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INTRODUCTION
Background
Vocational rehabilitation is a multi-professional service provided to 
individuals of working age with health-related impairments, limita-
tions or restrictions within work functioning. The primary aim of 
such a service is to optimise work participation in spite of illness or 
activity limitations1.  In occupational therapy, concern with functional 
ability and purposeful activity are unique features2 that allow the 
profession an important place in vocational rehabilitation practice3. 
An effective occupational therapy vocational rehabilitation service 
assists the transition between injury, illness, impairment, disability 
and return to optimal functional ability in a work sphere. It bridges 
the gap between health institutions, which are usually the point of 
entry for an injured or sick worker, and the labour market4.

South Africa’s Gauteng province has a high demand for voca-
tional rehabilitation services. It is the hub of the country’s commerce 
and industry. Home to 30% of South Africa’s (SA) total population, 
its age distribution shows that 73% of this population is of working 
age5. In South Africa, 68% of the population depend entirely on 
public healthcare6. The effect of  no or poor vocational rehabilita-
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tion in public healthcare is obvious in a commerce and industry 
driven province such as Gauteng, with a high prevalence of injury 
at work, crime and motor vehicle related injury, the impact of Aids 
and pressure to return to work as quickly and effectively as possible.

In the National Health Amendment Bill debate on the 14 August 
2012 Dr Aaron Motsoaledi, South Africa’s Minister of Health said: 
“The deteriorating quality of healthcare in our public hospitals has 
been a thorn in the flesh of our country for quite some time”7. Oc-
cupational therapy services within public healthcare are included 
in this and services that require specialised knowledge and experi-
ence, like vocational rehabilitation are most affected.  A Vocational 
Rehabilitation Task Team (VRTT) was convened, in 2010 in Gauteng 
with the aim of resuscitating the province’s vocational rehabilitation 
services. The VRTT is a group of occupational therapists, working 
in Gauteng’s public healthcare sector and concerned with occupa-
tional therapy vocational rehabilitation services in the province. In 
2013 the first author, a PhD candidate from the University of the 
Witwatersrand, joined the group with the research aim of trans-
forming occupational therapy vocational rehabilitation services in 
Gauteng through action research.

In keeping with the cyclical nature of action research (i.e. ob-
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The need for occupational therapists to profile their vocational rehabilitation services, initiated an action research project, within a PhD 
study. The PhD study was aimed at transforming vocational rehabilitation services in occupational therapy departments in Gauteng 
public healthcare through action research. The aim of the project was to develop a tool that would allow occupational therapists doing 
vocational rehabilitation, to systematically and comprehensively profile their services. The profile tool could be used for practice reflection, 
research, to assist with planning, policy making and/or quality management. It will be used in the final phase of the PhD study to allow 
for critical reflection on vocational rehabilitation practice transformation in Gauteng public healthcare.
   The profile tool was designed and developed during action research cycles in public healthcare vocational rehabilitation units. It was 
refined through further action research cycles with occupational therapists that offer vocational rehabilitation services in Gauteng’s 
public healthcare. The service profiles generated from these cycles were presented for participant validation. The final profile tool was 
sent for critical appraisal to a panel of experts acting as ‘critical friends’.
   The processes of designing, developing, refining, validating and disseminating the tool are presented in this article as a contribution 
to the practice of vocational rehabilitation and to conclude the dissemination outcome of action research.
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serve, plan, act and reflect)7 the first phase of the PhD. research 
was to observe and ask: ‘What is going on in occupational therapy 
vocational rehabilitation services in Gauteng’s public healthcare?’ If 
occupational therapists were able to subjectively compile a compre-
hensive and accurate profile of their own vocational rehabilitation 
service, their insight and understanding could be a transformative 
agent for service development. A comprehensive service profile 
drawn up at the beginning of a research intervention could also 
be used to compare with a service profile at the end of the in-
tervention. This could allow objective macro post-reflexivity to 
answer the question: ‘What was the impact of action research on 
occupational therapy vocational rehabilitation services in Gauteng’s 
public healthcare?’

Searching for a means to profile a vocational rehabilitation 
services in public healthcare left the researcher with insight into 
the importance as well as the problems of service measurement8.  
Selecting an appropriate method to facilitate a collaborative ap-
proach with occupational therapists working in the services was 
an important point of departure. Audits, quality surveillances or 
observation style inspections are easily interpreted as judgmental 
and could exaggerate power relations which prohibit the emancipa-
tory effects of action research9. The first author wished to engage 
in a profile process that would not only support practice develop-
ment but actively involve practitioners in the process. She opted 
for action research methodology as it provided the cooperative 
development of a non-threating and non-invasive tool. A tool that 
therapists could potentially use to profile their vocational rehabilita-
tion services at a certain point in time. Such a profile would allow 
them to critically reflect on their practice and identify areas that 
needed improvement and thus it holds the potential to transform 
a vocational rehabilitation service.

It was decided to develop the tool through action research 
cycles within and with the population it would be used for10. This 
tool would be designed and developed by gathering data from mul-
tiple sources and in different ways about all aspects of vocational 
rehabilitation by occupational therapists considered to be experts 
in the field. Practitioners were incorporated as fellow researchers 
in the refining and validation of the tool. This allowed them to ex-
perience ownership of the tool, the service profiles generated by 
the tool and by extension the actions that would follow to improve 
and transform their vocational rehabilitation practices11.

The aim of this article is to describe the process and outcome 
of designing, developing, refining, validating and disseminating a tool 
that occupational therapists working in public healthcare can use 
to profile their vocational rehabilitation services.

LITERATURE REVIEW
The four sources from literature that principally influenced the 
development of this profile tool were Donabedian’s work8,13-14 
the Gauteng Department of Health’s ‘Allied Health Care Profes-
sionals Standards and Audit Tools’15,16; and research by Buys17 and 
Beukes3. Various other frameworks and bodies of knowledge 
measure healthcare outcomes18-23, but the selected sources best 
embodied the purpose and context for which the profile tool was 
developed. Mant24, commenting on performance indicators in as-
sessing quality of healthcare, states that the context and purpose 
in which indicators are used should be considered. He cautions 
that using only an outcome measure as performance indicator is a 
mis-demeanor. He feels that outcome measures only focus on the 
impact of therapy but do not consider lifestyle and socio-economic 
factors (as vocational rehabilitation services do).

Donabedian developed a model in the 1960’s that provided 
a framework for examining healthcare services and evaluating 
quality of healthcare that is still widely recognised and referred 
to. The model has three categories: structure (the context in 
which healthcare is delivered), process (the sum of all actions that 
make up healthcare) and outcome (the effects of healthcare on 
patients and relevant communities)8. Donabedian developed his 

model to be flexible enough for application in diverse healthcare 
settings and at various levels of service delivery12. He perceived 
healthcare as consisting of technical tasks, interpersonal exchange 
and amenities of care (the circumstances under which the task is 
performed) and that the quality of healthcare in practice was the 
product of these factors. He felt that every form of interaction in 
a healthcare setting is “the measure of the humanity and dignity of 
us all”14:248. This resonates well with action research methodology 
and the service occupational therapists render within the field of 
vocational rehabilitation.

Occupational therapists working in Gauteng’s public healthcare 
identified a need to implement standards for the profession in 
public healthcare and developed an audit tool for this purpose16, of 
which a section was published in 2006. The Gauteng Department 
of Health’s ‘Allied Health Care Professionals Standards and Audit 
Tools (Hospital)’ is for use in occupational therapy, physiotherapy, 
speech therapy and audiology and social work professions and ac-
knowledges Donabedian’s work. It comprises four audit tools; the 
environment, equipment and facilities audit tool; the client record 
keeping tool; the management audit tool; and the client satisfaction 
audit tool. The Head of Departments are meant to ensure that 
these audits are done at least once a year, summarised, compliance 
and non-compliance areas identified with a work plan attached and 
submitted to a profession specific quality assurance coordinator in 
head office. At present there is a 75% submission compliance rate. 
The results of the audits are used as a management tool to improve 
service delivery. To ensure compliance, the head office staff conduct 
random spot clinical audits15.

Several authors in South African literature provide valuable 
contributions to vocational rehabilitation services in terms of 
professional competences, quality and standards of service. Buys17 
identified 16 professional competencies required by occupational 
therapists who deliver vocational rehabilitation services in South 
Africa. Beukes3, developed a standard statement and measurement 
criteria for  an effective and efficient occupational therapy service, 
regarding the assessment of work abilities (vocational assessment). 
Robinson25 notes that setting standards from within a profession is 
fundamentally positive, as standards will be relevant, achievable and 
realistic if set by those who understand the challenge and emphasis 
of the profession. She also notes that occupational therapists often 
work in relative isolation both in government and in private practice 
and that these practitioners may find it more difficult to implement 
quality measurement, improvement or management techniques.

‘Batho Pele’ (People First) is a South Africa initiative to improve 
the quality, accessibility, efficiency and accountability of service de-
livery in the public sector26. The National Health Insurance (NHI) 
was launched to ensure that everyone living in South Africa gets 
access to quality healthcare, regardless of their socio-economic 
status27. The research method and aim of this study are in line with 
these initiatives.

METHOD
Study design
Action research phenomenology forms the basis of this study and 
a multi-collaborative and interpretivist action research approach 
was used28,29. Action research is practice based and done by people 
who want to find out more about their practice with the view of 
improving it30. It places practitioners at the center of an enquiry31 al-
lowing them to be fellow researchers and participants, learning from 
their experiences and producing knowledge that is relevant to their 
practice situations and to which they can relate32. Action research is 
an emancipatory intervention that brings about shared responsibility 
and open accountability33. Reason and Bradbury34, and Reason35 of-
fer three strategies of action research practice; first-person action 
research which is a personal inquiry approach, second-person action 
research which is an ability to inquire face-to-face with others into 
issues of mutual concern and third-person practice which aims to 
extend the research to a wider community of enquiry. They suggest 
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that the most compelling and enduring kind of action research will 
engage all three strategies, as this study does.

Critical reflection is an essential component of  action research36. 
It brings about the conscious questioning of practice35, a collective 
analysis of action37 and allows enquiry that leads to learning32. In so 
doing it contributes to personal and professional development and 
improvement30. This critical reflection can be done individually or 
as a group with the distinguishing factor being to change practice38.  
McNiff 30:33 notes that “Action researchers are real-life people who 
wish to investigate their practices and offer explanations for what 
they are doing so they can show how they hold themselves publi-
cally accountable”.

Population
Dick11 uses the term ‘stakeholders’ in action research to describe 
the population. He describes stakeholders as persons who have a 
stake in a programme and who are affected by or able to affect 
practical change.

In this research the first author, applying first-person action re-
search, researched and designed a concept profile tool (see step I).

There were two developing stakeholders: The first and fourth 
authors, using second-person action research, developed the pro-
file tool through several action research cycles at four academic 
hospitals in Gauteng where vocational rehabilitation services are 
offered. They were also the field researchers and acted as catalysts, 
informed observers32 and  data collectors throughout the research 
process (see step 2).

There were 127 refining-stakeholders involved as third-per-
son researchers. They were occupational therapists working in 
Gauteng’s public healthcare, who were interested in and/or offered 
vocational rehabilitation, were invited to host workshops called 
‘Profiling a Vocational Rehabilitation Service’ within their practices. 
The first author presented three workshops as action research 
cycles and the tool was refined during each cycle. (see step 3).

There were two groups of validation stakeholders:
The refined profile tool and the service profiles that resulted 

from the developmental and refining cycles were presented to 
the vocational rehabilitation task team (VRTT) of Gauteng. They 
critically reflected on the tool and provided participant validation 
of the practice profiles (see step 4).

A group of 39 pre-selected vocational rehabilitation experts 
were identified by the authors for use 
as ‘critical friends’. In action research 
the concept of ‘critical friends’ is used to 
indicate stakeholders who are invested 
in the field of knowledge and can offer 
objective and expert feedback39. The 
criteria for inclusion into this group were 
occupational therapists with previous 
experience of working in South Africa’s 
public healthcare and current experi-
ence of more than five years of working 
in and/or teaching vocational rehabilita-
tion. The refined profile tool was sent to 
them for critical reflection (see step 4).

All participants were informed ver-
bally and by a written pamphlet that they 
could keep, that this project was part 
of a larger PhD study. How this project 
fitted into the study was explained, how 
the generated knowledge will be used 
was discussed and consent forms were 
signed. The PhD research had university 
and hospital clearance.

Data gathering
Throughout the research, data were 
gathered in the form of field notes, 
reflective journaling, critical reflection, 

written and verbal feedback from stakeholders and experts.

The process
There were five steps to the research: the designing, the de-
velopment, the refining, the validation and the dissemination of 
the profile tool.
Step 1: (See Figure 1) The designing of the profile tool was done 
by the first author, engaging in first-person action research. A 
systematic search and study of literature relevant to objective 
observation of occupational therapy and vocational rehabilitation 
services was done. This included; audits, models, frameworks and 
instruments concerned with quality control, practice standards, 
service and outcome measurement tools and performance indi-
cators. Four sources as discussed above were identified3,13,15,17 
to be relevant to the context and methodology. Donabedian’s 
framework13 was chosen to guide the systematic plotting of 
all elements of occupational therapy vocational rehabilitation 
services within the three categories of structure, process and 
outcome. The elements were compiled based on information 
from competencies identified by Buys17; suggestions by Beukes3; 
the Gauteng Department of Health’s standards and audit tool15; 
and the first author’s 20 years’ experience in the field of vo-
cational rehabilitation. Confirmation and expansion of these 
elements were supplemented through additional (verbal and 
electronic) discussions with Buys, Beukes, some of the authors 
of the Gauteng standards and audit tool and in consultation with 
colleagues of the first author who have experience in vocational 
rehabilitation. A concept profile tool with three parts, namely the 
structure, the process and an outcome was designed.

Continuous first-person action research cycles were used 
throughout the designing stage. The first author reflected on the 
need and circumstances for the use of a profile tool, all available 
information was gathered and considered; a draft tool was drawn 
up and critically reflected on through continuous action research 
cycles until the tool was to the satisfaction of the first author. Reflec-
tive journaling was done throughout this stage. In the final cycle of 
the design step journaling guided planning, of the next step of the 
tool development.

Step 2: The profile tool was developed during four action 
research cycles. The first and fourth author, using second-person 
action research, put the concept profile tool through an action 

Figure 1: A graphical representation of the five research steps
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research cycle at each of the four academic hospitals in Gauteng 
that offer vocational rehabilitation services.

The authors planned unannounced visits during working hours, 
to the four academic hospitals in Gauteng who had occupational 
therapy departments with work units. Working in the area where 
the vocational rehabilitation services were offered the tool was 
used separately by each author to profile the service. Field notes 
were kept. Reflective journaling done separately by each author 
was completed post profiling, while still on the premises. This was 
followed by a face-to-face critical reflection, discussing their find-
ings and experiences with each other. Specific attention was paid 
to the design and content of the tool, improving and changing it for 
the next visit. The final step of the visit was to compile an agreed 
upon profile of the visited vocational rehabilitation service.  In this 
way their collective experience, skills and knowledge contributed 
towards improving the tool and compiling a profile of the vocational 
rehabilitation service offered.

After each cycle the first author studied the field notes and 
reflective journals, made the necessary changes to the profile tool, 
sorted, saved and stored all data. Additional ideas or comments 
between the visits were shared electronically between the first and 
fourth authors and changes incorporated as necessary. Each new 
cycle thus started with an improved profile tool.

Step 3: To refine the profile tool a workshop introducing the pro-
file tool with a practical session of applying and critically reflecting 
on it, was planned and presented by the first author. The workshop 
was for any clinical occupational therapists interested in vocational 
rehabilitation. The third-person research aims of the workshops 
were to incorporate the wider community of clinical occupational 
therapy practitioners in Gauteng’s public healthcare as partners in 
the development of the tool and to expand and authenticate the 
vocational rehabilitation service profiles that emerged from the 
developmental step.

An invitation to host the workshop within their practices was 
extended to the four academic hospitals in Gauteng who had been 
used for the development of the profile tool. They were requested 
to invite all occupational therapists in their departments and sur-
rounding hospitals and clinics that referred clients and made use 
of the specialised vocational rehabilitation equipment and services 
offered at the hosting hospital.

Each workshop was presented in the form of an action cycle. 
Firstly, the profile tool was introduced by providing the background 
and contextual information. Participants then used the profile tool, 
applying it specifically to their vocational rehabilitation services, 
while maintaining an open dialogue on an individual and/or group 
basis with the presenter. They then divided into small groups to 
critically reflect and discuss the design and use of the tool as well as 
the service profiles that were generated by the use of the tool. They 
were asked to consider how its use and results could impact on 
their vocational rehabilitation practices. Verbal feedback from each 
group was provided. The workshop concluded with anonymous 
individual critical reflection on the workshop and the tool forms.     

The expected outcome of the workshop was to enable clinical 
occupational therapists to profile their vocational rehabilitation 
services which holds practical, theoretical and research value. 
Implementing a comprehensive and contextually relevant profile 
tool that effectively indicates what a vocational rehabilitation service 
looks like, and/or should look like, would be helpful to occupational 
therapists that are offering, or wish to offer, vocational rehabilitation 
services in public healthcare. The profile tool could also be used 
for research, to assist with planning and policy making and qual-
ity management of occupational therapy vocational rehabilitation 
services. The workshop was registered and accredited with the 
Health Professions Council of South Africa’s (HPCSA) continuing 
professional development units.

After each workshop the first author analysed and sorted the 
contributions, feedback and information. The tool was revised and 
improved before presentation at the next workshops. Information 

was added to expand the vocational rehabilitation service profiles of 
the hospitals that were developed during step two. These profiles 
were used in the next step.

Step 4: The validation of the profile tool was done in two sections. 
The vocational rehabilitation service profiles that emerged 

from the development and refining steps of the research were 
presented to the VRTT for validation, by the first and fourth 
authors. The therapist(s) received the profile of the hospital she/
he was working in and was given 30 minutes to study it and ask 
questions if necessary. The instruction was to provide comments 
and participant validation of the profile handed to them. This was 
collected in the form of written comments, reflective journaling, 
verbal interaction with the primary and/or secondary author and 
general discussion in the group.

To further validate and enrich the credibility of the profile tool it 
was sent for objective critical appraisal and expert opinion to a panel 
of pre-selected ‘critical friends’. The selection criteria for these 
critical friends were that they should be South African occupational 
therapists that had experience of working in public healthcare and 
had more than five years of current experience in vocational reha-
bilitation. The experts were sent electronic formats of the tool and 
asked to consider it, use it and comment on it within two weeks.

All data from this step were considered, reflected on and se-
lected changes were made to the tool.

Step 5: The final step of dissemination of the tool was under-
taken. The VRTT decided that the profile tool would be taught at 
the annual vocational rehabilitation orientation workshop, an event 
attended by newly appointed occupational therapists to Gauteng’s 
public healthcare. The first author made an electronic format of the 
tool available to share with any interested occupational therapists 
working in vocational rehabilitation. The fourth author introduced 
the tool to all occupational therapists working in Gauteng public 
healthcare through official public healthcare forums. The develop-
ment process and tool content are intended for publication in the 
form of a scientific paper to a South African peer reviewed journal 
with national and international circulation.

Data analysis
The field notes, reflective journaling, written and verbal feedback 
from the workshops and from the experts were systematically 
analysed by the researcher through thematic and discourse analysis. 
In keeping with good research practice and in support  of action 
research principles32,40, thematic analysis of the raw data was manu-
ally analysed immediately after gathering. Data were summarised 
and categorised. These thematic summaries influenced the next 
action research phase.

‘Authentic voices’41 used in this article will be indicated as 
FN for field notes, RJ for reflective journaling, CR for critical 
reflection, WFS for written feedback from stakeholders, VFS for 
verbal feedback from stakeholders, WFE for written feedback 
from experts and VFE for verbal feedback from experts acting 
as critical friends.

RESULTS
In step one the tool was designed using first-person action research 
strategy. Through several action research cycles the first author 
continuously reflected on her actions and incorporated new infor-
mation into the development of the concept profile tool.

 “This tool must have a variety of data capturing methods like listing, 
interviews, sliding scales, photos. Like Donabedian says42 - variety 
should give better validity.” (RJ)

“I wish I had something like this when I was a young OT, I would have 
gotten the bigger picture instead of getting bogged down with the small 
stuff.” and “It (the tool) must be easy to understand and use so the most 
inexperienced occupational therapist can use and benefit from it.” (RJ)

During step one a technical action research process directed 
the initial design of the tool. The first author was instrumental in 
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designing the draft format of the tool and prepared it for the action 
research process engaged in during step two.

In step two the visits to vocational rehabilitation services at 
four academic hospitals and the use of the tool in these services 
brought development of the tool through using second-person 
action research strategies. Areas identified for changes related to 
the duplication of data gathered; ambiguous instructions; and time 
concerns. Therefore the tool had to be simplified, shortened and 
language and grammatical errors addressed. The time it took to 
administer the profile tool depended on the size and extent of the 
vocational rehabilitation service as well as familiarity with the tool. 
The times varied between two to five hours. The action research 
cycles of implementing the tool and reflecting on it provided a 
profile of each service. Simultaneously the profile tool emerged as 
a standardised instrument.

“What we have with this tool is the ideal vocational rehabilitation 
service. It will be nice to use as a measurement in future.” (FN)

“We must not immobilise a service with paperwork. The core business 
of therapists is to see patients.” (RJ)

It was decided to get clinical occupational therapists to use it 
and in so doing incorporate their feedback into the development of 
the tool and existing profiles. The planning of a workshop ensued; 
it was registered with the Health Professional Council of South 
Africa (HPCSA) as an approved continued professional develop-
ment (CPD) activity and marketed to occupational therapists at 
the four academic hospitals.

The workshops offered in step three were to refine the tool 
and include additional aspects to the profile, using third-person 
action research strategy. Three of the four academic hospitals in 
Gauteng who had been used for the development of the profile tool 
accepted the invitation. The fourth hospital declined the invitation, 
stating that their occupational therapists were not interested in 
vocational rehabilitation.

Overall the feedback from therapists participating in the work-
shops was that they enjoyed an opportunity to use the tool and 
apply it to their own situations. They felt this offered them the op-
portunity to reflect and discuss specific aspects of the service and 
to plan and set goals. They also enjoyed discussing their practice 
with the researcher and their peers, valuing the impartial feedback. 
The primary contribution of the workshop was that it captured an 
authentic picture of the challenges and concerns clinical occupational 
therapists on grassroots level experienced. For example:

“You cannot use part two (process profiling) if you do not know 
vocational rehabilitation and understand the aspect of a vocational 
rehabilitation service and some of us were not trained sufficiently in 
vocational rehabilitation.” (WFS)

In step four the validation of the tool was undertaken. The profiles 
of the vocational rehabilitation services that emerged in step two 
and three were consolidated into a single profile of each hospitals 
vocational rehabilitation service. At a VRTT meeting occupational 
therapists familiar with a relevant profile contributed to the valida-
tion of its authenticity. Discussion in the group and individual written 
feedback showed that all profiles were accepted to be true reflections 
of the services being offered. The group discussion and written feed-
back also reflected a dimension of greater transparency in the group.

“Now that we know what the problems are we can work together to 
fix them and need not worry about trying to keep up a front.” (WFS) 

Reflection on the profile tool itself showed that they felt the 
first part (structure profile) is long and tedious and the second part 
(process profile) was more enjoyable to complete. The outcome 
profile instigated an animated discussion. There were strong feelings 
expressed regarding the absence of student training, marketing of 
services, research and publication.

“It is impossible to get ethical clearance to do research if you are a 
clinician and there is nobody to help you or give advice if you find yourself 

stuck. The only way you can do research as a clinician is if you enroll for 
a university post grad degree or course and why should we do that! It 
will not affect our promotion or our salary and nobody has time.” VFS

“You put hours and hours of work into it (writing a journal article) and 
then it’s not good enough. We don’t really know what we are doing 
anyway. It is easier to write for the FOCUS (newsletter) but can that 
be considered publication?” (VFS)

“This is just about it. This shows exactly what our problem is; we have 
the motivation but not the know-how.” (WFS)

Very few changes were suggested for the tool content and lay-
out. It appeared as if the group lacked confidence and expressed that 
their opinions on the tool might not be “good enough”. They sug-
gested that it be sent to ‘academics’ to take a look at it. Suggestions 
of sending it to a panel of experts were unanimously supported. 

The tool was sent to 39 critical friends for critical appraisal and 
expert opinion. Thirteen of them responded within the requested 
timeframe. Changes suggested were grammatical in nature and no 
shortfalls were identified. A critical friend in a private vocational reha-
bilitation practice noted: “It makes you realise that in private practice we 
run assessment units and not a vocational rehabilitation service.” (WFE)

A critical friend in a public healthcare management position 
from another province indicated:

“We need this kind of tool to critically evaluate and improve our 
(vocational rehabilitation) services in public healthcare. Thank you 
to everyone in Gauteng for all the hard work and sharing it with us.”

The fifth and final step of dissemination then followed. As a 
result interest and enquiries into the tool were received from the 
provinces of KwaZulu Natal, Free State and the Western Cape.

Summary of the content of the finalised profile 
tool
The Vocational Rehabilitation Profile Tool is written in easy to 
understand English so that therapists of all levels of experience 
could find it accessible and useful. It consists of four sections; an 
introduction, structure profiling, process profiling and outcome 
profiling. The time it takes to complete the tool will be influenced 
by the size of the work practice. It should take two to five hours 
to complete the tool for the first time. Thereafter an occupational 
therapist familiar with the tool and the work unit would take less 
than an hour to update and expand it.

The introductory section is four pages long. It includes a cover 
letter written in a personal tone suggesting why occupational 
therapists might consider using the profile tool to reflect on and 
enhance their vocational rehabilitation practices. They are asked 
to use the tool and send suggestions, ideas and questions to the 
author so that the tool can continue evolving and maintain relevance. 
Contact details for such feedback are provided. Background and 
general information on the research and reason for the develop-
ment of the tool is given. A discussion on how to use the tool and 
suggestions on what to do with the information generated from 
the profile follows. It concludes with references, recommended 
reading and the last review date.

The structure profiling section (see Table 1) enquires about the 
context within which vocational rehabilitation services are offered. 
These include resources available, accessibility to the service, 
appearance of the area, tests tools and activities available, staff, 
managerial and maintenance support for the service.

The process profiling section (see Figure 2) enquires about the 
occupational therapy practice of vocational rehabilitation and the 
scope of the service occupational therapists offered. It works on the 
premise that in their vocational rehabilitation service, occupational 
therapists offer prevention of injury and awareness of good practice 
programmes; screening and assessment of functional ability; various 
forms of intervention; involvement in the placement of persons with 
injuries/disabilities into open, sheltered, protected and other alterna-
tives in the labour market; and offer follow-up services. Investigation 
of these services is done in the form of sliding scales and comments.



© SA Journal of Occupational TherapySouth African  Journal of Occupational Therapy  —  Volume 45, Number 3, December 2015

45

Table I: A section from the Structure Profiling – An 
investigation of resources available to the vocational 
rehabilitation service
6. Resources to support the Vocational Rehabilitation Service

Are the following resources 
available to the Vocational 
Rehabilitation Service?

Describe and discuss

Social work services
(For referral of social intervention, 
grants etc.)

Referral resources for skills devel-
opment, (Training facilities etc.)

Open labour market placement 
support
(Placement or personnel agencies 
etc.)

Alternative placement options 
and support. (Sheltered/protected 
workshops, self-employment.)

Motor vehicle driving assessment 
and adaptations/customisation.

Other

The outcome profiling section (see Table 11) enquires about the 
effect of the services offered. Service outcomes that were identi-
fied to be indicators of a matured and comprehensive occupational 
therapy vocational rehabilitation service are: general awareness of 

3. Intervention
3.1 Are work visits being done as part of the vocational rehabilita-
tion service?

0 ------I------I------I------I------I------I------I------I------I------10

 None is begin done Excellent and
  comprehensive service.

3.2 Are there work-hardening, work-readiness, conditioning and 
return to work programs offered?

0 ------I------I------I------I------I------I------I------I------I------10

 None is being done Excellent and
  comprehensive services

3.3 Are there job-seeker programs and related support? 

0 ------I------I------I------I------I------I------I------I------I------10

 None is offered Excellent and
  comprehensive programs exists

3.4 Are there pre-vocational skills training programs and support 
offered?

0 -----I------I------I------I------I------I------I------I------I------10

 No such programs Excellent and
 exists comprehensive programs exists

3.5 Are occupational therapists trained, mentored and supported in 
such programs?

0 ------I------I------I------I------I------I------I------I------I------10

 No training/ mentoring Excellent comprehensive
 support is provided training/mentoring/
  support exists

Discuss and describe your opinions:

Figure 2: A section from the Process Profiling – An 
investigation of the intervention aspect of the vocational 
rehabilitation service

Table II: A section from the Outcome Profiling – An 
investigation of student training in the vocational 
rehabilitation service
3. Student training

Are there any undergraduates and/or post-graduate students being 
trained in the Vocational Rehabilitation Services? Yes/No 

If ‘Yes’: Answers and Comments

From which 
institution?
How many are 
undergraduates and 
how many are post-
graduates?

How many students 
does the service have 
in a year?

How often does the 
service have students 
in a year?

How long are they 
here at a time?

Who supervises them?

If ‘No’: Why not?

the services, user satisfaction, student training, research, publication, 
statistics and future plans of the service and auto-reputation. Auto-
reputation being a form of self-evaluation described by Donabedian13.

DISCUSSION
The notion of profiling is to record and analyse the current status of 
services in a non-judgmental, objective manner. Donabedian suggests 
that in studies of quality one needs to ask ‘What goes on here?” rather 
than ‘’What is wrong?”13:721. The profile tool offers public healthcare 
occupational therapy vocational rehabilitation practitioners a struc-
tured and systematic observation of their practice. It gives them 
information that they gather themselves to critically reflect on their 
practices to manage, plan and improve their vocational rehabilitation 
service, using a tool they were instrumental in developing. In addition 
the tool and resulting profiles will be used in further research aimed 
at improving vocational rehabilitation services in these practices. 
It will also be used to measure the effectiveness of the research 
intervention at the conclusion of the research.

In action research the researcher is considered an equal part-
ner within a team, contributing knowledge and/or experience and 
acting as a catalyst in addressing practical problems36. Action re-
search is also essentially practitioner and practice-based research35 
and focuses on change and participation as an interactive form of 
knowledge development43. The cyclical process of continuous 
and structured planning, action and reflection characterise action 
research30,43. Incorporating these elements in the design, develop-
ment and refining of the profile tool was brought about in a manner 
sensitive to context and perspectives of those directly involved28. 
In addition the potential benefits of participant empowerment and 
accountability44 were incorporated.

As with all tools the question of standardisation and validation 
arises25. Literature showed that ‘standardisation’ is a term generically 
used by occupational therapists when discussing validity and reliability 
features of test and tools. Shenton45 describes the use of all the above 
terms as ‘positivist terminology’ and propagates the use of Guba’s 
constructs and terminology46 for discussions of rigour in qualitative 
research (such as action research). Guba addresses criteria that ensure 
trustworthiness/ rigour similar to that pursued by positivists but com-
patible to qualitative research46. This paper chooses to align itself with 
this and use the word ‘trustworthiness’ to indicate the generic use of 
standardisation, ‘credibility’ in preference to internal validity, ‘transfer-
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ability’ in preference to external validity, ‘dependability’ in preference 
to reliability and ‘conformability’ in preference to objectivity45.

The following criteria of trustworthiness were addressed during 
the development of the profile tool:

The credibility of the tool (i.e. Does the profile tool measure/
show what it is intended to show?) was considered and addressed. 
Participant validation of the ensuing profiles was done. A variety of 
data collection methods and overlapping methods and data sources 
were used with the generating of the tool and designed in the 
administration of the tool itself. The intention was to obtain peer 
scrutiny through critical appraisal of experts and publication in a peer 
reviewed journal. The background, experience and qualifications 
of the authors qualify them as experienced practitioners in occu-
pational therapy, vocational rehabilitation and tool development.

The transferability and generalisability of the tool (i.e.To what de-
gree can the tool be applied to other situations?) is affected by the 
methodology used. The critique that the knowledge generated by 
action research is generalisable only within the context of the research 
population28 is noted by the authors. The tool is restricted for use in 
vocational rehabilitation practices for occupational therapists. Within 
this practice context the authors believe that the tool is generic 
enough to hold potential for use in vocational rehabilitation services 
outside of the public healthcare setting in which it was developed. 
The dissemination of the findings of this research was done within 
the South African context as it could be of interest to occupational 
therapists who are interested in vocational rehabilitation or practice 
in similar contexts. The process of generating the profile tool could 
be useful at local or international level for those who wish to apply 
the ideas and findings within similar contexts or to replicate the study.

The dependability of the tool (i.e. Would similar results be found 
if it was used by different occupational therapists?) was attended 
to by using simplified instructions and offering workshops where 
therapists were introduced and instructed in tool use. The tool 
went through design, development and refinement phases and was 
practically implemented by a variety of therapists during several ac-
tion research cycles. Participant validation of the resulting profiles 
showed no dispute of the resulting practice profile.

The conformability of the tool (i.e. What efforts towards objectiv-
ity and restriction of researcher bias are in place?) was attended to 
through purposeful transparency.  Critical reflection is a key element 
that defines action research36 and an openness to feedback from 
‘critical friends’ enhances the conformability of the research47. In 
this research it was applied throughout the action research cycles 
and enhanced with participant validation, constantly inviting peer 
review and experts’ critical appraisal. The knowledge generated 
through action research has to be fed back to the participants28  
and made public as this constitutes its characteristics of being 
scrutinisable32 which is encapsulated in the dissemination of the 
development of the tool.

The profile tool has not been in use outside of the develop-
mental stage and the authors acknowledge that many of its trust-
worthiness characteristics will only come to light once it is being 
used extensively and in different contexts. Use in different contexts 
would stimulate further research and strategies aimed at testing 
the trustworthiness.

We do believe that although developed within a public health-
care context and for specific research purposes it has the potential 
for more extensive use. The authors would like to encourage col-
leagues to use the profile tool, test it, improve it and expand its 
usefulness by sharing their findings on public forums.  The hope 
is that eventually the tool can be used in vocational rehabilitation 
services to help therapists do quality management and provide in-
formation for planning and policy making. Tool dissemination could 
also raise an awareness of the scope of vocational rehabilitation 
services that occupational therapists can offer as so many practices 
are doing only the assessment aspect of vocational rehabilitation48. 

Donabedian has contributed significantly to strategies for quality 
of healthcare but his work is not without criticism. Carayon et al49  
and Coyle and Battles50 caution that using the sequential progression 

from structure to process to outcome is too linear a framework 
and limits the understanding of how the three aspects influence 
each other.  They propose that users acquire an understanding of 
how the three aspects of service influence and interact with each 
other and with such consideration use them in varying orders as 
circumstances dictate.  They also criticise the model for failing to 
incorporate antecedent characteristics e.g. environmental factors, 
cultural, belief and attitudinal influences. All of which are important 
precursors to quality, especially in a South African situation.

CONCLUSION
The ultimate aim of healthcare work is to enhance the quality of provi-
sion for the users28.  Managing and addressing the quality of service in 
public healthcare is an international and ongoing concern51. In South 
Africa there are accreditation committees, national care standards, 
audits and guidelines in place to address the quality of service in public 
healthcare15,52,53. All of them were developed and function externally 
to the practice setting they hope to improve and are not service spe-
cific. The authors have the experience and are of the opinion that it is 
very difficult to address the standard of a service by ’remote control’. 
By sharing the process of development of  a tool that profiles a vo-
cational rehabilitation service using action research allowing scrutiny, 
peer review and inviting feedback, authenticity is demonstrated which 
are important aspects of rigour in action research 28,32.

Action research allowed the practitioners offering the service to 
be part of the process of developing a tool they can use to profile the 
services they offer. Being able to profile a vocational rehabilitation 
service holds practical, theoretical and research benefits. Having 
a comprehensive and contextually relevant tool that effectively 
indicates what a vocational rehabilitation service looks like, and/or 
should look like, will be helpful to occupational therapists that are 
offering, or wish to offer, vocational rehabilitation services in public 
healthcare as well as in private practices. This allows them to set 
goals and develop their practices in a systematic and mindful manner.

Donabedian, citing various studies to support his opinion, states 
that people are good judges of the effectiveness of the organisa-
tions in which they work13 and the services they render. Allowing 
occupational therapists to measure their own services within cer-
tain guided constructs brings about the action research benefits of 
identifying and owning the problem28 which in most cases leads to 
the motivation to look for solutions of practice problems.
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