare 
professions.  It is not strange to understand that the same form of respect does not exist for 
complementary healthcare professions, mainly as a result of legislation not being enforced while 
the beauty industry and the informal healthcare sector are allowed to offer similar services by 
merely changing a profession’s name.   

It is recommended that the AHPCSA should actively enforce legislation, ensure prosecuting 
authorities prosecute and severely punish people practicing AHPCSA professions illegally in 
similar ways than what happens when people illegally practice as medical doctors.  The new 
Complementary Health Professions Act should clearly state punishment for illegitimately 
practicing an AHPCSA registered profession.  Mullinder (2018i) states that law-enforcement 
authorities are not prosecuting illegally practicing healthcare providers, but the AHPCSA should 
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actively engage prosecuting authorities and the government to ensure that prosecution does 
occur; it is not acceptable that legislation is enforced on legally registered Complementary 
Healthcare Professionals while illegal healthcare providers are not prosecuted.  The reason the 
AHPCSA does not actively pursue prosecution of illegal complementary healthcare providers are 
due to a lack of resources (Mullinder, 2018i), however, a statutory council cannot regulate 
professions without resources, and it is the statutory council’s responsibility to obtain the 
necessary resources to operate effectively.  Government funding should be actively pursued.   

It is recommended that the professional board members are engaged in the enforcement of 
legislation.  All professions are represented by elected members on the professional boards 
(AHPCSA, 2020a), but these members should not merely be on the professional boards to 
represent the different professions, they should be responsible for protecting the professions they 
represent.  Professional board members should be given the authority and obligation to actively 
investigate any illegitimate practicing of the profession they represent on the professional board, 
followed by the responsibility to report it to the AHPCSA and to the necessary prosecuting 
authorities while constantly following up to ensure prosecution.  Being a professional board 
member has to be more than a privilege and status symbol, it has to be accompanied by the 
responsibility to ensure professional and legal operation of the professions being represented.  By 
making use of professional board members, the AHPCSA is obtaining resources in the form of 
practicing healthcare professionals that will benefit by ensuring proper enforcement of legislation 
while freeing up the council to pursue funding from government and other institutions. 

 

6.4.1.3 Restrict unfair competition 

The new Complementary Health Professions Act should eliminate unfair competition that are 
presently allowed to occur within the beauty and health spa industry as well as the informal 
healthcare sector that directly competes with registered AHPCSA registered professions.  
Aromatherapy, massage, and reflexology are presently being practiced without regulation 
although therapeutic aromatherapy, therapeutic massage therapy and therapeutic reflexology are 
highly regulated by the AHPCSA (TSARS, 2014).  Acupressure, cranio-sacral therapy, DNA 
analysis and iridology are practiced as individual professions by non-registered providers although 
the specific practices form part of the official scope of practices of AHPCSA registered 
Complementary Healthcare Professionals (Mullinder, 2019a).  Kinesiology forms part of the official 
scope of practice for chiropractic and osteopathy while applied kinesiology is unregulated and 
practiced by non-regulated providers (Mullinder, 2019b). 

The result is unfair competition because while AHPCSA registered Complementary Healthcare 
Professionals are not allowed to advertise or offer promotions while being limited by expensive 
consulting room restrictions (AHPCSA, 2001, 2015b), the non-registered providers in the beauty 
industry or the informal healthcare sector may openly advertise and offer promotions while not 
being restricted by the use of expensive consulting room restrictions.  Legally practicing 
Complementary Healthcare Professionals have to incur exorbitant overhead expenses due to 
legislation and regulations, while the non-registered providers are able to offer similar services 
without the overhead expenses and are therefore able to undercut the registered healthcare 
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professionals with pricing while increasing profit margins.  The researcher finds this situation totally 
ridiculous because medical doctors have to be registered with the HPCSA to legally practice 
(HPCSA, 2008b) and there is no distinction made between medicine and “applied medicine” or 
medicine and “therapeutic medicine” because medicine is medicine and practicing it in any form 
without the proper registration is illegal and prosecutable.  The fact that the same is not true for 
complementary healthcare, is seen as the major reason why the AHPCSA and the complementary 
healthcare professions regulated by the AHPCSA is not taken seriously and why non-registered 
providers are not prosecuted.  It is crucial to increase the legitimacy of the Allied Healthcare Sector 
which will only occur once unfair competition is removed. 

It is recommended that the new Complementary Health Professions Act restricts unfair 
competition by not merely regulating professions, but instead, regulating specific healthcare 
modalities.  Herman and Coulter (2015) rightly state that CAM professions are not simply 
described by its scope of practice, but also by the profession’s modalities of treatment.  The 
AHCPSA is presently regulating complementary healthcare professions based on the name of the 
profession and the relating scope of practice; it is believed that this is causing the problem of 
allowing opposing sectors and industries to make use of modalities by changing the way it is 
described.  The treatment modalities should be restricted and regulated, for example, do not allow 
a distinction to be made between aromatherapy and therapeutic aromatherapy, kinesiology and 
applied kinesiology, massage therapy and therapeutic massage therapy, reflexology and 
therapeutic reflexology and so forth.   

The AHPCSA has to regulate the modalities and not only the professions; regulate all forms of 
aromatherapy, kinesiology, massage therapy, reflexology and so forth.  By regulating the modality, 
there will be no confusion as to whether a non-registered provider is allowed to make use of a 
therapy or not.  If the AHPCSA formally regulates the treatment modalities instead of merely the 
professions, there will be no confusion to what is presently happening where ethnomedicine 
practitioners registered with EPASA and operating under the Traditional Health Professions Act 
(South Africa, 2011) are openly practicing AHPCSA regulated professions (Mullinder, 2019a) and 
even deregister from the AHPCSA and continue to practice under EPASA registration.  Unfair 
competition has to be restricted through the AHPCSA regulation of modalities and not simply the 
professions. 

 

6.4.1.4 Remove the option to deregister while continuing to practice 

The option to deregister from AHCPSA regulation and to continue practicing by basically changing 
the name of the profession, should be eliminated by the new Complementary Health Professions 
Act.  If the AHPCSA regulates the modalities being practiced instead of the profession only, which 
in essence is essentially the name of the profession, this option will be removed.  It is further 
recommended that the sale and operation of approved medical devices used by Complementary 
Healthcare Professionals should be formally regulated by the AHPCSA and if a Complementary 
Healthcare Professional decides to deregister from AHPCSA regulation, such medical devices are 
to be removed from the Complementary Healthcare Professional with immediate effect and once 
resold, the deregistered Complementary Healthcare Professional may be reimbursed for the 
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device at the relating market value price.  The use of approved medical devices should be 
restricted to formal AHPCSA registration and regulation.  Remove the option to deregister and 
continue to practice by regulating the treatment modality as well as the approved medical devices 
used within a regulated AHPCSA complementary healthcare practice.   

In this section the repeal of the Allied Health Profession Act and the replacement with the 
Complementary Health Professions Act is discussed while the next section recommends 
amendments to the AHPCSA. 

 

6.4.2 Amend statutory council 

The repeal of the Allied Health Professions Act and the replacement with the Complementary 
Health Professions Act will necessitate a name change of the AHPCSA and it is recommended 
that the statutory council’s name should change to the Complementary Health Professions Council 
of South Africa (CHPCSA) to ensure collaboration between the Health Act and the regulating 
statutory council.  To ensure consistency in this study, the name AHPCSA will be used, although 
the name change to the CHPCSA will have to occur once the Act is amended.  The AHPCSA is 
presently listing all registered Complementary Healthcare Professionals on their website under 
the respective professions’ registers by providing the name, surname and registration number of 
the registered member.  It is recommended that the AHPCSA expands these listings under the 
various registers by additionally adding the Complementary Healthcare Professionals’ contact 
details, practice address and website address.  The AHPCSA already have all these details on 
their database as it is provided upon registration.  By adding the details, it will make the 
complementary healthcare practices readily available to the public as legitimate practices and 
easier to find a Complementary Healthcare Practice in a specific region or area.  In return, the 
Complementary Healthcare Professionals will feel that they receive added value for paying the 
annual registration fee to the AHPCSA as the AHPCSA will be making their practices known to 
the general public while simultaneously encouraging reregistration with the AHCPSA.  The 
legitimacy of AHPCSA registered Complementary Healthcare Professionals will be increased 
exponentially if the statutory council provides such a list as it will reduce the interest in non-
registered providers as registered providers are readily available.  The AHPCSA has to be 
amended to make access to Complementary Healthcare Professionals more accessible while 
guaranteeing their legitimacy.   

The next section considers differentiation of complementary healthcare. 

 

6.4.3 Differentiate complementary healthcare 

A differentiation strategy is needed to increase a demand in the market for complementary 
healthcare by innovatively distinguishing the Allied Healthcare Sector in a way that is 
understandable to the general public (Hough et al., 2008; Mohr, 2020; Mohr & Fourie, 2011; Venter 
et al., 2011).  It is recommended that the AHPCSA continues to make the public aware of what 
complementary healthcare entails, as the AHPCSA has been doing effectively on their Facebook 
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page (AHPCSA, 2020b), while additionally doing so within government and relating departments, 
but each individual Complementary Healthcare Professional as well as all professional 
associations have to take responsibility to assist in educating the public of what the Allied 
Healthcare Sector entails and what makes it unique.  The researcher recommends that the Allied 
Healthcare Sector is differentiated within the South African Healthcare Industry by focusing on the 
following differentiation factors emphasising the effectiveness: (1) Complementary healthcare, in 
conjunction and not as a replacement for conventional healthcare; (2) Holistic healthcare 
approach considering emotional, psychological, psychosomatic and even spiritual and idiopathic 
causes of conditions; (3) Less invasive procedures; (4) Less side-effects; (5) Pain management 
competencies; (6) Preventative healthcare abilities; and (7) Stress management capabilities (Alma 
Ata, 1978; Astin et al., 2003; Barnes et al., 2008; Barrett et al., 2004; Borkan et al., 1994; Croft et 
al., 2015; Du Plessis, 2012; Esmail, 2017; Harris et al., 2012; Hunt et al., 2010; Jackson, 2004; 
Jakarta, 1997; Nahin et al., 2009; NIH, 2016; Scheepers, 2007; Sharma, 2002; Shealy, 1999; 
WHO, 2006; Yuan, 2017). 

The next section considers the differentiation of complementary healthcare from opposing 
industries and sectors. 

 

6.4.4 Distinguish healthcare from opposing industries and sectors 

The work-based challenge in this study is identified in a regulated healthcare profession in the 
Allied Healthcare Sector where therapeutic reflexologists are highly regulated by the AHPCSA 
while the beauty and spa industry as well as informal healthcare sector offer reflexology as a 
modality without any form of regulation from a statutory council, creating unfair and unprecedented 
competition.  The same situation is present with aromatherapy versus therapeutic aromatherapy 
and massage versus therapeutic massage.  An attempt is being made that aromatherapy and 
reflexology are formally regulated by the AHCPSA (South Africa, 2017, 2019), which has been 
seen as a solution to the problem of having non-registered providers offering similar therapies 
than regulated healthcare professionals (TSARS, 2014).  The intention is to regulate the 
professions of aromatherapy and reflexology as two additional registers at “mid-level professional 
level” (Mullinder, 2018i).  The regulation of aromatherapy and reflexology as additional professions 
will provide the AHPCSA with the ability to regulate the professions, including minimum training 
and education requirements.  How the professions of aromatherapy and reflexology will be 
regulated, will receive consideration once the Minister of Health has promulgated the inclusion of 
the professions under the Allied Health Professions Act.  Present considerations include the 
consideration of a dual profession like hairdressing and aromatherapy or hairdressing and 
reflexology while deliberating whether an aromatherapist or reflexologist may practice within a 
hairdressing salon (Mullinder, 2018i). 

The researcher is of the opinion that this is a frivolous exercise that not only places the legitimacy 
of the AHPCSA in jeopardy but will in actual fact harm the existing professions of therapeutic 
aromatherapy and therapeutic reflexology even further.  If aromatherapy and reflexology are 
formally regulated by the AHPCSA as additional registers separate from therapeutic aromatherapy 
and therapeutic reflexology, then it continues to create unprecedented competition, especially if 
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aromatherapists and reflexologists are allowed to operate within hairdressing salons while 
therapeutic aromatherapy and therapeutic reflexology are prohibited from sharing consulting 
rooms with unregistered people like hairdressers (AHPCSA, 2015b).  Allowing aromatherapists 
and reflexologists to practice within hairdressing salons while therapeutic aromatherapists and 
therapeutic reflexologists are not allowed to do the same, does not only discriminate against the 
latter professions, but continues to delegitimise the AHPCSA and the Allied Healthcare Sector.  It 
is further believed that having aromatherapy and reflexology as additional registers separate from 
therapeutic aromatherapy and therapeutic reflexology will provide the newly established mid-level 
registers with an advantage of already having existing clientele while the latter therapeutic 
registers will continue to be discriminated against by removing potential clientele from them.  It is 
believed that continuing in a similar manner will result in the Allied Healthcare Sector losing further 
legitimacy and harming the reputation of complementary healthcare professions. 

It is recommended that the AHPCSA should refrain from considering the creation of dual 
professions with aromatherapy or reflexology and hairdressing or beauty therapy.  It is 
recommended that aromatherapy should not be registered as a mid-level profession separate 
from therapeutic aromatherapy and reflexology should not be registered as a mid-level profession 
separate from therapeutic reflexology.  It is recommended that all forms of aromatherapy are 
grouped together, and all forms of reflexology are grouped together, instead of attempting to 
regulate it separately from therapeutic aromatherapy and therapeutic reflexology.  It is further 
recommended that no mid-level professions are initiated as it will devalue the treatment modalities 
and relating healthcare professions, especially when it suppresses the existing therapeutic 
professions while promoting the continuation of the identified work-based challenge by removing 
potential clientele from therapeutic professions while making the clientele available to mid-level 
professions at the expense of the therapeutic professions.    

The researcher recommends that the healthcare modalities, instead of professions, of 
aromatherapy, massage and reflexology should be regulated by the AHPCSA while completely 
removing these healthcare modalities from the beauty and spa industry as well as the informal 
healthcare sector.  Devaluing a regulated healthcare modality by considering combining it with a 
non-regulated profession like hairdressing or beauty therapy, is detrimental to the future of the 
Allied Healthcare Sector.  It is recommended that all healthcare modalities are completely 
removed and separated from the opposing beauty and health spa industry as well as the informal 
healthcare sector and to be formally regulated as treatment modalities and not as professions by 
the AHPCSA under the new Complementary Health Professions Act.   

The AHPCSA in conjunction with the Department of Health and the South African Government 
should actively pursue the removal of all healthcare modalities from the beauty and spa industry 
as well as the informal healthcare sector while removing the option of changing a name of a 
profession or modality and continuing to practice it without formal regulation of the AHPCSA.  The 
researcher believes that the beauty industry should focus on skin care and beauty, not on 
healthcare; similar to the Allied Healthcare Sector focusing on complementary healthcare and not 
on skin care and beauty therapies like manicures and pedicures.  At present, the beauty industry 
is benefiting from the lack of regulation while the Allied Healthcare Sector is disadvantaged while 
no appropriate protection of complementary healthcare professions and modalities are pursued.  
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A further distinction should be made between the spa therapies in the health spa industry and 
complementary healthcare modalities like aromatherapy and reflexology.  The researcher believes 
that all forms of aromatherapy and reflexology should be regulated as healthcare modalities and 
be totally removed from the beauty industry, health spa industry and informal healthcare sector. 

The researcher is of the opinion that the technique of massage is a universal healthcare technique 
and attempting to regulate it, is a hopeless task as seen in the discrepancy present within the 
AHPCSA.  The AHPCSA is of the legal opinion that there is no difference between massage 
therapy and therapeutic massage therapy (Mullinder, 2018i) while distinguishing between 
therapeutic massage therapy as regulated by the AHPCSA from unregulated massage therapy 
practiced in the health and beauty industry as well as in community service settings as compiled 
in an AHPCSA document from the PBARM in 2010 (Mullinder, 2019d).  The AHPCSA indicates 
that the technique of massage is used in different healthcare professions (Mullinder, 2019d), as is 
seen within the profession of physiotherapy where massage techniques are used.  The profession 
and modality of physiotherapy is regulated by the HPCSA (HPCSA, 2020) and therefore the 
beauty and spa industry nor the informal healthcare sector are allowed to make use of 
physiotherapy in any form.  It is recommended that a similar situation is created by the AHPCSA 
and the new Complementary Health Professions Act whereby healthcare modalities are formally 
regulated in all its forms similar to physiotherapy, with the exception of massage which is seen as 
a universal technique, however, aromatherapy and reflexology in all forms have to be regulated, 
not on any mid-level exit level, but in a professional healthcare modality manner similar to 
physiotherapy. 

It is recommended that the technique of massage may be used within the beauty industry, health 
spa industry and even the informal healthcare sector for relaxation purposes, called body rubs 
(Mullinder, 2019d) or even massage, while excluding all forms, techniques and even posters on 
the walls of aromatherapy, reflexology or anatomical and physiological massage techniques seen 
as therapeutic, similar to physiotherapy.  Any form of therapeutic massage, for example sports 
massage or massage to relieve back pain or pain in a specific body part (Mullinder, 2019d), should 
not be allowed within the beauty industry, health spa industry or informal healthcare sector and 
should be formally regulated by the AHPCSA and the new Complementary Health Professions 
Act.  At present, the beauty industry, health spa industry and informal healthcare sector are readily 
advertising the fact that they offer sports massage by not calling it therapeutic massage while 
many training institutes are offering sports massage training.  This is creating unfair competition 
as beauty therapists or non-registered providers in the informal healthcare sector are able to offer 
sports massage to athletes or within gyms while Complementary Healthcare Professionals are 
prohibited from practicing within a gym as it does not have a separate entrance (AHPCSA, 2015b). 

Distinguishing complementary healthcare modalities from opposing industries and sectors are 
crucial for the survival and growth of the Allied Healthcare Sector.  It is believed that the reason 
why conventional healthcare professions are taken seriously, is because the HPCSA is effectively 
regulating the professions with the relating modalities being used, while upholding the professions 
as healthcare professions separate from the beauty industry, health spa industry and informal 
healthcare sector, necessitating formal registration and regulation in order to practice.  The same 
is needed in the Allied Healthcare Sector to increase its legitimacy as valued healthcare 
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professions.  It is the responsibility of the AHPCSA to actively pursue the separation of 
complementary healthcare professions from opposing industries and sectors in conjunction with 
the government.  

The following section looks at recommendations on how to improve the healthcare economy. 

 

6.4.5 Improve the economy of complementary healthcare  

Economy refers to the consumption, demand, distribution, manufacturing, production, trading and 
supply of products and services (Branston et al., 2006; Mohr, 2020; Mohun & Warren, 2012).  The 
economy is sometimes blamed by Complementary Healthcare Professionals for the lack of 
patients in their healthcare practices and rightly so when considering the fact that the 
unemployment rate in South Africa is high (StatsSA, 2021) leading to more people without 
disposable income to spend on non-essential products and services.  That is exactly where the 
problem is with regards to complementary healthcare services; the fact that complementary 
healthcare is often perceived to be a luxury instead of a necessary healthcare service (Ching & 
Seddon, 2003).  It is not strange to understand when considering the fact that for numerous years 
the South African public has been confused between complementary healthcare being readily 
available within the beauty industry, health spa industry and the informal healthcare sector. 

Participants of this study are of the opinion that an increase in awareness is needed to rectify the 
situation, but the researcher believes that there are limitations to raising awareness, especially 
when considering the present situation where non-regulated providers are allowed to continue 
practicing complementary healthcare professions without consequences or prosecution.  It is 
assumed that raising public awareness will only become worthwhile once the new Complementary 
Health Professions Act is implemented and complementary healthcare modalities, and not merely 
professions, are effectively regulated; until such time, raising public awareness is seen as limited 
in nature as it will not lead to motivating the general public to choose a regulated healthcare 
profession as opposed to a similar non-regulated profession offering similar treatments.  The 
researcher maintains that improving the economy of complementary healthcare will be more 
beneficial than purely trying to raise awareness.  It is recommended that the economy of 
complementary healthcare is improved by creating a demand and supply of complementary 
healthcare services while increasing the value of complementary healthcare services, followed by 
the increasing of awareness. 

At present, an attempt is being made by professional associations and the AHPCSA to increase 
awareness by focusing attention on what the various healthcare professions entail (AHPCSA, 
2020a, 2020b) instead of first creating a demand for and value of complementary healthcare.  It 
is recommended that a demand for complementary healthcare has to be created through effective 
marketing, inclusion within the public healthcare system and increasing the value of 
complementary healthcare; a change in government policy will be needed to effectively increase 
a demand for complementary healthcare.  A demand may be created in a similar manner as used 
by dentists where patients are encouraged to make regular visits every six months to ensure 
preventative healthcare (Giannobile et al., 2013; Kay, 1999; Thomson et al., 2010; Tuominen, 
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2000).  It is presumed that once the demand for complementary healthcare is increased, then an 
increase in the supply of Complementary Healthcare Professionals will naturally follow. 

Increasing the demand for complementary healthcare has to commence with an increase in the 
value of complementary healthcare services and the only way to make the general public and the 
government aware of the value of complementary healthcare, is to increase the exclusivity of 
complementary healthcare modalities by removing access to it from unregulated industries and 
sectors and to make it available only through the regulated Allied Healthcare Sector.  It is 
recommended that complementary healthcare modalities are made exclusive to the Allied 
Healthcare Sector as it will increase the value of complementary healthcare while creating a 
demand and supply followed by national and international awareness campaigns; improving the 
economy of complementary healthcare is needed to increase the entrepreneurial sustainability of 
the Allied Healthcare Sector. 

The next section considers recommendations to individual Complementary Healthcare 
Professionals. 

 

6.4.6 Inspire entrepreneurial creativity and innovation 

The findings in this study reveal that Complementary Healthcare Professionals assume that they 
are entrepreneurial but fail to understand the need for creativity and innovation within the context 
of entrepreneurship, although innovation is an important aspect of entrepreneurship (Boltman, 
2019; Hoelscher & Elango, 2012; Herrington et al., 2015, 2017; Manimala, 2010; Naidu & Rau, 
2011).  It is recommended that entrepreneurial creativity and innovation are inspired and cultivated 
among Complementary Healthcare Professionals through CPD programmes.  Increasing 
entrepreneurial creativity and innovation will lead to the attraction of patients to complementary 
healthcare and specific practices through the use of effective marketing instead of advertising.  
Complementary Healthcare Professionals have to realise that they are a brand and effectively 
differentiate themselves by focusing on personal and professional attributes (Ducker, 2018; 
Peters, 1997).  The following section reconciles the propositions into the ultimate recommendation 
that is considered to be the foremost solution to overcoming business challenges in and increasing 
the viability of the Allied Healthcare Sector, namely, to include it in the public healthcare system. 

 

6.4.7 Integrate complementary healthcare with mainstream public healthcare 

Complementary healthcare is excluded from the mainstream public healthcare system and has 
been a topic of discussion for many years as Complementary Healthcare Professionals desire to 
be included in the public healthcare system and the intended NHI (AHPCSA, 2018a, 2018b; 
Broomberg, 2019; Jobson, 2015; Scheepers, 2013; Young, 2016), as emphasised again in the 
responses received from participants in this study.  The inclusion of Complementary Healthcare 
Professionals and the Allied Healthcare Sector in the public healthcare system will considerably 
increase the viability and attractiveness of the sector.  Including the Allied Healthcare Sector into 
the public healthcare system will provide Complementary Healthcare Professionals with a choice 
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between employment or entrepreneurship as the market will be expanded to include all South 
Africans and not only the select minority able to afford private healthcare services, resulting in the 
future of complementary healthcare and the Allied Healthcare Sector to be more secure, 
sustainable and viable (Scheepers, 2013). 

The benefits of including the Allied Healthcare Sector in the public healthcare system is evident 
as it will assist Complementary Healthcare Professionals to become more successful in practice 
with many more opportunities while reducing their exit from the sector and South African 
Healthcare Industry.  However, the researcher is of the opinion that the inclusion of 
complementary healthcare and the Allied Healthcare Sector into the mainstream public healthcare 
system in its present context, is impractical and improbable as it offers no benefit to conventional 
healthcare professionals to include a sector perceived to be counterfeit, illegitimate and the 
laughingstock of the South African Healthcare Industry as the professions are practiced by 
registered or non-registered providers in either a formal or informal healthcare sector or the beauty 
and spa industry with no consequences.  The feedback obtained from a Western Cape 
Department of Health official, as part of the pilot study for the qualitative aspect of this study, 
confirmed that complementary healthcare is unlikely to form part of the public healthcare system 
due to not having standardised treatment protocols that make sense within a biomedical model, 
not having enough healthcare providers available to meet the demand of the public healthcare 
system and not being understood and valued by the government and the culture of the majority of 
South Africans.  The reasons why it is unrealistic to include complementary healthcare professions 
into the public healthcare system in its present context, is represented in Figure 6.3.  

 
Figure 6.3: Public Healthcare System Exclusion Factors of Complementary Healthcare 
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Figure 6.3 lists the main factors excluding Complementary Healthcare Professionals and the Allied 
Healthcare Sector in its present context from the mainstream public healthcare system.  It is 
recommended that Complementary Healthcare Professionals and the Allied Healthcare Sector 
are integrated into the mainstream public healthcare system, including the NHI, by making drastic 
changes within the Allied Healthcare Sector to adequately address the five exclusion factors.  By 
integrating complementary healthcare within the public healthcare sector, the sustainability and 
viability of the sector will be ensured within the South African Healthcare Industry while limiting 
the exiting of healthcare professionals from the sector and industry.  In return, the changed Allied 
Healthcare Sector will be in a position to meet the major need in the public healthcare system, 
namely, to provide more healthcare professionals able to treat the large numbers of patients in 
need of healthcare services (Motsoaledi, 2018), while providing relief to overworked conventional 
healthcare professionals in the public healthcare system. 

The researcher proposes drastic and even controversial changes in the Allied Healthcare Sector 
to accomplish effective integration into the public healthcare system while creating a win-win 
situation as discussed in the following sub-sections relating to diagnostic practitioners and non-
diagnostic therapists. 

 

6.4.7.1 Integrate diagnostic practitioners 

The researcher is of the opinion that there are too many different diagnostic professions within the 
AHPCSA making it difficult to have sufficient numbers of diagnostic practitioners available to enter 
the public healthcare system.  Currently, the AHPCSA registers eight different diagnostic 
professions grouped together in three different professional bodies (AHPCSA, 2021).  The 
PBACMU consists of Ayurvedic Practitioners, Chinese Medicine Practitioners and Acupuncturists 
and Unani-Tibb Practitioners, while the PBCO consists of Chiropractors and Osteopaths and the 
PBHNP consists of Homeopaths, Naturopaths and Phytotherapists (AHPCSA, 2015a, 2021; Du 
Plessis, 2012; Scheepers & Bayat, 2013; South Africa, 2002, 2007a, 2007b).   

The various diagnostic professions claim to follow a holistic approach while being separated from 
each other instead of being holistically integrated (Barrett et al., 2004; Scheepers, 2003, 2007a; 
Sharma, 2002; Shealy, 1999; WHO, 2006).  Training of diagnostic professions have been limited 
in South Africa to only homeopathy and chiropractic as the UWC was not accepting any new 
students for the other diagnostic professions while amending the curriculum (UWC, 2018) while 
only chiropractic and homeopathy have official internship programmes available (AHPCSA, 2020).  
Looking at the present situation makes the researcher realise that only chiropractic and 
homeopathy are complete diagnostic professions in the true sense of the word while all the other 
diagnostic professions have only certain aspects of professionalism in South Africa as there are 
no or limited training opportunities and no official internship programmes.  Continuing in the current 
trend is detrimental to the future of the diagnostic professions and drastic changes are suggested. 

It is recommended that the AHPCSA diagnostic professions are combined to form only one 
diagnostic profession and be given a descriptive name similar to that of the HPCSA profession of 
General Practitioner (GP), to be called a Complementary Practitioner (CP).  The CP will provide 
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diagnosis and treatment based on a holistic approach of using modalities and medication of 
Ayurveda, Chinese medicine, chiropractic, homeopathy, naturopathy, osteopathy, phytotherapy 
and Unani-Tibb.  It is proposed that the AHPCSA formally regulates this diagnostic profession of 
CP along with the various modalities used within the profession to ensure that the informal 
healthcare sector and opposing sectors like the traditional healthcare sector is not allowed the 
opportunity to use the healthcare modalities at all, regardless of the name used, which will provide 
legitimacy to the AHPCSA as a regulating statutory healthcare council. 

Training of the diagnostic profession of CP should be similar in length to the training of medical 
doctors, namely six years of training, followed by one year of official internship within a public 
healthcare facility for which the interns get paid a salary similar to medical interns, possibly 
followed by two years of paid community service (Erasmus, 2012; Mahopo, 2019).  The training 
of CP should follow a similar route as medical doctors that graduate with two bachelor’s degrees 
after six years of study, namely a Bachelor of Medicine degree and a Bachelor of Surgery degree, 
combined as a MBChB degree.  The initial bachelor’s degree of CP should move away from the 
present BSc (CHS) degree that basically only offers theoretical knowledge (UWC, 2018), to 
provide a value-added degree that may provide access to the public healthcare system while 
providing additional skills and abilities within healthcare.  It is suggested that the Bachelor of 
Clinical Medical Practice (BCMP) degree is considered for this purpose to qualify clinical 
associates that is the South African equivalent of the physician assistants in the USA and the 
physician associates in the United Kingdom (UK) (Mash, Couper & Hugo, 2006; Pasquini, 2020a; 
Pasquini, 2020b).   

The BCMP is offered at the University of Pretoria (UP), University of the Witwatersrand (WITS), 
and Walter Sisulu University (WSU) to graduate clinical associates, registered with the HPCSA, 
that may work in public healthcare facilities like hospitals under the supervision of medical doctors 
and may write scripts for prescription medication up to and including schedule four medication in 
an attempt to alleviate the lack of resources in the public healthcare system on primary healthcare 
level (Doherty, Couper & Fon, 2012; Doherty, Conco, Couper & Fonn, 2013; Hamm, Bodegraven, 
Bac & Louw, 2016; KZNHealth, 2011; Moodley, Wolvaardt, Louw & Hugo, 2014, 2020; Pasquini, 
2020a ; Tshabalala, Smalley, Louw, Capati & Cooke, 2019).   

The BCMP is recommended as the initial bachelor’s degree based on the statement by Couper 
(2014) that it is a more holistic approach that is acceptable within the biomedical model of 
conventional medicine, making it the ideal qualification to gain entrance into the public healthcare 
system while it is already accepted by conventional healthcare professionals and addressing the 
needs in the public healthcare system.  The BCMP offers a graduate after three years of study 
that is able to register with the HCPSA and to work on primary healthcare level under the 
supervision of a Medical Doctor in public healthcare facilities, alleviating the pressure on Medical 
Doctors while taking care of the needs of the many patients in the public healthcare system 
(Couper, 2014; Doherty et al., 2012, 2013; Hamm et al., 2016; KZNHealth, 2011; Moodley et al., 
2014; Moodley et al., 2019; Tshabalala et al., 2019) as illustrated in Table 6.1 and Table 6.2. 
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Table 6.1: BCMP Curriculum and Scope of Practice (Couper, 2014; KZNHealth, 2011; 
Tshabalala et al., 2019; UP, 2017, 2020; WITS, 2020) 

Curriculum Scope of Practice Year Module 
One Anatomy 

Physiology 
Academic Information Management 
Academic English for Health Sciences 
Clinical Medical Practice 
Pharmacology 

• Patient history taking and consultations 
• Attending to patients in casualty or 

emergency departments, hospital wards, 
outpatient departments and clinics for 
common healthcare conditions 

• Physical examination of patients 
• Order, conduct and interpret diagnostic 

tests, routine procedures, and 
therapeutic procedures 

• Diagnose common and emergency 
conditions followed by the 
implementation and monitoring of 
treatment plans 

• Prescribe medication up to Schedule four 
• Provide patient counselling and 

education 
• Refer for specialised services 
• Assist with surgeries 

Two Clinical Medical Practice 
Clinical Pharmacology 

Three Healthcare Systems 
Women’s Health 
Child Health 
Emergency Care 
Infectious and Chronic Diseases 
Anaesthetics 
Mental Health 
Orthopaedics 
Clinical Pharmacology 

** Clinical Rotations are included in the training curriculum 
** Clinical Associates practice under registered Medical Doctor supervision 

Table 6.1 gives an overview of the three-year curriculum of the BCMP that includes practical work 
in the form of clinical rotations within public healthcare facilities while providing a synopsis of the 
scope of practice performed under the supervision of a registered medical doctor that may require 
different levels of supervision as suggested in Table 6.2. 

Table 6.2: Clinical Associate Postgraduate Outcomes (Capati et al., 2017 cited by Tshabalala 
et al., 2019) 

Level Profession Description Qualification 
Mentorship and Supervision 
Level by Registered Medical 

Doctor 

One Clinical Associate BCMP High  

Two Senior Clinical Associate BCMP (Hons) Intermediate 

Three Principle Clinical Associate MCMP Minimal 

Table 6.2 provides the outcome levels of postgraduate qualifications as suggested by Capati et 
al. (2017) as cited by Tshabalala et al. (2019) where postgraduate degrees offer the clinical 
associate with the option to obtain more privileges and less supervision from medical doctors.  It 
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is recommended that the BCMP or an equivalent of such a degree is used as the foundational 
three-year bachelor’s degree to train CP.  The second bachelor’s degree should also comprise of 
a three-year qualification with an intense focus on complementary medicine by providing a holistic 
medical qualification by incorporating all eight diagnostic modalities of ayurvedic, Chinese 
medicine, chiropractic, homeopathy, naturopathy, osteopathy, phytotherapy and Unani-Tibb, 
along with the Bachelor of Clinical Medical Practice Honours [BCMP (Hons)] degree curriculum. 

It is suggested that the six-year degree qualification should be called a Bachelor of Clinical Medical 
Practice and a Bachelor of Complementary Medicine (BCMPCmB).  This will be a truly holistic 
qualification graduating CP able to effectively diagnose and treat from a variety of healthcare 
modalities and complementary medication that will provide the CP with dual statutory council 
registration; HPCSA registration as senior clinical associate and AHPCSA registration as CP.  The 
entire six years of training should include practical work in the form of clinical rotations within public 
healthcare facilities, followed by an official one-year paid internship within public healthcare 
facilities and possibly two years of paid community service.  The BCMPCmB will be a vigorous 
complementary medical qualification that conventional healthcare professionals will be able to 
relate to while it will provide CP with the ability to be absorbed effectively within the public 
healthcare system on senior clinical associate level while incorporating complementary healthcare 
practices and procedures within the holistic treatment component.   

It is further recommended that the six-year qualification may be followed by specialist qualifications 
similar to the medical specialist training within the Master of Medicine (MMed) degree in specific 
fields.  The suggestion is to offer a Master of Complementary Medicine (MCm) degree in one of 
four specific fields, but also including the Master of Clinical Medical Practice (MCMP) degree 
curriculum.  The MCm (Homeopathy) degree will result in specialised training to become a 
Complementary Specialist (CS) (Homeopath).  The MCm (Natural Medicine) will provide 
specialised training to become a Complementary Specialist (Natural Medicine) that may include 
the modalities of Ayurveda, Chinese medicine, naturopathy, phytotherapy and Unani-Tibb with 
perhaps sub-specialities in each of these modalities.  The MCm (Chiropractic & Osteopathy) 
degree will result in specialised training to become a Complementary Specialist (Chiropractor and 
Osteopath).  The final postgraduate degree should be a Doctor of Complementary Medicine 
(DCm) degree that has to be a research degree focused on doing clinical trial research in order to 
support the validity and value of complementary medicine in similarly stringent research 
acceptable by the conventional medical fraternity. 

Following this approach will result in the AHPCSA regulating two diagnostic professions only, 
namely the Complementary Practitioner after completion of a six-year BCMPCmB degree and the 
Complementary Specialist after the completion of a MCm degree in specific complementary 
medical modalities.  The CP will have a holistic knowledge of all modalities and relating 
medications and will be able to provide holistic treatment while the CS will provide specialised 
treatment.  On complementary specialist level there will be three main categories, namely 
homeopathy that focuses on diluted substances, natural medicine that focuses on different forms 
of natural herbal medicines, and chiropractic and osteopathy that focuses on more physical 
manipulative treatments.  The AHPCSA will not only regulate the two diagnostic professions, but 
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also all the relating healthcare modalities to ensure that opposing sectors and industries are not 
allowed to use the modalities in any form, regardless of the name they assign to it. 

Combining the diagnostic professions in this manner will provide the diagnostic practitioners with 
a truly holistic and interdisciplinary approach to diagnosis and treatment by employing various 
healthcare modalities while allowing them an open door into the public healthcare system and the 
opportunity to prescribe scheduled medication for which prescriptions are needed.  It is 
recommended that complementary medications should be limited to the public in order to ensure 
that not all the natural products are readily available to the public, but certain products should also 
be scheduled that will require a prescription.  It is recommended that training occurs in public 
universities, preferably in all universities that offer medical training to ensure a sufficient supply of 
trained CP throughout the country.  It is proposed that medical aid benefits be amended 
accordingly to create a specific category for complementary medical consultations for in and out 
of hospital benefits. 

The recommendation is made that already registered diagnostic practitioners are offered the 
opportunity to upgrade their qualifications accordingly through the use of focused CPD 
programmes with contact sessions, providing them in-depth knowledge and skills of all diagnostic 
professions, apart from the profession they are presently registered in.  This will provide them with 
a broader scope of practice.  It may also be considered to offer already registered diagnostic 
practitioners with the opportunity to upgrade their qualifications by training for the BCMP and 
BCMP (Hons) qualifications and earning CPD points for it in a block manner similar to what 
universities are offering where theoretical components are offered via online or distance education 
followed by specific block periods where the Complementary Healthcare Professionals have to be 
physically present on-campus for a week or two-week block period, at different times of the year, 
where practical and hands-on components are addressed. 

The researcher is of the opinion that this is the best approach for improving the sustainability and 
viability of diagnostic complementary healthcare professions in the Allied Healthcare Sector by 
reducing the number of regulated professions while including all healthcare modalities for 
regulation by the AHPCSA.  The approach will ensure integration into the public healthcare system 
in a manner acceptable and understandable to conventional healthcare professionals by making 
use of a holistic approach within a biomedical context, offering Complementary Healthcare 
Professionals access to a wider range of complementary modalities and medications, but also 
given the added advantage of prescribing scheduled allopathic medication, within limitations, 
under the supervision of a registered medical doctor within public healthcare settings.  The 
suggested approach will provide Complementary Healthcare Professionals with an improved 
ability to generate sustainable income while building viable practices and simultaneously assisting 
in alleviating the problems in the public healthcare system.   

The integration of therapeutic professions into the public healthcare system is considered in the 
following section. 
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6.4.7.2 Integrate non-diagnostic therapists 

The researcher is of the opinion that the non-diagnostic therapeutic professions regulated by the 
AHPCSA are too limited in scope while being regulated on a level equivalent to diagnostic 
professions, while allowing unprecedented competition in the beauty and spa industry and the 
informal healthcare sector to negatively affect the ability of therapists to compete, develop 
sustainable practices and earn a living.  The AHPCSA is currently regulating three therapeutic 
professions, categorised together under the PBARM, namely Therapeutic Aromatherapy, 
Therapeutic Massage Therapy and Therapeutic Reflexology while considering the opening of two 
additional registers to also regulated the professions of Aromatherapy and Reflexology (AHPCSA, 
2021; Mullinder, 2018i; South Africa, 2017, 2019). 

Similar to the diagnostic professions, the non-diagnostic therapeutic professions claim to follow a 
holistic approach while being separated from each other instead of being holistically integrated 
(Barrett et al., 2004; Scheepers, 2003, 2007a; Sharma, 2002; Shealy, 1999; WHO, 2006).  
Training of therapists are currently only provided in private training institutions limited to the 
Potchefstroom Academy for all three professions (Potchefstroom Academy, 2018) as Camelot 
International is not presently accepting therapeutic students due to an unknown change in the 
curriculum and IARAMT is not accepting any new students as they were given a deadline of 31 
December 2021 by the Department of Higher Education and Training to discontinue the diploma 
in therapeutic reflexology and are considering an amendment in the qualification(s) offered 
(Dougans, 2020; Mullinder, 2020).  Training for aromatherapy and reflexology are presently 
offered in various non-recognised institutions by offering short courses in the modalities, making 
it possible for the beauty and spa industry as well as the informal healthcare sector to readily use 
the modalities (TSARS, 2014). 

The present situation with regards to training in the complementary therapies is not conducive for 
inclusion within the public healthcare system because it provides graduates with a two-year 
diploma in therapeutic aromatherapy or therapeutic massage therapy or therapeutic reflexology 
while the beauty industry may offer similar therapies after graduating with qualifications ranging 
from a short course certificate to a BTech degree in Somatology (TSARS, 2014; TUT, 2014).  It 
creates unprecedented competition if the beauty industry is able to hold higher qualifications while 
having access to healthcare therapies, but the registered Complementary Healthcare 
Professionals are prohibited from using beauty therapies (AHPCSA, 2001, 2015b). 

On questioning why massage has been excluded with the attempt to include the therapies of 
aromatherapy and reflexology under AHPCSA regulation (Mullinder, 2018i; South Africa, 2017, 
2019), Mullinder (2019d) explains that the PBARM wanted to expand the diploma in therapeutic 
massage therapy to a three- or four-year degree level qualification, but the proposal was rejected 
by the full council due to “insufficient educational and training scope” (Mullinder, 2019d).  The 
researcher believes that there is insufficient scope due to a lack of holistic integration between 
modalities.  In line with the PBARM document excluding different forms of massage from AHPCSA 
regulation (Mullinder, 2019d), the researcher considers the regulation of massage therapy as a 
hopeless task because massage is seen as a universal technique and attempting to regulate it 
when placing a prefix like “therapeutic” in front of the universal technique, is not providing any 
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exclusivity to such a profession.  Continuing in the current trend is detrimental to the future of the 
non-diagnostic therapeutic professions and drastic changes are suggested. 

It is recommended that the AHPCSA non-diagnostic therapeutic professions are combined to form 
only one therapeutic profession and be given a descriptive name similar to that of the HPCSA 
profession of physiotherapist, to be called a Complementary Therapist.  The Complementary 
Therapist will provide non-invasive supportive therapy based on a holistic approach of using 
treatment modalities and techniques of aromatherapy, massage and reflexology.  It is suggested 
that the AHPCSA formally regulates this therapeutic profession of Complementary Therapist along 
with the various modalities used within the profession to ensure that the beauty and health spa 
industry as well as the informal healthcare sector is not allowed the opportunity to use the 
healthcare modalities at all, regardless of the name supplied to it, which will provide legitimacy to 
the AHPCSA as a regulating statutory healthcare council.  It is recommended that the healthcare 
modalities of aromatherapy and reflexology, in all its forms and irrespective of prefixes like 
“therapeutic”, become formally regulated by the AHPCSA, but not in conjunction with beauty 
therapy or hairdressing, but exclusively as formal healthcare modalities.  The terminology 
combined with all forms of the actual treatment modalities of aromatherapy and reflexology, 
including the use of any relating posters and wall charts, are to be completely separated from the 
beauty industry, the health spa industry and the informal healthcare sector.  The modalities of 
aromatherapy and reflexology should become exclusive for the use by Complementary 
Therapists.   

It is suggested that the technique of massage be included as a universal technique within the 
modalities of Complementary Therapists, but that the technique of massage should be made 
available to the beauty industry, health spa industry and informal healthcare sector as a technique 
to enhance relaxation with the right to call it a body rub or even a massage, but without any 
therapeutic prefixes.  What should be removed from the beauty industry, health spa industry and 
the informal healthcare sector is any therapeutic massage techniques as well as any therapeutic 
massage descriptions like sports massage.  Clinical massage, deep-tissue massage, health 
massage, medical massage, sport massage, therapeutic massage and any similar therapeutic 
descriptive terms, techniques and modalities should be removed from the beauty industry, health 
spa industry and the informal healthcare sector and should be formally regulated as a deep-tissue 
massage, therapeutic massage and sport massage modality available exclusively to 
Complementary Therapists.  It is proposed that all the therapeutic massage terms and techniques 
are combined into a new specific term, similar to physiotherapy, that will be unique to 
Complementary Therapists, but may include any of the therapeutic massage techniques of clinical, 
deep-tissue, health, medical, sports and therapeutic massage; a suggested term is 
Complementary Therapy.  The term separates massage as technique from the actual therapy, 
although it includes various therapeutic massage techniques.  Such exclusivity is needed to 
differentiate therapy in the AHPCSA from any other form of massage. 

The training of the non-diagnostic therapeutic profession of Complementary Therapist should be 
similar in length to the four-year Bachelor of Science (BSc) degree in Physiotherapy.  The 
suggested qualification is a BSc degree in Complementary Therapy [BSc (CT)].  The curriculum 
of the BSc (CT) degree should include the usual scientific subjects like biochemistry, chemistry, 
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microbiology, physics on first year level along with the usual medical subjects like anatomy, 
physiology, pathology, pathophysiology and emergency care.  Added to the curriculum should be 
modules on clinical practice, practice management, entrepreneurship, basic complementary 
medicine pharmacology along with the specific therapeutic training in the modalities of 
aromatherapy, complementary therapy, massage therapy, reflexology and any other therapeutic 
modalities and techniques that the AHPCSA may deem necessary like myofascial release.  It may 
even be considered to include basic acupuncture techniques for specific body parts to have a 
complementary therapeutic modality available, on therapeutic and not diagnostic level, similar to 
dry needling used by physiotherapists with the difference that the basic therapeutic acupuncture 
will be penetrating the skin while dry needling by physiotherapists penetrate the muscles.  

The researcher believes that this proposed qualification will distinguish Complementary 
Therapists from the opposing industries and sectors while providing the therapists with a broader 
and more flexible scope of practice that will stimulate entrepreneurship.  The BSc (CT) degree 
should be offered in public universities; at least all the universities offering physiotherapy training 
in order to remove the monopoly of therapeutic training from private training institutions, but still 
allowing private training institutions to provide training at competitive prices.  The training should 
also include continuous practical work and clinical rotations within public healthcare facilities while 
a one-year paid internship is suggested for Complementary Therapists on completion of the four-
year degree in a public healthcare facility.  Clear distinction between the scope of practice of 
physiotherapists and the scope of practice of Complementary Therapists have to be made to 
ensure that Complementary Therapists practice in a supportive role alongside physiotherapists in 
public healthcare settings.  It is propositioned that where the Physiotherapist focuses on the 
curative treatments of injured body parts, the mechanics of the body and the muscles in the body, 
the Complementary Therapist should focus on preventative healthcare treatments of the entire 
body, the reduction of stress and pain relief through the nerve endings and accompanying soft 
tissue in the body.  

The suggested BSc (CT) degree will provide postgraduate opportunities that can be in the form of 
modular work combined with a major aspect on research in order for clinical trial research to be 
conducted that will be acceptable to conventional healthcare professionals.  Postgraduate 
qualifications are suggested in the form of a Master of Science in Complementary Therapy [MSc 
(CT)] degree focusing on Complementary Therapy that may include modular work, but the main 
focus should be on a research component where the postgraduate student can complete high 
quality research in specific aspects of complementary therapy in order to increase professional 
awareness of the disciplines.  The highest qualification suggested, is a research degree focusing 
on high quality complementary therapy research in the form of a Doctor of Science in 
Complementary Therapy [DSc (CT)] degree or a Doctor of Philosophy in Complementary Therapy 
[PhD (CT)] degree.  It is recommended that already registered AHPCSA therapists should be 
given the opportunity to upgrade their qualifications to BSc (CT) level through the use of CPD 
programmes along with block training where theoretical aspects are studied online and via 
distance education while attending compulsory practical block periods on the university campus 
where practical work and hands-on training are completed.  The training should also include 
clinical rotations in block form in public healthcare facilities.  Presently registered therapeutic 
aromatherapists should be given the opportunity to upgrade their qualifications by adding CPD 



 

 256 

programmes in therapeutic massage therapy and therapeutic reflexology.  Presently registered 
therapeutic massage therapists should upgrade qualifications through CPD programmes in 
therapeutic aromatherapy and therapeutic reflexology.  Presently registered therapeutic 
reflexologists should increase qualifications by means of CPD programmes in therapeutic 
aromatherapy and therapeutic massage therapy.  It is suggested that all the currently registered 
therapeutic healthcare professionals should upgrade qualifications through CPD programmes by 
being educated in the clearly differentiated healthcare modality of Complementary Therapy. 

The researcher believes that the recommended changes will produce highly qualified 
Complementary Therapists with access to more than one healthcare modality in a truly holistic 
approach to healthcare.  Having access to more than one modality, with the option to specialise 
in one modality while still having the foundation of using all the therapeutic modalities, will increase 
the potential of Complementary Therapists to become more successful in private practice or may 
even be accepted in public healthcare facilities due to not competing with similar modalities in 
opposing industries and sectors.  The suggested degree qualifications will add value to the 
profession of Complementary Therapy as the conventional healthcare professionals will perceive 
the profession to be of a higher standard than what therapists are perceived to be at present.  The 
degree qualification will compare with the training of physiotherapists, but with clear distinctions 
between the scope of practice for the professions.  It is the researcher’s opinion that following the 
suggested route, will add legitimacy together with acceptability to the profession of complementary 
therapy.  The increase in legitimacy of AHPCSA regulated professions are needed, especially 
when considering the fact that physiotherapists, registered with the HPCSA, have access to study 
for a postgraduate diploma (PGD) in acupuncture and register as acupuncture therapist with the 
AHPCSA (UJ, 2020b), however, the therapists presently registered with the AHPCSA, namely 
therapeutic aromatherapists, therapeutic massage therapists and therapeutic reflexologists, are 
not given the same opportunity to make use of the modality of acupuncture that is regulated by 
the AHPCSA, the same statutory council they are registered with.  It is suggested that medical aid 
benefits be adjusted to one practice number for Complementary Therapists while specific benefits 
for complementary therapy is provided in and out of hospital. 

 

6.4.7.3 Concluding recommendations 

Integration of Complementary Healthcare Professionals and the Allied Healthcare Sector into the 
mainstream public healthcare system will require drastic changes as the AHCPSA regulated 
professions are reduced to that of Complementary Practitioners (CP) and with additional training 
Complementary Specialists (CS) in the diagnostic category and Complementary Therapist in the 
non-diagnostic therapeutic category.  Although regulated professions are reduced, the AHPCSA 
will additionally regulate all healthcare and treatment modalities used by the three professions to 
such an extent that the modalities in any form and under any description, name or terminology will 
be excluded from any sector other than the Allied Healthcare Sector, that will increase legitimacy 
of the AHPCSA while providing exclusivity to modalities. 

With the implementation of these recommendations, the AHPCSA will regain status as a legitimate 
statutory council regulating exclusive and valued healthcare professions that are part of the 
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mainstream public healthcare system with increased opportunities and possibilities of 
sustainability, viability and success.  The recommended changes will provide solutions to the 
resource problem within the public healthcare system while providing conventional healthcare 
professionals with good reason to include Complementary Healthcare Professionals because they 
will add value to the system and the patients in need of healthcare.   

If the AHPCSA is incapable of properly regulating the professions and effectively prosecuting 
people that illegally practice the professions and modalities, then it should be considered to rather 
have the three proposed professions formally regulated by the HPCSA, in which instance the 
AHPCSA will act as professional association for the professions.  It is proposed that the 
implementation of the recommendations will make it easier to increase public awareness based 
on less professions that are exclusive to the Allied Healthcare Sector and not depreciated by 
allowing non-registered providers to practice the professions or the relating modalities.  It is 
recommended that standard practice protocols should be developed for the professions of 
Complementary Practitioner, Complementary Specialist and Complementary Therapist to make it 
possible for conventional healthcare professionals to understand the logic behind the holistic 
diagnosis and holistic treatment from a reductionistic perspective within a biomedical model.  It is 
believed that if the government understands how complementary healthcare functions from an 
understandable perspective, it may assist in the integration of the Allied Healthcare Sector into 
the public healthcare system. 

The proposed entrepreneurship framework to stimulate employment creation in the South African 
Healthcare Industry is presented in the next section by overviewing theory development before 
presenting and discussing the framework. 

 

6.5 THEORY DEVELOPMENT 

The concluding action in this study is aligned with what Compton and Barrett (2016) term the 
ultimate goal of and the interdisciplinary strategic aspiration of grounded theory, namely, to 
develop practical theory that is grounded in the data (Dudovskiy, 2018; Fox & Bayat, 2012; 
Saunders et al., 2016; Tie et al., 2019).  A theoretical contribution is crucial in a doctoral thesis 
and in this study the use of applied research offered an interdisciplinary approach to produce 
integrative mode three knowledge that practically provides a solution to the contemporary 
research problem while expanding theoretical knowledge in the field of entrepreneurship and 
organisational development within a healthcare context by providing an entrepreneurship 
framework for use within the South African Healthcare Industry (Carayannis et al., 2016; Easterby-
Smith et al., 2015; Musson, 2006; Saunders et al., 2016).   

The factors that impacted on the theory development process and the entrepreneurship 
framework, the final outcome of this study, is discussed next based on contribution of both the 
primary and secondary data. 
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6.5.1 Primary data directing the theory development 

The participants see unemployment as a problem in South Africa and entrepreneurship as part of 
the solution to the problem, while perceiving themselves to have entrepreneurial mindsets, 
although their perception of entrepreneurship is focused on self-employment and private practice 
business ownership while largely lacking in the concepts of creativity and innovation.  Healthcare 
professionals mainly enter healthcare professions based on a sense of calling and passion for 
healthcare to help people while the major factor for exiting their professions are due to a lack of 
income or finances and the inability to find alternative employment in their fields.  The 
entrepreneurship framework proposed by the researcher is directed by these conclusions and 
recommendations from the primary data, as presented in this chapter, along with specific aspects 
that emerged from the primary data, as discussed in chapter four and five, namely: 

1. The business start-up framework specifically mentioned by Participant 41 and Participant 149. 
2. The passive income framework as specifically mentioned by Participant 17. 
3. The practice growth framework and the specialist practice framework as specifically mentioned 

by Participant 20. 
4. The need of integrating the Allied Healthcare Sector into the mainstream public healthcare 

system as mentioned my numerous participants. 
5. The inclusion of employment opportunities into the entrepreneurship framework that emerged 

from the responses of various participants. 
6. The cultivation of an entrepreneurial mindset to stimulate innovation and creativity as part of 

the definition of entrepreneurship. 
7. The creation of a demand for complementary healthcare. 

The literature review data that directed the theory development is considered next. 

 

6.5.2 Literature review data directing the theory development 

The literature review data confirms the primary data when seeing unemployment as a 
contemporary socio-economic problem and entrepreneurship being the solution (Anwana & 
Anwana, 2020; Herrington & Coduras, 2019).  The literature suggests that the outcome of an 
entrepreneurial mindset should be to create employment (Gillin & Hazelton, 2021; Hamilton, 
2019), and that there is a demand for healthcare services that requires the retention of healthcare 
professionals and the integration within the healthcare environment to create a demand and 
supply for healthcare services (Larish et al., 2016; Reddy, 2015).  The literature confirms that 
healthcare professionals enter their professions based on a calling, a passion and a desire to help 
people while financial reasons are the main factor for considering the exiting of their professions, 
whether positive or negative (Bosma et al., 2020; Dik & Duffy, 2012; Hall & Chandler, 2015; Naidu 
et al., 2013; Woodward et al., 2017; Wu et al., 2015).  It is evident from the available literature that 
innovation plays an important part in entrepreneurship while there is a tendency towards self-
employment in the global environment and especially in South Africa as a result of the COVID-19 
pandemic negatively impacting on employment opportunities (Anwana & Anwana, 2020; Bosma 
et al., 2021; Hamilton, 2019; Khyareh et al., 2019; Kumalo & Kaeeram, 2019; Stephen et al., 2020; 
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Urban & Maboko, 2020).  The researcher's proposed entrepreneurship framework is directed by 
these conclusions from the literature review data, as presented in this chapter, along with specific 
aspects that emerged from in chapter two, namely: 

1. Addressing the healthcare needs through the public-private partnership (PPP) framework that 
involves teamwork between the public and private healthcare sectors (Dizon et al., 2017, 2018; 
George et al., 2015; Secundo et al., 2017). 

2. Existing frameworks directly impacting on the development of the proposed entrepreneurship 
framework are the GEM conceptual and entrepreneurial phases and indicators frameworks 
(Bosma et al., 2021), the healthcare ecosystem and the entrepreneurial mindset personal 
insight frameworks of Gillin and Hazelton (2021); available in Annexure K. 

3. Government involvement in the restructuring of the public healthcare system as per Keynesian 
macroeconomic theory (Habanabakize & Muzindutsi, 2018; Joffe, 2018), the development of 
an entrepreneurial mindset for healthcare professionals through innovation based on 
Schumpeterian and opportunity identification based on Kirznerian microeconomic theory 
(Belitski, 2019; Ferreira et al., 2017), while increasing entrepreneurial motivation by addressing 
basic needs in order for higher level needs to become the focus based on the entrepreneurship 
motivational theories of Herzberg, McClelland and Maslow (Atkinson, 2014; Moore, 2015b). 

4. The need for collaboration and mentoring to help entrepreneurs and healthcare professionals 
establish and grow businesses (Wyrwich et al., 2019). 

5. The preference for employment by healthcare professionals due to their need for focusing more 
on clinical and less on business aspects of their professions (Hilton, 2015; Holte et al., 2015). 

6. The preference for the younger generation to be involved in a more social environment like 
multidisciplinary practices instead of solo private practices (Gwozdek et al., 2014; Scheepers 
& Bayat, 2013). 

The proposed healthcare integration business model is presented next that are incorporated into 
the proposed entrepreneurship framework that is presented in the following section. 

 

6.5.3 Proposed healthcare integration business model 

The healthcare integration business model is offered as a solution to the problems experienced in 
the Allied Healthcare Sector by integrating the sector into the public healthcare system and 
simultaneously resolving the lack of resources problem experienced in the public healthcare 
system.  The interest of this business model is to stimulate entrepreneurship after implementing 
the recommendations presented earlier in this chapter, while offering healthcare professionals a 
financial safety net to meet their basic needs as they focus on their higher needs of fulfilling their 
calling to help people as they have the option to pursue self-employment or independent 
entrepreneurial ventures.  The model offers healthcare professionals a more social environment 
that should make the entrepreneurship framework more attractive for the younger generation.  The 
business model is presented in Figure 6.4 and discussed in this section as an integration of the 
Allied Healthcare Sector into the mainstream public healthcare system and into the intended NHI.
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Figure 6.4: Healthcare Integration Business Model 
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In Figure 6.4 the proposed healthcare integration business model is graphically illustrated and 
discussed in this section.  The model is presented based on the idea and content that emerged 
from the data of this study, as a model within the disciplines of entrepreneurship and organisational 
development to be used as a blueprint for the use within the highly regulated South African 
Healthcare Industry with the intent of integrating healthcare sectors while stimulating employment 
creation in the Allied Healthcare Sector.  It is believed that the model proposes an effective 
integration of the Allied Healthcare Sector into the mainstream public healthcare system, but also 
the effective integration into the intended NHI. 

In the top left corner of the model, the first intent of the model is displayed in addressing the 
challenges of low resources of conventional healthcare professionals and a high demand for the 
healthcare services in the public healthcare services.  In the top right corner of the model, the 
second intent is displayed in addressing the challenges of low resources of Complementary 
Healthcare Professionals and a low demand for complementary healthcare services in the Allied 
Healthcare Sector.  The model proposes the solution to these challenges in the South African 
Healthcare Industry to be the integration of the Allied Healthcare Sector into the mainstream public 
healthcare system that will provide more resources to the public healthcare system while 
stimulating the demand for Complementary Healthcare Professionals that will motivate more 
students to study complementary healthcare and provide more resources.  The integration of the 
Allied Healthcare Sector into the public healthcare system is only possible if the drastic changes 
recommended in this chapter are implemented.  The proposed model is suggesting the active 
participation between stakeholders to resolve problems. 

The foundation of the model seen at the bottom of Figure 6.4 provides boundaries as the code of 
ethics, good practice guidelines, legislation, restrictions and statutory council regulations are listed 
that requires amendments based on the recommendations in this chapter.  A healthcare 
integration business model needs customisation to function appropriately within the highly 
regulated South African Healthcare Industry to ensure professionalism of healthcare professionals 
while protecting the public, but concurrently allowing entrepreneurial criteria of creativity and 
innovation to be inspired, as represented in the bottom centre of the model.   

To the left of creativity, present in the bottom left corner of the model above the foundation, are 
two aspects that will encourage the entrepreneurial ability of healthcare professionals, namely, 
becoming a brand as motivated by Ducker (2018), and differentiation in business as supported by 
Oosthuizen (2007).  Becoming a brand and being different from other healthcare professionals 
based on intrinsic factors of personality and temperament, but also separating Complementary 
Healthcare Professionals from the informal and non-regulating opposing sectors and industries, 
will eliminate the perception of being “just another healthcare professional”.  Ducker (2018) alludes 
to personal branding being based on intrinsic differentiation factors and since there are globally 
no people that are exactly the same, branding based on differentiation requires creativity from 
healthcare professionals that will eliminate competitive feelings of intimidation while encouraging 
competence and success. 

To the right of innovation, present in the bottom right corner of the model above the foundation, 
are three aspects that require the entrepreneurial ability of innovation, namely, awareness, 
demand and supply, and marketing.  The Allied Healthcare Sector is in need of creating 
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awareness of complementary healthcare services, especially once the recommended drastic 
changes in this chapter are implemented, through professional marketing campaigns; not 
advertising campaigns that canvas and tout for patients.  Professional marketing campaigns that 
increase awareness of complementary healthcare services will assist in the creation of a demand 
for complementary healthcare, but also in attracting more complementary healthcare students that 
will meet the supply of healthcare professionals.  The entrepreneurial innovative ability is needed 
to effectively create awareness through marketing while increasing demand and supply. 

In the centre of the model, a ship’s wheel structure is presented because it is proposed as an 
integral part of the South African Healthcare Industry that will steer the industry into the future 
through effective integration of formally regulated healthcare sectors.  The structure presents a 
public healthcare facility in the centre, surrounded by different healthcare professionals with the 
Complementary Practitioner (CP) at the top and directly opposite the General Practitioner (GP), 
to the right is the Complementary Specialist (CS) and directly opposite is the Medical Specialist 
(MS), followed by the Complementary Therapist (CT) and directly opposite is the Physiotherapist 
(PT).  The structure will be more complex in an actual public healthcare facility, but the presented 
structure is sufficient for the explanation of the model.  The Complementary Specialist and the 
Medical Specialist will be from different specialties while the Physiotherapist represents all 
different therapists and allied healthcare therapists in the conventional healthcare system. 

A line connects the different healthcare professionals, representing integration in the specific 
public healthcare facility.  Outside the circle, patients are represented in rectangular blocks with 
arrows connecting the patients to the healthcare professionals.  The explanation of the structure 
begins with the public healthcare facility in the centre where all conventional healthcare 
professionals and Complementary Healthcare Professionals are proposed to complete an 
internship on completion of the degree qualifications.  The public healthcare facility may be a 
hospital but may also be in the form of a district hospital or healthcare clinic or any other relevant 
public healthcare facility.  The arrows connecting the healthcare professionals with the public 
healthcare facility, represents the interaction where healthcare professionals offer healthcare 
services in the public healthcare facility to the patients while in return earning an intern salary that 
will alleviate pressure on the healthcare professionals with living expenses and study debt.  Doing 
an internship within public healthcare facilities, will eliminate the negative connotation being 
established presently in the Allied Healthcare Sector where therapists are privately doing 
community service hours with members of the public by providing free therapeutic services that 
creates a precedent of not wanting to pay for similar services and instead of supporting 
Complementary Healthcare Professionals upon graduation, the general public simply bounce from 
one student to the next to receive free therapeutic services.  Internships within public healthcare 
facilities will eliminate the establishment of precedents that devalue healthcare services by 
conditioning the general public not to pay for services, but instead the public will be motivated to 
visit public healthcare facilities where the services are provided free of charge, or at a minimal fee.  
The perception of the value of complementary healthcare services will increase accordingly and 
simultaneously the legitimacy of the Allied Healthcare Sector will be dramatically escalated.  

On completion of internships, the same structure represents an entrepreneurship approach where 
the healthcare professionals are formally employed and provide services to the public in the public 
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healthcare facility.  The conventional healthcare professionals provide the services as the public 
healthcare system already uses where the GP provides medical services, the Medical Specialist 
provides specialised medical care and surgeries, and the Physiotherapist provides physiotherapy.  
The intention is for CP to provide the services of clinical associates, after completion of the first 
three years of BCMP training, followed by providing the services of senior clinical associates, once 
qualified as CP; the CS provides the services of principal clinical associates and the CT provides 
preventative healthcare services for pain relief and stress relief, within public healthcare facilities.  
In return, the healthcare professionals earn a salary from the public healthcare facility along with 
a fully furnished office to be used as consulting rooms.  The healthcare professionals use the 
office in an entrepreneurial capacity to attract and consult with patients, but independent of the 
public healthcare facility as the patients or medical schemes or NHI will pay the healthcare 
professionals for services rendered, helping them to establish private practices without the 
accompanying overheads associated with start-up practices.  The CP uses the consulting room 
to provide complementary healthcare service, CS provides specialised complementary healthcare 
services and CT provides complementary therapy.  The GP provides medical services, the 
Medical Specialist provides specialised medical care, and the Physiotherapist provides 
physiotherapy.  The practicality of the arrangement is determined by the public healthcare facility 
and may take on the form of shift work or allowing healthcare professionals to practice 
independently in the consulting rooms in the afternoons while providing healthcare services to the 
public healthcare facility in the mornings, and vice versa.   

This integrative approach offers all healthcare professionals the opportunity to be assisted in 
beginning and growing practices in their individual professional disciplines, but simultaneously 
providing services to the public healthcare facility and meeting the demands of the public 
healthcare system.  The interaction between conventional healthcare professionals and 
Complementary Healthcare Professionals will result in a better referral system, but also increase 
the understanding of the various complementary healthcare modalities that may lead to the 
subsequent offering of complementary healthcare services within the public healthcare facility. 

Circles are presented on the left and the right of the central structure in the model representing 
multidisciplinary practices or other public healthcare facilities.  The circles may take on the form 
of a ship’s wheel structure, as illustrated in the central structure, if it is a multidisciplinary practice 
or a public healthcare facility.  Once a healthcare professional has cultivated a practice to financial 
viability and independence, a practice can be established where the healthcare professional 
becomes the main partner while a second healthcare professional, in the instance of group 
practice or multidisciplinary practice, or the South African Government, in the case of another 
public healthcare facility, becomes a silent partner in the newly established facility.  The silent 
partner provides financial assistance in the start-up of the new facility, thus eliminating intimidation 
due to competition as a result of patients following because in return the silent partner shares in 
the profit of the newly established facility.  This structure encourages entrepreneurship and is ideal 
for use within the public healthcare sector by establishing a public healthcare facility or to enter 
the private healthcare sector by establishing a group practice or multidisciplinary practice.  Once 
the new facility is established and in a financial position to do so, the main partner may buy out 
the silent partner to take full control of the establishment while the silent partner may invest the 
finances in helping another healthcare professional establishing another facility.  The newly 
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established facilities earn income actively through consultations with patients, but also passively 
through medication sales that may occur monthly as patients may need refills for chronic 
medication.  Once complementary medicine requires a prescription, this will increase the need for 
the services.  The proposed healthcare integration business model offers the opportunity of 
entrepreneurship in an existing facility that may lead to entrepreneurship in newly established 
facilities, either in the public or private healthcare system, with or without the intended NHI. 

The proposed entrepreneurship framework is presented in the next section by incorporating the 
proposed healthcare integration business model. 

 

6.5.4 Proposed entrepreneurship framework  

The proposed entrepreneurship framework is presented in Figure 6.5 and is explained in this 
section as the intended employment creation conceptualisation that emerged from the data 
findings in this study.  The layout of the proposed entrepreneurship framework is similar to the 
theoretical framework of this study while it is specifically customised for the context of this study 
from data that emerged from the primary research and the literature review in this study.  

The government is presented in the top left corner intervening in business through policy creation 
that directly impacts on the entrepreneurial activity in the country.  The government is involved in 
the leadership of the South African Healthcare Industry, and will need to be involved when the 
Allied Healthcare Sector is integrated in the public healthcare system, representative of the 
macroeconomic Keynesian theory stating that the government's involvement is necessary in the 
employment creation process.  Directly under the government, the Allied Healthcare Sector in the 
South African Healthcare Industry is representing the entrepreneurial ecosystem applicable to this 
study. 

Directly next to the ecosystem, the Complementary Healthcare Professional's entrepreneurial 
mindset is represented as a multidimensional being from the perspective of the metatheoretical 
framework of wellbeing, commencing at the bottom with the five concepts relating to the 
entrepreneurial motivational theories of Herzberg, McClelland and Maslow, ranging from the basic 
needs to a sense of security, to a sense of belonging and affiliations, to the development of 
motivation through the building of self-esteem, to empowerment based on self-actualisation.  This 
part of the framework indicates that people need their basic needs taken care of before higher-
level needs can be addressed, which is crucial in the process of employment creation because 
once the lower-level needs are addressed, the more higher-level needs will emerge to motivate 
and empower the person to better identify opportunities and generate more powerful and 
entrepreneurial ideas.  There is constant interaction at the top between perceptions of 
entrepreneurship of the Complementary Healthcare Professional and perceptions from society.  
Entrepreneurial attributes and intent are combined with the intrinsic factors to complete the 
entrepreneurial mindset representation of the Complementary Healthcare Professional.  
Entrepreneurial mindset begins with the entrepreneurship concept of perception, where the 
attitude, attributes and values of a person encourage an entrepreneurial mindset that leads to 
entrepreneurial intent where people decide to intentionally change an idea or a concept into 
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something tangible.  The entrepreneurial mindset moves into action where intent changes into 
entrepreneurial activity and behaviour.  If the intrinsic factors of wanting to help people are 
combined with a sense of calling, interest and passion in healthcare a career in healthcare may 
be followed by opening a healthcare practice within the entrepreneurial activity column. 

Extrinsic factors of financial difficulty may lead to Complementary Healthcare Professionals 
considering exiting their professions, the Allied Healthcare Sector or even the entire healthcare 
industry.  It is as this point where the proposed entrepreneurship framework offers a retention 
strategy by representing the microeconomic theories; opportunity identification signifying the 
Kirznerian theory, and innovation signifying the Schumpeterian theory.  Opportunity identification 
occurs through the discovery of gaps and the observation of trends, and in the proposed 
entrepreneurship framework this may directly lead to employment creation, or it may lead to 
Complementary Healthcare Professionals implementing it in directly in their existing healthcare 
practices.  It may also lead to innovation to implement innovative ideas that may directly lead to 
employment creation, or in increasing the financial viability of the existing healthcare practice, or 
by innovatively getting involved in additional entrepreneurial activity within the boundaries of the 
legislation and statutory council regulations.   

At this point in the proposed entrepreneurship framework, the proposed healthcare integration 
business model, as discussed in the previous section, is included.  The researcher believes that 
integrating the Allied Healthcare Sector into the mainstream public healthcare sector, will create 
additional entrepreneurial opportunities and activity that will ultimately lead to employment 
creation. 

The proposed entrepreneurship framework used findings from the literature review in combination 
with findings from the primary research to present a framework where the Complementary 
Healthcare Professional features prominently.  The researcher is of the opinion that 
entrepreneurial activity cannot flow from the South African Healthcare Industry ecosystem without 
the multidimensional Complementary Healthcare Professional being integrally involved, and that 
means all aspects of the person should be involved.  It is evident from the findings, as represented 
in the proposed entrepreneurship framework, that the needs of Complementary Healthcare 
Professionals should be met if they are to remain within the Allied Healthcare Sector.  When their 
basic monetary needs are not met, they may consider exiting their professions, however, an option 
is available to retain them within their professions and the healthcare industry by merely cultivating 
their creativity and innovation so opportunities may be more readily identified and acted upon. 

The study intended to create an entrepreneurship framework to stimulate employment creation 
within the South African Healthcare Industry, specifically to retain Complementary Healthcare 
Professionals.  This study accomplished this intent. 

The proposed entrepreneurship framework is presented in Figure 6.5. 
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Figure 6.5: Proposed Entrepreneurship Framework 
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6.5.5 Integration with the TIPS managerial leadership framework  

In this section, the proposed entrepreneurship framework is considered from a business 
leadership perspective by integrating it with the TIPS managerial leadership framework that is 
depicted in Annexure X.  The TIPS managerial leadership framework is addressing organisational 
performance and change by considering the management of technology, innovation, people and 
systems (Da Vinci, 2022) within the quadruple ecosystem described by Bronfenbrenner (1979) 
consisting of the micro-, meso-, exo- and macro systems. 

The management of technology represents the tools aspect; the use of technology and techniques 
in order to create competitive advantage by improving the way things are done (Da Vinci, 2020, 
2022).  The management of innovation represents the ideation aspect; the generation of ideas 
that lead to value creation and income generation through innovative products and services to 
capitalise on innovation (Da Vinci, 2020, 2022).  The management of people represents the people 
aspect; the human interface of retention strategies, succession planning, incentivisation and 
upskilling of the human resources to ensure sustainable organisational growth and competence 
through the sharing and implementation of knowledge (Da Vinci, 2020, 2022).  The management 
of systems represents the systems aspect; the decision making and problem-solving after the 
systematic consideration of organisational activities and performance (Da Vinci, 2020, 2022). 

The managerial leadership framework embraces the proposed entrepreneurship framework, 
including the healthcare integration business model,  as it is believed that the integration of the 
Allied Healthcare Sector into the mainstream public healthcare system with all the relating aspects 
of practice management, and practice growth and establishment, requires effective business 
leadership.  The proposed entrepreneurship framework is presented as a tool to stimulate 
employment creation in the South African Healthcare Industry, but specifically in the Allied 
Healthcare Sector, thus representing the tools aspect.  The aspect of ideation is addressed with 
innovation being an prominent part in the proposed entrepreneurship framework, representing the 
microeconomic theories; creativity and innovation signifying the Schumpeterian theory, and the 
opportunity identification through the discovery of gaps and the observation of trends signifying 
the Kirznerian theory.   

The people aspect is seen in the five concepts relating to the entrepreneurial motivational theories 
of Herzberg, McClelland and Maslow, ranging from the basic needs, to a sense of security, to a 
sense of belonging and affiliations, to the development of motivation through the building of self-
esteem, to empowerment based on self-actualisation.  People need their basic needs taken care 
of before higher-level needs can be addressed, which is crucial in the process of employment 
creation because once the lower-level needs are addressed, the more higher-level needs will 
emerge to motivate and empower the person to better identify opportunities and generate more 
powerful and entrepreneurial ideas.  The systems aspect is directly represented by the 
entrepreneurial activity in the proposed entrepreneurship framework, and the integration of the 
healthcare integration business model in the proposed entrepreneurship framework because it 
involves the decision making and problem-solving features within the context of the South African 
Healthcare Industry.  The healthcare integration business model in itself is an employment 
creation conceptualisation offering the inclusion of the Allied Healthcare Sector into the 
mainstream public healthcare system that will create employment opportunities within public 
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healthcare facilities, but furthermore it offers the creation of employment through the extensions 
and establishment of practices while providing the healthcare professionals with financial support; 
a concept that intends to stimulate employment creation and entrepreneurship. 

Considering the ecosystem of the proposed entrepreneurship framework, it can be said that the 
Complementary Healthcare Professionals (micro system) with their entrepreneurial mindsets 
(meso system) practices within the Allied Healthcare Sector, regulated by the AHPCSA, in the 
South African Healthcare Industry (exo system) within the South African context regulated by the 
government (macro system).  Government intervention in businesses through policy and 
government involvement in the leadership of the integration of the Allied Healthcare Sector into 
the public healthcare system, represent the macroeconomic Keynesian theory stating that the 
government's involvement is necessary in the employment creation process. 

A brief overview of the limitations of the study are presented in the next section. 

 

6.6 LIMITATIONS OF THE STUDY OVERVIEW 

The limitations of the study have been fully discussed in chapter three, but as the study concludes, 
it is appropriate to provide a brief overview of the limitations of the study here. 

Medical doctors and International reflexologists were not very responsive and eager to participate 
in the study, while some participants had concerns about the promoter's involvement in the study.  
The qualitative phase of the study did not include participants from all the different healthcare 
professions, although a good representation of participants were used and during the quantitative 
phase of the study all the different professions registered with the AHPCSA were fully represented. 

Problems were experienced with the participant invitations during the quantitative phase of the 
study which is listed as a limitation although invitations were distributed again after the initial 
problems.  A low response rate is listed as a limitation in the study, although a sufficient number 
of responses were received. 

The next section provides suggestions for further research to be conducted. 

 

6.7 SUGGESTED AREAS FOR FURTHER RESEARCH  

The theory presented in this study as the proposed entrepreneurship framework is an idea based 
on data collected mainly from Complementary Healthcare Professionals.  It will be beneficial to do 
a similar quantitative study targeting conventional healthcare professionals registered with the 
HPCSA to investigate the factors making them successful as opposed to the business challenges 
they experience and the recommended solutions. 

The proposed entrepreneurship framework intends to be beneficial to Complementary Healthcare 
Professionals and conventional healthcare professionals.  Investigating the perception of 
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conventional healthcare professionals about the impact of the implementation of the proposed 
entrepreneurship framework on the South African Healthcare Industry, is recommended. 

This study obtained the opinions of Complementary Healthcare Professionals about reasons why 
they might consider exiting their professions, but it may be beneficial to obtain reasons for exiting 
the South African Healthcare Industry by interviewing healthcare professionals that already left 
the industry. 

There is an attempt made to regulate all forms of aromatherapy and reflexology.  It is 
recommended that a study should be done to determine the impact of the inclusion of 
aromatherapy and reflexology as professions in the AHPCSA on the professions of therapeutic 
aromatherapy and therapeutic reflexology. 

Lastly, this study is mainly focused on the current context of the South African Healthcare Industry 
where the Allied Healthcare Sector is excluded from the mainstream public healthcare system.  It 
is recommended that the effect of the intended NHI on the South African Healthcare Industry and 
specifically on the Allied Healthcare Sector should be investigated to determine the viability of 
implementing the proposed entrepreneurship framework in the context of the intended NHI. 

The next section concludes the outcomes of the study. 

 

6.8 OUTCOMES OF THE STUDY CONCLUSION 

In this chapter, the outcomes of the study have been achieved by making recommendations and 
presenting the proposed entrepreneurship framework.  It is concluded that the study achieved 
what it intended to as the aim of the study has been achieved while all five the research questions 
have been answered and the research objectives have been achieved.  The work-based challenge 
and the research problem have been addressed.  The outcome of this study has been satisfactorily 
achieved.   

Next a conclusion to the study is provided. 

 

6.9 CONCLUSION 

This study was embarked upon after the identification of a work-based problem in the profession 
of therapeutic reflexology followed by the description of the research problem within the Allied 
Healthcare Sector of the South African Healthcare Industry.  An exploratory research design was 
followed with a predominantly qualitative sequential mixed-method (QUALàquan) approach 
through a grounded theory research strategy (mode of enquiry) within a pragmatist philosophical 
paradigm while using abductive reasoning.  During the qualitative phase, 41 interviews were 
conducted with healthcare professionals that were selected through purposive non-probability 
sampling.  During the qualitative phase, data emerged that necessitated a second quantitative 
phase, during which no sampling was used as the entire Allied Healthcare Sector was invited to 
participate in completing an online questionnaire and a total of 226 completed questionnaire 
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responses were received.  The data was analysed and reveals that Complementary Healthcare 
Professionals mainly enter healthcare professions because they want to help people and see it as 
a calling but are forced to consider exiting their professions and the Allied Healthcare Sector due 
to financial constraints.  The Complementary Healthcare Professionals are aware that they would 
have to create self-employment on graduation as there are not many employment opportunities 
available in the Allied Healthcare Sector, but many perceive the lack of employment opportunities 
as a reason to consider exiting the South African Healthcare Industry.  It is understood when the 
Complementary Healthcare Professionals perceive themselves to be entrepreneurial, but their 
view of entrepreneurship is limited to business ownership and management while lacking 
innovation. 

In this final chapter of the study, conclusions of the study are presented that resulted in seven 
main recommendations made on how to stimulate entrepreneurship and the viability of the Allied 
Healthcare Sector.  It is concluded that one of the important aspects to create sustainability and 
viability of the Allied Healthcare Sector, is the inclusion of the sector in the mainstream public 
healthcare system, but drastic changes are needed to accomplish such inclusion.  The drastic 
changes include the reduction of the number of professions regulated by the AHPCSA to a 
diagnostic profession, a specialist diagnostic profession and a non-diagnostic therapeutic 
profession but added to the regulation by the AHPCSA are all the healthcare and treatment 
modalities used by the professions.  The conclusion is made that regulation of the modalities will 
also remove the modalities from opposing industries and sectors and provide the AHCPSA with 
exclusivity of professions and modalities.  The chapter concludes with the presentation of the 
proposed entrepreneurship framework, including a healthcare integration business model 
specifically to integrate the Allied Healthcare Sector into the mainstream public healthcare system, 
that will stimulate employment creation in the Allied Healthcare Sector of the South African 
Healthcare Industry and prevent Complementary Healthcare Professionals from being forced to 
exit their professions while providing them with the necessary option needed to remain within the 
Allied Healthcare Sector and living out their calling by helping people.   

This study is concluded with the statement that it is possible to stimulate employment creation in 
the South African Healthcare Industry while retaining Complementary Healthcare Professionals in 
the sector by implementing the proposed entrepreneurship framework.
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Research title: CREATING AN ENTREPRENEURSHIP FRAMEWORK TO STIMULATE 
EMPLOYMENT CREATION IN THE SOUTH AFRICAN HEALTHCARE INDUSTRY 

It gives us pleasure to inform you that your academic supervisor has accepted. Please 
see his contact details below: 

Academic supervisor – Prof Marius Herholdt 
synergetica.academy@gmail.com 
   

It is now your responsibility to contact your academic supervisor to arrange for a first 
meeting to discuss the research design and the research project plan and keep 
engaging with him throughout your research journey. 
 
On the basis of your academic supervisor’s academic background and experience he 
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x Monitoring of progress and provision of feedback on submitted sections of the 
draft dissertation 

 
Your Key Account Manager is there to assist you in all your general queries and serves 
as access point to the Da Vinci Institute. 
 
The Research Office will, nevertheless, remain available as resource to assist you – 
through your Key Account Manager and academic supervisor.   
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Tel: +27 11 579 4411; Cell: +27 72 536 7594 
The Da Vinci Institute for Technology Management 
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ANNEXURE D 

QUALITATIVE RESEARCH INVITATION LETTER (INTERVIEWS) 

 

CREATING AN ENTREPRENEURSHIP FRAMEWORK TO STIMULATE EMPLOYMENT 
CREATION IN THE SOUTH AFRICAN HEALTHCARE INDUSTRY 

Research conducted by: Christo A. Scheepers (Student Number 8861) 

Institution: The Da Vinci Institute for Technology Management 

Course: Philosophia Doctor (PhD) degree 

Academic Promoter: Prof. Marius D. Herholdt (synergetica.academy@gmail.com) 

 

Purpose of the research 

The aim of the study is to create an entrepreneurship framework to stimulate employment creation 
in the South African Healthcare Industry. 

 

Dear Participant, 

You have been invited to participate in this study due to being a registered healthcare professional.  
The nature of your participation will be to answer a few questions relating to your profession, the 
healthcare industry and entrepreneurship in general as being relevant to your industry with the 
purpose of identifying concerns and possible solutions to those concerns. 

Your participation is voluntary, and you may withdraw from the study at any time. 

The benefit of partaking in this study is that relevant concerns relating to the healthcare industry 
will be identified and possible solutions and recommendations to rectify it will be presented in the 
form of an entrepreneurship framework.  The findings and results of this study will be made 
available to you on completion by means of email and after approval from The Da Vinci Institute 
for Technology Management.   

There are no risks involved in participating as your information will be kept confidential and you 
will be fully anonymous throughout the process; during the data analysis and write-up of the thesis 
you will be kept fully anonymous without revealing your identity for your protection and you will be 
referred to as participant with a number assigned to you and what number is assigned to which 
participant will also be fully confidential.  This will ensure that you are kept fully anonymous to 
prevent any harm and risk on your behalf. 

All collected data will be securely protected.  All electronic documents will be saved on a flash 
drive (and not stored on any computer) and the flash drive along with any physical documents will 
be securely locked up in a cabinet complying to storage legislation of medical records.  The 
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researcher is a registered Therapeutic Reflexologist with the Allied Health Professions Council of 
South Africa (AHPCSA) and as such already complies to such legislation in a private practice 
setup.  After the required period of five years, all information will be destroyed making use of a 
POPI Act approved shredder.   

There is no payment involved for your participation in this research study, but you are welcome to 
also complete the online questionnaire which the AHPCSA will invite you to and on completion of 
that you may request to receive one Continuing Education Unit (CEU) for Continuing Professional 
Development (CPD) purposes from the AHPCSA. 

This study is in the process of receiving ethical clearance from the Da Vinci Institute’s Ethical 
Clearance Committee. 

Thank you for your willingness to participate in this study.   

Your time is valued and therefore the interview will be conducted at your convenience and a venue 
of your choice.  Please schedule about 30 to 60 minutes for the interview.  

Please complete the section below: 

I hereby consent to participate in the research project voluntarily with the understanding that 
information will be kept confidential and my identity will be kept anonymous and I am free to 
withdraw at any time.   

 

This interview may be recorded:   

 

_______________________         ______________________         _____/__________/______  

    Participant Full Name                     Participant Signature                               Date 

 

Thank you once again for your participation. 

 

Kind Regards 

Christo A. Scheepers - info@christoscheepers.com - Tel. 072-800 7243 

 

 YES  NO  
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ANNEXURE E 

QUANTITATIVE RESEARCH INVITATION LETTER (QUESTIONNAIRES) 
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ANNEXURE F 

QUANTITATIVE RESEARCH PARTICIPATION INVITATION FROM AHPCSA  
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ANNEXURE G 

QUALITATIVE INTERVIEW GUIDE 
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Section B: Determine if healthcare professionals perceive their profession as career or 
calling 

1. Why did you choose a career in the healthcare industry? 
Hoekom het jy ‘n beroep in die gesondheidsorgbedryf gekies? 

2. Do you see your profession as a career or a calling?  Please explain your answer. 
Sien jy jou werk as ‘n beroep of ‘n roeping? Verduidelik asseblief jou antwoord. 

3. Have you accomplished what you wanted to in your career?  Please explain your 
answer. 
Het jy bereik wat jy wou in jou beroep?  Verduidelik asseblief jou antwoord. 

 
Section C: Investigate factors leading to healthcare professionals exiting healthcare 
professions 

1. Have you ever considered leaving your career or changing careers?  Please explain your 
answer. 
Het jy dit al oorweeg om jou beroep te verlaat of van beroep te verander?  Verduidelik. 

2. What would presently make you consider changing careers? 
Wat sal jou tans laat oorweeg om van beroep te verander? 

3. Why do you think registered healthcare professionals are leaving (exiting) their careers? 
Hoekom dink jy geregistreerde professionele persone in die gesondheidsorgbedryf 
verlaat hul beroepe? 

4. Would you describe your practice as successful?  Please explain your answer. 
Sien jy jou praktyk as suksesvol? Verduidelik asseblief jou antwoord. 

5. Would you describe your practice as financially viable?  Please explain your answer. 
Sien jy jou praktyk as finansieel lewensvatbaar?  Verduidelik asseblief jou antwoord. 

 
Section D: Evaluate entrepreneurial level amongst healthcare professionals 

1. What is entrepreneurship according to you? 
Wat is entrepreneurskap volgens jou? 

2. Do you prefer being employed or creating employment?  Please explain your answer. 
Verkies jy om in diens van iemand te wees of om eerder werk te skep?  Verduidelik. 

3. Do you think entrepreneurship is a solution to unemployment in South Africa?  Explain. 
Dink jy entrepreneurskap is die oplossing vir werkloosheid in Suid-Afrika? Verduidelik. 

4. Do you think unemployment is a problem in the South African Healthcare Industry?  
Explain. 
Dink jy werkloosheid is ‘n probleem in die Suid-Afrikaanse Gesondheidsorg Bedryf? 
Verduidelik. 

5. Do you see your profession as entrepreneurial in nature?  Explain. 
Dink jy jou beroep is entrepreneuries van aard? Verduidelik. 

6. What is preventing you from being more entrepreneurial in your profession? 
Wat verhoed jou om meer entrepreneuries in jou beroep te wees? 

 
Section E: Investigate availability of entrepreneurship possibilities within private 
practices in the South Africa (Allied) Healthcare sector 

1. What opportunities do you have in your profession? 
Watter geleenthede het jy in jou beroep? 

2. What threats do you experience in your profession? 
Watter bedreigings het jy in jou beroep? 

3. What are your strengths? 
Wat is jou sterk punte? 

4. What are your weaknesses? 
Wat is jou swak punte? 
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5. Who is your target market? 
Wie is jou teikenmark? 

6. What is your vision and mission? 
Wat is jou visie en missie? 

 
Section F: Developing an entrepreneurship framework specific in and for the Allied 
Healthcare Sector 

1. What business or financial problems are you experiencing in your profession? 
Watter besigheids of finansiele probleme ervaar jy in jou beroep? 

2. What business problems are South African healthcare professionals experiencing? 
Watter besigheidsprobleme ervaar Suid-Afrikaanse gesondheidsorg werkers? 

3. What do you think are the solutions to these problems? 
Wat dink jy is tie oplossings van hierdie probleme? 

4. How can the South African (Allied) Healthcare Industry be made more financially viable? 
Hoe kan die Suid-Afrikaanse (Bystand) Gesondheidsorg bedryf meer finansieel 
lewensvatmaar gemaak word? 
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ANNEXURE H 

QUANTITATIVE ONLINE QUESTIONNAIRE 
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ANNEXURE I 

NUMBERED QUESTIONNAIRE QUESTIONS 

 

Section No. Question 

A  Demographic Info 

B 

Q1 How do you practice? 

Q2 What type of practice do you have? 

Q3 Do you have a BHF practice number for your AHPCSA registered profession? 

Q4 Do you have a BHF practice number for another healthcare profession (not 

AHPCSA profession)? 

Q5 Are you employed outside of your practice? 

Q6 Why did you choose a profession in the Allied Healthcare Industry? 

Q7 I made the correct career choice? 

Q8 My profession is a career: 

Q9 My profession is a calling: 

Q10 I have accomplished what I wanted to in my career: 

C 

Q11 My practice is successful 

Q12 My practice is financially viable 

Q13 The AHPCSA industry is financially viable 

Q14 I have considered leaving the allied healthcare industry 

Q15 What would make you consider leaving your allied healthcare profession? 

D 

Q16 I see entrepreneurship as the following (please mark all that you see as 

appropriate) 

Q17 I am an entrepreneur 

Q18 When choosing between entrepreneurship and employment, I prefer 
entrepreneurship 

Q19 Entrepreneurship is an attractive career opportunity 

Q20 I can be an entrepreneur as an employee inside an organization 

Q21 I can be an entrepreneur as a healthcare professional 

Q22 Entrepreneurship is entered into due to choice, not due to necessity 

Q23 I prefer employment rather than being an entrepreneur 

Q24 My profession is entrepreneurial 

E 
Q25 What makes certain private practices more successful than others? 

Q26 Unemployment is a problem in the South African Allied Healthcare Industry 

Q27 Entrepreneurship is the solution to unemployment in South Africa 

Q28 Allied Healthcare Professionals in South Africa are entrepreneurial 
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Q29 Allied Healthcare Professionals in other countries are more entrepreneurial 
due to lesser legislative restrictions 

Q30 Allied Healthcare Professionals in other countries are more successful due to 

higher levels of public awareness 

Q31 It is possible to establish and grow a successful private practice in the Allied 
Healthcare Industry in South Africa 

Q32 It is possible to establish and grow a financially viable private practice in the 

Allied Healthcare Industry in South Africa 

Q33 Private Practices are more financially viable than group practices 

Q34 Making services knows is sufficient to successfully market an allied 
healthcare private practice 

Q35 Advertising restrictions make it impossible to have a successful and 

financially viable private practice in the South African Allied Healthcare 
Industry 

Q36 It is possible to have a successful and financially viable private practice in the 

South African Allied Healthcare Industry even though it does not form part of 
the mainstream public healthcare system 

F 

Q37 What business problems are negatively affecting the success and financial 

viability of private practices of allied healthcare professionals? 

Q38 What are the solutions to the business problems Allied healthcare 
professionals experience? 

Q39 Entrepreneurship can benefit my profession 

Q40 My practice is successful 

Q41 My practice if financially viable 

Q42 What makes your different from other allied healthcare professionals 

Q43 Please make any other comments you can think of to make the Allied 

Healthcare Industry more successful 
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ANNEXURE J 

UNEMPLOYMENT INDICATORS 

 
(StatsSA, 1998, 2013, 2014a, 2014b, 2015a, 2015b, 2016b, 2016d, 2017a, 2017c, 2018c, 2018d, 2018e, 2018f, 2019a, 2019b, 2019c, 
2020a, 2020b, 2020c, 2021a; 2021b; 2021c; 2021d) 



 

375 
 

ANNEXURE K 

RELEVANT ENTREPRENEURSHIP FRAMEWORKS FROM EXISTING LITERATURE 

 

 
 Figure K1: GEM Conceptual Framework (Bosma et al., 2021) 
 

 
Figure K2: GEM Entrepreneurial Phases and Indicators Framework (Bosma et al., 2021) 
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Figure K3: Healthcare Ecosystem Framework (Nursing) (Gillin & Hazelton, 2021) 

 

 
Figure K4: Entrepreneurial Mindset Personal Insight Framework (Gillin & Hazelton, 2021) 
 
 



 

377 
 

ANNEXURE L 

MAIN VARIANCE FACTORS OF ANALYSIS 

 

FACTOR QUESTIONNAIRE QUESTION 

Factor 1 

Practice 

PRACTICE5 My practice is successful. 

PRACTICE1 My practice is successful. 

PRACTICE2 My practice is financially viable. 

PRACTICE6 My practice is financially viable; 

Factor 2 

Career 

CAREER1 I made the correct career choice. 

CAREER3 My profession is a calling. 

CAREER2 My profession is a career. 

CAREER4 I have accomplished what I wanted to in my career. 

PRACTICE4 I have considered leaving the allied healthcare industry; 

Factor 3 

Entrepreneurship 

PERS_ENTREP2 When choosing between entrepreneurship and employment, 

I prefer entrepreneurship. 

PERS_ENTREP3 Entrepreneurship is an attractive career opportunity. 

PERS_ENTREP1 I am an entrepreneur. 

PERS_ENTREP7 I prefer employment rather than being an entrepreneur; 

Factor 4 

Insight 

PERS_ENTREP8 My profession is entrepreneurial. 

PERS_ENTREP5 I can be an entrepreneur as a healthcare professional. 

ENTREP15 It is possible to establish and grow a financially viable private 

practice in the Allied Healthcare Industry in South Africa. 

ENTREP14 It is possible to establish and grow a successful private practice in 

the Allied Healthcare Industry in South Africa. 

ENTREP11 Allied Healthcare Professionals in South Africa are entrepreneurial. 

ENTREP19 It is possible to have a successful and financially viable private 

practice in the South African Allied Healthcare Industry even though it does not 

form part of the mainstream public healthcare system; 

Factor 5 

Mindset 

ENTREP13 Allied Healthcare Professionals in other countries are more 

successful due to higher levels of public awareness. 

ENTREP12 Allied Healthcare Professionals in other countries are more 

entrepreneurial due to lesser legislative restrictions. 

ENTREP18 Advertising restrictions make it impossible to have a successful and 

financially viable private practice in the South African Allied Healthcare Industry; 

Factor 6 

Opinion 

PERS_ENTREP4 I can be an entrepreneur as an employee inside an 

organisation. 

PERS_ENTREP6 Entrepreneurship is entered into due to choice, not due to 

necessity; 

Factor 7 

Perception 

ENTREP17 Making services known is sufficient to successfully market an allied 

healthcare private practice. 

PERS_ENTREP6 Entrepreneurship is entered into due to choice, not due to 

necessity; 

Factor 8 

View 

ENTREP16 Private Practices are more financially viable than group practices. 

ENTREP9 Unemployment is a problem in the South African Allied Healthcare 

Industry; 

Two questionnaire questions did not load under any factor, namely: (1) “PRACTICE3 The 
AHPCSA industry is financially viable”; and (2) “ENTREP10 Entrepreneurship is the solution to 
unemployment in South Africa”.  
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ANNEXURE M 

ENTREPRENEURSHIP VARIANCE FACTORS OF ANALYSIS 

 

ENTREPRENEURSHIP 
FACTOR 

QUESTIONNAIRE QUESTION 

Entrepreneurship 
Factor 1 

Entrepreneur 

PERS_ENTREP5 I can be an entrepreneur as a healthcare professional: 

ENTREP15 It is possible to establish and grow a financially viable private 

practice in the Allied Healthcare Industry in South Africa: 

PERS_ENTREP2 When choosing between entrepreneurship and 

employment, I prefer entrepreneurship: 

PERS_ENTREP1 I am an entrepreneur: 

PERS_ENTREP3 Entrepreneurship is an attractive career opportunity: 

ENTREP14 It is possible to establish and grow a successful private practice 

in the Allied Healthcare Industry in South Africa: 

PERS_ENTREP8 My profession is entrepreneurial: 

ENTREP19 It is possible to have a successful and financially viable private 

practice in the South African Allied Healthcare Industry even though it does 

not form part of the mainstream public healthcare system 

ENTREP11 Allied Healthcare Professionals in South Africa are 

entrepreneurial: 

ENTREP10 Entrepreneurship is the solution to unemployment in South 

Africa: 

Entrepreneurship 
Factor 2 

Public Perception 

ENTREP13 Allied Healthcare Professionals in other countries are more 

successful due to higher levels of public awareness. 

ENTREP18 Advertising restrictions make it impossible to have a successful 

and financially viable private practice in the South African Allied Healthcare 

Industry. 

ENTREP12 Allied Healthcare Professionals in other countries are more 

entrepreneurial due to lesser legislative restrictions. 

ENTREP9 Unemployment is a problem in the South African Allied 

Healthcare Industry; 

Entrepreneurship 
Factor 3 

Employment 

PERS_ENTREP7 I prefer employment rather than being an entrepreneur; 

Entrepreneurship 
Factor 4 

Profession 

PERS_ENTREP6 Entrepreneurship is entered into due to choice, not due 

to necessity. 

PERS_ENTREP4 I can be an entrepreneur as an employee inside an 

organisation. 

ENTREP16 Private Practices are more financially viable than group 

practices; 

Entrepreneurship 
Factor 5 

Private Practice 

ENTREP17 Making services known is sufficient to successfully market an 

allied healthcare private practice. 

PERS_ENTREP4 I can be an entrepreneur as an employee inside an 

organisation. 

ENTREP16 Private Practices are more financially viable than group 

practices; 

Entrepreneurship 
Factor 6 
Viability 

ENTREP16 Private Practices are more financially viable than group 

practices; 
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ANNEXURE N 

FACTOR ANALYSIS 

 

FACTOR ONE - PRACTICE KMO and Bartlett's Test 
Kaiser-Meyer-Olkin (KMO) Measure of Number of Responses 
Adequacy. 

0.815 

Bartlett's Test of 
Sphericity 

Approx. Chi-Square 1042.682 

df 15 

Sig. 0.000 

KMO > 0.550 - indicates that the KMO is larger than 0.550, therefore the number of responses 
was adequate.  Bartlett’s Test of Sphericity, testing the overall significance of all the correlations 
within the correlation matrix, was significant (!²(15) = 1042.682, p < 0.001) indicating that it was 
appropriate to use the factor analytic model on this set of data.  The majority (67.023%) of the 
overall variance was accounted for by the first factor. 
 

FACTOR TWO - CAREER KMO and Bartlett's Test 
Kaiser-Meyer-Olkin (KMO) Measure of Number of Responses 
Adequacy. 

0.779 

Bartlett's Test of 
Sphericity 

Approx. Chi-Square 305.005 

df 6 

Sig. 0.000 

KMO > 0.550 - specifies that the KMO is larger than 0.550 and therefore the number of 
responses was adequate.  Bartlett’s Test of Sphericity, testing the overall significance of all the 
correlations within the correlation matrix, was significant (!²(6) = 305.005, p < 0.001) indicating 
that it was appropriate to use the factor analytic model on this set of data.  The majority 
(64.043%) of the overall variance was accounted for by the second factor. 
 

FACTOR THREE - ENTREPRENEURSHIP KMO and Bartlett's Test 
Kaiser-Meyer-Olkin (KMO) Measure of Number of Responses Adequacy. 0.761 

Bartlett's Test of 
Sphericity 

Approx. Chi-Square 1360.415 

df 171 

Sig. 0.000 

KMO > 0.550 - signifies that the KMO is larger than 0.550 and therefore the number of 
responses was adequate.  Bartlett’s Test of Sphericity, testing the overall significance of all the 
correlations within the correlation matrix, was significant (!²(171) = 1360.415, p < 0.001) 
indicating that it was appropriate to use the factor analytic model on this set of data.  The majority 
(63.014%) of the overall variance was accounted for by the first six entrepreneurship factors. 
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ANNEXURE O 

TEST OF NORMALITY 

 

Tests of Normality 

 
Kolmogorov-Smirnova Shapiro-Wilk 

Statistic df Sig. Statistic df Sig. 
CAREER1 I made the correct career choice: 0,243 223 0,000 0,801 223 0,000 

CAREER2 My profession is a career: 0,264 223 0,000 0,809 223 0,000 
CAREER3 My profession is a calling: 0,297 223 0,000 0,770 223 0,000 

CAREER4 I have accomplished what I wanted to in my career: 0,197 223 0,000 0,910 223 0,000 
PRACTICE1 My practice is successful: 0,244 223 0,000 0,881 223 0,000 

PRACTICE2 My practice is financially viable: 0,206 223 0,000 0,900 223 0,000 
PRACTICE3 The AHPCSA industry is financially viable: 0,203 223 0,000 0,899 223 0,000 

PRACTICE4 I have considered leaving the allied healthcare industry: 0,209 223 0,000 0,894 223 0,000 

ENTREP20 "Entrepreneurship can benefit my profession" 0,518 223 0,000 0,396 223 0,000 

PRACT5 My practice is successful: 0,263 223 0,000 0,877 223 0,000 

PRACT6 My practice is financially viable: 0,233 223 0,000 0,899 223 0,000 
ENTREP9 Unemployment is a problem in the South African Allied 
Healthcare Industry: 

0,205 223 0,000 0,878 223 0,000 

ENTREP10 Entrepreneurship is the solution to unemployment in 
South Africa: 

0,238 223 0,000 0,869 223 0,000 

ENTREP11 Allied Healthcare Professionals in South Africa are 
entrepreneurial: 

0,276 223 0,000 0,872 223 0,000 

ENTREP12 Allied Healthcare Professionals in other countries are 
more entrepreneurial due to lesser legislative restrictions: 

0,253 223 0,000 0,865 223 0,000 

ENTREP13 Allied Healthcare Professionals in other countries are 
more successful due to higher levels of public awareness: 

0,202 223 0,000 0,859 223 0,000 

ENTREP14 It is possible to establish and grow a successful private 
practice in the Allied Healthcare Industry in South Africa: 

0,311 223 0,000 0,822 223 0,000 
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ENTREP15 It is possible to establish and grow a financially viable 
private practice in the Allied Healthcare Industry in South Africa: 

0,295 223 0,000 0,846 223 0,000 

ENTREP16 Private Practices are more financially viable than group 
practices: 

0,331 223 0,000 0,794 223 0,000 

ENTREP17 Making services known is sufficient to successfully market 
an allied healthcare private practice: 

0,219 223 0,000 0,883 223 0,000 

ENTREP18 Advertising restrictions make it impossible to have a 
successful and financially viable private practice in the South African 
Allied Healthcare Industry: 

0,198 223 0,000 0,886 223 0,000 

ENTREP19 It is possible to have a successful and financially viable 
private practice in the South African Allied Healthcare Industry even 
though it does not form part of the mainstream public healthcare 
system 

0,320 223 0,000 0,832 223 0,000 

ENTREP1 I am an entrepreneur: 0,240 223 0,000 0,868 223 0,000 

ENTREP2 When choosing between entrepreneurship and 
employment, I prefer entrepreneurship: 

0,236 223 0,000 0,867 223 0,000 

ENTREP3 Entrepreneurship is an attractive career opportunity: 0,272 223 0,000 0,851 223 0,000 

ENTREP4 I can be an entrepreneur as an employee inside an 
organisation: 

0,268 223 0,000 0,879 223 0,000 

ENTREP5 I can be an entrepreneur as a healthcare professional: 0,290 223 0,000 0,776 223 0,000 

ENTREP6 Entrepreneurship is entered into due to choice, not due to 
necessity: 

0,244 223 0,000 0,889 223 0,000 

ENTREP7 I prefer employment rather than being an entrepreneur: 0,222 223 0,000 0,898 223 0,000 

ENTREP8 My profession is entrepreneurial: 0,303 223 0,000 0,817 223 0,000 
CAREER 0,109 223 0,000 0,941 223 0,000 

PRACTICE 0,106 223 0,000 0,975 223 0,001 
ENTREPRENEURSHIP 0,063 223 0,032 0,991 223 0,218 

PERS_ENTREP 0,087 224 0,000 0,985 224 0,015 
GEN_ENTREP 0,090 224 0,000 0,986 224 0,026 

a. Lilliefors Significance Correction 
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ANNEXURE P 

CRONBACH'S ALPHA TEST OF RELIABILITY FOR THE SCALES OF THE MAIN FACTORS 

 

Scale: PRACTICE  
Reliability Statistics 

Cronbach's Alpha N of Items 
0.889 6 

 Section is reliable, α < 0.7 (α = 0.889, n = 6) 
** I have considered leaving the allied healthcare industry causes some 
inconsistency 

Table 4.9 indicates that the alpha coefficient (measure of reliability) is within the acceptable 
range (α < 0.7 (α = 0.889) for the scale of Practice indicating that the section is reliable, but the 
question “I have considered leaving the allied healthcare industry” causes some inconsistencies 
in the scale.   

 

Scale: CAREER  
Reliability Statistics 

Cronbach's Alpha N of Items 
0.811 4 

 Section is reliable, α < 0.7 (α = 0.811, n = 4) 
Table 4.10 indicates that the alpha coefficient (measure of reliability) is within the acceptable 
range (α < 0.7 (α = 0.811) for the scale of Career indicating that the section is reliable. 

 

Scale: ENTREPRENEURSHIP  
Reliability Statistics 

Cronbach's Alpha N of Items 
0.724 20 

 Section is reliable, α < 0.7 (α = 0.724, n = 20) 
** Unemployment is a problem in the South African Allied Healthcare Industry 
causes some inconsistency 

Table 4.11 indicates that the alpha coefficient (measure of reliability) is within the acceptable 
range (α < 0.7 (α = 0.724) for the scale of Entrepreneurship indicating that the section is reliable, 
but the question “Unemployment is a problem in the South African Allied Healthcare Industry” 
causes some inconsistencies.   
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ANNEXURE Q 

MANN-WHITNEY CROSSTABULATION WITH GENDER (Q11 and Q40) 

 

 

GENDER 

Total 1 Male 2 Female 3 Non-Binary 
PRACTICE1 My 
practice is 
successful: 

1 Strongly Agree 12 25 0 37 
2 Agree 31 60 0 91 
3 Neutral 4 59 0 63 

4 Disagree 7 15 0 22 
5 Strongly 
Disagree 

1 11 1 13 

Total 55 170 1 226 

There is a significant difference in their practice being successful between participants of 
different genders (U = 3489.000, p = 0.004). 

Question 11 

 

GENDER 

Total 1 Male 2 Female 3 Non-Binary 
PRACTICE5 My 
practice is 
successful: 

1 Strongly Agree 14 18 0 32 
2 Agree 26 74 0 100 

3 Neutral 8 54 1 63 

4 Disagree 7 17 0 24 
5 Strongly 
Disagree 

0 7 0 7 

Total 55 170 1 226 

There is a significant difference in their practice being successful between participants of 
different genders (U = 3589.500, p = 0.006). 

Question 40 
Crosstabulation of Gender and Successful Practice 
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ANNEXURE R 

MANN-WHITNEY CROSSTABULATION WITH GENDER (Q12 and Q41) 

 
 

 
There is a significant difference in their practice being financially 
viable between participants of different genders (U = 3175.000, p 
< 0.001). 
 
Question 12 

 
There is a significant difference in their practice being financially 
viable between participants of different genders (U = 3479.000, p 
= 0.003). 
 
Question 41 

Crosstabulation of Gender and Financially Viable Practice 
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ANNEXURE S 

SPEARMAN RANK CORRELATION COEFFICIENT 

  

 

PRACTICE2 My 

practice is 

financially 

viable: 
 

PRACTICE6 My practice is 

financially viable: 

Correlation Coefficient .864** 

Sig. (2-tailed) .000 

N 226 
**. Correlation is significant at the 0.01 level (2-tailed).  
Correlation of My Practice is Successful (Question 11 & Question 40) 
 

There is a high positive correlation coefficient (rs = 0.864) indicating that there is high agreement 
between responses on the two sets of data (Q11 and Q40), but since the significance probability 
is zero (p = 0.000), there is no significant association or correlation between the two questions 
(rs = 0.864, n = 226, p = 0.000) 

 

 

PRACTICE5 My 

practice is 

successful: 

Spearman's rho PRACTICE1 My practice is 

successful: 

Correlation Coefficient .834** 

Sig. (2-tailed) .000 

N 226 
**. Correlation is significant at the 0.01 level (2-tailed).  
Correlation of My Practice is Financially Viable (Question 12 & Question 41) 

 

There is a high positive correlation coefficient (rs = 0.834) indicating that there is high agreement 
between responses on the two sets of data (Q12 and Q41), but since the significance probability 
is zero (p = 0.000), there is no significant association or correlation between the two questions 
(rs = 0.834, n = 226, p = 0.000). 
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ANNEXURE T 

CHI-SQUARE CORRELATIONS WITH EXITING THE ALLIED HEALTHCARE SECTOR 

 

 

 

PRACTICE4 I have considered leaving the allied healthcare 
industry: 

1 Strongly 
Agree 2 Agree 3 Neutral 4 Disagree 

5 Strongly 
Disagree 

Count Count Count Count Count 
CAREER3 My profession 
is a calling: 

1 Strongly Agree 7 18 22 32 33 
2 Agree 3 32 12 26 6 
3 Neutral 5 9 4 7 2 
4 Disagree 2 1 1 1 2 
5 Strongly 
Disagree 

0 1 0 0 0 

**violates assumption of count > 5 in > 80% of the cells.  
Profession as Calling and Exiting the Allied Healthcare Sector 

 

 

 

PRACTICE4 I have considered leaving the allied 
healthcare industry: 

Total 
1 Strongly 

Agree 
2 

Agree 
3 

Neutral 
4 

Disagree 
5 Strongly 
Disagree 

PRACTICE3 The AHPCSA 
industry is financially viable: 

1 Strongly 
Agree 

0 3 2 4 9 18 

2 Agree 2 16 8 33 20 79 
3 Neutral 2 24 19 25 11 81 
4 Disagree 6 15 8 4 2 35 
5 Strongly 
Disagree 

7 3 2 0 1 13 

Total 17 61 39 66 43 226 
**violates assumption of count > 5 in > 80% of the cells. 
Sector Viability and Exiting the Allied Healthcare Sector 

 

 

 

PRACTICE1 My practice is successful: 

Total 

1 
Strongly 
Agree 

2 
Agree 

3 
Neutral 

4 
Disagree 

5 
Strongly 
Disagree 

PRACTICE4 I have considered 
leaving the allied healthcare 
industry: 

1 Strongly Agree 1 5 5 1 6 18 
2 Agree 4 24 16 14 2 60 
3 Neutral 7 12 14 2 4 39 
4 Disagree 10 30 22 4 0 66 
5 Strongly Disagree 15 20 6 1 1 43 

Total 37 91 63 22 13 226 
**violates assumption of count > 5 in > 80% of the cells.   
Successful Practice and Exiting the Allied Healthcare Sector 
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PRACTICE2 My practice is financially viable: 

Total 

1 
Strongly 
Agree 

2 
Agree 

3 
Neutral 

4 
Disagree 

5 
Strongly 
Disagree 

PRACTICE4 I have considered 
leaving the allied healthcare 
industry: 

1 Strongly Agree 1 1 4 2 9 17 
2 Agree 3 16 21 14 7 61 
3 Neutral 5 12 9 7 6 39 
4 Disagree 8 26 22 8 2 66 
5 Strongly Disagree 10 21 10 1 1 43 

Total 27 76 66 32 25 226 
**violates assumption of count > 5 in > 80% of the cells. 
Financially Viable Practice and Exiting the Allied Healthcare Sector 

 

 

 

PRACTICE4 I have considered leaving the 
allied healthcare industry: 

Total 

1 
Strongly 
Agree 

2 
Agree 

3 
Neutral 

4 
Disagree 

5 
Strongly 
Disagree 

ENTREP9 Unemployment is a 
problem in the South African 
Allied Healthcare Industry: 

1 Strongly Agree 11 17 7 10 12 57 
2 Agree 4 22 16 26 10 78 
3 Neutral 1 18 14 20 15 68 
4 Disagree 0 2 1 9 5 17 
5 Strongly Disagree 1 2 1 1 1 6 

Total 17 61 39 66 43 226 
**violates assumption of count > 5 in > 80% of the cells.   
Unemployment as Problem and Exiting the Allied Healthcare Sector 

 

 

   Frequency Percent Valid Percent Cumulative Percent 
Valid 1 Strongly Agree 56 24.8 24.8 24.8 

2 Agree 96 42.5 42.5 67.3 

3 Neutral 58 25.7 25.7 92.9 

4 Disagree 15 6.6 6.6 99.6 

5 Strongly 
Disagree 

1 0.4 0.4 100.0 

Total 226 100.0 100.0   

Entrepreneurship is the Solution to Unemployment in South Africa 
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ANNEXURE U 

KRUSKAL-WALLIS CROSSTABULATION ASSOCIATIONS 

 

  CAREER1 I made the correct career choice: Total 

    

1 
Strongly 
Agree 

2 
Agree 

3 
Neutral 

4 
Disagree 

5 Strongly 
Disagree   

ETHNICITY 1 Asian 4 2 0 0 0 6 
  2 Black 7 2 0 0 1 10 
  3 Caucasian (White) 80 63 28 6 4 181 
  4 Coloured 0 1 4 0 1 6 
  5 Indian 5 7 9 1 1 23 
Total   96 75 41 7 7 226 

Crosstabulation of Ethnicity and Career Choice (indicates that there is a significant 
difference in having made the correct career choice between participants of different ethnicities 
(H(2) = 20.216, p < 0.001). 

  

CAREER2 
My 

profession 
is a 

career:         Total 

    
1 Strongly 

Agree 
2 

Agree 
3 

Neutral 
4 

Disagree 
5 Strongly 
Disagree   

ETHNICITY 1 Asian 4 1 1 0 0 6 

  2 Black 6 3 0 1 0 10 

  3 Caucasian (White) 85 55 29 9 3 181 

  4 Coloured 0 0 4 2 0 6 

  5 Indian 6 9 7 1 0 23 

Total   101 68 41 13 3 226 

Crosstabulation of Ethnicity and Profession (there is a significant difference in their 
profession being a career between participants of different ethnicities (H(2) = 16.876, p = 0.002).   

  
CAREER3 My 

profession is a calling:         Total 

    1 Strongly Agree 
2 

Agree 
3 

Neutral 
4 

Disagree 
5 Strongly 
Disagree   

ETHNICITY 1 Asian 3 2 1 0 0 6 
  2 Black 7 2 0 1 0 10 
  3 Caucasian 

(White) 
94 64 20 2 1 181 

  4 Coloured 0 4 0 2 0 6 
  5 Indian 8 7 6 2 0 23 
Total   112 79 27 7 1 226 

Crosstabulation of Ethnicity and Calling (there is a significant difference in their profession 
being a calling between participants of different ethnicities (H(2) = 12.646, p = 0.013).   

  

PRACTICE3 The 
AHPCSA industry 

is financially viable:         Total 
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    1 Strongly Agree 
2 

Agree 
3 

Neutral 
4 

Disagree 
5 Strongly 
Disagree   

ETHNICITY 1 Asian 0 2 2 0 2 6 
  2 Black 1 3 3 1 2 10 
  3 Caucasian (White) 16 68 62 29 6 181 
  4 Coloured 0 0 2 3 1 6 
  5 Indian 1 6 12 2 2 23 
Total   18 79 81 35 13 226 

Crosstabulation of Ethnicity and Allied Healthcare Sector Viability (there is a significant 
difference in thinking the Allied Healthcare Sector is financially viable between participants of 
different ethnicities (H(2) = 9.954, p = 0.041).  

  

PERS_ENTREP2 
When choosing 

between 
entrepreneurship and 
employment, I prefer 

entrepreneurship:         Total 

    1 Strongly Agree 
2 

Agree 
3 

Neutral 
4 

Disagree 

5 
Strongly 
Disagree   

ETHNICITY 1 Asian 3 2 1 0 0 6 
  2 Black 6 1 2 1 0 10 
  3 Caucasian (White) 49 81 38 11 2 181 
  4 Coloured 0 2 2 2 0 6 
  5 Indian 4 6 10 3 0 23 
Total   62 92 53 17 2 226 

Crosstabulation of Ethnicity and Entrepreneurship (there is a significant difference in 
choosing between entrepreneurship and employment, preferring entrepreneurship between 
participants of different ethnicities (H(2) = 12.802, p = 0.012).   

  

PERS_ENTREP5 I 
can be an 

entrepreneur as a 
healthcare 

professional:         Total 

    1 Strongly Agree 
2 

Agree 
3 

Neutral 
4 

Disagree 

5 
Strongly 
Disagree   

ETHNICITY 1 Asian 4 2 0 0 0 6 

  2 Black 7 3 0 0 0 10 

  3 Caucasian (White) 59 100 14 7 1 181 

  4 Coloured 1 5 0 0 0 6 

  5 Indian 6 12 4 1 0 23 

Total   77 122 18 8 1 226 

Crosstabulation of Ethnicity and Healthcare Professional Entrepreneurship (there is a 
significant difference in being able to be an entrepreneur as a Healthcare Professional between 
participants of different ethnicities (H(2) = 10.543, p = 0.032).   
 

  

ENTREP20 
"Entrepreneurship can 
benefit my profession"     Total 

    1 Yes 2 No 3 Unsure   
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ETHNICITY 1 Asian 4 0 2 6 
  2 Black 9 0 1 10 
  3 Caucasian (White) 162 3 16 181 
  4 Coloured 6 0 0 6 
  5 Indian 15 0 8 23 
Total   196 3 27 226 

Crosstabulation of Ethnicity and Professional Benefit of Entrepreneurship (there is a 
significant difference in thinking that “entrepreneurship can benefit my profession” between 
participants of different ethnicities (H(2) = 14.034, p = 0.007).   

  

ENTREP12 Allied 
Healthcare 

Professionals in other 
countries are more 

entrepreneurial due to 
lesser legislative 

restrictions:         Total 

    1 Strongly Agree 
2 

Agree 
3 

Neutral 
4 

Disagree 

5 
Strongly 
Disagree   

ETHNICITY 1 Asian 1 2 3 0 0 6 
  2 Black 3 3 4 0 0 10 
  3 Caucasian (White) 26 46 91 12 6 181 
  4 Coloured 1 5 0 0 0 6 
  5 Indian 5 10 8 0 0 23 
Total   36 66 106 12 6 226 

Crosstabulation of Ethnicity and Entrepreneurship Abroad (there is a significant difference 
in thinking Allied Healthcare Professionals in other countries are more entrepreneurial due to 
lesser legislative restrictions between participants of different ethnicities (H(2) = 12.349, p = 
0.015).   

 

  

ENTREP9 
Unemployment is a 

problem in the 
South African Allied 
Healthcare Industry:         Total 

    1 Strongly Agree 
2 

Agree 
3 

Neutral 
4 

Disagree 

5 
Strongly 
Disagree   

ETHNICITY 1 Asian 2 2 2 0 0 6 
  2 Black 7 1 1 1 0 10 
  3 Caucasian (White) 36 62 61 16 6 181 
  4 Coloured 3 2 1 0 0 6 
  5 Indian 9 11 3 0 0 23 
Total   57 78 68 17 6 226 

Crosstabulation of Ethnicity and Unemployment (there is a significant difference in thinking 
that unemployment being a problem in the South African Healthcare Industry between 
participants of different ethnicities (H(2) = 18.075, p = 0.001).   

 

PRAC How do you practice? 

Total 1 Full-time 2 Part-time 
3 Not 

practicing 
1 Strongly Agree 72 22 2 96 

2 Agree 44 25 6 75 
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CAREER1 I made 
the correct career 
choice: 

3 Neutral 14 17 10 41 
4 Disagree 4 1 2 7 
5 Strongly Disagree 5 0 2 7 

Total 139 65 22 226 
Crosstabulation of Ways to Practice and Career Choice (there is a significant difference in 
thinking they made the correct career choice between different ways to practice (H(2) = 24.205, 
p < 0.001).   

 

PRAC How do you practice? 

Total 1 Full-time 2 Part-time 
3 Not 

practicing 
CAREER2 My 
profession is a 
career: 

1 Strongly Agree 79 18 4 101 
2 Agree 37 23 8 68 

3 Neutral 15 20 6 41 

4 Disagree 7 4 2 13 
5 Strongly Disagree 1 0 2 3 

Total 139 65 22 226 

Crosstabulation between Ways to Practice and Profession (there is a significant difference 
in their profession being a career between different ways to practice (H(2) = 24.034, p < 0.001).   

 

PRAC How do you practice? 

Total 1 Full-time 2 Part-time 3 Not practicing 
CAREER3 My 
profession is a 
calling: 

1 Strongly Agree 78 28 6 112 

2 Agree 43 25 11 79 
3 Neutral 14 11 2 27 
4 Disagree 3 1 3 7 
5 Strongly 
Disagree 

1 0 0 1 

Total 139 65 22 226 
Crosstabulation between Ways to Practice and Calling (there is a significant difference in 
thinking their profession is a calling between different ways to practice (H(2) = 7.756, p = 0.021).   

 

PRAC How do you practice? 

Total 1 Full-time 2 Part-time 3 Not practicing 
PRACTICE1 My 
practice is 
successful: 

1 Strongly Agree 33 4 0 37 

2 Agree 69 21 1 91 

3 Neutral 25 27 11 63 

4 Disagree 9 9 4 22 

5 Strongly 
Disagree 

3 4 6 13 

Total 139 65 22 226 

Crosstabulation of Ways to Practice and Successful Practice (Q11) (there is a significant 
difference in their practice is successful between different ways to practice (H(2) = 49.465, p < 
0.001). 
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1 Full-time 2 Part-time 3 Not practicing 

 

PRACTICE5 
My practice is 
successful: 

1 Strongly Agree 27 5 0 32 

2 Agree 78 22 0 100 

3 Neutral 23 26 14 63 

4 Disagree 10 8 6 24 

5 Strongly Disagree 1 4 2 7 

Total 139 65 22 226 

Crosstabulation of Ways to Practice and Successful Practice (Q40) (there is a significant 
difference in their practice being successful between different ways to practice (H(2) = 48.968, 
p < 0.001). 

 

PRAC How do you practice? 

Total 1 Full-time 2 Part-time 
3 Not 

practicing 
PRACTICE2 My 
practice is 
financially viable: 

1 Strongly Agree 24 3 0 27 
2 Agree 63 13 0 76 

3 Neutral 35 22 9 66 

4 Disagree 11 17 4 32 

5 Strongly 
Disagree 

6 10 9 25 

Total 139 65 22 226 

Crosstabulation of Ways to Practice and Financially Viable Practice (Q12) (there is a 
significant difference in their practice being financially viable between different ways to practice 
(H(2) = 53.703, p < 0.001). 

 

PRAC How do you practice? 

Total 1 Full-time 2 Part-time 3 Not practicing 
PRACTICE6 My 
practice is 
financially viable: 

1 Strongly Agree 22 3 0 25 

2 Agree 69 17 0 86 
3 Neutral 26 21 14 61 
4 Disagree 17 21 3 41 
5 Strongly Disagree 5 3 5 13 

Total 139 65 22 226 
Crosstabulation of Ways to Practice and Financially Viable Practice (Q41) (there is a 
significant difference in their practice being financially viable between different ways to practice 
(H(2) = 38.209, p < 0.001).   
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PRAC How do you practice? 

Total 1 Full-time 2 Part-time 3 Not practicing 
PRACTICE3 The 
AHPCSA industry 
is financially 
viable: 

1 Strongly Agree 17 0 1 18 

2 Agree 56 19 4 79 

3 Neutral 48 27 6 81 

4 Disagree 13 15 7 35 

5 Strongly 
Disagree 

5 4 4 13 

Total 139 65 22 226 

Crosstabulation of Ways to Practice and Allied Healthcare Sector Viability (there is a 
significant difference in thinking the Allied Healthcare Sector is financially viable between 
different ways to practice (H(2) = 22.520, p < 0.001).   

  

TYPE_PRAC What 
type of practice do 

you have?     Total 
    1 Private Practice 2 Group Practice 3 Not Practicing   
PRACTICE4 I 
have considered 
leaving the allied 
healthcare 
industry: 
  
  
  
  

1 Strongly Agree 11 0 6 17 

2 Agree 48 5 8 61 
3 Neutral 36 1 2 39 
4 Disagree 61 2 3 66 
5 Strongly Disagree 34 6 3 43 

Total   190 14 22 226 
Crosstabulation of Types of Practices and Exiting the Allied Healthcare Sector (there is a 
significant difference in having considered leaving the Allied Healthcare Sector between 
different types of practices (H(2) = 8.890, p = 0.012).   

 

OUTSIDE_EMPLOY Are you employed outside of your practice? 

Total 
1 Not 

Employed 

2 Full-
time 

Employed 

3 Part-
time 

Employed 
4 Self-

Employed 

5 
Freelance 
Employed 

6 Own 
Business 

PRACTICE1 
My practice is 
successful: 

1 
Strongly 
Agree 

20 3 2 10 1 1 37 

2 Agree 51 5 11 14 3 7 91 

3 Neutral 27 10 7 9 5 5 63 

4 
Disagree 

5 5 5 7 0 0 22 

5 
Strongly 
Disagree 

2 3 2 2 2 2 13 

Total 105 26 27 42 11 15 226 

Crosstabulation of Employment Status and Successful Practice (there is a significant 
difference in their practice being successful between participants of who are employed outside 
of their practice (H(5) = 15.464, p = 0.009). 
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ANNEXURE V 

CORRELATIONS 

 

  CAREER PRACTICE ENTREPRENEURSHIP 
PERS_ 

ENTREP 
Spearman'
s rho 

PRACTICE Correlation 
Coefficient 

.642**       

  Sig. (2-
tailed) 

0,000       

  N 225       

  ENTREPRENEUR
SHIP 

Correlation 
Coefficient 

.463** .459**     

  Sig. (2-
tailed) 

0,000 0,000     

  N 224 223     

  PERS_ENTREP Correlation 
Coefficient 

.413** .434** .855**   

  Sig. (2-
tailed) 

0,000 0,000 0,000   

  N 226 225 224   

  GEN_ENTREP Correlation 
Coefficient 

.397** .380** .798** .404** 

  Sig. (2-
tailed) 

0,000 0,000 0,000 0,000 

  N 224 223 224 224 

**. Correlation is significant at the 0.01 level (2-tailed). 
 

 
PERS_ENTREP1 I 

am an 
entrepreneur: 

PERS_ENTREP7 I 
prefer employment 

rather than being an 
entrepreneur: 

ENTREP11 Allied 
Healthcare 

Professionals in 
South Africa are 
entrepreneurial: 

Spearman's 
rho 

PERS_ENTREP1 I am 
an entrepreneur: 

Correlation 
Coefficient 

1.000 -.380** .286** 

Sig. (2-
tailed) 

. .000 .000 

N 226 226 226 
PERS_ENTREP7 I 
prefer employment 
rather than being an 
entrepreneur: 

Correlation 
Coefficient 

-.380** 1.000 -.191** 

Sig. (2-
tailed) 

.000 . .004 

N 226 226 226 
ENTREP11 Allied 
Healthcare 
Professionals in South 
Africa are 
entrepreneurial: 

Correlation 
Coefficient 

.286** -.191** 1.000 

Sig. (2-
tailed) 

.000 .004 . 

N 226 226 226 
**. Correlation is significant at the 0.01 level (2-tailed). 

There is a significant, moderate correlation between questions 13 & 36  
(r = 0.419, n = 226, p < 0.001).  
No real tangible correlations between questions 17, 23 & 28.  
Very weak correlation between questions 27 and 39 (r = 0.279, n = 226, p < 0.001).  
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ANNEXURE W 

TEST STATISTICS 

 

Test Statisticsa 

  

PERS_ENTREP1 
I am an 

entrepreneur: 

PERS_ENTREP2 
When choosing 

between 
entrepreneurship 
and employment, 

I prefer 
entrepreneurship: 

PERS_ENTREP7 
I prefer 

employment 
rather than being 
an entrepreneur: 

ENTREP11 
Allied 

Healthcare 
Professionals 
in South Africa 

are 
entrepreneurial: 

Mann-
Whitney 
U 

4195,500 4323,500 4389,000 3300,500 

Wilcoxon 
W 

5735,500 5863,500 18924,000 17835,500 

Z -1,206 -0,884 -0,714 -3,494 

Asymp. 
Sig. (2-
tailed) 

0,228 0,377 0,475 0,000 

a. Grouping Variable: GENDER 

  

PERS_ENTREP1 
I am an 

entrepreneur: 

PERS_ENTREP2 
When choosing 

between 
entrepreneurship 
and employment, 

I prefer 
entrepreneurship: 

PERS_ENTREP7 
I prefer 

employment 
rather than being 
an entrepreneur: 

ENTREP11 
Allied 

Healthcare 
Professionals 
in South Africa 

are 
entrepreneurial: 

Kruskal-
Wallis H 

4,266 1,200 2,552 1,964 

df 4 4 4 4 

Asymp. 
Sig. 

0,371 0,878 0,635 0,742 

a. Kruskal Wallis Test 

b. Grouping Variable: MARITAL_STAT 

  

PERS_ENTREP1 
I am an 

entrepreneur: 

PERS_ENTREP2 
When choosing 

between 
entrepreneurship 
and employment, 

I prefer 
entrepreneurship: 

PERS_ENTREP7 
I prefer 

employment 
rather than being 
an entrepreneur: 

ENTREP11 
Allied 

Healthcare 
Professionals 
in South Africa 

are 
entrepreneurial: 

Kruskal-
Wallis H 

4,403 12,802 8,348 0,747 

df 4 4 4 4 

Asymp. 
Sig. 

0,354 0,012 0,080 0,945 

a. Kruskal Wallis Test 

b. Grouping Variable: ETHNICITY 
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Test Statisticsa,b 

  

PERS_ENTREP1 
I am an 

entrepreneur: 

PERS_ENTREP2 
When choosing 

between 
entrepreneurship 
and employment, 

I prefer 
entrepreneurship: 

PERS_ENTREP7 
I prefer 

employment 
rather than being 
an entrepreneur: 

ENTREP11 
Allied 

Healthcare 
Professionals 
in South Africa 

are 
entrepreneurial: 

Kruskal-
Wallis H 

1,025 3,242 8,229 1,558 

df 6 6 6 6 

Asymp. 
Sig. 

0,985 0,778 0,222 0,956 

a. Kruskal Wallis Test 

b. Grouping Variable: Age_Group 

     

  

PERS_ENTREP1 
I am an 

entrepreneur: 

PERS_ENTREP2 
When choosing 

between 
entrepreneurship 
and employment, 

I prefer 
entrepreneurship: 

PERS_ENTREP7 
I prefer 

employment 
rather than being 
an entrepreneur: 

ENTREP11 
Allied 

Healthcare 
Professionals 
in South Africa 

are 
entrepreneurial: 

Kruskal-
Wallis H 

3,035 4,303 7,237 7,800 

df 4 4 4 4 

Asymp. 
Sig. 

0,552 0,367 0,124 0,099 

a. Kruskal Wallis Test 

b. Grouping Variable: QUAL_LEVEL Level of qualification 

     

  

PERS_ENTREP1 
I am an 

entrepreneur: 

PERS_ENTREP2 
When choosing 

between 
entrepreneurship 
and employment, 

I prefer 
entrepreneurship: 

PERS_ENTREP7 
I prefer 

employment 
rather than being 
an entrepreneur: 

ENTREP11 
Allied 

Healthcare 
Professionals 
in South Africa 

are 
entrepreneurial: 

Kruskal-
Wallis H 

23,082 27,718 17,033 1,535 

df 2 2 2 2 

Asymp. 
Sig. 

0,000 0,000 0,000 0,464 

a. Kruskal Wallis Test 

b. Grouping Variable: PRAC How do you practice? 
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Test Statisticsa,b 

  

PERS_ENTREP1 
I am an 

entrepreneur: 

PERS_ENTREP2 
When choosing 

between 
entrepreneurship 
and employment, 

I prefer 
entrepreneurship: 

PERS_ENTREP7 
I prefer 

employment 
rather than being 
an entrepreneur: 

ENTREP11 
Allied 

Healthcare 
Professionals 
in South Africa 

are 
entrepreneurial: 

Kruskal-
Wallis H 

3,735 8,450 7,124 0,910 

df 2 2 2 2 

Asymp. 
Sig. 

0,155 0,015 0,028 0,634 

a. Kruskal Wallis Test 

b. Grouping Variable: TYPE_PRAC What type of practice do you have? 

     

  

PERS_ENTREP1 
I am an 

entrepreneur: 

PERS_ENTREP2 
When choosing 

between 
entrepreneurship 
and employment, 

I prefer 
entrepreneurship: 

PERS_ENTREP7 
I prefer 

employment 
rather than being 
an entrepreneur: 

ENTREP11 
Allied 

Healthcare 
Professionals 
in South Africa 

are 
entrepreneurial: 

Kruskal-
Wallis H 

3,438 15,883 12,509 4,945 

df 5 5 5 5 

Asymp. 
Sig. 

0,633 0,007 0,028 0,423 

a. Kruskal Wallis Test 

b. Grouping Variable: OUTSIDE_EMPLOY Are you employed outside of your practice? 
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ANNEXURE X 

TIPS MANAGERIAL LEADERSHIP FRAMEWORK 

 

 
Figure X1: TIPS Managerial Leadership Framework (Da Vinci, 2020) 
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Figure X2: Core Elements of the TIPS Managerial Leadership Framework (Da Vinci, 2021) 


