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INTRODUCTION
The World Federation of Occupational Therapists (WFOT)1 of 
which South Africa is a member country, recognises the right of 
people with disabilities to participate in work-related activities. 
The WFOT also acknowledges that occupational therapists have 
expertise in vocational rehabilitation1. Provision of vocational 
rehabilitation services in South Africa prior to 1994 posed many 
challenges to occupational therapists as the existing legal system 
was not inclusive of people with disabilities – one of the main client 
groups who benefit from vocational rehabilitation.

This discrimination changed with the enactment of the Con-
stitution of the Republic of South Africa in 1996. The provisions of 
human rights, equality and non-discrimination including those of 
disability are explicitly stated in Chapter One of the Constitution 
(1996)2. The new Constitution led to a revision of the Labour Re-
lations Act (1995)3 and the passing of the Employment Equity Act 
(1998)4 in order to provide legislation to implement some of the 
rights contained in the Constitution. Although only a white paper 
and not enacted into legislation, the Integrated National Disability 
Strategy5 was developed with the intention of integrating and sus-
taining disability protocols in all government strategies.

The evolving human rights perspective and changing South 
African legal and health contexts led to renewed interest in oc-
cupational therapy in the area of vocational rehabilitation during 
the late 1990s. Numerous workshops were presented; vocational 
rehabilitation interest groups were established and the first skills-
based programme in vocational rehabilitation was implemented 
by the University of Pretoria6. Despite this increase in field related 
activity, limited research was conducted and published in vocational 
rehabilitation during this time. A few articles on vocational rehabili-
tation in occupational therapy were published in the South African 
Journal of Occupational Therapy that described the changing role of 
the occupational therapist and vocational rehabilitation services7-11.  
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The implementation of disability equity legislation appeared to be 
making an impact on service delivery in vocational rehabilitation12 
and was evident in publications but no evidence was noted in 
publications related to academic preparation at a university level 
for this area of practice.

Educational and training programmes presented at the South 
African universities should facilitate the acquisition of knowledge, 
skills and values enabling students to become professionally compe-
tent for practice13. Practice expectations and educational prepara-
tion should therefore be aligned. One way of aligning practice and 
academia would be to seek the opinion of clinicians in identifying 
professional competencies14,15.

The purpose of this paper is threefold: firstly to provide a brief 
historical overview of vocational rehabilitation in South Africa; 
secondly to describe research undertaken to identify professional 
competencies required by occupational therapists who deliver 
vocational rehabilitation services to workers with disabilities in the 
South African open labour market and thirdly to provide suggestions 
for curriculum inclusion which could be considered by the Education 
Committee of the Professional Board for Occupational Therapy, 
Medical Orthotics, Prosthetics and Art Therapy and which could 
form the basis for further research in this area.

LITERATURE REVIEW
Vocational rehabilitation in South Africa
The development of occupational therapy vocational rehabilita-
tion services in South Africa is not well published. The literature 
reflects the use of different terms when referring to the delivery of 
work-related services to clients. Work re-orientation16, industrial 
therapy17,18 and work therapy19 were used during the 1950s and 
1960s. Work preparation20-23 and work rehabilitation24,25 appear in 
the 1980 occupational therapy literature with vocational rehabilita-
tion becoming a more frequently used term during the 1990s7-10, 26-29. 
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Publications during the 1960s indicate that occupational 
therapists used sub-contract work from local businesses as well 
as institution based work to therapeutically intervene in the work 
abilities of their clients16,18. Occupational therapists shifted focus in 
vocational rehabilitation during the late 1970s and 1980s and ap-
peared to develop initiatives in an effort to improve the economic 
independence of their clients as employment in the open labour 
market (competitive employment) was not achievable12. South 
African occupational therapists attempted to solve this by becoming 
involved in preparing their clients for home industries to supple-
ment their income30-34. In 1983 Priscilla Stevenson, an occupational 
therapist, established Access College which offered business train-
ing for people with disabilities thereby facilitating placement in the 
open labour market35. This college was unique in South Africa and 
the first attempt to improve the skills of people with disabilities 
in an environment which catered specifically for their needs. In a 
further attempt to improve the economic independence of people 
with disabilities, MODE (Medunsa Organisation for Disabled Entre-
preneurs) was established in the early 1990s by Vivienne Zwennis, 
also an occupational therapist36. The programme provided business 
training to people with disabilities and their families. MODE further 
assisted their clients in obtaining business loans and to establish 
viable small businesses at community level.

Despite the above initiatives, anecdotal information suggests 
that occupational therapists were increasingly frustrated with 
both vocational rehabilitation service delivery as well as successful 
placement of people with disabilities in the open labour market. 
In an attempt to address this aspect, the then Transvaal Provincial 
Government established a Vocational Rehabilitation Work Group 
in 1989 with the purpose of improving service delivery within 
provincial health services. A flurry of activity within vocational re-
habilitation was noted with the inception of the group, and many 
workshops presented during the early 1990s12. A position paper on 
“The Role of the Occupational Therapist in Vocational Rehabilitation” 
was compiled by the group members in collaboration with a variety 
of occupational therapy clinicians and submitted to the professional 
organisation for publication in 1992 but this was never published12.  
In addition the group also facilitated the establishment of the South 
African Society of Vocational Rehabilitation (SASVR) in 1993 which 
attempted to include various vocational rehabilitation stakeholders 
including representation from business to promote and enhance 
networking, promote vocational rehabilitation and improve the 
employment outcomes of people with disabilities. It was difficult for 
the SASVR to achieve its vision in a society undergoing substantial 
political, social and economic changes and it disbanded in 1996.

Randall31 stated as early as 1988 that occupational therapists 
should continue with efforts to promote employment opportuni-
ties and fair labour practices for their clients, and despite the pro-
fessional activity in vocational rehabilitation; open labour market 
placement for people with disabilities remained difficult to achieve. 
Although a number of factors could be attributed to this according 
to the Integrated National Disability Strategy5, discriminatory and 
ineffective South African labour legislation was seen as contributing 
to high levels of unemployment amongst people with disabilities5. 

Following South Africa’s first democratic elections and the 
subsequent acceptance of a democratic government, existing South 
African labour laws were reviewed with new laws enacted in order 
to embrace the principles of the Constitution2. The Labour Relations 
Act specifically the Code of Good Practice Dismissal (Schedule 8) 
was one of the first laws to address the issue of managing employee 
incapacity on the grounds of ill-health and injury3 and laid the founda-
tion for the assessment of employees’ ability to perform their work 
as well the implementation of adaptations to sustain employment. 
The Employment Equity Act4 promulgated in 1998 was the first 
act to specifically address disability in the work place by defining 
disability and providing the framework for reasonable accom-
modations to both retain people with disabilities at work (existing 
employees) as well as to facilitate entry into the open labour market 
by job seekers with disabilities. The legal platform was therefore 

established for the provision of vocational rehabilitation service 
delivery by occupational therapists but professional competencies 
required for service delivery were not yet determined. 

Professional competency
Professional competence is not an easy concept to define13,37,38 with 
no generally accepted description. Grossman38 states that compe-
tence includes a person’s knowledge, skills and clinical judgement 
as well as practice environmental demands. For the purposes of 
this research, professional competencies refer to the sum total of 
capacities which an occupational therapist possesses and which are 
believed relevant to the field of vocational rehabilitation practice12. 
Professional competency includes knowledge, skills and profes-
sional values. 

METHODOLOGY
Design
In the absence of relevant published information specifically on pro-
fessional competencies, various consensus methods are suggested 
to seek the opinion of experts39-41. In order to obtain consensus 
and facilitate input from experienced occupational therapists over a 
wide geographical area in an equitable manner, the Delphi technique 
was used. Characteristics of this technique include making use of a 
panel of experts or informed individuals who complete sequential 
rounds of written questionnaires anonymously. Controlled feedback 
is provided to panel members between rounds in order to keep 
them informed of the collective response of the panel. The number 
of rounds varies according to time, research aims and other factors, 
from two to five rounds until consensus of opinion is achieved on 
the research topic41,42.

Ethical clearance
Ethical clearance was obtained from the Ethics Committee of the 
Faculty of Health Sciences of the University of Pretoria. All research 
participants completed informed consent forms, a copy of which 
was returned to them for record keeping purposes.

The expert panel
The use of experts as members of the panel is a key characteristic of 
the Delphi technique41. Experts are described as knowledgeable and 
experienced and the panel should reflect diversity of experience, 
diversity of expertise and diversity of interests43. Literature differs 
on the number of panel members with 10 to 5044 and more than 
10045 being used thus there is little agreement concerning the expert 
panel size41. In two South African occupational therapy studies, the 
expert panel size was 2046 and 45 members47. A panel size of 35 
expert occupational therapists was decided by the researcher as 
this number was used by Stokes48 in a related study.

Two-hundred-and-fifty-six occupational therapists working in 
the field of vocational rehabilitation were identified. Potential panel 
members were compiled from lists of private practitioners from 
the Occupational Therapy Association of South Africa (OTASA) 
membership list and its affiliated organisations. Potential panel 
members from occupational therapists in the insurance industry, 
postgraduate diploma students in vocational rehabilitation and at-
tendees of continuing professional development workshops were 
also identified. Contact was made with all eight South African uni-
versities that trained occupational therapists, to identify lecturers 
whose key responsibilities were teaching vocational rehabilitation. 
The contents of the South African Journal of Occupational Therapy 
and insurance-related publications were reviewed to identify oc-
cupational therapists who had published on vocational rehabilitation 
topics after 1995 following the implementation of disability equity 
legislation as these authors would be viewed as experts41.  Use was 
made of a snowball sampling technique in order to identify as many 
occupational practitioners as possible.

Non-probability sampling was applied to the total population to 
enable the selection of a 35-member panel representing a variety 
of practice settings, experience and expertise using predetermined 
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criteria thereby limiting selection bias48. First quota sampling was 
conducted in order to ensure maximum variation. Ten different 
groupings of occupational therapists were identified from the list of 
256 occupational therapists. These groups comprised occupational 
therapists working in private practice, in hospitals, and schools, in 
insurance, in training and in supported employment settings. The 
remaining four groups of occupational therapists were those who 
had published, were actively involved in the implementation of 
related disability equity law, held postgraduate qualifications and 
who were teaching in the area of vocational rehabilitation at a 
South African university. Purposive sampling was then applied and 
35 potential panel members were selected on the basis of percent-
age representation in the group of 256 occupational therapists.

All 35 potential panel members were telephonically contacted 
by the researcher to explain the research purpose and methodology. 
Emphasis was placed on how lengthy the process was anticipated 
to be in order to obtain assurance that they would have adequate 
available time to participate in the process41. Permission was ob-
tained to send potential panel members informed consent forms. 
Three potential panel members were not able to participate, which 
resulted in the selection of three other panel members applying 
the same selection criteria. On receipt of all forms, the research 
commenced.

Pilot study
Once the expert panel had been identified, a pilot study was con-
ducted to obtain feedback and suggestions on the informed consent 
form, first round Delphi questionnaire, definitions of terminology 
and biographical forms in terms of layout, clarity and completion 
time frames. The purpose of the pilot study was to eliminate poten-
tial research problems40-42,48,49. A convenience sample was selected 
from the initial group of 256 occupational therapists (excluding the 
identified panel members) to reflect diversity of practice settings 
and ability to give constructive feedback to the researcher.  After 
informed consent had been obtained, written and verbal feedback 
was collected from the five pilot study participants during individual 
interviews. Appropriate improvements were made to all the re-
search documents.

Delphi rounds
Three Delphi technique rounds were conducted with sequential 
questionnaires based on data from the preceeding one. Each ques-
tionnaire was accompanied by an information letter, which included 
definitions of terminology, researcher contact details and (where 
appropriate) feedback/results from the previous questionnaire. 
Quasi anonymity was assured with tracking numbers allocated to 
all Delphi questionnaires41.

The first round Delphi technique questionnaire was qualita-
tive in nature and consisted of open-ended questions requesting 
panel members to identify knowledge, skills and values in each 
vocational rehabilitation phase. These phases, described by 
the International Labour Office50, were regarded as a generally 
accepted framework for South African occupational therapists 
working in vocational rehabilitation12. The vocational rehabilita-
tion phases used by occupational therapists for the purposes 
of this research were: (i) evaluation/assessment of workers, (ii) 
vocational guidance – seen as an interpretation and planning phase 
in terms of achieving work and/or return-to-work, (iii) vocational 
preparation including both treatment/intervention such as work 
hardening, stress management and other interventions which 
would improve a client’s ability to work, as well as training – both 
formal and informal skills training, (iv) placement, and (v) follow-
up. Panel members were also requested to identify knowledge, 
skills and values that did not fit into any of the identified vocational 
rehabilitation phases in order to generate further ideas regarding 
vocational rehabilitation.

Data from the first round Delphi questionnaire resulted in 896 
knowledge, skill and value items in the vocational rehabilitation 
phases. Content analysis was applied and data were manually coded 

by the researcher into categories and items41. The process of data 
analysis resulted in 11 categories with 405 items. In addition to the 
vocational rehabilitation phases, four new categories of information 
emerged from this process. These were legislative (related to the 
employment of people with disabilities), employment settings (place-
ment possibilities), general management and embedded knowledge, 
skills and values (not specifically related to vocational rehabilitation). 
Themes were not identified at this stage to ensure that each item 
could be considered in order to achieve consensus41.

The second round Delphi questionnaire was developed using 
the categories and items generated from the first questionnaire. 
Panel members were asked how strongly they agreed or disagreed, 
on a five point Likert Scale41,51, with each item. For each item provi-
sion was made for qualitative comments.

Both quantitative and qualitative data analyses were applied 
to the round two Delphi questionnaire. Data from this question-
naire were statistically analysed together with a statistician from 
the University of Pretoria. The mean and standard deviation were 
calculated41,51. Items for possible inclusion for the third round Delphi 
questionnaire were selected, provided that the mean minus one 
standard deviation was greater than 3,5 (out of 5), ensuring agree-
ment between panel members39,52-55. This list of items was organised 
in rank order of their means. Content analysis was applied. The 
ranked items were systematically analysed by the researcher in 
order to logically combine items of similar meaning in order to 
collapse the total number of items. Qualitative comments provided 
by panel members were considered during this process.

The process of content analysis resulted in the 11 categories 
being collapsed into three categories and 212 items in the third 
round Delphi questionnaire. The new categories which emerged 
were knowledge, skills and values as 86% of the panel members 
were of the opinion that these were essential to all phases of vo-
cational rehabilitation. This was a significant change in the Delphi 
questionnaires. Data were statistically analysed with a consensus 
rate set at 80%39, 56,57.

Trustworthiness of data
The various strategies of Lincoln and Guba’s Model of Trustworthi-
ness58 were applied to ensure research rigour. Prolonged engage-
ment was obtained through the lengthy and iterative nature of the 
Delphi technique. Researcher credibility was established and all 
research processes and documentation were subjected to peer 
examination. A feedback and planning interview on the completion 
of each Delphi questionnaire were held with the supervisor. Both a 
confirmability and dependability audits were conducted by a research 
consultant not directly involved in the research process. All raw data, 
process notes and working documents were used for this process.

RESEARCH RESULTS
Questionnaire response rate
There are no clear guidelines in terms of Delphi response rates but 
in order to maintain research rigour, a 70% response rate was set 
by the researcher in order to maintain research rigour59. This was 
achieved by telephonically following up panel members at regular 
intervals and providing feedback on the results of the question-
naires. Of the 35 panel members, 29 (83%) returned the first round 
Delphi questionnaire. All 29 (100%) members returned the second 
round Delphi questionnaire and 28 (97%) of the 29 panel members 
returned the third round Delphi questionnaire.

Biographical profile of expert panel
Biographical information requested during the first Delphi round 
indicated that nine (31%) of the panel members were involved 
in full-time private practice; five (17%) were employed in the 
insurance sector; three (10%) in full-time academic posts with 
representation in all the other strata. Nineteen panel members 
had more than 10 years vocational rehabilitation experience. Panel 
members obtained their occupational therapy degrees from six 
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of the eight South African universities, with 12 (42%) graduating 
from the University of Pretoria. Twenty six (90%) panel members 
had postgraduate qualifications, with 18 (51%) of the panel having 
obtained their Post Graduate Diploma in Vocational Rehabilitation 
at the University of Pretoria.

Knowledge, skills and values
Using an 80% consensus level, agreement was obtained amongst 
the participants on knowledge, skills and professional values re-
quired for service delivery. Consensus was achieved on eleven 
knowledge themes with 64 items; 13 skill themes with 93 items and 
47 value items (no themes logically emerged in the skill category). 
They include, but are not limited, to the following knowledge and 
skill themes and value items12:

 ✥ Knowledge of various health related conditions; vocational 
rehabilitation (general aspects); employment settings; disability 
related legislation; various team players and their roles; evalu-
ation; vocational guidance; intervention strategies; training;  
placement and follow-up.

 ✥ Skills in general vocational rehabilitation aspects; communica-
tion; legislation – application of skills within legislative and scope 
of practice parameters; team work; evaluation; job analysis; 
vocational guidance; intervention; training; placement; follow-
up; general aspects (but not specific to vocational rehabilitation 
only) and management.

 ✥ Values include ethical behaviour, objectivity, insight, integrity, 
consistency, confidence, respect, commitment, dedication, 
adaptability, empathy, determination, professionalism, using 
client centred approach, quality assurance and perseverance.

Development of professional competency 
statements
The work of Coursey et al,60 was considered during the formula-
tion of professional competency statements required by occupa-
tional therapists who deliver vocational rehabilitation services to 
workers in the open labour market. Knowledge, skills and values 
items identified during the research process were combined into 
professional competences. Sixteen professional competencies 
emerged:

Professional competencies (see Table on page 52)
1. Has knowledge of a variety of health related conditions. 

Occupational therapists should understand the condition, its 
impact on the client’s ability to work and related prognostic 
indicators. An understanding of inappropriate illness behaviour 
is necessary.

2. Understands and implements various vocational reha-
bilitation services. Services include injury prevention, health 
risk management, disability management, disability equity 
consulting and case management.

3. Understands the requirements of various employment 
settings in order to facilitate employment/placement 
for people with disabilities. These employment settings 
include the open labour market, sheltered-, protected- and 
supported employment. Occupational therapists should be 
able to use various work classification systems including those 
of the physical demands classification.

4. Understands aspects of labour, disability equity, health 
and safety, skills development and related legislation 
appropriate to vocational rehabilitation. These include 
the Labour Relations Act and its Code of Good Practice: 
Dismissal; the Employment Equity Act and its accompanying 
Code of Good Practice and Technical Assistance Guideline on 
the employment of people with disabilities; the Skills Develop-
ment Act as well as the Occupational Health and Safety Act. 
Occupational therapists should understand how insured and 
government funded benefits are structured for people who 
become ill, injured or disabled – both whilst performing their 
work duties as well as off-duty. These include workman’s 

compensation, the Department of Labour’s Unemployment 
Insurance Fund, various social grants including disability grants 
administered by the South African Social Security Agency, as 
well as group insured benefits. Knowledge of building regula-
tions for people with disabilities is essential. Occupational 
therapists should be able to deliver vocational rehabilitation 
services within the legal context given the occupational therapy 
scope of practice.

5. Communicates appropriately using various media in 
diverse settings including business. Compiles timeous writ-
ten reports and communicates effectively on an individual and 
group level using appropriate presentation media. 

6. Collaborates with various team members and role 
players during the provision of vocational rehabilitation 
services. These role players include human resource manag-
ers, employers, work supervisors, safety representatives and 
union members.

7. Evaluates work related abilities and skills of clients 
requiring vocational rehabilitation services. Conducts 
comprehensive functional capacity evaluations in various set-
tings, for various purposes using a variety of standardised and 
non-standardised tests. Formulates appropriate conclusions 
and recommendations.

8. Conducts job analysis through work place visits, job 
description review and interview of relevant stakehold-
ers. Matches the requirements of the work with the abilities 
of the client and recommends reasonable accommodations 
where appropriate. 

9. Understands and applies the vocational guidance pro-
cess. Facilitates client’s insight into their abilities and work 
requirements thereby enabling participation in decision making 
and planning.

10. Understands various treatment/intervention strategies 
and plans, implements, grades, evaluates and manages 
work readiness/work preparation programmes that 
facilitate return to work or employment for clients. 
Strategies include on-site treatment using job trials and transi-
tional work programmes, work hardening, work conditioning, 
work simulation, back hygiene and ergonomic principles, life 
skills, stress management, prevocational skills and job-seeking 
skills training.

11. Facilitates training/skills acquisition and re-skilling in 
order to facilitate placement in the open labour mar-
ket. Knows of informal and formal education and training 
programmes for people with disabilities and refers clients 
appropriately. Sensitises trainers to disability when required.

12. Facilitates placement/employment or return to work 
for clients who have disabilities/injuries or who are 
ill. Understands potential employment barriers and how to 
bridge them. Knows of job finding and job search resources 
and networks appropriately. Sets up support systems during 
the placement process.

13. Implements follow-up processes to determine success 
of vocational rehabilitation services. Understands the 
purpose of follow-up and conducts follow-up with both client 
and employer. Closes the case.

14. Possesses management skills. Exhibits time management, 
business planning, project management, financial management, 
human resource, and administration skills.

15. Reflects professional behaviours and attributes which are 
considered necessary to deliver vocational rehabilitation 
services. Displays clinical reasoning and interpersonal skills. 
Is able to think proactively and laterally; works creatively and 
innovatively with confidence; is a dedicated and adaptable 
practitioner who is determined to overcome barriers.

16. Reflects values consistent with the “Guidelines on ethi-
cal conduct, rules, regulations and policy documents” as 
reflected in the 15 guideline booklets published by the Health 
Professional Council of South Africa61.
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DISCUSSION
Although there are no universally accepted guidelines for the ap-
plication of the Delphi technique and researchers remain critical 
of the limitations thereof41,62-64, it was an appropriate technique for 
this study. It facilitated equal say from the panel members which 
would not have taken place with other consensus techniques.

All possible actions were taken by the researcher to overcome 
the shortcomings of the Delphi during the research process. 
Careful attention was paid to the selection of panel members to 
reflect diversity of experience and commitment to the field of 
vocational rehabilitation. Various authors41,62-64 report that there 
is no consensus in literature regarding the optimum number of 
panel members. Hsu63 argues that a small panel might not be 

considered representative of the population whilst a poor re-
sponse rate could be associated with a larger panel. Sandrey and 
Bulger62 conclude, following their literature review, that the panel 
should at least include 10 members with no significant changes 
in results in panels larger than 25-30 members. The panel size 
selected by the researcher appeared to bridge these limitations 
and was manageable. A higher response rate than 70% (which as 
the highest rate suggested in literature) was achieved by imple-
menting various strategies including maintaining constant contact 
with the panel through reminders, content of letters, frequent 
emails and feedback41,62. This assured a very low attrition rate and 
contributed towards panel/sample motivation41 both necessary 
for research rigour.

Professional
competency

Undergraduate curriculum Postgraduate curriculum

1 Understands the theoretical aspects of various health 
related conditions; the impact thereof on the performance 
of work as well as related prognostic indicators.

Has a deeper understanding of a large variety of health related 
conditions including inappropriate illness behaviour coupled with 
appropriate field-work (clinical) experience.

2 Understands various vocational rehabilitation services, and 
applies the vocational rehabilitation process within the 
hospital, school and community contexts.

Conducts the identified services within a variety of contexts 
such as the business and industry-type environments.

3 Has knowledge of selected work classification systems, 
the requirements of the open labour market as well as 
knowledge of employment settings other than the open 
labour market.

Has knowledge of the employment process as well as applying 
this process to his/her clients. Understands the role of various 
role players in the employment context.

4 Understands the purpose of the related Disability Equity 
laws, as well as a general understanding of the laws in order 
to refer a client for assistance when appropriate.

Applies and integrates these laws to vocational rehabilitation 
service delivery i.e. has working knowledge of these laws. 
Advising clients on their legal rights is not a requirement of this 
competency.

5 Compiles reports addressed to appropriate role players 
with guidance. Visual presentation skills should be 
developed as part of undergraduate training.

Communicates with various industry-related role players 
regarding vocational rehabilitation services.

6 Develops in various contexts in which a student conducts 
field-work.

This is linked to the previous professional competency and is 
developed with experience.

7 Conducts work related assessment, with guidance, in work, 
school and community settings. Requires guidance in the 
interpretation of the results and formulating a conclusion 
and recommendations.

Conducts work related assessments in a variety of 
contexts as well as for various purposes such as insurance 
benefits, compensation purposes as well as return-to-work 
determination.

8 Conducts job analysis with guidance. Matches client’s abilities to the requirements of the work using 
a variety of job analysis methods. Makes recommendations 
regarding reasonable accommodations and implements these. Is 
able to assess a broad range of occupations. 

9 Understands the vocational guidance process. Applies the vocational rehabilitation process.

10 Understands various intervention strategies and can 
implement these for individual and groups of clients in 
schools, hospitals and community settings. Has skills 
in the following programmes: life skills training, stress 
management, pre-vocational skills training, facilitation 
of motivation and action, treatment of client factors and 
performance skills as well as rehabilitation aspects.

Implements treatment and prevention strategies in the work 
place for individual and groups of clients. Demonstrates skills 
in the following types of programmes: work hardening, work 
conditioning, work simulation, ergonomics, counselling and job 
seeking skills training.

11 Has knowledge of various skill training programmes and 
refers clients appropriately.

Implements training programmes for clients to facilitate return-
to-work and/or employment.

12 Has knowledge of the placement process. Implements placement procedures in order to facilitate return-
to-work and/or employment.

13 Has knowledge of the follow-up process. Implements follow-up procedures.

14 Manages time and organizes work load. Has knowledge and skills in the following: business planning, 
costing, managing projects, managing staff and clients, 
administration skills and marketing.

15 Professional behaviours are developed and nurtured. Professional behaviours are further developed.

16 Ethical behaviours are developed and nurtured. Ethical behaviours are further developed. Accountability for 
ethical behaviour is developed.

Table 1: Curriculum recommendations
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Given the above discussion, providing the demographics of the 
panel, the results of this research process appear to provide a valid 
opinion41 of occupational therapists in South Africa.

The results of this research further appear consistent with 
published international studies65-67. Aspects which did not appear to 
be identified by the research participants as clearly as in the inter-
national studies include injury prevention65-67, health promotion65, 
evidence based practice66 as well as injury and illness management 
and rehabilitation67.

RECOMMENDATIONS
Based on the research process recommendations are made for 
inclusion in the occupational therapy curriculum on both an under- 
and postgraduate level (Table 1 on page 53).

CONCLUSION
This research process appears to be the first in the area of South 
African vocational rehabilitation in terms of identifying professional 
competencies required to deliver vocational rehabilitation services. 
This contributes to the body of authentic South African research 
in the area of vocational rehabilitation as there does not appear to 
have been previously documented related research, or research 
published after this research was completed. Further research is 
currently being conducted by the author to determine whether 
these professional competencies are reflected in South African 
undergraduate occupational therapy curricula.  During this process 
it would also be essential to determine to what extent the identified 
professional competencies are reflected in the Health Professions 
Council of South Africa’s Professional Board for Occupational 
Therapy, Medical Orthotics, Prosthetics and Art Therapy - Minimum 
Standards of Training for Occupational Therapists - as all universities 
are required to comply with these standards.

Ongoing and further research in vocational rehabilitation and in 
particular in the education and training of occupational therapists 
in this area of practice is of paramount importance. Many occupa-
tional therapists enter this area of practice and anecdotal evidence 
appears to suggest that other health professionals are as well. We 
need to as an occupational therapy profession to ensure that we 
provide competent, professional, contextually relevant vocational 
rehabilitation services to clients which enables them to fulfil their 
roles as independent citizens in a democratic South Africa free from 
disability discrimination.
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