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Title: Occupational therapists’ perspectives on knowledge transfer in clinical
practice in central South Africa

Abstract

Background: Transfer| 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.
The aim of this study was to uncover the perspectives of occupational therapists in central South
Africa on knowledge transfer in clinical practice.

Methodology: Q methodology was used to collect data from 15 participants by means of
QMethod Software.|

Results: Factor analysis revealed two factors with eigenvalues of greater than 1. Factor 1 had an
eigenvalue of 2.97, and factor 2 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 identified four themes on knowledge perceived as being transferred
in occupational therapy practice: theory and research, practice experience, patient—therapist
relationship, and the patient’s voice.

Conclusior1: The strategic use of Q methodology presents empirical evidence of the transfer and
utilisation, through clinical reasoning, of all types of knowledge in evidence-based occupational
therapy clinical practice in central South Africa. 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 wellbeing.

Key words: Q methodology, Theory and research, Practice experience, Patient-therapist

relationship, Patient voice, Knowledge transfer, Occupational therapy clinical practice

INTRODUCTION

Occupational therapists use different types of knowledge to understand the complexity of human
occupation and to guide clinical reasoning for assessment and intervention, and inform ethical
practice'-3. Often in, in clinical practice, the occupational therapist draws on a combination of
client, personal and practice experience knowledge*>.
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Law?® postulates that occupational therapists mainly use interrelated types of knowledge in their
practice to constantly negotiate the relationship between the person, environment, and
occupation, to ensure meaningful occupational engagement for the client. These interrelated
types of knowledge include propositional\tsr theoretical/lempirical) knowledge,?”, procedural
knowledge (practice experience),”® personal theory (referred to as personal knowledge
henceforth),27 and espousedmﬁﬁere are, however, differing perspectives on what is
the ideal type of knowledge to inform clinical practice and deliver optimal patient care.

Over the past few decades, researchers have strongly advocated for the use of propositional\
knowledge (evidence-based knowledge) to inform clinical practice®'2. 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, such as judgement, problem-solving, and decision-making that developed
from 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, and to ignore the interrelated nature of knowledge transfer.

Metzler and Metz,'* hence, suggest that propositional,\pmcedural, and client knowledge is
transferred to clinical practice. Knowledge transfer in clinical practice is a dynamic process that
involves occupational therapists, their patients, other relevant stakeholders, such as other team
members, family}, and/or caregivers accessing and sharing knowledge. The transfer of knowledge
is, therefore, considered to a bilateral activity or a “two-way process”®6 of knowledge
informing practice, which suggests collaboration between the occupational therapist and patient
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 occupation-based practice. Indeed, it has been argued that it is often the transfer of th
expert knowledge of a client or their caregivers about their context and occupational realities that
informs practice''” and 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 thel different types of knowledge in
clinical practice. What authors do agree on, however, is the importance of knowledge for informing
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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 is
transferred in clinical practice. The aim of this article is to determine the perspectives of
occupational therapists practicingNentral South Africa regarding knowledge transfer in clinical

practice.

METHODOLOGY

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

To determine occupational therapists’ perspectives on knowledge transfer in clinical practice, Q
methodology was utilised. Q methodology was developed by psychologist William Stephenson in
1935,"® and (4)identifies participants’ subjective perspectives regarding a specific topic of interest,
aboufl which different opinions may exist'®2°{ The Q methodology consists of five steps, and the

work of Webler et al. 2! 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 central 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 occupational
therapy knowledge transfer in clinical practice. To build the concourse for the Q sample, published
resources and participant 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\reuiew was followed by semi-structured, digitally audio-recorded
interviews with nine occupational therapists from different practice settings in central South Africa,

to gain insight into the content of the knowledge that is transferred in their clinical practice

Participants were provided with a definition and, where needed, 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),
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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 central South Africa was a limitation of this study. It is
recommended that a follow-up study is conducted amongst occupational therapists practicing}\
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 Tn= 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 keep, combine, or remove statements. The
included statements adhered to the qualities of a “good Q statement” in (a) being meaningful to
the participants (occupational therapists), (b) understandable, (c) having the potential to be
interpreted in various ways, and (d) giving participants something to think about?'-'¢. The final Q
sample consisted of 42 statements relating to the four types of knowledge: propositional\(n; 8),
procedural (n = 15), personal (n = 10), and clien'1 (n = 8) (see Table Il).

After finalising the Q sample, each statement was allocated a number between 1 and 42. The
study was set up using QMethod Software,?? and the statements were loaded onto the platform
in the same sequence as each statement had been numbered during the preparation phase. A Q

grid was set up in an inverted pyramid comprising 42 blocks (Figure 1).
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Figure 1: Q Grid
(https://app.gmethodsoftware.com/admin/study/dashboard/10407/structure)

QMethod Software provice-a<orced normal distribution with an equal number of blocks on either
side of the neutral column. This normal distribution forced 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).

Step 4: Recruit participants

Convenience and snowball sampling were used to recruit participants. Occupational therapists
known to the researcher and practicingMentral South Africa were invited to take part in the Q
method survey. The participants were requested to share the invitation with colleagues who might
be interested in the study. Webler et al.?' suggest that participants should hold various
perspectives on the topic under investigation, and that there are areas of agreement between
them. For this reason, occupational therapists were recruited from various clinical fieldwork
settings in central South Africa, including state and private hospitals, private practices, a
retirement facility, and special schools.

Step 5: Conducting the Q sorts

Participants used a link provided by the researcher to access the QMethod Software platfo d
irSt landing

were requested to provide a participation code (also provided by the researcher)| Th
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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)] The statements were

automatically placed in three pilesl, 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

L L ® i on ©) 13

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

| keep my patients’ information
confidential

Ll ® i@ L L ® 1

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. Each of the statements in thel three piles were subsequently placed on the grid, by
each participant, according to perception of a 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. 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. This section was voluntary and participants were given other options to
provide feedback than commenting in the QMethod software, namely, to either send a reflection

to the researcher via email or to have a short online discussion with the researcher. Only six
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participants provided feedback, which is a limitation of thel study. The researcher recommends
the feedback is a compulsory part of the Q method survey.

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|1fact0r analysis was to decide on a method to extract the factors, either centroid
or principal components analysist is 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%2 were chosen, thel statements from
these two factors (with eigenvalues greater than 1.00) were then thematically ‘'anaiysed 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 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 represents their own perspectives. Reliability had been confirmed
through test-retest procedures in previous studies?s.

RESULTS

Result oer two data collection processes described above are included in this paper. The
first is based on the qualitative data obtained from the semi-structured interviews conducted
with nine experienced occupational therapists, to determine the initial Q statements, and its
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integration with literature (see Methodology). These participants did not take part in the Q
methodology survey. The second set of results was obtained from the Q methodology survey
itself, with 14 occupational therapists from central South Africa. Henceforth, the qualitative
evidence drawn from participants during the semi-structured interviews will be referred to as that
ofl | parfici = ilst data from participants included in the post survey comments of the Q
methodology will be referred to as frorr1 Q participants.

In total 20 occupational therapists in central South Africa indicated their interest in taking part in
the study, and were sent an information document, a link to the QMethod Software web page,
and a participation code 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.2' 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 and three participants opted for an online reflection session
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.
The factors were constructed from 6 and 5, respectively, of participants’ Q Sorts, with the highest
tactor loads for factor 1 and factor 2 (see Table ).

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 tha| final factor?®'2.

Table I: Factor Matrix with Defining Sorts Flagged

PartI:lc;!aant 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 0,23712 0,52276 flagged
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6 0,04181 0,24935
7 0,2699 0,73245 flagged
8 0,15148 0,59115 flagged
9 0,63028 flagged 0,47045
10 0,57251 flagged -0,09303
11 -0,09395 0,20845
12 0,68618 | flagged | 0,17636
13 0,32609 flagged 0,14532
14 0,43583 flagged -0 32477

Table Il shows the final factors with thelz scor. sort values of each statement that contributed

to the factor| A sort value of 4 ents 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 II;
statements with sor{| 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 1 and 2. This is of importance,
because it indicates that there are differences between the| two sets of factors. The z sores in
Table Il 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 central South Africa. For this reason, the factors are not named, instead, a thematic
content analysis was performed on the factors. The thematic analysis yielded four themes: (a)
theory and research, (b) practice experience, (c) patient-therapist relationship, and (d) patienf's
voice in clinical practice . These themes align with the four types of knowledge described in this
paper (see Introduction). The| four themes each included a different number of statements (also
see Table Il), namely
« Four statements associated with theory and research (statements 1, 16, 24, 30).
+ Eight statements associated with practice experience (statements 6, 13, 21, 28, 34, 36,
38, 40).
+ Ten statements associated with patient-therapist relationship (statements 2, 7, 15, 23, 24,
25, 26, 27, 32, 35).
* Five statements associated with the patient's voice in clinical practice (statements 10, 14,
18, 20, 31).

These four themes are colour-coded in Table Il for ease of reference.
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DISCUSSION

Q methodology was designed to measure the participant’s subjective perspectives on an issue,
and often challenges participants’ thoughts on the matter?' | Participants commented that most of
the statements pertaining to knowledge transfer were applicable to their clinical practice, which
confirms the existing perspective that different types of knowledge informs clinical practice'-21427,
In the following paragraphs, perspectives on the types of knowledge informing clinical practice in
central South Africa will be discussed according to the themes identified in the study.

Theory and research
In contrast to the popular view that theory and research are important to inform clinical practice,
the results of this study might indicate theory and research are perceived as less important than
practice experience (procedural knowledge), due to the few statements that contributed to the
theme (see Results; Table Il). However, participants did acknowledge the transfer of propositional\
knowledge (i.e., theoretical/empirical knowledge), such as occupational therapy conceptual
models, in clinical practice. Participants mentioned that models guide the exploration and analysis
of patients’ environments. Occupational therapists choose theoryi according to what works best
for patients.

“Usually it's what will suit, what explains our patient population, what connects

all the dots, the 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." (| mmmﬁl-{-‘r)\

Even though existing conceptual models are not contextually relevant; participants explained that
they do not change the theory to fit the central South African context, instead, they use a
combination of two or more theories, because the burden of disease and what happens in clinical
practice are not always as clear cut as it is portrayed by theory Ikiugu}’txal.a“3 realised this as well,
and even designed a framework that would assist occupational theraists to use a combination

of practice models to guide clinical decision-making.
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Participants’ integration of theory knowledge with the patient’s pathology might indicate a medical
model focus in practice. However, statement 24 (see Table Il) indicates a client-centred mindset
that adapts practice to each patient’s needs — in this case, choosing theory to meet the patient's
needs brought on by their pathology. Utilising theory pertaining to pathology, combined with
applicable theoretical frames of references, has allowed occupational therapists to understand
the impact of a pathology better, and has given them the opportunity to work towards functional

treatment outcomes with their patients2®.

Some of the participants said they do not necessarily consciously “visit" occupational therapy
theory daily. Occupational therapists have internalised the knowledge, taken ownership of the
theory, and are using it intuitively in their practice:
‘I don't necessarily visit a model or a theory when | manage my patients ...
And then | think the reason for that is for me, my models and theories are a
foundation, and | don't necessatrily go and revisit them, but | already have the
information, | have the foundation and | know where I'm going with a patient,
It's kind of set the foundation. | know where my thoughts are going.” (Q
Participant 3)
Unsworth and Baker® agree that propositional\knowledge (theory]) supports therapists’ knowing,
and is often seen in their actions in clinical practice. Other participants voiced the value of theory
in guiding their clinical practice.
‘Well, the reason why | use it [theory] is it actually just gives me a base to work
from. If you go back to those basics and it actually really guides you in in the
development of your treatment plans and in how to approach each specific

case that you're working with.” (| memﬁl-ﬁ\

One participant mentioned that they utilise research evidence in their clinical practice, while
another said when they have time, they consult research on a specific pathology to assist with
the intervention plan of a patient.

“I tend to read up a lot because there’s so much change happening the whole

time. So, evidence-based practice is something that | focus on. There’s a

hypothesis that | create and then [ try and find solutions to it using evidence

and reading, talking to colleagues, and then one applies it.” (| Wl’ch'HrTE-)\
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Ketelaar et al.®' report that time is one of the reasons why research evidence is not utilised in
clinical practice. Because therapists’ main focus is on service delivery, few make time to consult
journals, and if they do, they find it difficult to implement the research evidence in their clinical
practice.

It would, thus, seem that propositional knowledge (theoretical/empirical knowledge) is not the only
type of knowledge to inform clinical practice and lead to optimal service delivery. Besides not
being the only type of knowledge utilised, participants in this study also indicated that they used
theoretical and/or empirical (or research) knowledge in different ways. Turpin and Iwama’ refer to
the tension around evidence-based practice (EBP). On the one hand, the EBP movement largely
accepts research evidence over procedural and personal knowledge to inform clinical practice.
On the other hand, Sackett et al.2 define EBP as the “use of current best evidence in making
decisions. The practice of evidence-based medicine means integrating individual clinical
expertise with the best available external clinical evidence from systematic research”. This
definition of EBP emphasises the importance of acknowledging the transfer of theory and
research and practice experience in clinical practice. Law® supports this notion and argues that

occupational therapy scholars have not made optimal use of the wealth of practice experience.

Practice experience
When then focused specifically on practice experience, participants in the current study felt
comfortable with procedural knowledge (i.e. practice experience) transfer in their respective
clinical practices. Occupational therapists developed procedures to follow when they see patients
with similar diagnosis, because it is knowledge that is transferred on a daily basis. For example,
therapists doing work potential evaluations know what aspects to assess and possible factors that
must consi -

‘By doing assessments daily, you get to a mind map in your own brain because

you understand what are the things that you need to consider? What things do

you have to look out for? How do you need to reason it through and what are

possible answers to solve the problem that the client presents with? So I think

I feel very comfortable with procedural knowledge and it’s just by experience

because you get people with the same diagnosis, different settings, but you

get to understand it a bit better the more you deal with it. And | think then you

Occupational therapists’ perspectives on knowledge transfer in clinical practice in
central South Africa 15
May 2023




can problem solve and come up with a solution for your patient. | (I mﬁl\
9)
Therapists make clinical decisions on the basis of their tacit knowledge, which they obtained
through experience®. Authors recognise the value of practice experience forl understanding
patients’ contexts, pathologies{and informed interventions®2%3. Occupational therapists who work
in a practice setting for some time gain experience of the types of pathologied, the challenges
they present, and the different contexts of patients. Therapists often become experts in that field
and use the experience to inform their clinical practice. Participants found statement 6 (see Table
1), which referred to the occupational therapist's experience, gut feeling, and intuition, applicable
ir1 their clinical practice:

‘I think, we can call it your gut feeling or your intuition where you let that guide

you. | think it's a combination of you know the experien : ired.” (|
Participan‘1 1)

“I rely on my existing experience that | do have. So, for example, for my stroke
patients, | do have of a set way that | start my therapy in and I've got set
questions that | ask my patients, and-from there | start my treatment and that is
influenced by my patient’s physical and economic something that

I said was very important for me.:l (Q participant 3)

Practice experience also guides the occupational therapist to use different approaches, not only
with regard to the patients’ pathology, but also, for example, their cultural or socio-economic
backgrounds. To the researcher's knowledge, no literature has been published on occupational
therapists’ practice experience of patients’ birth order or specific cultural beliefs on the therapeutic
process. This study found that, when a patient’s birth order is considered, it may play a role in
therapy. In some cultures, if a patient is the first-born male, a patient-directed approach will be
followed to work towards an optimal treatment outcome.

“The eldest son is really looked after and taken care of. So, if you expect this

person to really work hard [in physical rehabilitation], it's quite difficult to get

them motivated, because they're used to everything being done for them. And

then you have to try and find alternative approaches| But through the

experience of working with it quite often, it really helps with how you approach

your patients| You've got a completely different approach from the beginning,
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from the onset, and also then, you know, tend to let the patient direct the

therapy.” (I mem-ﬁl-e-)\

Participants reported their experience influences and informs their clinical reasoning and decision-
making skills. Participant 1 explained how, through experience, they learnt to accommodate
patients in their groups, for instance, to know when someone is losing focus or needs more
support. Occupational therapists’ clinical reasoning is influenced by a complex relationship
between propositional\kﬁowledge, clinical experience and reflective practices%i

‘It's really thinking about the clients, thinking about the sessions throughout

the day. So not necessarily doing it in writing, but in my mind, trying to see, did

I do this child justice today in terms of the session?” (| m;:ﬂm'fl)\

Reflection and shared problem-solving with colleagues were also identified as applicable methods
to transfer knowledge in clinical practice. Colleagues discussed difficulties they experienced in
sessions. They reflected on the influence of patients’ contexts on therapy and came up with
solutions to adapt, for example, the content that is presented in| a life skills group.

“I would go to my colleagues, and we reflect and problem solve together needs

differ and their environments differ.” (Q participant 3).

Teoh®® points out that knowledge has the potential to be created through an integration of theor
knowledge and clinical experience through reflective practice. An EBP is reliant on reflection that

considers the different types of knowledge that could inform clinical practice .

Patient—therapist relationship
The clinical experience and personal values, beliefs, and world views of an occupational therapist
contribute to unique patient-therapist relationships (see Table Il). 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.

“I think one of the ways that one gets the [client] knowledge is actually through

building relationships with the patient and having a lot of conversation with

them and asking a little bit more about who they are or where they live or the

situations that they faced with." (| mpﬁml-%)\
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Demonstrating the client-centred philosophy of the occupational therapy profession might lead to
a patient-therapist relationship developing. This relationship is dependent on the engagement of
both the patient and their therapist. The occupational therapy process is, subsequently, reliant on
an effective patient-therapist relationship?’.

From the perspective of factor 1, statement 15 (see Table Il), putting the patient first is the most
applicable statement in the patient—therapist relationship. The participants’ self-awareness, self-
knowledge, emotional intelligence, and values (personal knowledge), amongst others, informed
this theme. Participant 1 emphasised that an awareness of one's own emotions is needed to put
the patient first.

“I think within yourself, if you not OK and you need to see a patient for

assessment, maybe it's going to trigger things in you, you're not going to put

that patient first and provide the best care for them that they deserve| So, | think

it'’s necessary that we also constantly check in with ourselves, how is our well-

being influencing or impact [clinical practice].” (I @mpm'ﬁl-ﬂ\

A lack of self-knowledge might be detrimental to the patient—therapist relationship, which can be
remedied through self-knowledge training and development?,

Participants stated that, when the patient's pathology allows, collaboration between the
occupational therapist and the patient takes place. They, the patient and therapist, discussed the
patient’s context and occupational challenges to decide on the outcomes of therapy.

“I really use a patient-directed approach in the way I give my therapy. So I try to

involve my patients in goal setting and really try to meet their needs and their

goals as well.” (Q participant 8).

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.
‘It's a very impontant part you should facilitate, speak to them, try and come
up with a solution together, guide them. Because ultimately, | think it’s

important for the patient or your client to really buy into the solutions.”

(IW
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The evidence presented above of Q Participant § and | Parfic : pported by Sumsion
and Law,* who argue that, in a patient-therapist relationship, the therapist should be aware of
the power relationship in the therapeutic processi 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?. Therapists sha ir experiences to help explain concepts to patients. In the psychiatric
field, sharing personal knowledge and practice experiences with patients contributes to the group
dynamic and patient involvement in the group process.

“And then we [occupational therapists] share our own experiences. [We share]

What works for you in in your own life. What are you struggling with. How

would you usually deal with this situation. The group dynamic is something

that is something nice to have, and once you understand it [patient—therapist
relationship].” (I W

Enabling occupational participation through transferring skills to a patient is an everyday
occurrence in clinical practice. Activities of daily living skills can only be improved through doing
the activities, either with assistive devices or adaptive method skills training. Both the therapist
and patient are, thus, involved in the process. Interview Participant 2 explained that they often
demonstrated a skill to patients to facilitate their independence:

‘I sometimes even get into a wheelchair and do demonstrations because

often just by giving 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. |

Building the patient—therapist relationship creates trust in the therapeutic process and might bring
about compliance with treatment. Patients might be honest in feedback on their own progress,
which will allow the therapist to determine if the patient's needs are addressed.

Patient’s voice in clinical practice
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The therapist often relies on practice experience| but is cognisant of the occupational profile of
their patient and the influence it has on service delivery. A patient's occupational engagement is
often guided by their cultural roles, rituals, and/or routines (see Table Il)| For a mother whose role
it is to prepare meals for her family| it would, firstly, be important listen to her occupational story
and secondly, to understand the manner in which she goes about the task.

‘But what | learned is that even though she appreciated all this adjustment

and all these assistive devices that we can provide and stuff, but she really

wanted to fulfil this role without any of all this assistive device or this

adaptation ... |t interferes with that natural role of being a mother and she’s

used to cooking pap with her owr hands.’| (I Parfici :
Clients bring their expert knowledge td the clinical practice and patticipants acknowledged that
this type of knowledge informs their clinical practice. Each patient's environment and context are
unigue, and intervention plans should not be blindly duplicated from one patient to the next
because of on similar pathology or geographical context's. Differences in, amongst others, role
expectations, cultures, contexts, and environments, should always be considered. Q Participant
4 presented an all-encompassing testimony on[the unique influence of culture on clinical practice:

‘Every client is so individual and so unique that there’s no one size fits all

treatment plan or way forward. So | really depend on their background, their

experience, their level of motivation, the environment that they grew up in, the

environment that they work in, and also the support that they have and their

background to direct my thoughts and recommendations to plan a way

forward.”

The patient’s voice is a valuable source of knowledge that is transferred in clinical practice, and
patients teach occupational therapists about their cultural values and beliefs. Participants shared
how a patients| culture influences the transfer of knowledge between therapist and patients:

“I have leamt in cerain situations; people aren’t going to actually listen to or

follow you because they don'’t think that you know what you're speaking

about. So like, for example, the males in the Xhosa population don't like

getting information from females.” (I Partici

“There’s always stuff to learn from the patients and things to learn that maybe

you didn't realise. That's how things work in their culture.” (I mamf-y\
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Thus, occupational therapists should acknowledge and be open, so that they can learn about the
influence of a patient’s cultural values and the way they dictate the patient’s role expectations and

rituals.

CONCLUSION

Empirical evidence from the current study confirms that all types of knowledge are relevant and
should be utilised to inform quality service delivery in clinical practice. In line with the findings of
this study, Buchanan et al.*? confirm that EBP in occupational therapy includes empirical
evidence, client knowledge and the practice experience of the occupational therapist. Buchanan
et al. refer to this as evidence-based occupational therapy| When one considers an evidence-
based occupational therapy practice setting, occupational therapists are encouraged to integrate
all the relevant types of knowledge through clinical reasoning, to inform their clinical practice.
They should not rely only on theory and research knowledge to inform their clinical practice.
Knowledge transfer would imply a collaboration between, amongst others, occupational
therapists, other members of the multidisciplinary team, patients, and caregivers. Procedural,
personal and client knowledge ve Been presented as evidence, but not yet viewed as evidence
in EBP by all scholars.| The definition of EBP of Sackett et al.?2, thus, reflect the perspectives of
knowledge transfer by the occupational therapists in central South Africa who participated in this
study, better. This conclusion become—awident from the interrelated nature of the themes that

depict their perspectives on knowledge transfer.

Acknowledgement

The researcher would like to acknowledge XXX, who conducted the semi-structured interviews,
and XXX, who assisted in compiling the final Q sample of 42 statements from the original
concourse of 80 statements.

Conflict of interest

The authors have no conflicts of interest to declare.

Occupational therapists’ perspectives on knowledge transfer in clinical practice in
central South Africa 21|
May 2023




Reference list

1. Duncan, EAS. An Introduction to Conceptual Models of Practice and Frames of
Reference. In: Foundation for Practice in Occupational Therapy (4th ed). EAS
Duncan, Editor. Elsevier Churchill Livingston; 2006.

2. Fish D, Boniface G. Reconfiguring Professional Thinking and Conduct: A Challenge
for Occupational Therapists in Practice. In: Using Occupational Therapy Theory in
Practice. G Boniface, A Seymour Editors. John Wiley & Sons; 2012: 10-17.

3. Kielhofner G. Conceptual Foundation of Occupational Therapy in Practice (4th ed).
FA Davis; 2009.

4. Bryant W, Parsonage J, Tibbs A, Andrews C, Clark J, Franco L. (). Meeting in the
mist: Key considerations in a collaborative research partnership with people with
mental health issues. Work. 2012; 43(1): 23—31. doi: https://doi.org/10.3233/WOR-
2012-1444

5. Haag HL, Sokoloff S, MacGregor N, Broekstra S, Cullen N, Colantonio A. Battered
and brain injured: Assessing knowledge of traumatic brain injury among intimate
partner violence service providers. Journal of Women’s Health. 2019; 28(7): 990—
996. doi: https:/doi.org/10.1089/jwh.2018.7299

6. Law M. Learning by doing: Creating knowledge for occupational therapy. World
Federation of Occupational Therapists Bulletin. 2010; 62(1): 12—18. doi:
https://doi.org/10.1179/0tb.2010.62.1.004

7. Turpin M, Iwama MK. Using Occupational Therapy Models in Practice: A Field-Guide.
Elsevier Churchill Livingstone; 2011.

8. Pentland D, Forsyth K, Maclver D, Walsh M, Murray R, Irvine L, Sikora S. Key
characteristics of knowledge transfer and exchange in healthcare: Integrative
literature review. Journal of Advanced Nursing.2011; 67(7): 1408—1425. doi:
https://doi.org/10.1111/}.1365-2648.2011.05631.x

9. Caldwell E, Fleming J, Purcell A, Whitehead M, Cox R. Knowledge translation in
cancer services: Implementing the research and evidence in practice model. British
Journal of Occupational Therapy. 2011; 74(11); 535-539. doi:
https://doi.org/10.4276/030802211X13204135680947

Occupational therapists’ perspectives on knowledge transfer in clinical practice in
central South Africa 22

May 2023




10. Jutai JW, Teasell RW. The necessity and limitations of evidence-based practice in
stroke rehabilitation. Topics in Stroke Rehabilitation, (2003). 10(1), 71-78. doi:
https://doi.org/10.1310/CRDA-PGFW-KHEL-20E1

11. Lin SH, Murphy SL, Robinson JC. Facilitating evidence based practice: Process,
strategies, and resources. American Journal of Occupational Therapy. 2010; 64(1):
164—171. doi: https://doi.org/10.5014/ajot.64.1.164

12. McKay MH, Pickens ND, Medley A, Cooper D, Evetts CL. Occupational and
traditional training programs for dementia care teams: An embedded mixed-
methods study. The Gerontologist. 2021; 61(4): 582-594. doi:
https://doi.org/10.1093/geront/gnaa160

13. Graham ID, Logan J, Harrison MB, Straus SE, Tetroe J, Caswell W, Robinson N.
Lost in knowledge translation: Time for a map? Journal of Continuing Education in
the Health Professions. 2006; 26(1): 13—24. doi: https://doi.org/10.1002/chp.47

14. Metzler MJ, Metz GA. Analyzing the barriers and supports of knowledge translation
using the PEO model. Canadian Journal of Occupational Therapy. 2010; 77(3):
151-158. doi: https://doi.org/10.2182/cjot.2010.77.3.4

15. Davis JA, Polatajko HJ. Capturing occupational knowledge: Enabling powerful
outcomes for our clients. Occupational Therapy Now. 2008; 10(5): 10-12.

16. Park E, Forhan M, Jones CA. The use of digital storytelling of patients’ stories as an
approach to translating knowledge: A scoping review. Research Involvement and
Engagement. 2021; 7(1): 1-19. doi: https://doi.org/10.1186/s40900-021-00305-x

17. Strong DM. Supporting the “Casa Lar” social educator: A case study of a
consultation using intercultural knowledge translation. Cadernos Brasileiros de
Terapia Ocupacional. 2018; 26(3): 692—701. doi: https://doi.org/10.4322/2526-
8910.ctoRE170692-701

18. Ramlo S. Mixed method lessons learned from 80 years of Q methodology. Journal
of Mixed Methods Research. 2016; 10(1): 28—-45. doi:
https://doi.org/10.1177/1558689815610998

19. Damio SM. Q Methodology: An overview and steps to implementation. Asian
Journal of University Education. 2016; 12(1): 105-177.

Occupational therapists’ perspectives on knowledge transfer in clinical practice in

central South Africa 23
May 2023




20.

21.

22.

23.

24.

25.

26.

27.

Walker BB, Lin Y, McCline RM. Q methodology and Q-perspectives® online:
Innovative research methodology and instructional technology. TechTrends. 2018;
62: 450—461. doi: https://doi.org/10.1007/s11528-018-0314-5

Webler T, Danielson S, Tuler S. Using Q Method to Reveal Social Perspectives in
Environmental Research. SERI; 2009.

Lutfallah S, Buchanan L. Quantifying subjective data using online Q-methodology
software. The Mental Lexicon. 2019;14(3): 415—-423. doi:
https://doi.org/10.1075/ml.20002.lut

Newman I, Ramlo S. Using Q methodology and Q factor analysis in mixed methods
research. In: SAGE handbook of mixed methods in social & behavioral research. A
Tashakkori, C Teddlie Editors. SAGE; 2010. doi:
https://doi.org/10.4135/9781506335193.n20

Brown SR. A primer on Q methodology. Operant Subjectivity. 1993; 16(3/4): 91—
138.

Akhtar-Danesh N, Baumann A. Q-Methodology in nursing research: A promising
method for the study of subjectivity. Western Journal of Nursing Research. 2008;
30(6): 759-773. doi: https://doi.org/10.1177/0193945907312979

Rahma A, Mardiatno D, Hizbaron DR. Q methodology to determine distinguishing
and consensus factors (a case study of university students’ ecoliteracy on disaster
risk reduction). E3s-Conference.Com 2020; 01003. doi:
https://doi.org/10.1051/e3sconf/202020001003

Carrier A, Levasseur M, Bédard, D, Desrosiers J. Community occupational

therapists’ clinical reasoning: ldentifying tacit knowledge. Australian Occupational
Therapy Journal. 2010; 57(6): 356—365. doi: https://doi.org/10.1111/j.1440-
1630.2010.00875.x1. Law M. Learning by doing: Creating knowledge for
occupational therapy. World Fed Occup Ther Bull. 2010;62(1):12-8.

Davis JA, Polatajko HJ. Capturing occupational knowledge: Enabling powerful
outcomes for our clients. Occup Ther Now. 2008;10(5):10-2.

Park E, Forhan M, Jones CA. The use of digital storytelling of patients’ stories as
an approach to translating knowledge: A scoping review. Res Involv Engagem

Occupational therapists’ perspectives on knowledge transfer in clinical practice in

central South Africa

24

May 2023




10.

11.

12.

[Internet]. 2021;7(1):1—19. Available from: https://doi.org/10.1186/s40900-021-
00305-x

Ramlo S. Mixed method lessons learned from 80 years of Q methodology. J Mix
Methods Res. 2016;10(1):28-45.

Webler T, Danielson S, Tuler S. Using Q method to reveal social perspectives in
environmental research. SERI. 2009.

Ikiugu M, Smallfield S, Condit C. A framework for combining theoretical
conceptual practice models in occupational therapy practice. Can J Occup Ther.
2009;76(3):162-70.

Unsworth C, Baker A. A systematic review of professional reasoning literature in
occupational therapy. Br J Occup Ther. 2016;79(1):5-16.

Ketelaar M, Russell DJ, Gorter JW. The challenge of moving evidence-based
measures into clinical practice: Lessons in knowledge translation. Phys Occup
Ther Pediatr. 2008;28(2):191-206.

Sackett DL, Rosenburg WM, Gray JAM, Haynes RB, Richardson WS. Evidence
based medicine: What it is and what it isn’'t. Br Med J. 1996;7172(2)(312).

Teoh JY. How occupational therapy practitioners use virtual communities on the
Facebook social media platform for professional learning: A critical incident study.
Scand J Occup Ther [Internet]. 2021;29(1):58—68. Available from:
https://doi.org/10.1080/11038128.2021.1895307

Sumsion T, Law M. A review of evidence on the conceptual elements informing
client-centred practice. Can J Occup Ther. 2006;73(3):153—-62.

Buchanan H, Lorenzo T, Law M. Fostering evidence-based practice in
community-based rehabilitation: Strategies for implementation. South African J
Occup Ther. 2015;45(2):56-62.

39. Sumsion T, Law M. A review of evidence on the conceptual elements informing

client-centred practice. Canadian Journal of Occupational Therapy 2006; 73(3):
153-162. doi: https://doi.org/10.1177/000841740607300303

40. Buchanan H, Lorenzo T, Law M. Fostering evidence-based practice in community-

based rehabilitation: S