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Occupational therapists’ perspectives on
knowledge transfer in clinical practice in
the Free State, South Africa

Volume 54 Number 1, April 2024

Background: The transfer of all types of knowledge in occupational
therapy practice is complex, and there is little agreement globally on the
most important types of knowledge that inform clinical practice. This
study aimed to uncover the perspectives of occupational therapists in the
Free State, South Africa on knowledge transfer in clinical practice.
Methodology: Q methodology was used to collect data from 14
occupational therapists utilising Q Method Software.

Results: Factor analysis revealed two factors with eigenvalues of greater
than 1. Factor 1 had an eigenvalue of 2.97, and factor 2 had an eigenvalue
of 1.48. These two factors were constructed from six and five participants’
Q Sorts respectively, with the highest factor loads for factor 1 and factor 2.
Thematic content analysis of these two factors identified two themes,
namely: client-centred philosophy and practice informed through clinical
reasoning.

Conclusion: The strategic use of Q methodology presented empirical
evidence of the transfer and utilisation of all types of knowledge in
clinical practice in the Free State, South Africa. The results indicated the
transfer of propositional, procedural, personal, and client knowledge
strengthens client-centred practice and manifests in clinical reasoning.
Furthermore, the results indicate an interdependence between the types
of knowledge, meaning that it is important that therapists utilise all types
of knowledge and not rely on only one form of knowledge when they
work with patients to promote well-being.

Implications for Practice

- Q Methodology is an ideal research method to identify the
subjective perspectives of participants where different opinions on
a topic might exist.

- Clinicians hold a wealth of practice experience and personal
knowledge that should be shared and captured through research.

- The client's voice needs to be heard more often to ensure client-
centred practice is not only an idea on paper.

INTRODUCTION AND LITERATURE REVIEW
Various processes describe how knowledge is used to inform clinical
practice. These processes include knowledge transfer, knowledge
translation, and knowledge exchange™. Much has been published on the
different concepts of knowledge-to-action and authors have argued
about the difference between the often-interchangeable use of the terms;
knowledge translation, knowledge transfer, and knowledge exchange.
Table | (below, page 55) provides an overview of some of the definitions
of knowledge transfer indicating the different perspectives that exist.
Knowledge transfer, which is the focus of this paper, is seen as a
subcategory of the knowledge translation process which occurs in clinical
practice. The authors furthermore argue that knowledge transfer consists
of all types of knowledge not only research evidence.
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Table I. Definitions of knowledge transfer

Knowledge transfer

“Knowledge transfer describes the collaborative problem-solving and sharing of
experiences, perspectives, and knowledge among caregivers, researchers, and
policymakers that happens through developing partnership and exchanging
information and ideas"'®.

“A systematic approach to capture, collect and share tacit knowledge in order for it
to become explicit knowledge. By doing so, this process allows for individuals
and/or organizations to access and utilize essential information, which previously
was known intrinsically to only one or a small group of people"*™.

“The imparting of research knowledge from producers to potential users. It has a
connatation of uni-directionality in comparison with a more bi-directional
"knowledge exchange"*"**,

“There are various definitions for KT [knowledge transfer], which despite
discrepancies in language share a common theme related to communicating forms
of knowledge to relevant stakeholders through various methods"*™*,

“This term describes the one-way flow of knowledge from researchers to potential
users including policymakers, clinicians, and clients; it is also considered the
responsibility of researchers"s".

According to the literature, the transfer of knowledge is
considered to be a bilateral activity or a two-way process® of
knowledge informing practice, and can include any
combination of the types of knowledge described in literature
(see below). If compared with some of the definitions of
knowledge translation and exchange, knowledge transfer uses
both, empirical evidence to guide practice, procedural - as well
as personal knowledge. Knowledge is, therefore, not
transferred to practice by researchers; rather transferred in
practice between clinicians, clients, and other stakeholders.
Because of its all-encompassing nature, knowledge transfer as
a method to inform practice was the focus of the study.

Occupational therapists use diff
erent types of knowledge to understand the complexity of hu
man occupation to guide clinical

reasoning for assessment and intervention and inform ethical
practice’-°. Often, in clinical practice, the occupational therapis
t draws on a combination of the types of knowledge to inform
their clinical reasoning10,11. These interrelated types of knowle
dge include propositional (or  theoretical/empi
rical) knowledge, ", procedural knowledge (practice experien
ce)>'?, personal theory (referred to as personal knowledge h
enceforth)®
"2 and espoused knowledge?. Propositional knowledge includ
es theoretical knowledge and research evidence®'?; while pro
cedural knowledge refers to the occupational therapist's
clinical experience®
"%, Fish and Boniface® describe personal theory as the clinician’
s values and beliefs that influence their practice,
while espoused knowledge is propositional knowledge that th
erapists agree with because of their personal knowle
dge. It is, therefore, the theory they understand or feel comfor
table with and which they will use in practice. Client knowled
ge refers to the knowledge a client has of their o
ccupational profile, context, likes, and dislikes™.
There are, however, differing perspectives on what is the
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types of knowledge to ensure meaningful occupational
engagement for the client. This is achieved by recognising the
relationship between the person, environment, and
occupation and the types of knowledge arising from it.

Over the past few decades, researchers have strongly
advocated for the use of propositional knowledge (evidence-
based knowledge) to inform clinical practice™'®'® These
authors argue that, to inform practice and ensure quality
service delivery evidence-based knowledge is necessary.
However, the knowledge that is transferred to clinical practice
might also include (or be derived from) clinical skills, cognitive
skills such as judgement, problem-solving, and decision-
making that developed from occupational therapy practical
experience®, contextual knowledge acquired from clients
(client-knowledge)™, and the personal values and beliefs of
the occupational therapist. It could, thus, be dangerous to
focus on a single form of knowledge transfer, furthermore, to
ignore the interrelated nature of knowledge transfer.

Knowledge transfer in clinical practice is a dynamic
process that involves occupational therapists, their clients,
other relevant stakeholders, such as other team members,
family, and/or caregivers accessing and sharing all types of
knowledge. The transfer of knowledge is, therefore,
considered to be a bilateral activity or a “two-way process”6
of knowledge informing practice, which suggests
collaboration between the occupational therapist and client in
clinical practice™. Davis and Polatajko™ and Park et al* also
refer to the value of collaboration, where the occupational
therapist acknowledges the clients’ occupational stories, and
use it to inform contextually relevant occupation-based
practice. Indeed, it has been argued that it is often the transfer
of the expert knowledge of a client or their caregivers about
their context and occupational realities that informs
practice™' as well as allows for client-centred service
delivery.

Yet, understanding the interrelated nature of knowledge
transfer is a complex undertaking, especially given the varied
perspectives on the transfer of the different types of
knowledge in clinical practice. What authors do agree on,
however, is the importance of knowledge for informing
clinical practice. To date, limited documentation exists on the
perspectives of South African occupational therapists on the
type and content of the different types of knowledge that are
transferred in clinical practice. The aim of this article is to
determine the perspectives of occupational therapists
practicing in the Free State, South Africa, regarding knowledge
transfer in clinical practice.

METHODOLOGY

Ethical approval for the study was received from the Health
Science Research Ethics Committee (UFS-HSD2021/1454/2610)
of the University of the Free State.

Study Design

To determine the occupational therapists’ perspectives on
knowledge transfer in clinical practice, a mixed method Q
methodology was utilised. Q methodology was developed by
psychologist William Stephenson in 19357 and identifies
participants’ subjective perspectives regarding a specific topic
of interest, about which different opinions may exist*>**,
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The Q methodology consists of six steps, and the work of
Webler et al.* is referenced in this study.

Step 1: Determine the objective of conducting the Q methodology
The objective was to determine the perspectives of
occupational therapists in the Free State, South Africa on
knowledge that is transferred in their clinical practice.

Step 2: Preparation to create the concourse

A concourse is a collection of possible statements that, for this
study, related to the occupational therapists’ knowledge
transfer in clinical practice. To build the concourse for the Q
sample, published resources and semi-structured interviews
are included, as recommended®. For this study, a scoping
review was undertaken to determine the landscape of
knowledge transfer in occupational therapy clinical practice.
The scoping review was followed by semi-structured, digitally
audio-recorded interviews with nine occupational therapists
from different practice settings (see Table Il, adjacent, page 57)
in the Free State, South Africa, to gain insight into the content
of the knowledge that is transferred in their clinical practice.
Interview participants were provided with a definition and an
explanation of each of the four types of knowledge that had
been identified in occupational therapy literature, namely,
propositional knowledge (theoretical/empirical), procedural
knowledge (practice experience), personal knowledge (own
world view, values, and beliefs), and client knowledge.
Inductive thematic analysis was performed to extract
statements made by participants in the interviews, to form the
concourse®. Statements were also extracted from the
literature identified by the scoping review. From the
concourse, a Q sample of statements was developed.
Including only participants from the Free State, South Africa
was a limitation of this study. It is recommended that a follow-
up study is conducted amongst occupational therapists
practicing in the whole of South Africa.

Step 3: Identify, select, and edit Q statements

The concourse initially consisted of 80 statements
representing the four types of knowledge: propositional (n =
20), procedural (n = 32), personal (n = 14), and client (n = 14)
knowledge. To identify, select and edit the Q statements, the
researcher and a co-coder, who is familiar with Q
methodology, went through all the statements to retain,
combine, or remove statements. The included final Q
statements adhered to the qualities of a “good Q statement” in

4 — = — 2
-4 |Least applicable in my clinical practice ~ Neutral  Most applicable in my clinical practice

[©]

Figure 1: Q Grid

(https://app.gmethodsoftware.com/admin/study/dashboard/
10407/structure)

QMethod Software provide a forced normal distribution with
an equal number of blocks on either side of the neutral
column. Statements must be placed in each block before the
survey continues. This normal distribution forces participants
to carefully reflect on their perspectives of knowledge transfer
in their specific clinical practice®® and place a statement in the
applicable block of the Q grid (see Figure 1, above).

Step 4: Recruit participants

Convenience and snowball sampling were used to recruit
participants. Twenty occupational therapists known to the
researcher and practicing in the Free State, South Africa were
invited via email to take part in the Q method survey. Through
snowball sampling the participants were requested to share
the invitation with colleagues who might be interested in the
study. The researcher did not specify the number of invitations
to be shared with colleagues. Webler et al*® suggest that
participants should hold various perspectives on the topic
under investigation. For this reason, occupational therapists
were recruited from various clinical fieldwork settings in the
Free State, South Africa. Table Il (below) shows the clinical
practice setting of the two groups of participants of the semi-
structured interviews and the Q method survey.

Table II: Practice settings of participants

(a) being meaningful to the participants (occupational Interview Practice setting Q methodology Practice setting
therapists), (b) understandable, (c) having the potential to be participant participant
interpreted in various ways, and (d) giving participants number number
something to think about®*:"®. The final Q sample consisted of 1 Private hospital - mental 1 Retirement facility
42 statements relating to the four types of knowledge: health
Prodpol'Siti?n(al (n8)=(8)’ Pl'robcledl:”al (nSZ;S)' personal (n = 10), 2 Private hospital - physical 2 Private hospital - physical
and client (n = 8) (see Table Il page 58). "
After finalising the Q sample, eacﬁ statement was allocated a mhablmatlon_ , Condltlons‘ ,
number between 1 and 42. The study was set up using 3 School.forchlldrenwnh 3 State.hospltal—physmal
QMethod Software®® and the statements were loaded onto severe intellectual conditions
the platform in the same sequence as each statement had disabilties
been numbered during the preparation phase. A Q grid was 4 School for children with 4 Private practice
set up in an inverted pyramid comprising 42 blocks (Figure 1, physical and learning
adjacent) disabilities
56 Volume 54 Number 1, April 2024
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5 State hospital - mental 5 State hospital - paediatrics
health
6 Private practice - general 6 Private hospital - physical
conditions
7 Private practice - paediatric 7 School for children with
mental health severe intellectual
disabilities
8 State hospital - physical 8 Private hospital - physical
conditions conditions
9 Vocational evaluation 9 Academic service delivery
platform - paediatrics
10 Undisclosed
1 Private hospital - physical
rehabilitation
12 State hospital - physical
conditions and paediatrics
13 State hospital - physical
conditions
14 State hospital - mental
health

Step 5: Conducting the Q sorts

Participants used a link provided by the researcher to access
the QMethod Software platform and were requested to
provide an individualised participation code (also provided by
the researcher). The first landing page of the survey requested
participants to consent to participation in the study by
choosing between the options ‘agree’ or ‘not agree’ In the
next step, participants were instructed to rank each of the
statements by choosing an icon (thumbs up, neutral, thumbs
down) with regard to the applicability of the statement to
their clinical practice setting (Figure 2, below). The statements
were automatically placed in three piles, to be used in the
next step.

My experience has taught me to use
| listen to my patients, | give my patients a different approaches with patients
voice depending on their cultural practices,

values, and beliefs

g ©) i@ [ ©) 1

| use patient feedback to establish if | am
actually addressing the problem faced by
the patient

I keep my patients’ information
confidential

g @) 1 Ll ® i@

Figure 2: Example of Statements with Icons
(https://app.gmethodsoftware.com/admin/study/dashboard/
10407/codes)

Once the initial sorting had been done, participants continued
to a page where the Q grid appeared (Figure 1, page 56). Each
of the statements in the three piles were subsequently placed
on the grid, by each participant, according to perception of a
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statement — from most to least applicable to the participant’s
clinical practice. Statements could be removed and replaced
until the participants were satisfied with the placement of
their statements. The final placement of the statements by
each participant is known as the participant’s Q sort placed
from most to least as applicable to their clinical practice. The
last landing page of the survey, a short post-sort section,
invited participants to comment on their Q sorts and the
placements of the statements on the Q grid. Participants were
given the option to provide feedback by commenting in the
QMethod software, or to send a reflection to the researcher
via email or to have a short online discussion with the
researcher. Only six participants provided feedback, which is a
limitation of the study. The researcher recommends in person
reflection with each participant take place to ensure the
valuable input from participants are not lost.

Step 6: Using factor analysis to arrive at perspectives of
knowledge transfer in clinical practice

Factor analysis was used to identify patterns from the Q sorts
of each participant®. The final sorts, also known as factors, are
combinations of the different participants’ Q sorts.
The first step of the factor analysis was to decide on a method
to extract the factors, either centroid or principal components
analysis. In this study, centroid analysis was used® to account
for the indeterminacy of its solutions. This means that the
same participants would not have the same Q sort twice?’.
The second step was to choose a rotation method to ensure
the best results. In this study, Pearson correlation and Varimax
rotation were done to ensure that participants’ Q sorts were
considered for only one factor®. The last step of the factor
analysis was to decide on the number of factors. The Kaiser-
Guttman criterion was used to determine the number of
factors to be extracted. Two factors with eigenvalues greater
than 1.00*° were chosen, the statements from these two
factors with sort values of four, three, and two (Table IV, page
58) were thematically analysed by the researcher to
determine the participants’ perspectives on knowledge
transferred in their clinical practice.

Q methodology was designed as a rigorous method to
determine participants’ subjective opinions or perspectives on
specific matters®®, which made this the most suitable research
method for this study. Content validity was assured by using
literature and interviews to compile the final Q sample. The
natural-language statements extracted from the semi-
structured interviews and statements from literature assured
face validity. A pilot study was conducted to further assure
content and face validity. No changes were required, and the
results of the pilot study were included in the main study. Q
sort validity was obtained, and each participant’s Q sort
represented their own perspectives. Reliability had been
confirmed through test-retest procedures in previous
studies®®. Regarding trustworthiness of the study; credibility
was ensured through method, dats, and theory triangulation.
Transferability was ensured through a description of
knowledge transfer in clinical practice as well as a specific
procedure of data collection and analysis were utilised.
Dependability was ensured though audit trails and systematic
documentation, management, and storage of data.
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RESULTS

Results of the two data collection processes described above
are included in this paper (see Table II, page 56). The first set
of results was obtained from the Q methodology survey itself,
with 14 occupational therapists practicing in the Free State,
South Africa. The second is based on the qualitative data
obtained from the semi-structured interviews conducted with
nine experienced occupational therapists, to determine
the initial Q statements.

In total 20 occupational therapists in the Free State, South
Africa, indicated their interest in taking part in the Q method
survey and were sent an information document. This was
accompanied by a link to the QMethod Software web page,
and a different participation code for each participant
randomly created by the platform. In the end, only 14
occupational therapists from different clinical practice settings
completed the Q sort and were included in the study. Webler
et al.** recommends recruiting one participant for every three
Q statements; therefore, 14 participants were deemed
sufficient for this phase of the study. Six participants provided
written reflective feedback regarding their Q sorts. At this
stage, it was not known whether a participant’s Q sort would
be flagged for inclusion in the final factors.

Two factors with eigenvalues greater than 1.00 were
extracted. Factor 1 had an eigenvalue of 2.97, while Factor 2
had an eigenvalue of 1.48. A factor represents the collective
perspectives of a group of participants”. The final factors are
combinations of the statements used in the study. Factor 1 was
constructed by Q sorts of participants 3, 9, 10, 12, 13, 14 while
Factor 2 was constructed by Q sorts of participants 1,4, 5,7, 8.
(see Table Ill, adjacent). Automatic flagging of a Q sort is done
to, first, indicate which participants’ Q sorts have the highest
factor loads and, second, to correlate a participant’s Q sort
with the final factor®>*.

Table IV: Factor scores

Table IlI: Factor Matrix with Defining Sorts Flagged

kg rtll\lc:;)ant z scores for Factor 1 z scores for Factor 2
1 -0,10207 0,53211 flagged
2 -0,08887 0,23908
3 0,79353 flagged -0,08959
4 0,3465 0,35593 flagged
5 023712 0,52276 flagged
6 0,04181 0,24935
7 0,2699 0,73245 flagged
8 015148 0,59115 flagged
9 0,63028 flagged 0,47045
10 0,57251 flagged -0,09303
1 -0,09395 0,20845
12 0,68618 flagged 017636
13 0,32609 flagged 0,14532
14 0,43583 flagged -0,12427

Table IV (below) shows the final factors with the z-scores
and sort values of each statement that contributed to the
factor. A sort value of 4 represents a statement that is most
applicable to a participant’s clinical practice. Only statements
with a sort value between 4 and 1 are included in Table IV
statements with sort values of 0 to -4, which
represent neutral or least applicable to a participant’s clinical
practice, are not included.

The results indicate a low correlation of 0.334 between
factors 1and 2. This is of importance, because it indicates that
there are differences between the two sets of factors. The z
sores in Table IV (below) indicate the priority statements of
each factor. The final factors represent participants’
perspectives and include all the types of knowledge
transferred in occupational therapy clinical practice in the Free
State, South Africa. The thematic analysis of the statements
with sort values of 4, 3, and 2 delivered two themes namely:
client-centred philosophy (Factor 1) and  practice informed
through clinical reasoning (Factor 2).

Factor 1 scores
Client-centred philosophy

Statement No. Statement Z-score Sort Values
15
| put my patients first, | have their best interests at heart 214504 4
% Collaboration between my patients and me, through the sharing of experiences and reflective practices, facilitates knowledge 1,7739 4
transfer that improves my service delivery
25 1,54671 3

| demonstrate different skills to my patients or simulate the patients' environment

1

I use borrowed theories such as NDT, Behavioural, Cognitive behavioural, Client-centred, or Cognitive perceptual theoretic frames of | 130989
reference, ICF, and Gestalt therapy in my clinical practice

6 | use my experience, gut feeling, and intuition to guide and adapt my therapy 117331 3
13 | use a combination of practical experience and theory knowledge in my clinical practice 1,09216 3
26 I listen to my patients; | give my patients a voice 0,92036 2
21 My colleagues and | reflect, hypothesise, and solve problems together, we share new ideas with each other 0,89184 2
18 Patients provide information such as their background, occupational profiles, role expectations, support systems, and home 0,81915 2
environment that | use in my clinical practice
28 My experience has taught me to use different approaches with patients, depending on their cultural practices, values, and beliefs | 0,7287 2
23 | am authentic in my clinical practice and share my own stories and examples with my patients 0,68209 2
= 1 do not let my personal values and beliefs influence my clinical practice and relationship with my patients 0,59685 1
32 | keep my patients' information confidential 0,58476 1
16 1 apply the theory of activity analysis in my clinical practice 0,54135 1
2 | use real-life examples provided by my patients in my clinical practice 0,47246 1
30 My clinical practice is based on research evidence to ensure quality service delivery to my patients 0,42869 1
34 | use observation as an evaluation method a lot 0,37823 1

58 Volume 54 Number 1, April 2024

©) sA Journal of Occupational Therapy



Factor 2 scores
Practice informed through clinical reasoning
Statement No. Statement Z-score Sort Values
13 | use a combination of practical experience and theory knowledge in my clinical practice 199126 4
21 My colleagues and | reflect, hypothesise, and solve problems together, we share new ideas with each other 1,89884 4
24 The patients’ pathology influences the choice of theory | use in my clinical practice 1,64481 3
15 | put my patients first, | have their best interests at heart 1,58007 3
38 My clinical reasoning is influenced by the knowledge | gain in my clinical practice 134444 3
3 | use patient feedback to establish if | am actually addressing the problem faced by the patient 112461 3
28 My experience has taught me to use different approaches with patients depending on their cultural practices, values, and beliefs 112063 2
40 | use the knowledge that | have gained from negative experiences in my clinical practice 0,94771 2
6 | use my experience, gut feeling, and intuition to guide and adapt my therapy 0,9336
34 | use observation as an evaluation method a lot 082764
10 My patients teach me more about their culture, values, and beliefs than what | can learn from theory 0,69287
20 The patients’ physical and socio-economic environments influence the choice of theory | use in my clinical practice 0,68237 1
14 Patients contribute to the problem-solving process and their therapy 0,67311 1
27 1 listen to my patients; | give my patients a voice 0,6612 1
32 | keep my patients’ information confidential 0,58043 1
36 1 apply the knowledge that | gained from one patient to the next patient who has similar problems 0,44925 1
7 The patients’ cultures influence the transfer of knowledge between me and my patients 0,14067 1
The qualitative findings, as shown in Table V (below), were referred to as | participants, whilst data from participants
extracted from the semi-structured interviews and the post- included in the post survey comments of the Q methodology
survey comments of the Q methodology. The verbatim quotes referred to as Q participants. The verbatim quotes of the
obtained from the semi-structured interviews is participants support the two themes identified from Factors 1
and 2.
Table V Qualitative findings
Participant Verbatim quote Theme
no.
| Participant 5 | “Because you're still acting in the best interest of a patient.” Client-centred philosophy
Q Participant | “I really use a patient-directed approach in the way | give my therapy. So I try to involve my Client-centred philosophy
8 patients in goal setting and really try to meet their needs and their goals as well.”

| Participant 9 | “It's a very important part you should facilitate, speak to them, try and come up with a solution | Client-centred philosophy
together, guide them. Because ultimately, | think it's important for the patient or your client to
really buy into the solutions.”

| Participant 2 | “I sometimes even get into @ wheelchair and do demonstrations because often just by giving | Client-centred philosophy
verbal instructions, it's very difficult for that [knowledge] transfer to actually happen. Where I've
seen a lot of the time when if | do it, patients often say, wow, | now for the first time actually
understand what you're trying to tell me.”

| Participant 5 | “Usually it's what will suit, what explains our patient population, what connects all the dots, the | Client-centred philosophy
best. So, it's not necessarily what you're most comfortable with, but where you can plot your
patient the best and what motivates or explains your clinical reasoning in terms of choosing
aims. So, it’s really about your patient and which theory will explain the problems to be able to
connect all the dots to make your treatment plan more specific for the patient or the patient
population that you work with."

| Participant 1 | “I think, we can call it your gut feeling or your intuition where you let that guide you. I think it's | Client-centred philosophy
a combination of you know the experience you've acquired.”
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| Participant 7 | “It's really thinking about the clients, thinking about the sessions throughout the day. So not Client-centred philosophy
necessarily doing it in writing, but in my mind, trying to see, did | do this child justice today in
terms of the session?”

| Participant 6 | “All three parts of the knowledge is important for who | am and for doing what | do. | think Practice informed through
when | started being an OT, the theoretical and the book stuff, that was very important to me. clinical reasoning

But it's now subconsciously, it's still there, but | don't focus that much. And the clinical
experience | think is important because that is what | do in my day to day things”

Q Participant | “I would go to my colleagues, and we reflect, and problem solve together.” Practice informed through
3 clinical reasoning

| Participant 9 | “You first of all have to understand the pathology to understand how the pathology will impact | Practice informed through
on the functionality of the patient.” clinical reasoning

Q Participant | “I rely on my existing experience that | do have. So, for example, for my stroke patients, | do have | Practice informed through
3 kind of a set way that | start my therapy in, and I've got set questions that | ask my patients, and | clinical reasoning

from there | start my treatment and that is influenced by my patient’s physical and economic
environment, something that | said was very important for me.”

families, in other cultures, a family decision has to be made.”

| Participant 2 | "And then something else that | have come to realise is the dynamic within families. We Practice informed through
experience that in certain situations; the patient can make their own decisions. Where in other | clinical reasoning

DISCUSSION

Q methodology was designed to measure the participant’s
subjective perspectives on an issue, and to challenge
participants’ thoughts on the matter®. Participants had to
carefully consider what type of knowledge was most or least
applicable in their clinical practice setting, which confirms the
existing perspective that different types of knowledge inform
clinical practice’". The thought processes facilitated by the
Q methodology re-affirmed the importance a client-centred
philosophy and clinical reasoning for occupational therapists
in clinical practice, through the two themes identified and
discussed below.

Client-centred philosophy

The client-centred philosophy, firstly, manifests in clinical
practice through the utilisation of propositional knowledge
(theory and research) of the patient's pathology. Designing
interventions relevant to each patient's needs by choosing
theory ensures evidence-based practice. Utilising theory
pertaining to pathology, combined with applicable theoretical
frames of references, allows occupational therapists to
understand the impact of a pathology better, and provide
them the opportunity to work towards functional treatment
outcomes with their patients®.

Secondly, “Putting the patient first” (Factor 1, statement no
15) reflect participants’ world views, values and beliefs, and
ethical perspectives which inform and influence the way they
approach their patients®'2. This personal knowledge develops
through reflective practice that influences and might even
change a therapist’s personal beliefs of patients, their contexts
and challenges®. The complex integration of procedural
knowledge (experience) and personal knowledge occurs as a
result of reflective practice. The integration enables a therapist
to identify best practice, transfer contextual relevant
propositional knowledge to their clinical practice while
maintaining a holistic view of the patient®.

Restall and Egan®, thirdly, urged therapists to realise the
importance of collaborating and building relationships with
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their patients. Embodying the client-centred philosophy of the
occupational therapy profession might lead to a patient-
therapist relationship developing. This relationship is,
however, dependent on the engagement of both the patient
and their therapist. Where pathology allows, shared problem-
solving gives autonomy back to the patient and restores their
dignity, because patients contribute to discussions about the
total care process of which they are the recipient. Sumsion
and Law>* argued, in a patient-therapist relationship, the
therapist should be aware of the power relationship in the
therapeutic process. By collaborating and communicating
treatment goals, the balance of the power relationship might
be more equal®. Participants stated that, in this collaborative
relationship, they used examples from their own experiences,
which further demonstrates the equalisation attempt
suggested by Sumsion and Law*”.

Fourthly, patient might transfer their expert client
knowledge of their own occupational stories, contexts, and
support systems to clinical practice. Each patient’s
environment and context are unique, and intervention plans
should not be blindly duplicated from one patient to the next
based on similar pathology or geographical context™. A
patient’s occupational engagement is often guided by their
cultural roles, rituals, and/or routines. Differences in, amongst
others, role expectations, cultural practices, spirituality,
contexts, and environments, should always be considered,
whereby ensuring occupational justice for each patient®.
Therapist often rely on practice experience while being
cognisant of the client knowledge transferred by their patient
to ensure client-centred service delivery.

Practice informed through clinical reasoning

The skill of applying clinical reasoning is the product of clinical
experience and develops throughout the occupational
therapist's profession. It informs the occupational therapy
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process from the evaluation-, intervention planning-,
treatment implementation-, and outcome measure phases.
Furthermore, propositional knowledge forms the foundation
of occupational therapists’ knowledge base, and influences
their clinical reasoning, which manifests in clinical practice.
Each therapist holds personal world views, values and beliefs,
life experiences, and ethical perspectives that influence their
clinical reasoning and the way they approach their patients®.

Chapparo and Ranka®® proposed the use of clinical
reasoning to clarify and explain the occupational challenges
patients experience because of their disability. This can be
achieved, firstly, by an in-depth evaluation of the patient’s
occupations, client factors, performance patterns, as well as
their context and environment®*® which constitute client
knowledge. Secondly, utilising propositional knowledge
(theoretical and/or research evidence) regarding the patient's
pathology, procedural knowledge combined with the above-
mentioned assessment outcomes a therapist might be able to
determine the long-term treatment needs of a patient.
Participants indicated such transfer of a combinations of
propositional and procedural knowledge in clinical practice.
Teoh?” supported the notion that knowledge has the potential
to be created through an integration of theory knowledge and
clinical experience through reflective practice. This view is
supported by Carrier et al*®* who proposed clinical reasoning
to be informed by propositional, procedural, personal, and
client knowledge.

CONCLUSION

The aim of the paper was to determine the perspective of
occupational therapists practicing in the Free State, South
Africa, regarding knowledge transfer in clinical practice. The
study utilised Q methodology that allows for the identification
of different perspectives on an issue. The results indicated the
transfer of propositional, procedural, personal and client
knowledge strengthens client-centred practice and manifests
in clinical reasoning. Being aware of the potential to integrate
these types of knowledge is a strength of this study and meets
the aim set out by the researcher. The clinical experience and
personal values, beliefs, and world views of an occupational
therapist contribute to unique patient-therapist relationships.
No two patients are the same and a relationship must be
developed with each of the patients to inform an occupation-
based intervention plan for the patient. The occupational
therapy process is, subsequently, reliant on an effective
patient-therapist relationship. The two themes should not be
considered in isolation, rather, a client-centred philosophy is
dependent on clinical reason and Vise Versa through the
transfer of all types of knowledge in clinical practice.
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