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Laying claim to occupational therapy practice, one rapid review at

a time

The Occupational Therapy Association of South Africa (OTASA)
wanted to understand the current occupational therapy
research focus areas in South Africa and possibly develop
recommendations for occupational therapy priority research
areas for the future. The setting of research priorities is seen as
an important activity for every organisation'. The
understanding of the research priority areas would assist the
occupational therapy profession in developing and providing
research-based evidence to support occupational practice in
preparation for Universal Health Coverage (UHC).

The World Health Organisation (WHO) defines UHC as
ensuring that all people have access to promotive,
preventative, curative, rehabilitative and palliative services® As
part of the process of preparing for transformed healthcare
through the National Health Insurance (NHI) in South Africa,
there is a need for the development of treatment guidelines.
Treatment guidelines are informed by a systematic review of
evidence and an assessment of the benefits and harms of
alternative care options. In response to the latter request to
formulate guidelines, OTASA commissioned a research project
in 2023 that focused on the use of Rapid Reviews in order to
provide the necessary research-based evidence to support
occupational therapy practice in South Africa. Rapid review
methodology was selected as a strategy due to the following
benefits it offers: 1) It takes minimal time to identify credible
research 2) It produces reliable research evidence in order to
support decision making 3) It provides support for treatment
approaches, and 4) It is a cost-effective research strategy.
Rapid reviews have increased in popularity by various
stakeholders including the Cochrane Collaboration, as an
evidence-based strategy that allows health policy makers to
make decisions in limited timeframes with limited resources™ *.

Supporting the OTASA initiative, a mapping review by
Hendricks, Buchanan and Clark® of research published in this
journal, the South African Journal of Occupational Therapy
(SAJOT) called for a South African based occupational therapy
research strategy to support evidence-based practice.
Research conducted by Soeker and Olumide®, identified the
need to obtain Level 1A and Level 1B occupational therapy
researched-based evidence to provide sound evidence of the
contribution of the occupational therapy profession to the
health and wellbeing of South Africans. They identified specific
areas of occupational therapy practice for which high level
evidence was needed. In Paediatrics: HIV, Cerebral Palsy,
Intellectual disability and Long-term health conditions and in
Adults: Stroke (CVA), TBI and Spinal cord injury. This edition of
SAJOT features the first two of a series of rapid reviews
conducted by a team of four researchers over a period of eight
months. Van Biljon et al’ provide a comprehensive
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description of research evidence in the area of Burns and Van
der Walt et al.® provide a thorough description of occupational
therapy practice evidence with reference to Autism Spectrum
Disorder. The reviews provide evidence that supports the
importance of occupational therapy as an intervention to
remediate the functional deficits related to the medical
conditions mentioned above. Furthermore. the rapid reviews
provide direction and recommendations for continued
research in the respective areas of practice. Further reviews
will be published in subsequent editions of the SAJOT.
In conclusion, | would like to urge the occupational therapy
community to continue to engage in and publish evidence-
based research that highlights the important contribution that
we tirelessly make to the lives of all our clients throughout
South Africa. Without the presentation of evidence that
supports our practice, we may negatively affect the scientific
contribution that occupational therapy provides as a
profession.

Shaheed Soeker

University of the Western Cape, South Africa.

Chairperson of the Occupational Therapy Association of South
Africa’s Research Committee
https://orcid.org/0000-0001-5382-1855
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Clinical evaluation, useability, and utility of the
Work Ability Screening Profile 11 (WASP Il)

Introduction: The Work Ability Screening Profile (WASP) was
conceptualised and developed by occupational therapists at the
University of Durban Westville to provide a basic vocational screening
assessment. Its purpose was to screen competence in generic work skills
which reflected performance in activities essential to workplace
participation relevant to the South African context. The assessment was
revised in 2005 and renamed the WASP II. It was decided this screening
assessment tool would be continuously reviewed using action research
with clinicians involved in the ongoing evaluation so ensure validity and
reliability for the population with which it is used. This study considered
the clinical evaluation, useability and utility of the WASP Il in order to
inform further revision.

Method: A cross sectional survey was used to gather data from 70
occupational therapy clinicians familiar with or using the WASP Il in
clinical practice.

Results: A sample of 70 respondents indicated the WASP Il was suitable
to assess current work ability and production speed with a variety of
clients with physical and mental health dysfunction. Ten of the 12
subtests were used by at least 40% of the time by the 28 respondents
who used the WASP Il frequently. These respondents reported good to
adequate useability in terms of cost, sensitivity to clients’ educational
level and ease of understanding instructions, incorporation into clinical
practice contexts while supporting clinical reasoning and judgement. The
accommodation of clients’ language and provision of standard scores
were indicated as inadequate. Utility was considered adequate for all
aspects including discrimination of moderate to severe dysfunction,
informing the choice of other assessmentsas well as supporting
vocational rehabilitation intervention. The WASP Il outcomes were also
understood by other service providers, employers, referring parties as
well asclients.

Conclusion: While the WASP Il was considered appropriate for use in the
South African context and has adequate useability and utility, some
subtests need to be updated and revised in terms of the standard times
and content validity for current practice in the work environment.

Implications for practice
The WASP Il has useability
- aligned with generic work skills of acquiring information or
following directions numeracy, conveying information and written
communication
- for with those with work experience and with scholars and students
yet to enter the workplace
The WASP Il has utility in relation to
- cost and clients’ educational levels
- detailed instructions on the task layout but some standardisation
needs to be interpreted with care
- sensitivity to all aspects of assessment of generic work skills,
except discrimination of mild dysfunction
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INTRODUCTION

Vocational rehabilitation has been included in the
Compensation for Occupational Injuries and Diseases
Amendment Bill in 2020" and makes provision for funding for
these multidisciplinary services for workers injured on duty by
the Department of Employment and Labour in South Africa.
These services may be offered by occupational therapists? to
a diverse client base due to multicultural, educational, political
and socio-economic diversity within the country.

It is essent
ial that a work assessment for dysfunction related to work, or to
prevent work dysfunction from occurring is customised for each
individual, be it preparing f
or the worker role, returning to work, or being considered for an
alternate work role. This is due to the individual nature of clients,
their work capacity and work interests, experiences and capaciti
es and illness/disability limitations related to various job deman
ds®. Relevant general or basic work skills or prevocational skills n
eed to be screened to gain an initial indication of the individual's
work abilities to assist in the selection of appropriate vocational
assessments to evaluate specific work skills®. In South Africa, this
presents challenges for assessing generic work skills due to a lac
k of locally standardised work assessments.

The need for a basic vocational screening assessment to
screen generic  work skill competencies reflecting
performance in activities essential to workplace participation®
relevant for the South African context was expressed by
occupational therapists in KwaZulu Natal as far back as 1995°.
The high cost of available work assessment screening
instruments (most of which had been standardised in the
global north), could not be justified in the light of other health
and rehabilitation needs®. In addition, the imported tests were
not found to be culturally or language-impartial for the local
population served’. Clinicians believed that rather than just
observing general activity participation as a screening for
work ability, they required a more contextually relevant, valid
and reliable screening tool with evidence-informed scores®.
This was essential to substantiate findings in reports and
criteria to support more comprehensive assessment®.

Led by Sue Barnard, a team of lecturers and students from
the University of Durban Westville (now University of
Kwa-Zulu Natal (UKZN), clinicians from KwaZulu Natal's
public sector occupational therapy departments treating
patients with  psychiatric, neurological, and physical
dysfunction, as well as occupational therapists in private
practice considered experts in the field of vocational
rehabilitation, collectively developed a series of job samples in
subtests. These subtests considered components necessary
for work ability screening. Approximately three weeks was
spent constructing a series of job samples which included
basic work tasks typical within the South African work
context®which collectively became the prototype named the
Work Ability Screening Profile (WASP 1)°.

General work requirements including memory,
concentration, decision making, judgement, organising and
planning, motor abilities, co-ordination, dexterity, following of
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instructions and dynamic postures (which were later reflected
in the ‘activities’ component of the International Classification
of Functioning, Disability and Health (ICF)®, were determined
for each of the tasks included in the WASP | screening battery.
Tasks to evaluate some psychosocial components such as
client perceptions of stress, time management and issues in
their work situations were also included in the battery®,

Scores for both ability (competence) and speed
(productivity) were compiled. Lack of ability was judged on
the number of errors made during the task execution. Speed
was measured using Modular Arrangement of Predetermined
Time Standards (MODAPTS)® which allows for the
comparison of a clients’ performance against the time taken
by an average competent worker completing the screening
assessment tasks. Detailed information on the structuring of
each screening assessment task was provided so as to
conform to the speed standards provided®. All subtests were
designed to be standalone, and therapists could choose to
administer subtests that suited the client’s needs. Moreover,
the screening provided a baseline for further in-depth testing
and designing of vocational rehabilitation intervention
programmes®. The reliability and validity of the WASP | was
not researched. The occupational therapists used their clinical
skills and experience to interpret test performance®.

The WASP | was revised and published as the WASP Il in
2005. Decisions regarding the revisions were based on the
clinical experience of using the WASP | by a team of three
experienced occupational therapists working in vocational
rehabilitation and academia. Changes that were made
included adding and removing tasks in the subtests, changing
times and scoring in some job samples®. In the WASP I, it was
made clear that not all subtests were timed, and these
subtests reflected ability scores alone. There were plans to
develop more specific tasks for particular occupations to add
to the WASP Il but these plans were not followed up so only
the 12 job samples which screen basic work skills were
retained®. To facilitate the ongoing development of the
screening assessment it was decided the WASP Il would be
continuously reviewed using action research with clinicians
involved in the ongoing evaluation and revision of the
screening assessment. This process was anticipated to allow
the occupational therapist to screen for capability consistent
with criteria based on standards and competence measured
using accuracy appropriate to the South African employment
context®. The purpose of this action research was to evaluate
the appropriateness of the screening instrument in terms of
theoretical and empirical evidence of validity, reliability, and
compatibility with local service delivery, needs and
population fit".

The WASP | and WASP Il have been produced and sold by
the University of KwaZulu Natal since 1995 and 2005
respectively®. Although many kits were purchased, the
assessment has not been systematically evaluated and the
useability and clinical utility of the WASP Il to screen clients in
current occupational therapy practice in South Africa has not
been determined.

(©)SA Journal of Occupational Therapy



Literature review

The purpose of any screening battery is to identify those at
risk of poor performance in various domains related to work,
and participation differences amongst referred clients, to
determine if a detailed vocational evaluation is required using
appropriate, reliable and valid standardised tests.

The evaluation of a screening assessment such as the WASP
Il is contingent on the purpose for which it is used. The WASP
Il at present is used clinically as a diagnostic tool™ to evaluate
the nature and extent of a client’s deficits in generic work skills
or prevocational skills based on their level of education.

The assessment also has the potential to be used as a work
readiness assessment™ to determine what prevocational skills
have been consolidated, and which need to be further
developed, for example with adolescents who are required to
transition into the workplace'. There are other standardised
screening assessments which evaluate generic work skills but
do not include the components assessed by the WASP II. Two
examples are the Assessment of Work Performance (AWP)"™
and Work Ability Index (WAI)'®. The AWP' is an activity-based
assessment of a client’s work ability skills when performing
any work activity in real-life and other settings where findings
are reported in relation to body structure, as well as motor
skills, process skills and communication skills. Three specific
structured simulated work tasks have been added to the AWP
and this specific application instrument is called the
AWP-SA". The WAI also screens aspects affecting work but is a
self-report questionnaire which includes one section on
mental capabilities for work'®.

Literature indicates the following guidelines be used for the
evaluation of universal screening assessments: The targeted
domain, constructs and the format of the screening
assessment must be clearly defined. Clarity on whether the
screening assessment needs to be used in its entirety, how
information will be obtained, as well as how often the
assessment should be administered must be justified. The
clinical useability and utility of the screening assessment
should be determined".

Useability

Even if a screening assessment has been shown to be valid
and reliable, aspects such as feasibility of the administration,
identification outcomes, and compatibility with local service
delivery needs must be ensured®. Smart (2006)"
conceptualised clinical utility under four constructs for
interventions in the workplace: appropriateness, relevance,
practicality and accessibility in terms of cost. Appropriateness
is related to how effective the assessment is and how it fits
into the existing intervention process which includes formal
evidence for the use of the assessment. Relevance relates to
the impact it has on treatment and clinical decision-making. A
screening assessment should be able to identify difficulties
that an individual currently experiences'® across the working
age bands and with both acute and chronic conditions. The
WASP Il has been used with subacute and chronic
multi-diagnostic clients from 15 years to 65 vyears. The
assessment was designed to accommodate persons with a
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wide range of educational backgrounds, although some job
samples require a basic level of literacy, and no work
experience is required. The WASP Il has been used to screen
clients for medicolegal and insurance claims and return to
work situations. Additionally, it has also been found to be
suitable for screening of prevocational skills for scholars and
for job seekers®.

The practicality of the screening assessment considers the
administration setting, training required, time efficiency,
scoring complexity as well as accessibility in relation to the cost
relative to the benefits of identifying dysfunction®. The
WASP Il is accessible in terms of the cost of administration and
cost-effectiveness in reusing materials'®. The subtests must be
administered by an occupational therapist and their
professional knowledge and experience are required for
observations to support the scores obtained and in interpreting
the results. Practicality in the administration of all job samples
in the WASP Il in terms of the completeness of the instructions
have been addressed and the job sample layout is
standardised irrespective of the position of the therapists in
relation to the client during testing. The scoring is relatively
simple since ability and speed are scored on a 5-point scale
with a rating of 5 indicating above average performance and
with a rating of 1 indicating severely impaired performance®.

Utility

The utility of an assessment determines acceptability to all
stakeholders, including the clients, their family, the
multidisciplinary team, employers, legal experts and insurance
companies for meaningful impact on service delivery™. All
stakeholders should be able to understand the implications,
consequences and outcomes of the screening assessment. In
the WASP Il all subtests are presented in English and a
translator may be used to explain the instructions if the client's
first language is not English, but no formal translation of these
instructions is available. Knowledge of appropriate further
assessments, interventions and work accommodations needed
are based on the screening are also important. Screening
without the opportunity for further, more comprehensive
assessment, intervention planning and service delivery is a
waste. It can result in the unnecessary labelling of clients as
disabled, which may impact their ability to achieve future
outcomes'.

Recommendations as a result of the screening assessment
should be feasible and contextually relevant®. This includes
the ecological validity of the screening assessment in relation
to real-world tasks and real-world functioning in
employment®'. To improve the relevance of the WASP I, job
samples were based on South African educational norms and
12 job samples which reflect generic abilities required in many
occupations were assessed®. WASP Il was designed to screen
sample behaviours in a context other than the workplace. The
choice of administering only some subtests or tasks relevant to
the client allows for a client-centred approach™ and the effect
of testing on the clients themselves, can be monitored by the
occupational therapist®>. The WASP Il can be administered
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to one client or in a group of up to five clients at a time. The
WASP |l can also be administered according to the client's
level of endurance, for example, a few job samples a day i.e,
2/3 or more/ up to 5/6 at a time®.

METHODOLOGY

Study design

This study used a quantitative, descriptive and cross-sectional
survey design. A questionnaire was used to gather data to
describe the use of the WASP Il and the reported useability
and utility of the WASP Il in occupational therapy services.

Population and Sampling
Occupational therapists living and working in South Africa
who are members of the Occupational Therapy Association of
South Africa (OTASA) or who had purchased the WASP Il
constituted the population for this study. Convenience and
snowball sampling were used. Participants who received the
survey were asked to forward it to other occupational
therapists they knew who had experience using the WASP II.
Since the number of occupational therapists who have had
experience using the WASP Il was unknown, based on the fact
that 100 occupational therapy practices/departments had
bought the WASP | and Il it was estimated that a sample of 55
participants was required to be representative of this
population, with a 5% margin of error accommodating for a
small sample size, according to Cochranes formula®.

Research Instrument

An online questionnaire for occupational therapists was
specifically developed by the researchers to evaluate the
characteristics of the WASP I, as well as the useability and
utility in clinical settings. The questionnaire incorporated
questions similar to those used in a published study for
determining the utility and useability of another instrument®*.
The questionnaire included both closed and open-ended
questions.

The questionnaire was piloted for content validity and
relevance by occupational therapists familiar with the WASP ||,
but who were not presently using the WASP Il in their
practices. Five occupational therapists with experience in
questionnaire development and familiar with vocational
assessments were purposively selected and requested to
comment on the relevance, clarity and ambiguity of the
questions®. In addition, they were asked to propose any other
questions that should be included in the questionnaire®. Eight
questions did not achieve a score of 0.8 on the Content
Validity Index (CVI) and these questions were
therefore removed.

Research Procedure

The questionnaire, the information letter and consent to
participate was distributed on an electronic link on the
Research Electronic Data Capture (REDCap) system?’ via the
OTASA platform and individually to occupational therapy
departments based on the UKZN's purchase records of the
WASP |I. Those receiving the survey were asked to forward it
to other occupational therapists practicing vocational
rehabilitation®® who were not members of OTASA.
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The participants were given a month to respond. Ethical
clearance for the study was obtained from University of
KwaZulu Natal Humanities and Social Sciences research ethics
committee.

Data Analysis

Demographic and contextual factors, as well as all questions
on the questionnaire, were analysed using frequencies and
percentages. The open-ended questions were analysed using
summative analysis and comments were identified as positive
or negative responses.

RESULTS

Seventy-seven respondents completed the questionnaire, but
only 70 questionnaires were analysed as seven were
incomplete.

Demographics of the sample

As seen from Table | (below) the greatest number of
respondents were between the ages of 40-45 years, with
nearly half of respondents having postgraduate training or
postgraduate degrees.

Table I: Demographics of respondents

n %
Age(n=70) 20-29 9 12.85
30-39 21 30
40-49 23 3285
50-59 10 14.28
60+ 5 714
Level of OT B OT/BSc OT 36 5142
qualification(n=70) | Postgraduate diploma 15 2142
MOT/MSc OT 17 2428
PhD 1 142
Wark Sector (n=134)* | Private sector 47 6714
Insurance 28 40.00
Medicolegal 29 4142
Public Sector 8 142
Health 10 14.28
Basic education 4 5.7
Military 3 428
NGO 1 142
Other* 4 5.71
* Some respandents indicated that they provided services in more than one sector.
Sectors in Other included: higher education, the mining sectors and the Road Accident
| Fund (RAF).

Respondents reported having completed additional training
courses on vocational assessment, ranging from postgraduate
courses, MODAPTS Plus courses to webinars. Over 40% of
respondents had more than 10 years’ experience in vocational
rehabilitation.

Evaluation of the WASP II

Respondents provided services to more than one type of
client in their clinical practices, with more than 80% providing
services to clients with physical impairments and more than
60% providing services to clients with mental health
concerns. Disability assessments for the Road Accident Fund
(RAF) and Passenger Rail Agency of South Africa (PRASA), as
well for medical negligence cases were included under
‘Other’ in the answers.

(© SAJournal of Occupational Therapy



The WASP Il was used most frequently with the clients’
presenting with traumatic brain injuries (27%) and upper limb
and hand injuries (26%). Forty two percent of respondents
indicated they screened clients with  depression,
schizophrenia, bipolar mood disorder and anxiety using this
screening assessment. Other clients included neurological
conditions, such as stroke, spinal cord injuries, learning
disabilities and intellectual disabilities. The WASP Il was found
to be suitable irrespective of the first language (11%), as well
as for clients with no previous work history (20%), and for
acute or chronic conditions (59%), but was least useful for a
client with visual deficits.

Respondents reported that the subtests of the WASP Il
were used most frequently to screen/assess current work
ability (42%) and production speed (71%), and least
frequently for work placement in new /alternative jobs (14%).
The results of the WASP Il were used in reports for insurance
companies (29%), employers (21%), and medico-legal
associates (20%).

Only 26 of the 70 respondents who used the WASP Il in
clinical practice felt they were familiar enough with the WASP
Il to answer section 2 of the questionnaire. Results for these
participants are presented in Table Il (below). The analysis of
open-ended questions on each subtest indicated the
appropriateness of the subtests for the South African context
are also reported in Table Il (below). Ten of the 12 subtests
were used by more than 40% of the respondents. Tasks for
comprehension, graded arithmetic and basic accounting were
used by the highest percentage (73.91%) of respondents.

Table lI:Subtest use and evaluation

Percentage Positive and negative comments for each subtest

who used

| B subtest

Subtest 1 General Cognitive Functions

Qrientation 3913 Positive: easy and quick to Negative: orientation
General Awareness 3478 administer, appropriate, and general awareness
Functional Memory: 6522 espedally for the South African | are too basicand
Task 1 - auditory recall context, good determination of | inappropriate for some
Functional Memory: 60.87 basic cognitive functioning, clients.

Task 2 - visual recall including memory and a range

of work abilities.

Subtest 2- Writing

Writing Samples 1 and 2 17.39 Positive: easy to conduct,
good assessment of
administration tasks, the
efficiency of pencil grip and
copying. Useful for scholars
with learning problems,
assessment of upper limb and
cognitive problems.

Subtest 3 Functional Reading & Comprehension

Task 1: Comprehension 73.91 Positive: appropriate in Negative: time-

“Task 2: f:ompreh ension 6522 | determin ing comprehension/ | consuming, language
Task 3: Appropriate 47.83 understanding, a useful tool for | bariers, sentence
words scholars with learning sequencing was

Task 4: Sentence | 3043 | problems, dients with a head | unreliable, client
sequencing injury, and workers in dependent.

administration.
Subtest 4 Functional Mathematics

 Task 1: Graded ' 739 Positive: practical, easy to Negative: time-
arithmetic explain, useful if less than consuming, does not
Task 2: Basic use ofa 65.22 grade 12, leamning problems, translate into function,
calculator head injuries and medico-legal | not applicable to some

reports, assesses coghition and | clients
S _ financial/clerical skills
Subtest 5 Visual Perception

Task 1: 3D to 3D copying 60.87 Positive: useful to screen for Negative: other
4783 perceptual issues and task perceptual tools were
concept according to the Vona | preferred as more
duToit Model of Creative evidence based.
Ability (VdTMoCA,) and for
client who do manual labour.

Task 2: 2D to 3D copying

© SA Journal of Occupational Therapy

Subtest 6 Following instructions

Task 1: Verbal 3913 | Positive: useful to assess | Negative:  verbal
instructions | cognitive concerns, task scores not valid, use
Task 2: Written 60.87 concept within VdTMoCA, other tests.
instructions work ability for new and

alternate jobs and clients
with leaming disabilities.

Subtest 7: Problem Solving

Task 1: Social awareness 3478 Positive: very relevant to 5 Negative: language

Task 2: Logical 3043 South Africa, useful for barriers and other tests

reasoning assessing clients with mental | are more useful

Task 3: Word 1739 | health issues and screening

associations | planning and general work

Task 4: Verbal 2174 | and functional ability,

abstraction [

Subtest 8: Coordin ation and dexterity

Task 1: Discs 4348 | Positive: useful for screening | Negative: norms for the

Task 2: Nuts and Bolts 5217 | fine motor, unilateral and | subtest need

Task 3: Stencil cut out 870 bilateral dexterity and hand | improvement, preferred
manipulation. other tests, only useful

| for specific vocations

Subtest 9: Dynamic Posture

Dynamic Postures 47.83 Positive: good
alternative to the
expensive tests,
screening of memory,
agility and mobility in
work tasks and task
conceptin VdTMoCA,

. Negative: too brief.

Subtest 10: Money Management

Task 1: Identification of 2609 | Positive: necessary and | Negative: outdated -
coins | appropriate useful for other more valid
Task 2: Calculating 2609 | screening administrative tasks | assessments.
change | and money management
Task 3: Reading a cash 2174 intervention in head injury.
register receipt
Task 4: Completing a 1739
bank deposit slip |
| Tasks: Completinga | 1304 |
cheque

Task é: Basic accounting 7391

Subtest 11: Organization and sequencing

Filing cards 1739 | Positive: useful for screening | Negative: other
for work ability in methods preferred

| administrative tasks.

Subtest 12: Computer Sample

Task 1: Theory 26.09 Positive: practical, user- Negative: outdated and
Task 2 Practical 478 friendly for screening of work- | not user-friendly
related typing, computer and

administration skills.

Psychological battery !
Stress Questionnaire 56.52 Positive: useful with persons " Negative: long
Time management 2174 | withmentalillness, self-report | assessment and
tools effective and useful to subjective. Source of
| understanding the source of questions
Self report work 3043 stress. '
situation
Goal Setting at work 1739
WASP Il useability and utility
Useability

The useability of the WASP Il is presented in Table Il (page 11).
The majority of respondents agreed the WASP Il was
cost-effective, was sensitive to clients’ educational level and
the instructions were easy for the clients to understand. They
also agreed the WASP Il could easily be incorporated into
clinical practice, was suitable to their practice context and
supported their clinical reasoning. Fewer respondents agreed
that administration time was appropriate, and the WASP I
supported their clinical judgement. Only a third of
respondents agreed that the WASP Il provided standard
scores for prevocational and vocational skills and was
sensitive to the client’s language.
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Table IlI: Useability ofthe WASP II

Variable Percentage
agreement
Cost and benefit |is cost effective as compared to other .
vocational screening tools
is cost effective in relation to other work| 5
assessments
provides standard scores for prevocational
; ; 33
and vocational skills
Acceptability to is sensitive to South African dients for| 56
clients culture
is sensitive to South African clients for| 38
language
is sensitive to South African clients for
. 67
education level _
Is easy for the clients to understand in
: : : a3
relation to the instructions
Appropriateness  |subtests are appropriate in terms of| -
for clinical administration time
practice WASP || battery is appropriate in terms of 54
administration time
ease with which WASP 1| can be
. . . ) 63
incorporated into clinical practice |
suitability of the WASP |l to the practice
67
context
support of the WASP |l to clinical 79
reasoning
support of the WASP I to clinical
; 54
judgement _
Variable Percentage
agreement
Cost and benefit |is cost effective as compared to other 7
vocational screening tools _
is cost effective in relation to other work| 75
assessments
provides standard scores for prevocational
: : 33
and vocational skills
Acceptability to is sensitive to South African clients for <6
clients culture
is sensitive to South African clients for -
language |
is sensitive to South African clients for|
: 67
education level
Is easy for the clients to understand in a3
relation to the instructions _
Appropriateness  |subtests are appropriate in terms of]| Sk
for clinical administration time
practice WASP [l battery is appropriate in terms of o
administration time
ease with which WASP || can be &3
incorporated into clinical practice
suitability of the WASP |l to the practice 67
context
support of the WASP |l to clinical 79
| reasoning
support of the WASP Il to clinical
: 54
judgement

Utility

While only a third of respondents agreed that the WASP II
could identify mild dysfunction, between 67% -79% agreed
that the screening assessment supports all other utility items,
including discrimination for a severe level of dysfunction,
informing the choice of other assessments and intervention,
and supporting vocational rehabilitation intervention. Fewer

understood by other service providers, referring parties such
as lawyers and insurers, as well as clients, although most
indicated this was not an issue for other health professionals
and employers (Table IV below).

Table IV: Utility of the WASP II

Variable | Percentage
agreement
Discriminate between | identify mild dysfunction 39
diﬁerent_ levels of identify moderate dysfunction _ 54
dysfunction identify severe dysfunction 78
identify dysfunction irrespective of client's diagnosis 70
identify prevocational skills 58
Clinical utility can inform the choice of other assessments for a more 79
detailed work evaluation _
can inform the choice of other clinical interventions | 75
informs report writing ' 75
Supports further work | informs recommendations for work placement _ 74
intervention informs recommendations for work readiness 75
informs recommendations for work support ' 75
informs recommendations for work accommodations | 67
informs recommendations for return to work : 67
Understanding the other health professionals 100
implications of‘the other service providers _ 52
WISH llseening other referring parties such as lawyers and insurers | 61
employers 70
Clients | 57

DISCUSSION
Data for the study were collected from a heterogeneous
group of occupational therapists providing vocational
rehabilitation services to clients with different conditions in a
variety of settings. Nearly half of the respondents in this study
could be considered experienced clinicians as they had
postgraduate qualifications and have been practicing in
vocational rehabilitation for more than 10 years. Data can
therefore be assumed to reflect the views of occupational
therapists familiar with the WASP Il screening assessment.
Most respondents reported selecting subtests on the WASP
Il that were aligned with individual client needs. Aspects of
general work skills such as on-task behaviour, quality of work
performance, work rate and errors®® were assessed on all
tasks in the WASP Il except for the psychosocial battery.
The administration of the entire screening assessment and
some subtests were considered inappropriate in terms of
administration time by nearly half of the respondents, and
mostly only one or two tasks within the subtests were
administered in an assessment. The most frequently used
subtests were: Functional reading and comprehension,
Functional mathematics, Following instructions and Money
management. The tasks for comprehension, graded
arithmetic, basic accounting, use of a calculator and following
written instructions were all used by more than 60% of
respondents. The premise for assessing generic or general
work using practical tasks, which are required in many work

respondents agreed that the WASP Il outcomes were settings, was supported since these tasks align with key
general® or generic work skills of acquiring information® or
n Volume 54 Number 1, April 2024 @ SA Journal of Occupational Therapy




or following directions®®, numeracy, conveying information®°
and written communication®'. Positive feedback on the use of
these generic work skills was also reported in terms of their
use with scholars and students yet to enter the workplace,
where adaptation of general or generic skills are increasingly
required for changing job requirements®. The computer tasks
which align with the generic work skill for application of
information technology®', were used by fewer respondents,
probably because the tasks were developed in 2005, Although
based on programmes commonly used in computers, aspects
of these tasks need to be updated.

Other key generic or general work skills such as
organisation and applying logical processes® or problem
solving® can be assessed using the WASP Il. However, the
tasks in these subtests were only used by a third of
respondents or less, even though positive comments
indicated their appropriateness for the South African context
and general work ability, especially with mental health care
users (MHCUs). Respondents reported using other outcome
measures to assess these aspects but did not specify which
ones. In the Problem-solving subtest the social awareness task
was more frequently used, supporting the importance of this
aspect in the workplace, for the generic work skills or working
with others or group® or team work?.

The General cognitive functions, Writing, Visual
perceptual, Coordination and dexterity and Dynamic posture
subtests, all include tasks which assess work skills related to
impairments in memory, visual processing and fine and gross
motor ability. Tasks for visual and auditory functional memory
and 3D to 3D copying were used by more than 60% of
respondents, while the tasks assessing gross and fine motor
performance were used by more than 40% of respondents.
The use of these tasks is congruent with clients with
neurological, mental health and upper limb dysfunction,
which respondents reported they assessed most frequently.

Some tasks such as writing samples, cutting a stencil,
completing a bank deposit slip and completing a cheque were
used by less than 17% of respondents. While these tasks may
allow scoring of general work skills such as accuracy and
errors, they required extra materials or were outdated, and did
not reflect current practice in the work situation, and their
retention needs to be reviewed.

The psychosocial battery, a self-report set of
questionnaires, was used by 57% of respondents or less. The
stress questionnaire was the most useful assessment in
understanding work stressors, followed by the self-report of
the situation at work. However, it was reported that the
questionnaires were long with subjective results that need to
be interpreted as such.

While the utility of the WASP Il in relation to cost was
considered good, the perceived lack of benefits in providing
standardised scores was a concern. Even though the WASP Il
is based on MODAPTS standard times for the tasks with
average times indicated for each, and detailed instructions on
the task layout required on the mat provided, no information
about the coded MODAPTS times was available in the
assessment manual. The times can thus not be validated if
required. A number of the tasks on the WASP Il are not timed
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and assess ability in relation to errors made. There is no
standardisation for the number of errors scored, indicating the
need for further research and validation of this aspect of the
WASP 1.

The WASP Il was reported to be useable with acceptable
sensitivity to clients’ educational levels. It could be
incorporated into clinical practice in various settings in South
Africa, including private and public sectors and schools. Unlike
the useability reported for the AWP assessment, the WASP |l
provides the required materials in the assessment kit since
tasks are standardised and therapists do not need source
resources”. Allowing flexibility in the use of one or many of
the tasks in the assessment also meant the WASP Il supported
therapists clinical reasoning on the unique needs of each
client, even if the lack of standardised scores especially for
ability, did not offer as much support for their clinical
judgement. The issue with the WASP Il not accommodating
the client's home language is an ongoing concern®* when
screening and standardised assessments are used in a
multilingual country like South Africa®. A similar problem was
reported in the utility of the AWP for clients whose home
language was not Swedish, the language in which the
assessment is administered”. Translation of instructions could
be considered, but 83% of respondents agreed that the
instructions in the WASP Il were not complex and easy for
clients to understand.

The utility of the WASP Il was adequate for all aspects,
except discrimination of mild dysfunction. This may be due to
the labelling of the scores 5-1 on the WASP II. The MODAPTS
standard time scores relate to the ability of the average
worker, although this is indicated as an Above average for a
score of 5 on the Likert scale on the WASP Il for time and
ability. A score of 5 could be reflected as Average to align with
an intervention to maintain work ability as indicated on the
Work Ability Index**. A score of 4 or Average indicates the
client may take twice as long to complete the task. This score
should indicate Below average and align with support work
ability on the Work Ability Index**. A score of 3 should indicate
mild impairment and a score of 2 should reflect moderate
impairment which aligns with improving work ability and
restoring work ability respectively on the Work Ability Index. A
score of 1is a severe impairment where the clients can take 10
times longer to complete a task and may be unable to achieve
any work skill.

A strength of the WASP Il is the clinical utility which
informs other assessments and intervention and reporting in
vocational rehabilitation. The scoring system also means that
the implications of the WASPII can be understood by other
stakeholders, but clarity and simplification of the results is
required for clients and other service providers.

Limitations

The sample of respondents who evaluated the WASP Il was
small, and results must be viewed in that light. The screening
assessment appears to be used by a limited number of
therapists in practice, with a considerable variation in the
number of therapists using a limited number of the subtests
and tasks available in the WASP Il battery.
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Activities of daily living with grasp types
and force measurements during object
manipulation

Background: Limited scientific evidence guides hand rehabilitation
towards improved hand function, and safe early return to work. Grasp
types, the subunits of object manipulation and the forces which may
improve functional outcomes, have been identified as missing links that
may inform rehabilitation after second to fifth metacarpal fractures,
through progression of basic and instrumental activities of daily living
(ADL). The aim of the study was to collect ADL forces through grasp types
to inform hand rehabilitation for second to fifth metacarpal fractures.
Methods: This cross-sectional, quantitative study included 32
conveniently sampled healthy adults aged 20 and 59 years. Thirty-one
(31) ADLs, both basic and instrumental, each associated with a
predominant grasp type, were tested. The participants donned two
testing gloves, with force sensing resistors (FSRs) glued to the fingertips,
the ADLs were performed, and forces measured. The researcher
imported the force data into an Excel spreadsheet for both descriptive
and inferential analyses with STATA.

Results: Fourteen males and 18 females, with a mean age of 37 years,
participated. Statistically significant differences between genders were
found for seven grasp types. Three thumb-adducted power palm grasps,
three thumb-abduction precision pad grasps, and one thumb-abduction
power palm grasp constituted the testing. Light and heavy ADLs and their
associated grasp types were identified.

Conclusion: To ensure optimal hand function, early safe return to ADLs
should be the goal of second to fifth metacarpal fracture rehabilitation
and may be achieved by incorporating active grasp types as exercises
with graded resisted grasp types and ADLs.

Implications for practice

- Occupational therapists can incorporate grasp types in their
observation during assessments of individuals who sustained
second to fifth metacarpal fractures to determine the
subcomponents of functional deficits.

- Hand rehabilitation may be augmented by incorporating grasp
types in isolation during unresisted active joint range of motion.

- Occupational therapists, guided by the analysis of hand functioning,
can incorporate ADLs with the predominant grasp types which may
improve hand function.

- Grasp force data may guide safe and early return to function.

INTRODUCTION

Hand function plays a crucial role in an individual's ability to perform daily
tasks, and a hand injury can have devastating consequences. The primary
role of the human hand lies in the manipulation of objects to achieve
specific goals'. Difficulties in using one's hands can significantly impact
independence and participation. The hand's capacity to attain various
positions and exert precise pressure for object manipulation is attributed to
the combined contributions of the skeletal structure, muscular strength,
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and the extensive sensory input from nerves. This sensory
feedback is crucial for evaluating the characteristics such as
shape, size, texture, and weight of the objects. In both the
grasping and lifting processes, the brain relies on accurately
interpreting the information received from the hand and
executing appropriate responses’.

Robinson et al? found that acute wrist and hand injuries
impose a substantial burden on society and individuals.
Therefore, hand rehabilitation should be based on scientific
evidence and best practices to improve hand function.
Internationally hand and wrist injuries account for 20% of all
emergency visits?, with metacarpal fractures being the most
common?®,

Hand rehabilitation involves more than just face to face
consultations; it also includes home exercise programs (HEP).
Adherence to these programmes has a significant impact on
the effectiveness and outcomes of hand therapy
interventions*. When considering the effectiveness of HEP,
Gilke et al. 2018° undertook research involving 60 individuals
who had experienced a single diaphyseal or metaphyseal
second to fifth metacarpal fracture. The goal was to compare
the effectiveness of a standard physical therapy (PT) program
with a newly developed HEP following surgical management
through open reduction internal fixation. The participants
were divided into two groups using controlled block
randomisation after a 2-week splinting period. The PT group
received 12 sessions of 30-minute PT over 6 weeks, with
therapists recommending exercises for home use. In contrast,
the HE group participants performed exercises three times a
day, consisting of four to six exercises per session lasting 20 to
30 minutes. The study's results indicated that a well-
structured HEP post-surgery for second to fifth metacarpal
fractures (excluding the thumb) showed comparable
effectiveness to traditional rehabilitation®.

Valdes et al.° advocated for hand therapy HEPs that are
appealing and promote adherence. Valdes et al.5%¢° stated that
"Generally speaking, an HEP for an individual attending hand
therapy tends to be multimodal so that information is taught
in the clinic is carried over into the home environment." They
suggest that home exercises should be integrated into clients'
daily routines while protecting the injured body structure.
Although there is a growing body of literature advocating for
enhanced hand rehabilitation and improved adherence, the
authors found a dearth of studies incorporating grasp types
and force sensor data, especially incorporating 10 fingers
during ADLs, to back the inclusion of daily routines, grasp
types and ADLs into HEPs safely.

Kimmerle et al’” also emphasised the need for more
functional assessments and rehabilitation therapies for
individuals with hand injuries. The functional hand repertoire
model encourages therapists to incorporate reaching, object
manipulation, and releasing as one of the components of
hand actions into the key components of hand actions,
considering factors such as object properties, movement
patterns, and task demands’. In a recent study, Valdés et al®
reported that most of the 311 participants believed that
occupational-based interventions should be included in hand
therapy = management, 40% using occupation-based
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interventions should be included in hand therapy
management, 40% using occupation-based interventions
between 26% and 50% of time. The Disability of the Shoulder,
Hand and Arm (DASH) outcome measure was the most
frequently used outcome measure®.

Incorporating grasp types, which are the subunits of
manipulation during ADLs, into hand rehabilitation may
improve hand function and can ideally be included in HEPs.
However, there is currently a lack of force sensing scientific
evidence on when to incorporate safe grasping based on the
force production on injured hand structures.

Previous studies have investigated grasp types and their
frequency of use in common manipulation tasks. For example,
Bullock® observed the unstructured hand-use behaviour of
individuals during their working day. The unstructured hand-
use behaviour of two housekeepers and two machinists was
investigated by taking video footage over 7.45 hours of their
working day. In previous studies, hand grasps were measured
regarding pre-selected objects with the hand posture used in
manipulation®. In another study, Sperling and Jacobson-
Sollerman'®, encoded the human grasp types and general
surfaces of the hand in 30 participants while they were eating
a meal, and documented 1 277 different grips. The most
comprehensive collection of grasp types is collated in the
GRASP taxonomy of the human hand grasp types'.

Riddle et al.'* measured individual finger forces among
participants with or without osteoarthritis. The research was
undertaken to provide a biomechanical hand model to
determine the effect of osteoarthritis on hand function™.
Although the study is useful, Riddle et al."* suggested that
force testing during the execution of a wider variety of
everyday ADL tasks is required.

Studies measuring forces with limited fingers and grasps
and using sensors on a glove or objects have been
performed'*™, Castro and Cliquet, for instance, investigated
the grasping of cylindrical objects and measured the
associated static forces with FSRs" while Romeo et al.”®
determined the finger forces exerted with a tripod grasp
during spherically shaped ball-grasping, with the FSRs
mounted on the contact areas of the ball. The above studies
measured forces including only limited grasps which is
challenging to generalise the results to hand rehabilitation for
example after metacarpal fractures.

In hand rehabilitation, after having sustained second to
fifth metacarpal fractures, individuals may interpret returning
to light function differently, leading to inappropriate bending,
torsion, and shear loading between the two fracture ends,
thus disrupting the bone healing process'®. The healing of the
bone could also be disrupted by physical damage to the new
capillaries and repairing tissue, with possible non-union as a
result’®. A scientific approach is needed to inform hand
rehabilitation, grade rehabilitation forces with grasp-type
exercises, and ensure a timely but safe return to ADLs.

The study aimed to gather force sensing data through
grasp types and forces during ADLs, intended for the
advancement of hand rehabilitation specifically tailored for
second to fifth metacarpal fractures. The objectives of this
cross-sectional study were to determine the basic and
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instrumental task forces exerted by the human hand through
its grasps on the objects that it manipulates, as well as the
associations between mean maximum forces and gender
among a purposively sampled group of healthy human adults
between the ages of 20 and 59 years, and with the aid of FSRs.

METHODS

In a previous published study', the methodology of this study
was described. A brief overview follows. Participants who met
the inclusion criteria and provided informed written consent
wore gloves with FSRs attached to the fingertips. A total of 105
ADLs, consisting of 38 basic and 67 instrumental, were
observed over a 24-hour period to capture hand use. The
researchers supplemented the task data with the use of the
English DASH questionnaire™ by adding tasks that were not in
the task list but appeared in the DASH to ensure
comprehensive coverage. The 105 ADLs were categorised into
five sections namely: personal care and hygiene, transport
and mobility, home environment (inside the home),
gardening and outdoor activities, and a miscellaneous
category “other” for ADLs not falling into the aforementioned
categories. The ADL tasks were further classified as light,
medium, or heavy demand based on a study by Han et al.”.
To investigate the biomechanical features of callus, Han et al.”
conducted a compression test, and the resulting load-
displacement forces of bone callus were measured’. The early
stages of callus displacement ranged from 0.6 to 13
millimetres with forces of 5N.

To ensure reliability, the demographic questionnaire, FSR
measurements, and grip strength measurements were
conducted using a standardised and piloted method led by
one researcher and a trained research assistant. The finger
force sensor measurement data collected during the piloted
feasibility study", were recorded on a laptop using Realterm
software. During this feasibility study, the researcher then
determined the predominant grasp types employed for each
of the 105 ADLs. Subsequently, the data for each activity were
imported into an Excel spreadsheet and converted into
Newton (N) forces. The maximum force per finger per activity
was calculated, and the activities were categorised into light,
moderate, or heavy force groups. Specifically, activities with
finger forces measuring between 0 and 3 N were classified as
light, those between 3 and 7 N as moderate, and those
exceeding 7 N as heavy. Upon completing the feasibility study
the researcher identified and grouped the ADLs with similar
grasp types and similar maximum forces within each category
of light, medium, and heavy demand ADL, following the
classification proposed by Feix et al.", to place them in the
same force category. A total of 31 ADLs were thus selected for
measurement in this study. Information pertaining to the
participants, instrumentation and testing procedures are now
presented.

Participants

The research study included adult human participants
residing and working in east Gauteng, specifically in the city of
Kempton Park and its neighbouring areas within the
Ekurhuleni municipality. The researcher purposively selected
individuals from the local community, considering their age
range (20-59 years), language spoken (English or isiZulu), and
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their residence's proximity to the testing facility. Individuals
under 20 years of age were excluded due to skeletal
immaturity®, while those over 59 years of age were excluded
based on literature suggesting a low incidence of metacarpal
fractures in this age group?. Participants with previous hand
injuries were also excluded. No incentives were provided for
participation.

Instrumentation

The instrumentation used to measure ADL forces was
previously described in Keller et al.”. In brief, Flexiforce 13mm
FSRs, ARDUINO Pro mini, 10 K 0.25 W resistors, ESP-01 kit, and
Arduino UNO R3 compatible boards were utilised to capture
the ADL grasp forces. The pressure applied to the tested
object produced a resultant voltage (V) output, which was
displayed on a software program visible to the researcher on a
laptop or desktop computer. These V-values were then
converted to forces, measured in Newton (N). The maximum
force exerted during each ADL was recorded and saved in an
Excel spreadsheet and FSRs detected forces exerted on the
objects. The FSRs were connected in series with 10-Kohm
resistors, which were inserted into the ARDUINO Pro mini.
The FSRs were connected to the Arduino Pro Mini 5V via a
USB port.

Arduino Uno hardware consists of circuit boards and a
microcontroller placed on the Arduino Uno. The Arduino Uno
is @ programmable microprocessor specifically designed to
record changes in V. An image of an Arduino Uno board is
included in Image 1 (below). Each Arduino Uno board has the
capability to monitor up to five FSRs. Therefore, in this study,
two Arduino Uno boards were employed to monitor ten FSRs,
one for each finger. The microcontroller chip, located on the
circuit board's crystal resonator, controls the speed of the
microcontroller's operations. This chip enables the upload of
custom software from a computer to the main microcontroller
via a USB cable, facilitating communication between the
computer and Arduino.

To prepare the hardware for testing, the researcher
downloaded Arduino software from the Arduino.cc website
and installed it on their laptop. This software provided the
necessary tools to create a sketch that could receive and
process V measurements from the FSRs.

”_’_:r_'.‘_ e ¥ F

Image 1: Arduino and equipment setup
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Prior to the experiments, the FSRs underwent calibration
using a range of calibrated weights spanning from 1 gram to 10
kilogrammes (kg). For each weight, the corresponding V was
recorded. This process enabled the researcher and technical
expert to construct a graph illustrating the relationship
between V and weight. By utilising the equation F = m x g,
where F represents force in N, g is the gravitational
acceleration (m/s?), and m is the mass (kg), the researchers
converted the V measurements to forces. Figure 1 (below)
presents the V versus force graph obtained from this
calibration process. This graph allows the conversion of any
recorded V from the Arduino's FSRs to a corresponding force
value. To determine the general equation for the V force
graph, a curve-fitting program was employed. The resulting
equation was found to be 0.5917 * tan(0.3223 * max value).
The Arduino's were programmed to capture ten
measurements per second.

Calibration (Force)

Voltage (V)
o
Ln

Force (N)

Figure 1: Voltage versus force calibration graph

In order to measure the force exerted by each finger, two
gloves were equipped with FSRs, with one FSR attached to
each finger. Image 2 (below) depicts the gloves featuring the
attached FSRs.

Image 2: Testing equipment and gloves

All measurements taken during the tasks were meticulously
recorded and stored in comma-delimited text files. To
facilitate this process, the software package Realterm was
utilised. Subsequently, the comma-delimited text files were
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imported into Excel, where the V measurements were
converted to forces using the aforementioned equation. An
example of the text file capturing measurements from the five
fingers of the left hand is presented in Figure 2 (below). For
each grasp type, both the left and right hands, encompassing
all ten fingers, were included in the text file. The researcher
imported the data from the Excel spreadsheet into STRATA
statistics software, using StataCorp, after which a statistician
conducted data analysis.

DATA,0.0000,0.0000,0.0000,0.0000,0.0000
DATA,0.2102,0.8602,0.0000,0.0635,0.0000
DATA,2.0626,3.0890,2.1945,2.5318,0.0000
DATA,3.1525,3.7146,2.8641,3.4115,0.0000
DATA,3.1916,3.7439,2.9668,3.5777,0.0000
DATA,3.3187,3.7390,3.1427,3.7537,0.0000
DATA, 3.4457,3.7146,3.0645,3.7439,0.0000
DATA,3.56533,3.7097,2.9912,3.7586,0.0196
DATA,3.56924,3.6950,3.0156,3.6706,0.0196
DATA,3.2502,3.4897,2.8397,3.3724,0.0147
DATA,2.3998,2.8495,2.3705,2.6637,0.0147
DATA,0.5718,1.6569,0.9726,1.3490,0.0147
DATA,0.0000,0.0000,0.0000,0.0000,0.0147
DATA,0.0000,0.0000,0.0000,0.0000,0.0147
DATA,0.0000,0.0000,0.0000,0.0000,0.0000
DATA,0.0000,0.0000,0.0000,0.0000,0.0000
DATA,0.0000,0.0000,0.0000,0.0000,0.0000
DATA,0.0000,0.0000,0.0000,0.0000,0.0000
DATA,0.0000,0.0000,0.0000,0.0000,0.0000
DATA,0.3177,1.5934,0.0000,0.0000,0.0000
DATA,0.7478,2.7224,0.0000,0.0000,0.0000
DATA,2.0332,3.3627,0.0098,2.1652,0.0000
DATA,2.7713,3.7586,1.3294,3.1720,0.0049
DATA,3.2991,3.9101,2.2727,3.2991,0.0147
DATA,3.4995,3.9638,2.4682,3.2942,0.0244
DATA,3.5777,3.9834,2.4194,3.2063,0.0244
DATA,3.3040,3.8661,2.0283,2.7517,0.0196
DATA,1.4467,2.5806,0.0000,0.6696,0.0196
DATA,0.0000,0.7038,0.0000,0.0000,0.0196
DATA,0.0000,0.1808,0.0000,0.0000,0.0000

Figure 2: Text file: squeezing water out of a sponge

Testing procedure

Pilot testing preceded the main data collecting during a
feasibility study"”. The researcher refined the design of the
testing procedure and equipment after the feasibility study".
Changes made from the feasibility study are that golf gloves
replaced household gloves, and the wires were positioned
dorsally rather than volarly/palmarly on the hand. Stronger
glue was used to secure the sensors to the gloves, applying
the glue to all ten sensors and allowing five minutes for a
more secure connection, as recommended by the glue
manufacturer. To further prevent the sensors from detaching
during testing, washing line pegs were used to secure the
sensors to the gloves for five to ten minutes after gluing the
FSRs to the gloves.

At the outset, participants underwent Covid-19 screening
conducted by a proficient research assistant who had received
thorough training in the screening process and was fluent in
English and isiZulu. Subsequently, the participants completed
a demographic questionnaire. Grip-strength measurements
were then conducted using a calibrated Jamar hand-held
dynamometer, following the standardised measurement
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guidelines outlined by the American Society of Hand Therapy.
These grip-strength measurements preceded the force testing
using FSRs. To ensure that the participants would not be
fatigued and, that the validity of the force measurements,
were not compromised, the grip-strength measurements with
the hand-held dynamometer were taken by the primary
author, after sixteen tasks and at the completion of the 31
tasks. Average grip strength of either the dominant or non-
dominant hands differed by two kgs, based on an average of
three maximal attempts, participants were granted an
additional five minutes of rest before testing resumed.
Through pilot testing, it was determined that five minutes
provided sufficient resting time for participants to feel ready to
continue with the testing.

Participants wore gloves with FSRs attached to both their
right and left hands. After putting on the testing gloves, they
were instructed to perform the tasks in a manner consistent
with their normal activities at home. Participants performed
ADLs such as putting washing on a washing line with pegs or
dusting and squeezing water out of a sponge. Standardised
instructions regarding data collection and testing procedures
were provided to the participants. The researcher read out the
tasks from the grasp types tested per type and per category
sheet, ensuring that the necessary equipment for each task
was within the participants' reach and that no additional
objects needed to be manipulated, thereby allowing the FSRs
to solely measure the forces exerted during the tasks.

Reliability and validity

Reliability was ensured through the utilisation of a single
laboratory equipped with standardised, calibrated, and piloted
FSRs and instrumentation. Grip strength testing employed a
calibrated dynamometer. Both FSRs** and the Jamar
dynamometer® have been established as valid tools for
assessing forces and grip strength.

Data analysis

Descriptive statistics were employed to summarise the
demographic characteristics of the participants as well as the
finger force measurements. Two-sample t-tests were utilised
to analyse differences in grip strength and force
measurements based on gender.

Ethical considerations

This research was approved by the HSREC of the University of
the Free State under the number (UFS-HSD2019/0046/2602-
0002) obtained in 2021. Any associated research materials
pertaining to the obtained results will be made accessible
through the primary author's ORCID account.

RESULTS

A total of thirty-two (32) participants, comprising 18 females
and 14 males, with a mean age of 37 years, willingly agreed to
take part in the study. Among the participants, two (6.25%)
were left-handed, while the majority, thirty participants
(93.75%), were right-handed. To gain insight into the
participants' demographics, refer to Table | (adjacent), which
provides information on their occupations and education
levels.
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Table I: Demographics for occupation and level of
education

Occupation Name n(%)
Cleaner 7 (22.58%)
' Student 15 (1613)
Gardener [3 (9.68)
Administrator | 2 (6.45)
 Teacher | 2(6.45)
Aircon technician 1 (323)
Nurse auxiliary [1 (3,23)
Designer [1(323)
Electrical technologist 1(323)

Executive personal assistant | 1(3.23)

Financial manager 1(3.23)

‘ Fitter and turner 1(323)
Quality and compliance 1(3.23)
manager
Security guard 1(323)
Self-employed 1(3.23)
Store manager | 1(3.23)
Trader 11(3.23)
Unemployed 1(323)

Level of Education High school completed 15 (46.88)
Some college credits, no '7(21,88)
degree
Bachelor's degree 4(12.50)

Completed schoolingupto | 3(9.38)
Grade 8

Master's degree 11(313)

Trade, technical, vocational E (313)

training

Noschooling completed | 1(313)

Supplementary File 1 (attached as metadata) presents the
means, standard deviations, as well as the minimum and
maximum N force measurements for grasp force. For a
detailed examination of maximum forces, please refer to
Supplementary File 2 (attached as metadata). The grasp types
per ADL were categorised into light, medium, and heavy
demand categories, allowing us to identify which grasp types
and ADLs could be employed in progressive hand
rehabilitation. It is important to note that clinical reasoning
should always guide hand rehabilitation, taking into
consideration each individual patient's unique injury and
comorbidities to ensure a safe rehabilitation process. The data
provided in Supplementary File 2 is invaluable when
prescribing a HEP with specific ADLs and grasp types. Each
finger interacts with the manipulated object differently, and
depending on the finger fracture and the individual's
functional limitations, other ADL grasp types may be
employed following an assessment. The precise results per
category, as indicated in Supplementary File 2, will nhow be
highlighted.

Light ADLs, accompanied by their associated grasp types',
which are suitable for individuals with injuries in any finger,
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include tasks such as dusting (light tool), operating a cellular
phone (lateral), using a television remote (ventral), and
handling money (lateral tripod). The medium force ADLs and
their corresponding grasp types vary depending on the finger
involved, and therapists should refer to the supplementary
files to guide their prescription and utilisation in hand
rehabilitation. Heavy demand ADLs and grasp types, which
should be delayed to ensure proper bone healing, include
activities such as squeezing water out of a sponge (power
sphere), drying clothes (medium wrap), opening and closing
large round taps (quadpod), opening tight or new jars (four-
finger sphere and precision disk), and lifting a 25 kg box
(adducted thumb).

An analysis of the force measurements for grasp types per
ADL task, conducted using the GRASP Taxonomy' and
presented with the results of the t-test of equal variance in
Table Il (below), revealed statistically significant gender
differences. However, no statistically significant difference in
grasp forces was observed for the remaining 25 tested tasks.

Table Il: Statistically significant differences between
genders according to GRASP taxonomy and activities

GRASP Grasp type ADL task | t-test p-
Taxonomy value
Headings
Thumb- Adducted thumb | Lifting a box of 25 kg onto the . p =0.009
adducted counter
Power Palm

Index finger Washing car p=0.002

exlension

Power sphere Squeezing water out of a sponge p=0.000
“Thumb- Quadpod Opening and closing a tap (iarge | p=0.003
abducted round shape)
Precision Pad

Prismatic four Brushing teeth p = 0.047

fingers

Precision disc Opening a tight or new jar p = 0.006
Thumb- Large diameter Moving a couch in the living room p=0.002

abducted

Power Palm

Furthermore, a two-sample t-test with equal variance was
performed to assess gender differences in grip strength
measurements taken prior to the force testing. The results
indicated no statistically significant difference, with p = 0.0958.

DISCUSSION
When comparing the data for healthy participants in this
research to the results of Riddle et al.'*, some similarities can
be observed. The age ranges of the healthy participants in
Riddle et al.'s study (20 to 65 years) and the participants in this
study are relatively close, with ages ranging from 20 to 59
years for the collection of force data. However, it should be
noted that the individual finger forces collected by Riddle et
al. for the osteoarthritic group™ cannot be directly compared
to the findings ofthis research.

In another study by Castro and Cliquet', the range of forces
measured for different weights and finger positions was
documented. For example, for the index and middle fingers, a
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0.2 kg weight resulted in forces ranging from zero to one-and-
a-half N, while a 1.02 kg weight led to forces ranging from zero
to seven N. Comparing these grasp forces to the findings of
the present study, similar forces ranging from zero to seven N
were observed during tasks involving cylindrical object
manipulation. Additionally, Romeo et al.® measured forces
exerted by the thumb, index finger, and middle finger,
allowing for a comparison of these three fingers. The forces in
their study ranged from 03N to a maximum of 2.7N.
Comparatively, in this research, the average maximum forces
per finger during the power-sphere grasp were as follows:
thumb 2.44N, index finger 1.48N, middle finger 1.38N, ring
finger 1.66N, and little finger 0.21IN. These findings align with
the previous study, even though the FSRs in this research
were mounted on the fingers of a glove rather than the
manipulated object.

Several studies investigating finger and grasp forces have
explored potential associations with gender. Rice, Leonard,
and Carter” and Castro and Cliquet™ found significant
differences in grip and pinch strength measurements between
genders but did not observe significant differences in the
forces exerted. Similarly, in this study, the majority of grasp
types (78%) showed no statistically significant difference
between male and female participants. The identification of
grasp types in ADL and the maximum grasp forces measured
in this research offer valuable exercise options for
physiotherapists and occupational therapists to incorporate
into hand rehabilitation and home exercise prescriptions after
hand fractures such as second to fifth metacarpal fractures.

CONCLUSION AND LIMITATIONS

The collection of force-sensing data during the 31 ADL tasks
provided a substantial contribution to the existing knowledge
base, shedding light on different hand manipulations.
However, due to the inherent complexities and individual
differences among participants, drawing absolute conclusions
from the data remains challenging, even with larger sample
sizes. It is important to acknowledge that the use of FSRs on
gloves to measure grasp forces may introduce variations
compared to grasping without gloves, as the hand relies on
sensory feedback from the skin.

While the error rate on the FSR sensors during testing was
minimal and no data was lost, future research should consider
increasing the sample size and directly attaching FSRs to the
skin. Additionally, efforts should be made to ensure a
balanced representation of genders, handedness, and various
occupations, as the current sample primarily consisted of
students and cleaners, limiting the generalisability of the
study's findings.

The insights gained from this study's findings have
implications for the development of clinical hand
rehabilitation guidelines, particularly regarding the forces
involved in predominant grasp types. These findings can
inform physiotherapists and occupational therapists in
designing effective exercise programmes and prescribing
home exercises for individuals who sustained second to fifth
metacarpal fractures.

Clinical Implications
Incorporating grasp types as free active exercises while the
injured finger is immobilised may be started early to maintain
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joint range of motion and improve hand function. The
researcher suggests that starting ADLs falling into the light
category with immobilisation may be beneficial as long as no
pain is experienced, and the treating doctor has been
consulted about early functional rehabilitation and HEP.
Clinical reasoning should be used, as well as the extent of the
fracture and associated injuries.
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The occupation of self-employment in
South African informal microenterprises

Introduction: Self-employment, in which individuals work for
themselves in a small business or microenterprise to earn an income or
generate a salary, has been encouraged to facilitate employment
opportunities in South Africa. However, participation in self-employment
within the community served by professionals such as occupational
therapists is limited by many factors, including effective government
initiatives, such as implementing the Small Enterprise Development
Agency (SEDA) policies. To enable individuals and community
participation in this type of work for those with occupational dysfunction,
mainly persons with disabilities, professionals such as occupational
therapists need to understand the structural, contextual and occupational
outcomes related to self-employment. Based on the Framework for
Occupational Justice, this study explored the occupation of
self-employment in microenterprises in the low-resourced urban
community of Alexandra Township.

Method: A quantitative descriptive non-experimental design study was
used to identify informal microenterprises in the community using a
transect walk and community mapping. Structured interviews were
conducted to complete a questionnaire with key informants (service
providers and business owners) who provided perceptions on factors that
impacted the occupational outcomes of microenterprises.

Results: Structural and contextual factors from the participants'
experience resulted in unjust occupational outcomes, which indicates that
occupational rights, particularly participation, choice and balance, were
negatively affected by the lack of opportunities, such as jobs. Occupational
marginalisation and imbalance were reported since many businesses
lacked adequate and appropriate space for trade. Some business owners,
however, reported just occupational outcomes related to the occupational
right for meaningful occupation in providing a service to the community
and financial income to support themselves and their families.
Conclusion: Occupational therapists need to play various active roles in
raising the consciousness of unjust occupational outcomes and support
for just occupational outcomes that are achieved in engagement in
self-employment in informal microenterprises.

Implications for practice

Occupational therapists should take note of the factors and occupational
outcomes of being self-employed identified in this study and consider the
roles they could play in expediting success in this occupation for clients.
Occupational therapists could assume:

- A collaborative role, such as referring and working with various key
role players or sectors in the interest of sourcing and providing
opportunities for skills development for those entering self-
employment, particularly in entrepreneurial training. This may
include working with the government (e.g, Department of Labour
and Small Enterprise Development Agency), private sector (e.g.,
yesdyouth), other professions (social workers and industrial
psychologists) and organisations for persons with disabilities (e.g.,
Disabled People South Africa).
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* A researcher role by conducting further research in this
field, e.g, the development of an evidence-based
framework on self-employment for occupational
therapists. More research is still needed on, eg,
domains such as performance patterns, performance
skills  and  client factors related to  self-
employment for persons with disabilities.

- An educator's role by incorporating and teaching
content on self-employment as an occupation when
training occupational therapy students.

- A clinical role, where they could assist with adaptations
to the skills, tasks or environment to facilitate
engagement in self-employment. Essential aspects to
consider by the occupational therapist together with
their clients during the collaborative occupational
therapy process include, but are not limited to,

o The client's motivation, dedication and whether
self-employment is the client's primary choice.
o The client's potential to be self-employed and their
level of resilience in dealing with factors affecting
self-employment in the informal labour sector.

INTRODUCTION
As part of professional practice, occupational therapists should
be aware of and be involved in collaborative processes which
enable individual and community participation in typical
occupations'. Occupations, such as work, are defined as
“labour or exertion related to the development, production,
delivery, or management of objects or services; benefits may
be financial or nonfinancial (e.g, social connectedness,
contributions to society, adding structure and routine to daily
life)"**. However, paid work or "the socioeconomic
relationship between a worker and an employer in which the
worker sells their labour power under a formal or informal
employment  contract"*?¢” is unavailable to many.
Unemployment was a known challenge facing low-middle
income countries such as South Africa even before the
COVID-19 pandemic, with the unemployment rate being
34.5% in quarter 1 of 2022% In South Africa, unemployment
has been exacerbated since many citizens were denied equal
access to formal employment, building the economy, and
receiving education and training during and after Apartheid.

To improve employment rates, stimulate the economy, and
counteract poverty, the National Integrated Small Enterprise
Development (NISED) Masterplan proposed by the South
African government encourages citizens to explore
entrepreneurship in small self-owned microenterprises or
small businesses® where they can be considered as
self-employed and "earning their living from the independent
pursuit of economic activity, as opposed to earning a living
working for a company or another individual
(an employer)"s™,

These small businesses contribute positively to the
economy of a country’. Still, there seems to be limited
coordination with less than adequate and inadequate
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assistance provided to those embarking on informal self-
employment® since the National Development Plan (NDP)
focuses on registered small and medium enterprises (SMMEs)
only. For most considering self-employment, involvement in
an informal and unregistered microenterprise is the only
option available. Valodia et al’ indicate that these informal
microenterprises are typical of a developing economy with
high unemployment, where individuals' choice for
employment is limited'. These microenterprises are created
by survivalists from the poorest population, who cannot
become part of the mainstream economy and for whom
self-employment may be an imposition rather than a choice.

Informal microenterprises include services and skills, retail
(buying and selling of products), and manufacturing/
production of products on a small scale’ which include
vendors, small shops, and household industries that employ
no more than five people'™. These businesses lack formality in
registration and do not have access to the conventional
commercial banking sector. Thus, in South Africa, the owners
of these small businesses operate on the margins of the
economy'®, even though government initiatives such as the
Department of Small Business Development (DSBD) and
Small Enterprise Development Agency (SEDA) have been put
in place since 2004 to assist them. The government's lack of
concerted effort could contribute to the high failure rate for
these microenterprises within the first three vyears of
operation'.,

To understand the just and unjust occupational outcomes

of self-employment in informal microenterprises, structural
and contextual factors related to self-employment in the
informal labour sector need to be researched and
documented from the occupational therapist's perspective.
Locally and internationally, however, there also seem to be
limited to no evidence-based frameworks for self-
employment for persons with occupational dysfunction,
including those with disabilities. To respond to the South
African government's call on entrepreneurship, occupational
therapists must better understand the why, when, and how of
self-employment in the informal labour sector. This would
enable occupational therapists to actively facilitate the
occupational outcomes possible for those who have the
potential for and are involved in self-employment in
microenterprises.
This study aimed to explore occupational outcomes' for
self-employment in microenterprises in the low-resourced
urban community of Alexandra Township based on the
Framework of Occupational Justice from the perspective of
key informants.

Literature review

The Framework of Occupational Justice presents a perspective
of occupational outcomes concerning occupational rights
(meaning, participation, choice, and balance), dis-ease or
social disruption, and occupational justice or injustice
(occupational alienation, occupational deprivation,
occupational imbalance or occupational marginalisation)'
(Refer to Figure 1, page 24).
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Figure 1: The Framework of Occupational Justice

The framework highlights participation in an
occupationally just way based on structural factors and
contextual factors which support or restrict occupational
outcomes.  Structural  factors include  occupational
determinants such as local and national policies and
occupational instruments, which include occupations affected
by policies, including education and employment. These
interact with personal, spatial and historical contextual factors,
all contributing to occupational outcomes'. Like many other
nations across the globe, South Africa was and still is not
immune to negative structural and contextual factors
associated with manufactured acts such as imperialism and
colonialism, dating from centuries ago'®. Unjust occupational
outcomes for employment in South Africa are impacted by
social issues, including injustice of exclusion from everyday
occupations, such as employment. Even though Apartheid
officially ended in 1994, its legacy continues to hurt most of
the population through social ills, poverty, corruption, crime,
and violence, contributing to inequality in South Africa’®. The
country is nearly three decades into democracy, but most
ordinary blacks are yet to benefit socially and economically.

Although occupational determinants in the form of
legislation such as the Employment Equity Act and Black
Economic Empowerment (BEE) have been put in place”, the
lack of occupational instruments, such as adequate education
and opportunities for skills development amongst previously
disadvantaged groups in South Africa has manifested in even
higher unemployment. Malefane™ observed that those in
microenterprises are disconnected from the mainstream
economy as they are marginalised by local and national
policies related to structural factors that affect growth
potential. These may suggest that business owners of many
informal  microenterprises  receive  limited support.
Occupational instruments are instituted in SEDA programmes
to support self-employment in small businesses, including 2.3
million business owners operating in the informal sector and
providing 23% of total self-employment in the country™. The
DSBD programme failed to achieve support goals and
inclusion of women, youth and persons with disabilities in
informal small businesses in 2021" to promote economic
development and alleviate poverty in local municipalities'.

Even specific policies developed to support
microenterprises, such as the Township and Rural
Entrepreneurship Programme (TREP) and the Local Economic
Development (LED) strategy?°, focus on integrating business
ventures into regulatory environments before they can access
funding. The services for business skills training and product
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development support require online access and application,
which is unavailable for many. Thus, Hadebe® indicated that
informal businesses in low-resourced areas in townships in
South Africa rarely try to access financial assistance from the
government since none were successful. Support from
non-governmental organisations and corporate initiatives (as
part of their social responsibility) in the form of opportunity
centres® 2, industry hives, microenterprises directories, and
the provision of training programmes?" ¢ do not appear to
reach those in informal microenterprises adequately.
Baumann® reported that those providing this assistance do
not appreciate or understand the challenges faced by owners
of informal businesses. Besides lack of access to financial aid,
a lack of job permanency and no paid leave or other benefits
are forfeited since the businesses are not part of the
regulatory framework that governs employment.

Other structural factors under occupational instruments,
such as lack of access to education and personal and historical
contextual factors that do not allow for skills development,
impact the occupational outcomes amongst previously
disadvantaged groups in South Africa, excluding them from
the formal employment market. These individuals embark on
or are pushed into participation in self-employment in
informal microenterprises out of necessity in a resource-
constrained context and where no other work is available®*.
This is supported by the push and pull theory of
entrepreneurial motivation, where push indicates no choice to
start a business based on opportunities in the market but due
to circumstances forcing the individual to become a
self-employed business owner®® irrespective of unjust
occupational outcomes.

Concerning the study context, in 2021, Mpofu-Walsh*’
highlighted the inequality in South Africa in terms of the
spatial context, with the majority of those in urban settings
residing in impoverished communities such as Alexandra
Township. This residential area is one of the most densely
populated and poorest townships in the Gauteng province,
and it presents issues of overcrowding, lack of resources in
terms of municipal services and very limited work
opportunities®. According to Charman et al*’, self-
employment in urban townships in South Africa exists mainly
in shops within someone's house (spaza shop), street trade,
taverns (shebeens), grocery retail and hair care services.
Spaza shops are where individuals sell airtime, snacks, fruits
and vegetables, cigarettes, and groceries from a window or
door in their own home. Cigarettes and groceries comprise
7% to 25% of self-owned informal businesses.
Self-employment options include in-service and skill-based
businesses such as hair care, repair, mechanical, religious,
educational, and transport services operated from the
business owners' homes and on the street. The sale of food,
liquor and takeaways equates to over 50% of all business
activities. Only 5% of businesses are involved in micro-
manufacturing, which relates to production on-site by the
business owner of items such as furniture, clothes and metal
gates' %°. Limited suitable locations and access to suppliers
and advertising negatively impact the occupational outcomes
of these business owners™.

Volume 54 Number 1, April 2024 24



Although self-employment is not new to the occupational
therapy profession', there is limited literature on occupational
therapy supporting engagement in self-employment,
especially in informal businesses. Thus, by understanding the
structural and contextual factors affecting the occupational
outcomes for business owners of microenterprises, an
occupational therapist should be able to apply the
fundamentals of the profession’s philosophy that “people have
the right to participate in a range of occupations that enable
them to flourish, fulfil their potential and experience
satisfaction""!. However, occupational therapists would still
benefit from a guideline with transparent processes and steps
to follow if they are to facilitate self-employment effectively.
These may assist occupational therapists in mitigating unjust
occupational outcomes and encouraging engagement in self-
employment in these microenterprises, especially for persons
with disabilities®.

METHODOLOGY

A quantitative descriptive non-experimental cross-sectional
design study was used where data were collected during a
once-off visit. More insight was gained on activities and
factors related to running existing microenterprises, i.e, no
manipulation of variables® in the community of Alexandra
Township, a low-resourced urban community.

Research site

This study took place in the low-resourced urban community
of Alexandra Township. This township was established in 1912
as freehold plots for Black citizens®® in the North-Eastern
suburbs of Johannesburg in the province of Gauteng in South
Africa. Under Apartheid, all rights were removed, and the
people living in Alexandra Township were restricted in terms
of mobility, land ownership, education and the right to vote,
amongst others. Post 1994, when South African citizens could
move freely within the country, physical space became more
limited due to an influx of people moving to the cities,
including Alexandra Township, to find work. Housing in
Alexandra Township consists of old formal dwellings and
shacks, with the overall infrastructure around this area being
poor®® regarding water, sanitation, electricity and roads.

Population and sampling

The perspectives, quantitative descriptive data, of a limited
number of key informants (service providers and business
owners) were elicited using structured interviews. Purposive
sampling was used to sample service providers who offered
services to the community in Alexandra Township. Both
convenience and snowball sampling were used to sample
business owners of profitable microenterprises.

Included service providers met these criteria: a) occupied a
position of authority, that is, working for the government or
running an organisation of their own, and b) worked or
operated in Alexandra Township for at least three years. These
were: i) a staff member from the ward counsellor's office with
knowledge of policies related to informal business operation,
ii) an occupational therapy technician (OTT) working at a
primary health care clinic, and iii) a private business owner
promoting self-employment in this community. The service
providers assisted the researcher with three different transect
walks and the identification of informal microenterprises in
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the community. Based on the community mapping, drawn on
a piece of paper by the service providers and the researcher,
one main street in Alexandra Township was selected as
representing a typical street of this community, e.g., there
were shack houses, infrastructure was neglected, and many
microenterprises were operating. Forty-six businesses on the
street were mapped in a one-kilometer area.

Business owners were selected from the 46
microenterprises to participate in the study if they met the
following criteria: i) had run a profitable microenterprise for at
least three years®, ii) lived in Alexandra Township and/or had a
business located in Alexandra Township, iii) were of working
ages of between 18 to 65 years* and iv) generated an income
greater than that of the monthly South African disability grant
amount of R 2 080*. A sample size of 40% of the owners of
the microenterprises (n=16) met these criteria.

Research Instruments
A questionnaire was used to guide structured interviews with
service providers. The service providers' questionnaire was
piloted for content validity by experts in vocational
rehabilitation in occupational therapy. They were considered
experts as they had worked in vocational rehabilitation for at
least three years and had postgraduate qualifications. The
Content Validity Index (CVI) score for this questionnaire was
3,3 over 4 overall, with the breakdown as follows: relevance
(3,8), clarity (3,2), simplicity (3,3) and ambiguity (2,9)**. To
establish the physical location of the different
microenterprises, their spatial context and their categories in
Alexandra Township, the service providers and the researcher
conducted a transect walk and community mapping®.
Quantitative data from  business owners  of
microenterprises  were collected using a separate
questionnaire in the form of guided, structured individual
interviews with closed-ended questions. Open-ended
questions were used to confirm the details of the answers
provided. For convenience, the business owners'
questionnaire was piloted for face validity with subject matter
experts and microenterprise owners in Diepsloot (another
low-resourced urban Township), located north of
Johannesburg.

Data Collection

Interviews with the service providers and business owners
were initiated after ethical clearance was obtained for this
research from the Human Research Ethics Committee of the
University of the Witwatersrand. The ethics certificate number
is M170820. Each service provider and business owner was
informed of the aim of the study using information sheets and
signed an informed consent to participate, which had
information such as, but not limited to, participants agreeing
to participate voluntarily and acknowledging that they will not
benefit directly from this research.

The service providers assisted with three different
transect walks with the researcher and the identification of
informal microenterprises in the community. Once all
businesses on the street had been mapped, owners of the
microenterprises who met the inclusion criteria were
informed about the study and invited to participate. A total of
17 business owners were recruited, and appointments were
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made with each to complete the interview at a time that
suited them. One business owner could not continue with the
interview due to illogical thoughts on the day of the interview,
i.e, only n=16 participants were included in this research.

Data analysis

Occupational Justice'. The analysis considered the structural
and contextual factors and occupational outcomes related to
the operation of microenterprises in the community from the
perspective of the service providers and the business owners.

RESULTS AND DISCUSSION

Frequencies of the types and the location of each
microenterprise were determined and presented descriptively.
The questions on the questionnaires were analysed using
summative content analysis according to the Framework for

The perspectives of the key informants based on the
Framework of Occupational Justice are presented in terms of
structural factors and contextual factors related to
occupational outcomes of  self-employment in
microenterprises (Refer to Table I, below).

Table I: Analysis of perspectives of key informants based on the Framework of Occupational Justice

Type of economy Regional/national/local policies Values Cultural/community
values
-Informal businesses were not -Laws (e.g., adhere to by-laws to avoid police harassmentor | -Income greater -Donations to worthy
Underlying registered confiscation of goods) than R2500,higher | causes
occupational -Lack of formal funding policies. Difficult to access as it than social grants -Cost-effectiveness
determinants requires businesses to be registered and/or mostly online- -Service to the products or services
based applications community -Services offered on credit
-Contribution to the
ECanoimy
Education and training Employment Supporl programmes | Technology Communications and
media
Structural ; : : . e —= ;
factors -Provided by gouemment*_prn.:ate Busm_ess caifegones: _ Need structured -Availability of -Com_mumcatlon with, e.g,
or non-government organisations | -Retail (buying and selling of support or technology and suppliers
(NGO) and organisations for products) (61%) programmes: connectivity to, e.g, | -Advertising
persons with disabilities -Service and skills (37%) -Legal enhance business
Occupational | -Education (level) ranges from - Manufacturing or production -Financial systems (financial
instruments none to tertiary. Median is <Grade | [2%) -Municipal hubs management)
12
-Business training
-In-service training (61%)
-Formal vocational rehabilitation
for self-employment
-Skills development
Personal Age Gender National origin Family Disability
contexts 20-60 years (working age), -Male (81%) -South African (56%) -Involvement in the | -Stroke (n=1)
median = 35 years -Female (19%) -Foreign national (44%) business [1009%) -Shoulder and back
-Number of injuries from a motorbike
dependants (mean | accident (n=1)
75) -Gunshot [n=1)
Histarical Financial source Area Transport methods used when replacing ar
contexts replenishing the stock
-Family or friend -Low resourced -Walking for less than 5km (6%)
Contextual -Self-based or funded -Customers availability -Usage of own transport (13%)
factors -Use of public transport (50%)
-Getling stock delivered to them (199%)
-Using a friend's car (6%)
_ _ -Not applicable (6%)
Spatial/ Urban/rural location Universal design and accessibility Business location Security and storage
environment | -Urban -Accessibility of business location is -Surrounded by similar businesses -Burglar bars and security
al contexts -Overcrowded poor -Pavement under the shelter of an umbrella or doors
-Poor infrastructure, road and awning (permanent or temporary) (63%) -Sleeping at the business
pavement maintenance -Yard of a house or rented room (31%) site
-Dogs
-Lack of space
Occupational | Meaning (why self-employment) Balance Choice (50%) Participation
rights (56%)
-Flexibility, freedom and working for -Operating hours: 8 to 16 hours per day, average 1s 10 -Rather have paid -Doing in this occupation is
self hours employment difficult
Bkciipational -Provide a semicg —Op_erating days: mginly over Easterand Chris_tmas -Pushed into self-
Sitaes -Income generat:_on ‘ _ holidays. Some businesses (31%) had no official closure | employment
-Sense of belonging and self-identity dayls
Dis-ease -Xenophobic attacks
-Discrimination
Occupational | Occupational marginalisation Qccupational imbalance
injustice Lack of access to finance, training and formal employment -Long working hours affect a balanced lifestyle
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Structural factors

The service providers mainly described the structural factors
impacting self-employment in informal microenterprises in
Alexandra Township. The three service providers who were
purposively sampled were firstly a staff member from the
office of the ward councillor who oversees services related to
the township and is responsible for implementing the LED
strategy. The occupational therapy technician was the second
service provider. She lived in Alexandra Township and was
based at a local primary health care clinic. She rendered
home visit services to this community, including facilitating
occupations among disabled community members. The third
stakeholder was part of a private organisation with a division
that entails self-employment and entrepreneurship training
(at a fee) in Alexandra Township for individuals aged between
7 and 18 years (Refer to Table Il below).

Table 1I: Demographics of Service Providers

Service Age | Gender | Office location | Institution or | Work area and
Providers (n=3) organisation | residential area
Alexandra ward | Mid | Female | South of Government | Works and lives
councillor's office | 30s Alexandra in Alexandra
_ | Township | Township
oTT Late | Female | South of Government | Works and lives
40s Alexandra in Alexandra
Township Township
Young Minds Early | Male East of Private Works in
Group (YMG) 20s Alexandra Alexandra
Township Township

Occupational determinants

The service providers reported a lack of clarity about the roles
of governance and the value of informal microenterprises to
the community. However, they reported a positive
occupational determinant as the mutual relationship between
the business owners and customers who reside in the same
neighbourhood, bringing about convenience to the
community of Alexandra. According to the business owners,
they sometimes operate on a credit basis (known to locals as
"nkoloteng", a Setswana/Sesotho word) and provide services
at cost-effective prices. Some business owners were reported
to give back to the Alexandra community through donations.
For instance, a donation will go towards community
campaigns or events at old age homes in the community of
Alexandra.

Another positive determinant, as reported by the business
owners, was 3 monthly income, which ranged from ZAR2 500
to ZAR5 000 per month. Even if this income was lower during
some months, over holidays and when the weather was bad,
the monthly earnings generated were more than the income
provided by the South African government in the form of
grants, such as social relief of distress (SRD) grant and for
persons with disabilities™®.

The key informants reported the negative occupational
determinants, which included the lack of formal financial
support and access to funding (capital) to assist
microenterprise owners. Additionally, the processes required
to apply for funding are complicated and time-consuming'.
The staff member from the office of the ward councillor
indicated that since 2013, by-laws in the Joburg Metro

27 Volume 54 Number 1, April 2024

also require informal traders to apply to the Council for a
formal lease or allocation of a stand on a public road or any
other property under the control of the Council. Informal
traders in Alexandra Township are managed by the
Johannesburg Property Company (JPC) in charge of municipal
assets (land, property and, in this case, markets); thus,
informal businesses are not officially recognised by the city*®.
Since most of these business owners do not have a certificate
to trade, they are exposed to ongoing harassment from the
Johannesburg Metro Police Department (JMPD). Police
officers charge owners of informal microenterprises for
trading infringements (such as not observing health
regulations and obstructing public thoroughfares) and
confiscate their stock. The municipality's attitude to informal
small businesses seems punitive rather than supportive. This
is supported by Igwe and Icha-ltuma®, who indicated
governments in developing countries have a culture of
formalising and regulating business with restrictive policies
creating  barriers to  informal  microenterprises.

Occupational Instruments

The service providers were aware of political and legal
organisations that provide assistance programmes to small
businesses, and those organisations included public and
private initiatives, which entail, amongst others, pro-bono
services from reputable law firms such as Edward Nathan
Sonnenberg (ENS) Africa. Services provided to the
microenterprise owners as reported by service providers and
supported by literature include but are not limited to business
legal advice, workshops and venture capital funds®. Local
government initiatives include the community centres,
opportunity centres®®*, and an Automotive Hub®® in the
community of Alexandra and a small and medium enterprise
database at City of Johannesburg Region E offices. These
initiatives are provided to afford microenterprise business
owners 3 platform to bid for sub-contracts or tenders
intended for Region E and support emerging microenterprises
with assistance and advice on self-employment and business
support, which includes training®. However, it seems many
business owners are unaware of or cannot access these
services since some require technology and are on online
platforms, which are unavailable to everyone. This may
suggest that these services are geared towards formally
registered small businesses.

Concerning communication and media, most business
owners reported that they rely on advertising based on word
of mouth in this sector®, although 10% reported they did have
finances for formal advertising.

Being exposed to persons with disabilities, the OTT
service provider felt it was more challenging for persons with
disabilities to become self-employed. There are no formal
vocational rehabilitation services, particularly supporting self-
employment, available in Alexandra Township. Issues such as
using an assistive device (e.g., a wheelchair) were reported to
affect microenterprise efficiency. This is supported by Maziriri
and Madinga® in their study in Sebokeng Township in
Gauteng, where persons with disabilities reported a lack of
support and discrimination from the community in which
they lived, which affected their ability to be self-employed.
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For the occupational therapist to promote engagement in self-
employment in microenterprises, collaboration with local
service providers is crucial. Prospective collaborators could
include, but are not limited to, government departments, non-
government organisations (NGOs), private organisations and
organisations for persons with disabilities. This is necessary to
facilitate the client's awareness of possible positive and
negative determinants of occupation, which may impact the
operation of their microenterprise, as well as access to
occupational instruments or programmes that can support a
successful engagement in self-employment and achieve a
more positive occupational outcome.

Contextual factors
Personal context

Most business owners in this study were over the age of 35
years, which is supported by research indicating that older
individuals preferred being self-employed if they cannot easily
get paid employment"*' (refer Table I, below). Most
business owners were in their early thirties when starting
their businesses since saving enough money and gaining
experience and confidence to start a business independently
took time.

Most business owners were males, which aligns with
research indicating that females are less likely to be involved
in self-employment due to being more family-orientated and
involved in piecework®*. Most business owners were
married, had not completed high school and had been doing
business for a period ranging from 3 to 28 years, with a mean
of 17 years, as supported by Noorderhaven et al.** Regarding
nationality, 56% (n=9) of the business owners were South
Africans, and 44% (n=7) were foreign nationals.

Table lll: Demographics of business owners (n=16)

Description n %
Gender Male 13 8125
| Female 3 1875
Age | 25 - 35 years 5 3125
36 - 45 years 8 50.00
| 46 - 50 years 3 18.75
Marital status . Married 8 50
Single 6 375
. Cohabitating 2 125
Education None 1 6.25
Primary School 3 18.75
| <Grade 12 6 375
Grade 12 3 1875
: Tertiary 3 18.75

The number of dependents cared for by the business owners
ranged from 2 to 30, with an average of 7.5 dependents. The
high number of dependants could have been the pushing
factor for these business owners to resort to self-employment
so that they could support their families. All business owners
indicated that family support was essential for their
business'ssuccess, as Petersen and Charman*® confirmed that
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many such businesses employ family members. Therefore,
informal microenterprises provide for families and offer
employment and work experience.

The business owners indicated their ability and skills
influenced the type of business they engaged in, which had to
be enhanced by commitment and resilience. Business-owner
success was perceived by the business owners to be linked to
the quality of the service or product they provided and their
attributes or work ethic, such as dedication and patience "ku
tiyimisel" (in xiTsonga, meaning determination). It was
observed that less complex business logistics were required to
run a retail business, i.e, buying and selling sweets and snacks
entails sourcing the products and selling. In contrast, the
service category business, such as a hair salon, requires having
a skill set.

Three business owners reported disabilities due to i)
stroke, ii) shoulder and back injuries from a motorbike
accident and iii) a gunshot. For these participants, pain and
relying on others to obtain stock (which was sometimes
stolen from them) affected the hours they could work and the
profitability of their businesses. Disability and discomfort did
not deter these participants from engaging in self-
employment, which may suggest that successful small
business opportunities may be considered as a placement
option for persons with disabilities. A client profile (e.g, their
priorities and the reason they intend to explore or why they
would be suitable for self-employment)** should be
developed when assisting those with disabilities to consider
self-employment. Their education and training needs
(occupational instruments under structural factors) are to be
considered, as well as family support and how any
occupational  dysfunction can be accommodated®.

Historical context

Participant’s lack of access to formal training or education,
which allows access to the formal employment market,
impacted the outcomes of self-employment in
microenterprises in a South African context. Although
education has been slightly improved since democracy, South
Africans in public schools in low-resourced areas have a high
dropout rate and little access to technology®. These schools
lack accountability, management, a culture of learning and
teacher competence, resulting in poor curriculum coverage,
homework monitoring and performance on national tests®.
Only less than a third of the business owner participants had
an opportunity to finish school or attend business training.
This may apply particularly to persons who become disabled
when young and have limited access to basic education®.
Most business owners (61%; n=11) received in-service training
on-site while working or volunteering at a business owned by
a neighbour, friend, or acquaintance since costs excluded
them from formal business training. According to Mahadea
and Khumalo®, these historical constraints affect competence,
capabilities and knowledge and significantly impact the
growth and success of microenterprises.

Another contextual factor that historically restricts
business owners' access to finance is a lack of generational
wealth and fixed assets in accessing financing available from
institutions that generally provide loans for businesses'™. In a

© sA Journal of Occupational Therapy



South African context, there is a direct link between these
unjust practices and the discriminatory apartheid ruling
system. To start their businesses, various business owners
reported using amounts ranging from ZAR450 to ZAR30,000
with the capital raised from family and friends. Most business
owners indicated that they saved money, bought necessary
tools and materials for their business, and then started their
business on a small scale.

The historical restrictions further impacted business
owners on formal economic activity and limitations defining
township population before democracy®. The stock,
therefore, had to be sourced at sites outside of Alexandra
Township. Transportation methods used when replacing or
replenishing stock by the business owners were walking for
less than 5km (6%), using their own transport (13%), public
transport (50%), getting stock delivered to them (19%) or
using a friend's car (6%). Six percent indicated that
transportation does not apply to their business. Stocking up
was time-consuming and took hours out of participant's
working days. High transport costs were reported by 53%-
60% of business owners in similar studies regarding accessing
stock from locations far from where the business owners
operate®.

While the location of the business in the township, close to
customers, increased the probability of building a clientele
base within their area®®, customer-orientated practices were
needed to retain existing customers since this is essential for
the business to succeed. Due to the limited finances available
to customers in the township context, strategies to keep such
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B Manufacturing
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Image 1: Alexandra Township community map (8th Avenue)
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customers included providing appropriately priced low-cost
items and maintaining hygiene in the business, although
difficult when selling, e.g. food on hot days. As highlighted
earlier, another strategy to keep a customer base is for
business owners operating on a credit basis. However, another
study reported late payments from debtors by over 80% and
impacted the sustainability of businesses with little cashflow
reserves”’. One business owner highlighted that he only
added a 20% markup, which his customers preferred. In line
with the above, Ngubeni et al.** indicated that it is challenging
for small informal businesses in Alexandra Township to access
customer bases and markets in more lucrative nearby areas
such as Sandton, an affluent area.

Occupational therapists can play an advocacy role in
assisting those engaging in self-employment by contributing
to organisations campaigning for the rights of these business
owners to trade in, e.g., Johannesburg, and extending access
to other customer bases and markets. Referrals for formal or
informal training in business skills and development or
consolidation  skills needed to operate service
microenterprises should be made according to the client's
capacity as assessed by the occupational therapist. These
align with education and training needs (occupational
instruments under structural factors)*.

Spatial (environmental) context

The number and type of microenterprises were identified in a
small one-kilometre area in Alexandra Township through
mapping and the transect walk (Refer to Image 1, below)

||

Multi-purpose center, e.g. post
office, clinic & councillor's

office. H

Alfred Nzo/Roosevelt Street
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There was an abundance of similar microenterprises on the
road in this small area where 46 businesses were located.
Businesses in the categories of i) retail (61%), ii) services &
skills (37%) and iii) manufacturing or production (2%) were
identified. The findings in this study are similar to those of
other studies in urban Townships in South Africa, i.e, Ivory
Park, Tembisa and Diepsloot®. The clustering of many
businesses in one area impacted the diversity of businesses
and created competition amongst similar businesses, affecting
their sustainability®*. Mahadea and Khumalo® report that
94% of owners of microenterprises agree that excessive
competition restrained their business growth. The proximity
of other businesses negatively affected the ability to attract
new customers®.

Other spatial contextual factors facing and impacting
negatively on the businesses in this study included a lack of
space® and high rental rates on available space. It is
documented that a lack of space to operate businesses legally
is an ongoing issue®® with no indication of any solution
regarding allocated market space in low-resourced urban
communities®. Businesses are forced to operate on
pavements and in temporary structures. Approximately two-
thirds of the businesses were located on the pavement (63%),
sometimes under the shelter of an umbrella or awning or in
the yard of a house or rented room (31%), whereas 6% had a
mobile business and did not need shelter (Refer to Image 2,
below and adjacent).
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Image 2: Location of businesses

Natural factors, such as rain, were reported to affect the
running of a business, as many of the participants’ business
structures could not cater for this type of weather. Business
owners being exposed to weather and toxic environments
such as car fumes when working on the side of a busy road
were realities affecting their health, adding to their
vulnerability®. This vulnerability is worsened for those with an
impairment and disability, according to the Department of
Health>* and the World Health Organization®.

For those with pavement-based businesses, all equipment,
tools and materials were packed away and taken home when
the business closed for the day”. This was compounded by
limited storage space affecting the profitability of the
businesses due to goods spoilage, for instance. Local crime
levels also impacted stock management, as security was a
significant concern. Solutions that they used included burglar
bars and security doors to secure their stock, sleeping at the
business site and having dogs on standby to safeguard their
businesses. However, Grabrucker and Grimm®® report that no
substantial adverse effects of actual crime rates on informal
businesses in South Africa were found in comparison to the
perceptions of the business owners and other external factors.

Occupational therapists require a complete understanding
of the client's home and everyday environment before
encouraging clients to explore self-employment. This is
essential in planning the steps that can be taken to engage in
this form of employment successfully within the constraints
related to spatial contexts. When facilitating or encouraging
self-employment with clients with the potential and showing
interest in being self-employed, these factors should be made
overt. The need for clients to prioritise and place customer’s
needs at the centre of their businesses should also be
emphasised, with occupational therapists playing a role in
environmental adaptations to facilitate engagement in self-
employment.

Occupational Outcomes

Those self-employed business owners in informal
microenterprises faced many unjust occupational outcomes
within the confines of the structural and contextual factors
mentioned above™. However, due to their ability to adapt to
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adverse factors and their emphasis on customer service and
provision of good service, they have stayed in business,
supporting findings made by Chatterjee and Das® on
successful microenterprises in their study in India.

Occupational rights

The right to choice was limited. Half of the business owners
indicated they were involved in self-employment as this was
their only option due to the lack of jobs in the formal sector.
The right to participation was also limited, which made doing
in this occupation difficult since these business owners had
limited finances regarding what business they could afford to
start and what locations were available to operate businesses.
They could not develop their business potential and
capabilities®” as no business owners planned to try to grow
their businesses. However, the business owners interviewed
have consolidated the right to participate using planning to
set up businesses that could succeed and had used their
previous exposure to business and skills training.

Just occupational outcomes were reported by over half
(56%) of the business owners since self-employment did
meet their right to be involved in a meaningful occupation.
This was achieved by contributing to the economy and
leading fulfilling lives as they did not wish to be employed by
another person. For them, being self-employed came with
freedom, such as being their own boss, flexible working hours
and the opportunity for self-driven personal growth without
limitations. These microenterprises offer business owners the
ability to provide for themselves and their families, which can
contribute to alleviating the effects of poverty in low-
resourced contexts. Furthermore, services and products were
made available to the community at affordable prices, often
within  walking distance from their homes, adding
convenience and savings on, e.g,, travel costs*®. These informal
commercial activities are also embedded in the social context,
allowing for relationships and support, reinforcing the
business owners' place in the community, sense of belonging,
and self-identity®.

Right to a balanced lifestyle was impacted by lengthy
trading hours, which ranged from 8 to 16 hours per day with
an average of 10 hours. Closure of the businesses in a year was
reported on days over the Easter and Christmas holidays.
However, 31% of the businesses operated every day of the
year with no official closure time. For business owners, work
occupied most of their waking hours, limiting participation in
other activities. The impact of these working hours on the
well-being of the participants and the stress related to self-
employment in these businesses require further research to
understand their actual impact®°.

Dis-ease

Social disruptions affected the foreign nationals because their
businesses had experienced or were at risk of looting and
damage due to xenophobic incidents®, resulting in unjust
occupational outcomes. Clients seen by occupational
therapists may experience dis-ease, especially in the formal
sector, in the form of discrimination.
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Occupational injustice

Business owners experienced occupational marginalisation
regarding access to education, training, formal employment
and finance. Further occupational marginalisation and
imbalance were evident due to efforts towards legalisation of
informal trading in Johannesburg, limited access to customer
bases, a lack of job permanency, no paid leave and other
benefits since their businesses are not part of the regulatory
framework that governs employment in South Africa®.
Sixty-nine per cent of the participants reported that they do
not have sick pay and that if they became ill, being unable to
work could result in the failure of the business.

CONCLUSION
The small sample size and the limited area in which the
research occurred affect generalisation, consequently, the
conclusion is limited to the findings of this research. The
unjust occupational outcomes of self-employment in
Alexandra Township are impacted by structural and
contextual factors. Results indicate that business owners of
microenterprises in Alexandra Township have limited rights in
terms of choice and suffer occupational marginalisation and
imbalance. Rights associated with meaning in an occupation
associated with self-employment are being fulfilled.
Occupational rights regarding choice, a balanced lifestyle and
participation were compromised due to their involvement in
self-employment in microenterprises, which is associated with
challenges. Such challenging factors for the microenterprise
owners were 3 lack of access to finance, education, training,
and suppliers, and limited business locations and customers
while working long hours for a small profit. However, the
participants in this study had achieved success in self-
employment. They reported just occupational outcomes for
meaning in occupation in terms of freedom and flexibility at
work, providing a service and being part of the community
while financially supporting themselves and their families.
In line with the aim of this research, the findings on
profitable  self-employment occupations in Alexandra
Township seem to suggest that occupational therapists should
get involved and play an active role in understanding and
addressing occupational injustices when facilitating self-
employment for those with occupational dysfunction and
clients with disabilities. Occupational therapists should raise
awareness and form partnerships to advocate for change
within this employment sector to support self-employment in
microenterprises.
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Background: Healthcare systems reflect worldviews, specifically in
mental health, where norms dictate what is normal and abnormal. The
era of coloniality promoted Western dogma over collectivist cultures,
which were marginalised. This study explored the perspectives and
experiences of Black, isiZulu-speaking, South Africans who utilised
multidisciplinary services, based on a Western-based therapy model at a
private psychiatric facility in KwaZulu Natal.

Methods: A qualitative descriptive design was utilised. Purposive
sampling was utilised to recruit 10 participants. Data was collected
through semi-structured interviews. Braun and Clarke's six phases of
thematic analysis were used to guide the data analysis.

Findings: Three themes with sub-themes emerged from the data:
personal perceptions, which explored how isiZulu-speaking people made
sense of mental health and mental illnesses. Cultural perceptions were the
collectivist method of problem-solving, which stressed the importance of
spiritual beliefs. Health-seeking behaviour considered the experience of the
isiZulu-speaking mental health care user. Cognitive dissonance prevailed
due to the difference between westernised mental health treatment and
traditional healing systems.

Conclusion: The family and community are intertwined in participation,
reputation, and healing. There is an emphasis on enduring hardship and
following traditions, which are preserved by valued elders. Disregarding
these norms can outcast the Zulu individual who strives toward inclusion
within the community.

Implications for practice:

- Intervention cannot only be at individual level but also community
level.

« Including the family in psychoeducation and therapeutic goal
settingwould be beneficial to the Zulu MHCU.

- Group programmes should address gender-specific issues.

- Occupational therapists must recognise the importance of
participating in spirituality for the healing of the Zulu MHCU and
appropriately include it in intervention.

- Mental health resources and awareness programmes need to be
disseminated atcommunity level.

- Competency in the isiZulu language is recommended.

INTRODUCTION
Healthcare systems reflect worldviews, beliefs, customs and strategies for
good health, appropriate diagnosis, and the prevention and cure of
illness'. Systems such as these were created during the colonial era when
power and privilege were afforded to Western culture and created a
Western hegemonic discourse®. The hegemonic discourse surrounding
culture and its use in guiding practice has become critical to explore® in a
diverse country such as South Africa.

Worldviews are deeply connected to how people perform and the
meaning they ascribe to their occupations; hence, culture is of great
interest to the client-centred occupational therapy profession’.
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Considering mental health interventions specifically,
these have been based upon attitudes and beliefs that govern
or define what is normal and abnormal, or that which requires
intervention. These norms and ideals are essential to the
development of theoretical models and frameworks that
guide psychiatric intervention both globally, as well as locally
in South Africa.

Culture refers to perspectives, beliefs, knowledge, values,
attitudes, assumptions, norms, and customs associated with
belonging to a specific group of people, which, in turn, guides
thinking, understanding, and behaviour®. Cultural dimensions
need not be restricted to ethnicity or race but could include
other factors of diversity such as class, gender, sexuality, and
ability*. These dimensions which influence meaning attributed
to occupation, also, unfortunately, render people unequal in
society and affect the privilege, power, and opportunities they
are afforded*.

Analysing occupational therapy theories in multicultural
societies has become necessary for decolonizing occupational
therapy theory and practice to incorporate diverse
worldviews, mainly from the global South®. Decolonisation
calls for disrupting the norm and questioning the
appropriateness and utility of practices. Occupational
consciousness becomes a central concept for disrupting the
cycle of oppression through occupation? It entails building an
awareness of the dynamics of hegemony and recognising how
this might be sustained in everyday occupational
performance’.

Unfortunately, a wide variety of research thus far focused
on the occupational therapist’s challenge of working in diverse
societies, rather than understanding the client's culture and
how it influences their understanding of health, health-related
behaviour and experiences®.

Furthermore, much research that looked at Traditional
theories of ill health are outdated. One such study from
Durban South Africa, was done by Edwards et al® in 1983. It
highlighted the various theories underpinning mental illness
of African clients compared to those of their Western
counterparts. They found differences between Traditional and
Western theories but also congruency in the differentiation
between psychotic and non-psychotic disorders®. The
Crawford & Lipsedge® study of 2004 highlighted information
about isiZulu cultural definitions of illness and the role that
ancestors are believed to play in the construction of illness
among Zulu people.

When researchers engage in research with the utmost
respect for the perspectives and experiences of diverse
cultures, they will move toward culturally safe theories that
are inclusive of the truths that clients hold®. This study
explored the mental health perspectives and experiences of
mental health interventions among isiZulu-speaking, Black
South African mental health service users (MHCUs), who
participated in  Western-based occupational therapy
programmes. Thus, critical reflection will be engaged
regarding the question: are mental health occupational therapy
services appropriate for this dominant cultural group?

(© SA Journal of Occupational Therapy

LITERATURE REVIEW
The existing literature related to this research has been
divided into four sections as shown in Figure 1 below:

African
literature

and beliefs

The need for

culturally Culture and Fr'f!meworks to
appropriate mental »| guide c!Jlturally
mental health health appropriate care

services

The dynamic
nature of

culture

Figure 1: Architecture of the Literature Review

The dynamic nature of culture

Culture is dynamic, evolving and developing as the world
evolves and develops, and as different cultures tend to coexist
in shared spaces over some time* thus necessitating
consistent re-thinking and re-exploration. Factors such as
language, personal experiences, and the environment among
others, contributes to the construction of culture. As these
factors shift and morph over time, so too will the culture.
Cultural groups interact and these interactions will also
contribute to a reconstruction of culture over time™. To
comprehend what is of importance and relevance to the
people, as well as to evaluate cultural safety and the
appropriateness  of  occupational therapy  practices,
information must come from the sources themselves®. This
study therefore aimed to gain insights into the suitability of
current services for MHCUs from the Zulu culture in urban
areas in KwaZulu Natal.

The need for culturally appropriate mental health
services

Studies conducted globally have identified evidence of
culturally inappropriate mental health services and their
adverse effects on the people they were meant to serve™ ' ™,
These studies depicted the potential damage caused by well-
intentioned services that neglected the clients’ perspectives.
Collectivist cultures view individuals as interconnected within
their communities and place less emphasis on autonomy or
independence™. Critical reflection and research are therefore
imperative before providing services for people from
collectivist cultures, or they risk undermining traditional and
meaningful cultural beliefs and practices.

In pre-1994 South Africa, the apartheid government
strongly disseminated the Western worldview as the ideal”.
This ‘“epistemicide”, or near destruction of indigenous
knowledge™ did not result in the abandonment of traditional
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and westernised health systems'®, perhaps as a reflection of
the meaning they still found in traditional practice.
In efforts to understand this diversity manifesting within
mental health, five critical components from collectivist
cultures were found:
* A reluctance to use talk therapy in the case that it
would lead to more suffering;
» The shame of having a mental illness causing further
reluctance to seek professional help;
» The power differentials between therapist and client;
* Collectivism as the preferred method of support; and
* Religion or spirituality as the root cause or utilised as a
coping mechanism'®".
Regardless of this knowledge of cultural diversity and mental
health, most of the approaches toward intervention and
counselling remain Eurocentric on a global level.

African literature and beliefs
A discourse analysis™ solidified the necessity of African
research into cultural perspectives. Findings indicated a
contradiction between traditional Zulu and Western theories
of mental illness, leaving African individuals with the complex
decision between two healthcare systems.
Stigma towards mental health care users (MHCUs) developed
through cultural beliefs and attitudes, and also significantly
influenced how they were perceived and reacted to within
their communities. Moreover, this stigma contributed to
individuals with mental illness reducing their treatment
adherence and health-seeking behaviours which increased
their risk of relapse™. A study from 2004 in rural KZN
identified that Zulu beliefs concerning ill health and suffering
were closely linked to their religious beliefs, history, social
relationships, and cosmology®. Beliefs around medical doctors
were that they could understand and treat disorders known as
“umkhuhlane” (illness by natural causes), but other disorders
known as “ukufa kwabantu” (illness by supernatural causes),
could only be recognised and treated by traditional healers.
This ideology still existed as recently as 2017 when
Molot*® compared Western versus traditional treatment of
mental illness in KZN. Explanations for the root causes of
mental illness by traditional healers often included ancestral
beliefs. Traditional healers also reported that they exclusively
treated those bewitched or in trouble with their ancestors
through methods such as burning “imphepho” (incense),
cleansing, or traditional medicines. Ancestors are highly
regarded and often linked to the wellbeing of the Black
African individual and family®*®*'. Ancestors are the souls of
the deceased elders who guide the living. When ancestors
express displeasure or communicate with the family, they
usually do so in the form of illness, suffering, dreams, or
nightmares that must be appeased by specific rituals™
African culture reveres fundamental moral values such as
patience, perseverance, modesty, industriousness, obedience,
and respect for elders®. An individual creates their sense of
self through others. The proverb ‘“umuntu ngumuntu
ngabantu”, which translates to “a person is a person through
other persons”, fully encapsulates this belief*’. Hence sources
of motivation for the African individual include bringing
honour to their name or clan, overcoming the limitations of
their background, competing with others in their age group to
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achieve worth, appeasing the ancestors, and having the desire
to be part of a community and receive social support®.

Frameworks to guide culturally appropriate care

Frameworks utilised in occupational therapy practice possibly
achieved dominant status due to the influence and power
accrued by the Western culture®. Initially, cultural competence
was utilised as a framework for mental health professionals to
practise efficiently within culturally diverse settings. It required
practitioners to become familiar with the cultural values,
customs, and traditions of the people they served. However,
research has indicated that these cultural competence models
are insufficient and can be problematic due to their ignorance
of the dynamics of power and oppression®'***. Cultural
humility has been proposed as more appropriate as it requires
therapists to become critical thinkers. It is an awareness of
one's own positionality and understanding of how this
influences perspectives which may differ from others, and
posits that cultural differences lie within the therapist-client
relationship and not only from the clients’ perspective only*.
Developing this entails evaluating intersecting identities and
the scrutiny of common knowledge that is defined as truth.
This redresses the power imbalance within the client-therapist

relationship and enhances the therapy process**.

METHODOLOGY

Study design

This study employed a descriptive qualitative approach. This
approach was useful in the exploration of the perspectives
and experiences of Black, isiZulu-speaking South Africans who
had utilised multidisciplinary services at a private psychiatric
facility, underpinned by a western-based therapy model in
KwaZulu Natal. A qualitative design was best suited to this
study that explicated the concepts of meaning and experience
from the clients' point of view regarding the healthcare
system in KZN**,

Selection and sampling strategy

Purposive sampling was used, where a group of people is
intentionally selected to best answer the research question
posed®>*, There were 10 participants in this study and data
saturation was reached. All participants were ex-patients of
the facility. Participants were required to be Black South
African individuals of Zulu cultural heritage, ie, an isiZulu-
speaking person who grew up embedded within the culture.
Participants had to have attended their group therapy
programme provided by the facility which included
occupational therapy services. Participants were above the
age of 18, and had access to a video-call compatible device
such as a laptop, computer, or cell phone. See participants’
demographic details in Table | (below):

Table I: Participant Demographics

Participant | Gender | Age Occupation Pseudonym
1 M 30 Lifeguard Thabani
2 F 44 Educator Gugu
3 M 34 Police Officer Muzi
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Participant | Gender | Age Occupation Pseudonym
4 F 57 Former Créche Owner Mbali
5 F 28 Educator Ntokozo
6 F 36 Administrative Clerk Zandile
7 M 38 Student Advisor Bheki
8 F 50 Receptionist Thokozile
9 M iy} Police Officer Menzi
10 M 3 Plumber Sifiso

Research setting

This study occurred in the KwaZulu Natal province of South
Africa, specifically in the city of Durban. The predominant
cultural group residing in KZN are the Zulu people. The study
focused on MHCUs from the Zulu culture who were
previously admitted to a private psychiatric facility based in
one of the more upmarket areas of Durban. However, the
client population comes from all over the city and country.
MHCUs seeking assistance at the clinic present with
depression, anxiety disorders, post-traumatic stress disorder
and other psychotic disorders. Participants were informed
about the study prior to discharge and allowed to participate
by leaving their contact details with the therapist during the
discharge group.

Data collection procedure

A pilot study was conducted with two participants to ensure
that questions would be understandable to participants and
that they would elicit the responses required to answer the
research question. The pilot study revealed that the questions
were appropriate. An interviewer matching the description of
a Black, isiZulu-speaking South African was contracted to
conduct the interviews, while the first author acted as a
moderator during the interview, noting observations of the
participants. This created a more comfortable interview space
for the participants and allowed them to express themselves
in isiZulu.

A semi-structured interview schedule drawn up by the
researcher was used to guide the conversation during a virtual
interview. Open-ended questions were designed to elicit
responses relevant to the research question and allowed
participants to diverge into new concepts that arose during
the conversation. Interview questions explored attitudes and
beliefs surrounding mental health, mental-health-related
practices, and experiences of the mental health programmes
at a private psychiatric facility.

Trustworthiness

The semi-structured interview schedule questions were
utilised to redirect participants who strayed off the topic.
Questions were rephrased to confirm or enhance the
understanding of either the interviewer or the participant.
Participants reserved the right to withdraw their participation
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at any time before disseminating the results. The researcher
worked through transcriptions and interpretations multiple
times, and debriefed with the supervisors of the study. The
researcher engaged in reflection through journaling to
evaluate her positionality as an Indian female who was an
outsider to the Zulu culture, to uncover preconceived personal
ideologies and to identify how it may impact interpretations
of the data. An audit trail of the recordings and transcriptions
was kept for record purposes.

Ethical Considerations

This research study was approved by the Biomedical Research
Ethics Committee (BREC) at the University of Kwa-Zulu Natal
(Ref. no. BREC/00002882/2021). The research process was
carried out according to the research guidelines to ensure
scientific integrity. Gatekeepers’ permission was obtained from
the facility, and participation in the research study was
voluntary. Telephonic or virtual interviews were more cost-
effective. Participants were blind to each other as individual
interviews were used. This offered them confidentiality.
Participants' stress was minimised by fully informing them
about the study during a discharge group and then again
during the interview. Participant information sheets were
issued to and discussed with them. Participant names and all
other identifying features were not included in reporting the
data. Participants were treated with respect and sensitivity,
and their cultural viewpoints were respected.

Data Analysis and Findings

Data Analysis

A thematic analysis (Table Il, below), of the data were
conducted. Thematic analysis has the potential to reflect the
current reality and uncover what underlies it, which is in line
with the aim of this research. The six steps of thematic
analysis were followed as outlined by Braun & Clarke?.
Thereafter a deductive analysis was conducted using the
Ecology of Human Performance Model®.

Table II: Thematic Analysis

Thematic Analysis

Step 1 Raw data were collected in the form of audio recordings of the interviews.
Familiarising | During the interviews, notes were also taken by the researcher to
yourselfwith | supplement the audio recordings. These audio recordings were then
data transcribed into a document by the researcher, which allowed the
researcher to immerse herself in the data from the first phase. Transcriptions
were a verbatim account of the conversation. They were combined with
non-verbal cues noted down by the researcher, such as tone of voice or

expression if the participant opted for a video call

Step 2 Thereafter cading was done so that significant parts of the data could be
Generating extracted and organised. The number of codes was not restricted and equal
initial codes attention was given to each data item.

Step 3 The coding was completed manually by the researcher. Similar codes were

Searching for clustered into categories, and then into sub-themes, and themes.

themes
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Step 4 A thematic map was constructed and analysed to verify if it was an accurate
Reviewing representation of the data set. Member checking occurred to ensure the data
themes was interpreted correctly.

Step 5 Immersion continued as the researcher re-read through the data actively

Definingand | and searched for meaning while noting down what was initially considered

naming significant.
themes
Step 6 Themes were reviewed and refined, by re-reading through the data and the

Producingthe | codes to verify patterns initially detected. Finally, they were written up into
report the final report in a way that accurately reflected the essence of each one

and provided a convincing and meaningful account of the data. Direct

quotes from the participants were included to support the themes.

FINDINGS

This section presents the themes derived from the results this
study. The findings of this study were viewed through the lens
of the Ecology of Human Performance Model. The basic
tenets of the model include the person, the context and the
task28. Findings relating to these concepts are presented,
integrated and discussed. Three themes were derived, namely
Personal perspectives, Cultural perspectives, and Health-seeking
behaviours.Each theme and its sub-themes are depicted in
Figure 2 (below).

Zulu Cultural Perspectives and
Experiences of Mental Health in
KwaZulu Natal, South Africa

Theme I: Theme 2: Theme 3:
Personal Cultural Health Seeking
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Theme 1: Personal Perspectives

This theme considered the aspects of the Zulu individuals'
perspectives concerning mental illness and some of the
causal factors described by the participants. The sub-themes
that emerged under this theme were mental illness, enduring
hardship, cultural norms versus personal needs, and personal
perspective altered through experience. The personal
perspectives of Zulu people are created in relation to societal
perspectives.

Mental illness

Participants expressed that the concept of mental illness does
not naturally emerge in Zulu culture and is regarded as a
Western concept. This makes it difficult for MHCUs to be
understood and supported as needed. Healthcare for physical
ailments is recognised, but mental health services are not.
Participants expressed that, prior to being referred to the
facility, they were not aware of these services being available
under Western healthcare. Mental illness, when recognised, is
seen asa “white person’s problem”.

“Then when it comes to mental health, according to our culture
there is no such a thing called stress or depression... if you said
you are stressed or you are having a depression, they think that
you are having a drama, you are westernised, you are colonised,
they think all of those things, they think maybe you think you are
a better person than them.!” (Thokozile)

Enduring hardship

Enduring hardship is presented as a core characteristic
required of the Zulu individual. It is expected to be displayed
in different ways by each gender. In traditional Zulu families,
the eldest male is regarded as the family's provider, decision
maker and leader. Male participants expressed that this role
required them to present as emotionally strong and worthy of
respect. A man must not disclose incapacity in order to lead
the family, or handle situations that arise, lest he loses respect,
as seen in Bheki's narrative which follows:

“...in difficult moments as a male you're not supposed to cry.
People are looking up to you and must find hope in you so you
must find a coping mechanism. If you're the one crying, what
about the children, what about the wife, the sister or someone.
So, if you cry, you go into a corner somewhere and cry alone. But
in front of everyone, everything should be ok (Bheki)

Leaving a marital relationship would be construed as a sign of
weakness for a female. Even in times of injustice, Zulu females
were expected to remain as caregivers and submissive wives.
While this ideology is still present, they are currently afforded
opportunities to education and work, supporting themselves
and their families. With these shifts, the expectation of
financial provision is no longer restricted to males, as females
can now be educated, employed, and are expected to provide
for their families financially. Thus, both males and females are
held to the expectation of being strong and not expressing
hardship.

“I feel obligated, | don't know how. | feel obligated to take care of

them because you are the only one who is educated you know...

Hawu, why is she coming and asking us for rice, why, when there
is a teacher in that house, you know” (Ntokozo)
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Cultural norms versus Personal needs

Zulu culture promotes collectivism and the practice of Ubuntu,
which can override or conflict with the needs of an individual
in this interdependent culture. It was expressed that in a Zulu
family, people were raised to be givers and helpers. A popular
act was self-sacrificing for the well-being of others, even when
one was not in a position to assist. Participants, therefore,
struggled with setting healthy boundaries.

“What I can say about what led me here is firstly | wanted time
out. | give and | give and | give and | give until there is no me.” ...
“we call it in isiZulu nika nika” (Ntokozo)

This also materialised as “Black tax", defined as an unspoken
obligation to help others or an extended family when you
have achieved well yourself®.

“Black tax is when you, they feel you are, same word, obligated

to do certain things because you are earning more or you are

more educated. Black tax is like blackmail towards your mind,
towards your soul and how you see things.” (Ntokozo)

Due to the Zulu culture being a collectivist culture,
informational support usually came from someone in the
individuals’ network who had experienced mental health
services themselves. Alternatively, they would get referred to
a traditional healer.

Personal perspective altering through experience.

Participants saw a need to adapt their mindsets after their
experience of a mental health service. Participating in the
programme at the facility altered their perceptions of mental
illness from being non-existent within Zulu culture to being
existent and treatable.

“We are not in the era where our grannies, grandfathers and
ancestors were. We are in an era whereby we need to use the
tools that are there, yeah. So, we need to shift our mindset, not
forget our roots but shift our mindset and try to accommodate
the new change that is around us.” (Ntokozo)

The older generation, who had different educational
opportunities or grew up in rural contexts, were not easily
convinced about the benefits of seeking mental health
services.

“I don't think I'd even try with him (participant’s father) because
that absolutely... it never existed in his mind so I think now with
the younger generation the more we go to school... eh...the
better we understand. But with the elderly people or with the
people especially from rural areas... like real rural areas, they'll
not attend a psychologist. | don’t think you can convince one to
attend” (Bheki)

Theme 2: Cultural perspectives

This theme considers how Zulu people are socialised to
conduct themselves in their cultural context, specifically when
it concerns hardship or mental illness. The sub-themes that
emerged were problem-solving in Zulu families, progress in
life, Christianity versus traditional Zulu beliefs, suicidality as a
psychological weakness and stigma within the cultural context.

Problem-solving in Zulu families

Problems are dealt with collectively within the Zulu culture.
Maintaining honour and reputation in a family are
important®, and thus issues would not be expressed outside
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of the family space. Issues experienced by the Zulu person
must be taken to the elders, who will advise that they must be
dealt with internally. Discussing problems with an individual
external to the family is regarded as shameful. It was also
expressed that, often, the elders in the family would instruct
them to remain silent about what they were experiencing.

“Normally the elders they come together and then they said this
thing should be for the family and must not go out”.
(Thokozile)

Progress in life

Zulu individuals and their families value progress in terms of
social status, finances and assets. The progress of the
individual means progression for the family. Thus, there is an
unspoken expectation and drive to progress. The pressure is
felt through subtle societal expectations or comparisons with
their peers.

“..you want to progress in life. Can you imagine you grew up...
and you 35 or 40 years and you still stay at home? That's not
right, by that time you need to have your own house, have your
own family” (Menzi)

Christianity vs Traditional Zulu beliefs

Each participant expressed some form of spiritual belief
system. Many behavioural shifts or changes in a person are
initially attributed to spiritual causes in the Zulu culture.

“Oh! They think maybe you are crazy or you are a witch because
they don't know anything about mental illness.” (Gugu)

Spirituality is an essential concept to all Zulu people, some
believing in God, some in ancestors and others having a dual
belief system, combining the concept of God and ancestors.
For some individuals, a conflict exists between cultural beliefs
and God, which is seen as a Western concept.

“Some people chose to pray only to God and then obviously the
majority uh, stayed with the ancestors and the rituals. Uhm, and
then a part of the people would just mix the two, they would
have like, they would pray to God, for God to help them connect
with their ancestors or the other way around...” (Muzi)

Ancestors were either regarded as protectors and providers, or
as negotiators between the tangible and intangible realms or
God.

“We do these things to make sure they protect us from
sicknesses, illnesses...” (Menzi)

“Our thing is they negotiate. They are like the negotiator
between us and God. It's how we grew up.” (Ntokozo)

Participants who believed in their ancestors believed that they
could express dissatisfaction with them, through mental
illness and specific rituals that need to be completed to
appease them.

“...there were certain things that were done at home, rituals and
maybe now you are the older one, or you have your own
family... we are not following those proceeding stuff so whatever
that is not right, that is happening to you, it might be pinned to
that...if she can do this and this because it's what was required
of her, then things will come back to normal” (Bheki)

Whether they described themselves as Christians or revering
ancestors, most participants had expressed a sense of respect
for their ancestors. Some combined the belief systems, while
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others merely acknowledged their ancestors.

‘I am a Christian. But praying to God, but that doesn’t mean |
cannot do uh our cultural things... there are things that as Zulu
nation you need to do... whether you are Christian or not, you

need to do it, it's a must” (Menzi)

“The only thing that | believe is that there is God, and if you pray,
you will receive what you are praying for” (Thokozile)

Suicidality as psychological weakness

Poor coping skills and inadequate emotional support can lead
to a sense of hopelessness and possibly suicidality which is
viewed as a weakness in the Zulu culture. Due to the
expectation to withstand and persevere through hardship, an
individual may be reluctant to ask for help. As with other
cultures, there is a major concern about suicide in the Zulu
culture. Many people turn to it after feeling there is no way
out of their problems. Multiple participants expressed that
suicide was seen as a weakness, but the underlying causes
were often overlooked:

“..some people they even commit suicide you know. Because
whatever that they going through they think they can handle it,
until they cannot handle it anymore and then their only solution

is to take their life’ (Menzi)

Participants expressed that a specific ritual of beating the dead
body of a person who commits suicide must be carried out to
ensure that the spirit of the person who committed suicide
does not infect the other family members. This solidifies the
concept of suicide being seen as a weakness instead of an act
of hopelessness, an act associated with mental illness.

Stigma within the cultural context

Participants expressed that stigma within their cultural
context emerged in the form of terms to describe mental
illness (MI). Descriptive concepts of Ml include expressions of:

“uhlanya”( Zandile)which translates to ‘crazy’,

“islima”, and “ustupito” (Zandile), which translates to’ stupid,
“ziyarara”, (Zandile), which is understood as a person having
‘bees buzzing in their heads.

These words convey stigma, misrepresent Ml and outcast the
MHCU. MHCUs are labelled by these words and are often not
taken seriously due to these labels. A consequence of this is
that the participants were reluctant to disclose their mental
illnesses. Adverse or dismissive reactions to emotional
expressions adversely impacted the participants' mental
health.

“That is why | am here, my husband wasn’t supporting me, he
started not speaking with me, he started ignoring me, he started
telling me...he started like rejecting me because | was suffering
from depression and anxiety and he told me that “No you don't
have a problem, it's just that you want attention from us and you
won't get it"”". (Zandile)

Theme 3: Health-seeking behaviours

This theme outlined the processes of dealing with mental
illness for the Zulu individual when it became overwhelming
and difficult to ignore. The sub-themes discussed hereafter
include dealing with personal emotions, admission to a
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mental health facility and cognitivedissonance.

Dealing with personal emotions

This sub-theme explores the explanations of how
overwhelming emotions were dealt with by the Zulu MHCU
prior to admission. Many participants reported that they only
noted a decline in their health once they experienced physical
symptoms of MI or irregular behaviours such as isolating
themselves. These symptoms are what often prompted
health-seeking behaviour.

“..losing weight, having headaches, not feeling to talk to other
people, most of the time | was sleeping, not wanting to talk to
anyone...They didn't find what made me sick until they brought
the psychiatrist” (Thokozile)

Admission to a mental health facility

This subtheme details the experience of Zulu MHCUs who
were admitted to an inpatient programme. The participants
were initially reluctant to access the mental health services
they learnt about, and when they did, they described their
internal conflicts.

“The first time | attended a psychologist, | felt terrible in a sense. |
asked myself, am | ok? What's wrong with me? Something’s
wrong with me. I'm attending a psychologist and now | need to
say and open up to someone and maybe that person will also
see me and think “No, this guy is weak”” (Bheki)

A profound response from each participant was that they
were astounded by the fact that they were not alone in what
they were experiencing.

‘I think I realised that it, it's like whatever that I'm going through
I'm not alone in this ...and all these people are also dealing with
so many things, and that's why they are here” (Muzi)

Participants felt relief at the validation they received from
each other. They found that understanding the problem and
solving it practically with support was helpful. Speaking to
someone who can provide perspective or understanding
improved their wellbeing. The facility was seen as a healthy
distraction from their challenging or sometimes toxic
environments, and they could think more rationally. The
facility was a safe space to express their vulnerability, where
someone would listen attentively, care about what was being
expressed, and be non-judgemental. The facility allowed and
encouraged a focus on the self, specifically allowing them to
express themselves without fear of criticism or judgement for
going against cultural norms. Participants found value in the
diversity of available group therapies.

“..it makes me feel better. Too much. | am feeling better because
of it. Those activities as well as the talking with others, but before
| went to (the facility), | don't get to do all that” (Mbali)

“And | get a chance to learn about so many things that will boost
my self-esteem and also that will help me find out who | was
and what I really want” (Thabani)

Participants recommended that spirituality be integrated into
the care they received due to it being so pivotal to most of
their lives. However, this is acknowledged as challenging, due
to the diversity of spiritual beliefs.
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“Yes, spirituality, yes yes yes. We need that, it's lacking, but I think
so...not exactly Christian but someone must be fair...you can't
just bring Christianity and leave others. We need some
spirituality. Yes, | would suggest that” (Zandile)

There are culturally specific issues that need to be expressed.
To truly express oneself, the isiZulu language is necessary.

“Yes, language plays a huge role, you know English is not our
mother tongue so there are things that we want to say or express
but we can't express them in English... So, what happens now?
You keep quiet... So, you come to (the facility) with a problem,
you go home with the very same problem.” (Menzi)

Participants felt a need for an increased length of stay in the
facility to enhance their understanding, identify problems, and
improve their skills and coping strategies. The duration of
admission reported by the participants was up to two weeks.
There was also a need for external support. This type of
experience was more accessible in private rather than public
facilities, estranging those without access to medical aid or
funds.

Cognitive dissonance

Zulu MHCUs who had experienced a Western mental health
services expressed that their experiences differed. This
cognitive dissonance caused participants to express anger at
their culture for not acknowledging and educating them about
mental health and illness.

“Black culture! Black culture, what | can say...they are emotional
abusers” (Zandile)

Participants felt that culture acknowledged the change in
tangible aspects, but did not readily recognise or adapt
according to intangible factors like mental illness.

“For example, like uhm having lobola, lobola used to be walking
cows, it was @ must that it must be walking cows. Now [ live in
(the city), there is no grass (laughter). | can't make it a cow; it will
be like eyoh what is she doing and the cows will be gone in the
morning. So, what do | do? You must give me money instead of

the cows. Each cow has its own money value so we adapt...
change. Why can’t we adapt to that change and adapt to all
changes concerning culture. When it comes to money we are like
yes, yes, its fine but when it comes to uh certain things like
mental health- no, no, no it's not okay.” (Ntokozo)

Participants further emphasised the need for education and
awareness surrounding mental health. Beyond the treatment
of the Zulu MHCU, there was a need for education with
families.

“So, what | would suggest, we need to go back to the families, to
teach them about depression and anxiety and about triggers”
(Ntokozo)

DISCUSSION

Participants expressed that experiencing mental illness and
participating in westernised treatments conflicted with their
culture. Mental illness and mental health services were
described as unfamiliar to most participants. Explanations for
the behaviours related to mental illness were often linked to
beliefs in the spiritual dimension. These spiritual dimensions
differed, either revering God, ancestors or a combination of
both. This confirmed their beliefs of a human and spiritual
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plane within which activity occurs®. The rituals participated in
ranged from traditional, where the use of a sangoma* or an
inyanga** was required, to religious rituals, where the church
and prayer to God were leaned upon for wisdom. Personal
spiritual beliefs were a source of strength and a coping
mechanism for the Zulu individual'®". Treatment in the facility
often did not include spirituality, and participants felt strongly
that it should be introduced into the treatment programme.

Another critical concept of the Zulu culture was the
ideology that each individual must possess strength.
Participants in this study specifically referred to an individual's
emotional or psychological strength. It was found that each
gender was expected to display strength in different ways.
Traditionally, Zulu males felt the pressure to present as
symbols of strength. They believed they could not to express
emotions or vulnerability in front of others as this was
considered a weakness®. Males generally dealt with their
emotions through substance use, which was seen as more
acceptable, or displayed aggression as an emotional outlet.
Female strength was measured by persevering through
marriage and family. Women are traditionally required to be
submissive and dependent on the Zulu patriarch, and are
subjected to silence when enduring injustice for fear of loss of
provision. With temporal shifts in the context, females now
have access to education and work that they did not always
access previously. Educated females are now subject to similar
expectations of provision and strength within the household.
However, educated females who provide for their families still
do not receive the respect or honour afforded to a male
provider.

The expectation of strength is further tied in with the need
to progress and improve the family's reputation.
This progress would be measured in terms of the status,
financial position, or assets of the individual. However, the
Zulu individual's reputation is linked to their family or
community’s reputation®’. They are therefore required to
follow customs or norms* lest they bring shame to their
collective name. The issue arose where the need to progress
in life is so entrenched that it necessitates creating more
hardship to maintain the image of progression. An inability to
admit to experiencing adversity emerged, and consequently a
sense of helplessness. With a reluctance to ask for help and an
inability to cope, some might turn to suicidal acts. Suicidality
was not considered an act of helplessness, but rather a
personal weakness. Participants expressed that they could not
explain mental illness or psychological distress to their
families. The Zulu individual created their sense of self within
their community®?, thus silence and isolation can be
counterproductive to the Zulu MHCU's healing.

Experiencing emotional hardship is therefore not easily
admitted to or spoken about. However, when admitted to the
facility, talking about their issues and developing solutions
were seen as an enhancement to their state of mind. If there
was a need to talk about an issue, the Zulu individual must
approach their close family, especially their elders.

*Traditional healer through communication with ancestors
**Traditional healer through divination and herbal medicine
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Elders in the Zulu culture pass on rich cultural knowledge but
an insufficient understanding of mental health. Being a
historically marginalised group, the effects remain evident.
Elders whose voices are central in advising or problem-solving
promote strength and coping through endurance, strategies
they were forced to implement under the apartheid regime
and continue to pass on'. Thus, discussing issues within a
mental health facility conflicted with their cultural norms.

This was concerning as family or community-related
issues are often causal factors of Ml for the Zulu community.
Zulu people are raised to be helpers and givers, with the spirit
of Ubuntu instilled within them?®’. However, this sometimes
translated into a lack of boundaries and being taken
advantage of by those who do not reciprocate the concept of
Ubuntu. ‘Black tax’ was an example of this. If an individual was
advancing in their career or earning well, they were obligated
to provide for the extended family?®. Participants expressed
that this placed a significant burden on them, and they
struggled to take care of their own needs versus their
community’s.

The importance of forming part of a community was
emphasised by participants. Stigmatised names within the
community context, attached to MI, caused more reluctance
to reveal illness or seek help for the Zulu individual'. Due to
the fear of being cast out or labelled and not valued in their
communities, many would remain silent. For younger or
urban participants, the perspective could alter through
experience, but more entrenched cultural beliefs existed
within rural communities and older generations. To avoid the
loss of community, the Zulu individual may attempt to
manage emotions in isolation. When negative emotions
overwhelmed the Zulu individual, and no outlet for
expression was available, they had to be suppressed. As
previously described, unhealthy coping mechanisms were
employed, such as substance use or displays of aggression.

Despite this reluctance to admit to experiencing hardship,
support, in whichever form, was primarily sought from each
other in the Zulu culture”. In communities, considering
sickness a spiritual issue was often more acceptable than
acknowledging it was a mental illness. Thus, Zulu individuals
and their families would seek help from their spiritual
community. For the Christian Zulu, this would be their pastor;
for the traditional Zulu, it would be a sangoma or traditional
healer. Rituals or prayers that were performed did have a
positive impact on the mental state of most Zulu individuals.
Referral to westernised mental health services occurred either
when symptoms manifested physically, such as headaches or
poor appetite, and did not improve; or when peers, familiar
with mental health, noticed their symptoms. Being admitted
to the facility left these isolated individuals relieved by the
feeling of “l am not alone”. Solidarity was advantageous to the
Zulu MHCU's healing®, and this was found in the facility.
Moreover, the facility presented a healthy distraction and a
safe space to learn, share and heal through vulnerability.

The cognitive dissonance was heightened when they
realised, they were experiencing mental illness. This aroused
anger towards their own culture when faced with Western
versus traditional healthcare systems. Mental illness
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which was initially regarded as ‘a white person’s problem’, was
found to exist in them as well. However, Zulu culture cannot
be blamed for the lack of recognition of mental health,
especially when it was introduced by a culture that neglected
to take their worldviews into account and silenced their
voices'®. However, considering it a “white person's illness” built
a stigma and was counterproductive to health-seeking
behaviour. Understanding that Ml exists within all cultures but
can be treated in various ways due to the different causal
factors enhances health-seeking behaviour.

Time in the facility was often reported as minimal as the
process of altering perspectives and improving their mental
state, for the Zulu individual, was a more complex and time-
consuming task. Many Zulu individuals expressed the need for
more time to learn about mental illness, understand its causes
and apply it directly to themselves before learning
contextually appropriate skills. Most participants verbalised
that their two-week stay was insufficient. This indicated a
need for outpatient or community-level mental healthcare
services and resources.

Moreover, the isiZulu language was inseparable from the
culture, and their experiences could, at times, only be
efficiently described using their ‘'mother tongue’. Participants
expressed that there were cultural concepts that were
interrelated with their wellbeing. One such concept was that
of ‘black tax.

Private mental health services were not easily available
and excluded those without access to medical aid. Thus, a
large proportion of the Zulu community were unable to
access healthcare for issues such as depression and anxiety. It
was deemed that only the individual with ‘very severe'
psychotic features belonged in a public mental healthcare
facility. This could perpetuate the discourse that mental health
was 3 “white persons’ problem.”

The Zulu culture has been subjected to adaptation with
temporal shifts. However, the tangible adaptations tended to
be more easily integrated, such as female and male roles, as
well as Lobola. Intangible shifts, such as the understanding of
mental health, tend to be viewed as out of their control, and
was a stumbling block to change. To promote understanding
of MI and reduce stigma, there is an urgent need for the
dissemination of mental health awareness campaigns within
the Zulu communities. While the causal factors and healing
activities may differ for the Zulu culture, the understanding of
mental health could significantly enhance the Zulu MHCUs
mental health seeking and treatment. Both systems of
healing, Western and traditional, seem to be beneficial to the
Zulu MHCU.

Recommendations

« Occupational therapists intervening with people from the
Zulu culture must account for the collectivist nature of the
culture by designing interventions that includes the family
or community. Intervention for the Zulu MHCU must be
culturally appropriate and reflect their context.

* The Zulu culture is a strongly collectivist culture where the
individual, their participation and issues are inextricably
linked back to their context and so is their healing. Including
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the family in psychoeducation or therapeutic goals
would be of benefit to the Zulu MHCU.

* There is an ingrained idea of strength through silent
endurance of hardship, which was appropriate under
the apartheid regime, but is no longer beneficial to the
Zulu community whose voices must be highlighted.
Occupational therapists in mental health would do
well to promote the development of resilience and
healthy coping strategies among Zulu MHCUs.

* Understanding spirituality and diversity are essential in
occupational therapy education. This ensures holistic
care and respect for diversity. Occupational therapists
must be equipped to respond to spiritually diverse
populations and promote meaningful participation.
Each individual will differ in belief, and occupational
therapists can explore this as a coping mechanism for
their clients.

* There are defined gender roles in the Zulu culture, and
each has different issues. Group programmes that
include gender-specific discussions are necessary.

* Mental health awareness and resources need to be
disseminated at the community level to decrease the
doctrine of isolation and helplessness when
experiencing MI.

* The isiZulu language is essential to the expression of
issues experienced, and resources or therapies carried
out in isiZulu would be beneficial.

* There is scope for research within rural communities
to compare their constructs of mental illness to urban
communities.

» Group-centred therapy has been beneficial for Zulu
MHCUs admitted to the facility and are an appropriate
mechanism to facilitate healing.

Limitations

The study was limited in that participants were mainly from
an urban background who had access to private mental
health care. Only one facility and its programme were studied
to reduce confounding variables. Culture in urbanised settings
differ from rural settings due to the difference in interaction
with other cultures. Thus, findings of the study would not be
inclusive of persons in rural areas where there is decreased
cultural diversity.

CONCLUSION

Culture contributes to creating norms and provides
occupational constraints and opportunities depending on the
person’s identity. The privilege of safely and acceptably
practising occupation in a way that is seen as culturally
appropriate depends on the power afforded to that culture,
and the acceptance of it in society, as well as the positionality
of the person concerned. This study will help therapists to
understand factors that affect the Zulu MHCU's mental health
and how to better equip them with skills, while maintaining
culturally appropriate interventions. A significant cognitive
dissonance occurs for the Zulu individual whose cultural
norms differ from westernised mental health services. While
these health services are beneficial, the Zulu MHCU risks
going against cultural norms and does not want this to impact
their inclusion into their communities. Zulu individuals create
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their sense of self through interaction with their communities
and value their acceptance. Therefore, the community or
families of the Zulu MHCU are essential to include in
intervention programmes to keep them informed, create
awareness and increase the sustainability of the interventions.
With consistent research into the perspectives and
experiences of the Zulu community an enhanced
understanding of their participation can be built. This
contributes to improved service provision and does not
perpetuate the marginalisation of their viewpoints and
indigenous knowledge.
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Clinical utility of MODAPTS during work
assessment: Perceptions of South
African occupational therapists

Introduction: Clinical utility is an important attribute in selecting an
assessment tool. The study aimed to determine the perceptions of South
African occupational therapists of the clinical utility of Modular
Arrangement of Predetermined Time Standards (MODAPTS) work
samples when assessing a client’s work ability. The research objectives
were to determine whether MODAPTS is perceived to be credible,
practical, useful, and easy to use.

Methodology: A quantitative, cross-sectional, descriptive research
design was used. Non-probability sampling with elements of voluntary
response- and snowball sampling was used to recruit respondents. An
electronic questionnaire was developed using Qualtrics, which was
distributed electronically via the Occupational Therapy Association of
South Africa, WhatsApp and Telegram.

Results: Data were based on 52 completed questionnaires, analysed
through descriptive statistics.

MODAPTS was perceived as practical, useful, credible, and asy to use in
practice. Main barriers to the use of MODAPTS included the timeliness of
developing work samples, lack of MODAPTS training, and having other
more useful and reliable assessment tools. Experienced occupational
therapists used MODAPTS more often than inexperienced occupational
therapists.

Conclusion: Clinical utility of work samples developed using MODAPTS
has been confirmed. This supports the use of work samples developed
using MODAPTS as part of work assessments as a cost-effective, practical
tool.

Implications for Practice:
-Development of contextually relevant work samples.
-Use of MODAPTS work samples as an outcome measure during
intervention.
-Application during rehabilitation goal setting.
-Cost effective application of MODAPTS work samples in a variety of
settings.

INTRODUCTION
Work is an essential tool through which people may find meaning to life,
flourish and achieve their goals'. It can also act as a stabilising- and
balancing factor in life which in turn contributes to health and well-
being’. However, some clients experience barriers to participating in work
due to injury, illness or disability. These clients require vocational
rehabilitation services. Vocational rehabilitation is described as services
that are provided for starting, re-starting, going back to or staying in
work>. It is a multidisciplinary strategy offered to people of working age
who have health-related impairments, limitations, or constraints on their
ability to function at work, with the main goal of maximising work
participation®.

In vocational rehabilitation, a number of steps, are followed to
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determine whether a client can return to, remain in or obtain
work>*”®° An important part of this process is work
assessment. Work assessment refers to the assessment of the
abilities of a client to be able to perform vocational tasks®, and
to determine a client's ability to return to work, work
readiness and work ability'®. Occupational therapists play an
integral role in the occupation of work because they assess
and address the physical, cognitive-, emotional-,
environmental-, and social factors required for adequate
performance of work-related tasks®**'®".  An important
consideration during this process is the assessment of work
speed®. Work speed is important to determine a client's
ability to meet productivity demands®. Occupational
therapists make use of various work assessment methods
which  include standardised- and non-standardised
assessments'?,  work  simulation®™  or  on-the-job
assessments>*”*"**1> In choosing appropriate methods of
assessment, safety and adaptability of assessment methods
are further identified as important factors™.

Work samples are performance-based assessments which
require a client to perform a work-related task in conditions
that are similar to his/her working environment®'®". It
evaluates not only work performance, specifically in terms of
work speed, but also allows the therapist to make
observations regarding observable behaviours and traits
within context®. Work samples can either be self-developed
by an occupational therapist or purchased commercially®.
Work samples have a defined time standard against which a
person's performance can be measured®. Some universities in
South Africa include education on the use of Predetermined
Time Standard (PTS) to develop and standardise work
samples at both an undergraduate and postgraduate level.
One PTS that South African occupational therapists are
trained in to develop and administer work samples, is the
Modular Arrangement of Predetermined Time Standard
(MODAPTS). Occupational therapists use MODAPTS to
self-develop work samples®®. When using self-developed
work samples (developed using MODAPTS), the PTS is used
to determine the reasonable time for a task to be completed
by a person, prior to seeing or administering the sample on a
client. Times established for basic human motions are used to
determine the reasonable time'®. MODAPTS assumes that all
body movements can be described as a multiple of the time
that it takes to move a single finger, with the time being 0.129
seconds®. When using self-developed work samples, the
client’s performance is measured against the MODAPTS
standard time (the reasonable time) to determine the client’s
capability in terms of work speed. Observations of the client’s
performance skills, as well as behaviours can be made during
administration of a work sample in addition to measuring
work speed.

MODAPTS is a valid assessment method? which indicates
that MODAPTS accurately measures work speed. However,
occupational therapists appear hesitant to use MODAPTS
because they do not feel confident in using it”. Along with
lack of confidence, other reasons cited for not using self-
developed MODAPTS work samples include having no
training, it is not cost-effective, it is not time-effective, it is not
applicable in the setting and it is unfamiliar or unknown
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to the therapists'®. Concerns were also raised regarding
insufficient under-graduate training in MODAPTS for
occupational therapists and their confidence in using
MODAPTS". Harmse® found that occupational therapists
viewed MODAPTS as clinically usable, but developing the
work samples when making use of MODAPTS was difficult
and time-consuming®. De Klerk™ stated that the use of
MODAPTS by occupational therapists is infrequent or non-
existent'®. There are various other methods that include speed
of performance to assess work speed (such as the series of
VALPAR component work samples) but many of these
methods are imported and costly for South African
occupational therapists whose resources are guarded.

An important aspect considered by occupational
therapists in selecting an assessment method is clinical utility.
Clinical utility is described as the usefulness and relevance of
an assessment tool or measure”. Clinical utility includes
aspects such as safety, practicality, reliability'®, cost-
effectiveness, time-effectiveness, applicability, credibility®,
accuracy, flexibility, suitability, comprehensiveness, feasibility,
value and adaptability*® of an assessment or assessment tool.
Therefore, clinical utility is important because it determines
the practitioner's views/judgment about an assessment tool*
and will most likely influence their use thereof. Currently,
there is no research available on the clinical utility of
MODAPTS by occupational therapists. Establishing clinical
utility of MODAPTS may increase its use in practice, as a cost
effective, performance-based assessment which could
strengthen work assessments delivered by occupational
therapists in many settings.

For South African occupational therapists, the use of
MODAPTS could prove to be valuable for the assessment of
work speed as it focuses on the time?’, is available in South
Africa, has been proven to be valid and is not costly.
Occupational therapists can self-develop work samples, using
MODAPTS, which suit the client's work context and is
individualised to the client. Within the South African context,
occupational therapists can also make use of resources and
equipment available to them when developing and setting up
the MODAPTS samples, which is beneficial and cost-effective.
MODAPTS has great potential value during work assessments
but is not utilised by many occupational therapists during
work assessments. To our knowledge, no research could be
found by the authors addressing the clinical utility of
MODAPTS in occupational therapy. Therefore, research was
undertaken to establish how South African occupational
therapists perceived MODAPTS and how this influenced their
use of MODAPTS.

LITERATURE REVIEW
Recent literature indicates that occupational therapists are
placing a greater emphasis on work/vocational rehabilitation
and providing it as part of their services®*'**.  This is
important as occupational therapists play an important role in
assessing a client's function and providing targeted
interventions®®, with vocational rehabilitation a central part of
practice'.

In contrast to occupational therapists, industrial engineers
use PTS to estimate the duration of manual tasks in
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projects (therefore, they look at the PTS itself). MODAPTS is
used by industrial engineers internationally in the
manufacturing industry®. The effectiveness of MODAPTS as
used in engineering was compared to other PTS by Glopira®,
The results revealed that MODAPTS were in line with other,
more recognised, PTS®. It was therefore concluded that
MODAPTS was superior due to its simplicity,
easiness to set up and cheaper costs®>.

Advantages of using MODAPTS as part of occupational
therapy practice have been explored by researchers. Van
Biljon'” indicated that by using MODAPTS, clients are
motivated to improve their task completion times".
Participation in MODAPTS work samples provides immediate
feedback to clients, and observations and self-evaluations can
be made while administering the work sample'”. MODAPTS
tasks can be smaller parts of a larger activity and can be used
in various contexts. MODAPTS is cost-effective and easy to
use for the occupational therapist and the MODAPTS tasks are
easy for the client to follow". Occupational therapists find it
easy to administer a MODAPTS sample for assessment once
the MODAPTS task has been developed®. However,
disadvantages of MODAPTS have also been raised. Van
Biljon'” argued that when making use of MODAPTS, the
environment and pathology are not considered, only a
smaller part of a larger task is used, it just measures the
client’s performance at a point in time (and not for a full work
shift), and that it should not be used in isolation for
assessment or treatment"’.

Occupational therapists do not have many available
methods to assess ability to work which includes a time
component. Most commonly used are the Valpar Component
Work Samples (VCWS) and other commercially available
assessments, that mainly focus on fine motor control.
MODAPTS samples, used in assessment, include a time
component. However, when considering an assessment
method, researchers generally consider aspects such as usage,
choice, frequency of wuse, knowledge and type of
measurement tool when they determine the clinical utility of
an assessment method'®'®*°, and it is unknown which aspects
South African occupational therapists consider regarding
MODAPTS.

According to a study conducted by van Biljon", occupational
therapists were encouraged by the Gauteng Vocational
Rehabilitation Task Team (VRTT) to develop their own
MODAPTS samples which they can use in clinical settings
with confidence and ease”. This would allow for specific
client centred assessments that is based on a client’s specific
job demands and/or limitations. Adopting such practice
would be in line with the continued recommendation for
moving toward performance-based assessment as opposed to
novel and abstract tasks used for assessment. Although
occupational therapists are encouraged to make use of
MODAPTS in some settings, there is no research available on
the clinical utility thereof. The question was therefore raised:
What are the perceptions of South African occupational
therapists of the clinical utility of MODAPTS during work
assessment? This research therefore aimed at determining
the perceptions of South African occupational therapists of the
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clinical utility of MODAPTS during work assessment.
The objectives of the research were to:

*Determine whether occupational therapists consider
MODAPTS as a PTS to develop work samples that
delivers credible (valid, reliable and accurate) results
during the assessment of work speed.

*Determine whether occupational therapists perceive
MODAPTS as a practical (practicality, time management,
cost-effectiveness, applicable) and useful PTS used to
develop work samples that can be used frequently in
work assessment.

*Determine whether occupational therapists find it easy to
develop work samples using MODAPTS.

METHODOLOGY

Theoretical framework

According to Smart®, clinical utility is a multi-dimensional
judgment made by practitioners about the usefulness,
advantages and disadvantages of an intervention®. The core
concepts and dimensions of the multi-dimensional model of
clinical utility are what practitioners consider when
determining the clinical utility of a tool or assessment
method”. In this study, the researchers used the core
concepts and dimensions of the multi-dimensional model of
clinical utility, developed by Smart”, to guide the research.
The core concepts included the following:

-Ease of use of materials and methods (availability, price,
clear instructions, and the location requirements).

-Training and qualifications required (knowledge used,
training and availability oftraining).

-Time of administering.

-Format (acceptability to client and clinician and the role
of the client).

-Interpretation (ease, information technology, support,
requirements and training interpretation).

-Meaning and relevance of information obtained
(information gained, use of information, responding to
clinical change and factors that compromise the use of
the information)**.

The dimensions of clinical utility include appropriateness
(effectiveness and relevance), accessibility (resource
implications and procurement), practicality (functionality,
sustainability, training and knowledge) and acceptability (to
the clinician, client and society)®'. For this study, clinical utility
referred to the usefulness and practicality of MODAPTS during
work assessment, including credibility (validity, reliability and
accuracy), practicality (practical, time management, cost-
effectiveness, applicable) and ease of utilising MODAPTS.

Research design

A quantitative, cross-sectional, descriptive  research
design®**>*° was used for this study. A quantitative approach
allowed for drawing comparisons between the objectives,
occupational therapists’ years of experience (level of
expertise) and various other questions to be able to
determine their perceptions. This design also allowed for
specific, quantifiable data. By using a descriptive design, an
understanding of the occupational therapists’ perceptions of
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the clinical utility of MODAPTS could be understood,
formulated and presented.

Population

The research population consisted of South African
occupational therapists who conducted work assessments, in
both the private and public health sectors at the time of data
collection. According to the Occupational Therapy Association
of South Africa (OTASA) annual report, there were 356
occupational therapists registered who reported conducting
work assessments.

Sampling method

Non-probability sampling** with elements of voluntary
responsesampling® and snowball sampling” was used to
recruit respondents. Only occupational therapists currently
conducting work assessments were included in the sample,
their participation was voluntary, and respondents were asked
to redistribute invitations to potential respondents so that the
response rate could be increased. Methods of distribution
included an email distributed by OTASA using their database,
and a research invitation that was distributed through
WhatsApp and Telegram groups with special interest in work
assessments and vocational rehabilitation services. The link to
the online questionnaire was included in all distributions. The
respondents had to be registered with the Health Professions
Council of South Africa (HPCSA) and conduct work
assessments as part of occupational therapy practice to be
eligible to participate in the study. Occupational therapists
who practiced outside of South Africa or who were employed
full time as occupational therapy lecturers at institutions of
higher earning were excluded from the study.

Data collection instrument

Data were collected through an electronic questionnaire
developed using on-line survey software, Qualtrics. The
questions were based on the theoretical framework and the
questionnaire was piloted. It was sent to three occupational
therapists with varied expertise (one in research design, one
in vocational rehabilitation and one in work and vocational
rehabilitation) to evaluate the questionnaire's content,
usefulness and face validity. The feedback was obtained on
pre-developed feedback forms that were distributed and
received via email. The feedback received from the pilot
study was incorporated into the final online questionnaire.
The questionnaire was divided into three sections with
subsections. The first section included information on the
inclusion criteria and informed consent. The second section
contained questions relating to demographic information of
the participants, which assisted in compiling the respondent
profile. The third section focused on the credibility, ease of
use, practicality and usefulness of MODAPTS work samples. A
four-point Likert scale (strongly agree = 4, agree = 3, disagree
= 2 and strongly disagree = 1) was used in the third section.
Table | (adjacent) provides an overview of the questions that
were asked to determine the occupational therapists’
perceptions of the credibility, practicality and usefulness, and
ease of use of MODAPTS work samples, both in terms of using
existing samples and developing new samples. The
respondents had to rate their level of agreement with the
statements on the four-point Likert scale.

48 Volume 54 Number 1, April 2024

Table I: MODAPTS-focused questions to determine
perceptions on its clinical utility

Aspect of clinical utility | Do you agree with the following statement:

Credibility e MODAPTS work samples are consistent (reliable) in
measuring the work speed of the client.

e MODAPTS work samples deliver accurate assessment results.

e MODAPTS work samples deliver reliable assessment of work

speed in work assessments (the results can be trusted).

Ease of use e MODAPTS work samples are easily incorporated into your
clinical practice and during work assessment.

e MODAPTS work samples can be easily adapted and applied
to different work assessment environments and contexts.

® You consider MODAPTS work samples to be feasible (easy
and convenient).

® |tis easy to develop MODAPTS tasks.

e The equipment/tools/materials used in MODAPTS work
samples are portable.

® ltis easy to understand and make use of the codes of
MODAPTS in your experience.

® ltis easy for other stakeholders to understand the results of a

MODAPTS assessment sample.

Practicality and usefulness e MODAPTS work samples are appropriate (suitable) to use for
work related assessments.

® You consider MODAPTS work samples to be feasible (easy
and convenient).

e Administration of MODAPTS work samples are time-effective.

e Administration of MODAPTS work samples are cost-effective
(inexpensive in terms of tools, equipment or other resources).

e The equipment/tools/materials used in MODAPTS work

samples are portable.

Data collection methods

The final questionnaire was distributed to all occupational
therapists registered on the OTASA database. The
questionnaire was sent on three different occasions to
increase the response rate. An invitation to participate was
also distributed via WhatsApp and Telegram groups for
occupational therapists with a special intertest in vocational
rehabilitation on three occasions. Responses were
electronically submitted through Qualtrics and exported to
Excel.

Data analysis

Descriptive statistics were used to analyse the quantitative
data which summarised, organised, compared, evaluated and
interpreted the data. The data was cleaned by applying filters
on Qualtrics to exclude questionnaires that were incomplete.
The frequencies of responses were calculated by Qualtrics,
based on internal response rate whereby the percentage rate
was calculated based on the number of respondents
responding to a specific question. Pivot tables were generated
using Microsoft Excel spreadsheets to compare the results, to
analyse the relationship between specific questions, such as
questions concerning experience in MODAPTS and ease of
incorporating  MODAPTS in practice.  The percentage
agreement was calculated using the numbers associated with

(© SA Journal of Occupational Therapy



the four-point Likert scale (strongly agree = 4, agree = 3,
disagree = 2 and strongly disagree = 1) by summing the
chosen answer numbers (of the four-point Likert scale) on
MODAPTS focused questions, dividing the total of each
question by 208 (total number of responses for each answer
of the four-point level Likert scale) and multiplying the
answer by 100 to obtain a percentage. Thereafter, Lynn's
content validity index proportions were used to interpret the
results using the collective agreement®. The internal
consistency of the questionnaire was calculated using
Cronbach’s Alpha®** and was calculated to be 0938 which
proves that the Likert-scale questions were consistent, which
demonstrates the rigour of the study.

Ethical considerations

This research protocol was approved by the Research Ethics
Committee of the University of Pretoria, approval number
694/21. Informed consent was included in the first section of
the online questionnaire. The nature and purpose of the study,
explanation of the procedures and the expectations of the
respondents should they wish to participate, was included in
the informed consent. The respondents provided their
informed consent on the questionnaire after they had read
and understood what was required of them to participate in
the study.

RESULTS

Respondent profile

According to the OTASA annual report, there were 356
occupational therapists registered who conducted work
assessments during 2021. This represented 13% of OTASA
members®. The number of responses received were 63. Of
the 63 responses, 52 responses were included after data
cleaning. The majority of respondents (n=35) practiced in the
Gauteng province (67%). Further, majority (n=41) indicated
working in urban/suburban areas (79%).

Years of experience in vocational rehabilitation ranged
from less than one year to more than 30 years. Most
respondents (n=18) indicated having between 6 and 10 years
of experience in vocational rehabilitation (34.6%). Of the 52
respondents, 33 (63%) reported having a postgraduate
qualification.  These included 16 post-graduate diplomas
(30%), 13 master's degrees (25%), three honours degrees
(6%) and 1 PhD (2%). Twenty-two (42%) respondents
indicated  having received MODAPTS training in
undergraduate programs with 15 respondents (29%) who
reported that their training was received at a post-graduate
level. Five respondents (10%) indicated that they received
training at a course or workshop, while nine (17%) received
training at their place of work either through in-service
training or from colleagues. One respondent (2%) indicated
obtaining knowledge from publications. Respondents were
able to indicate more than one practice setting where they
worked. The most prevalent practice setting was private
healthcare practices, clinics and hospitals (n=45). This was
followed by public healthcare settings (n=9), the insurance
sector (n=6), and the mining industry (n=2).

MODAPTS in practice
At the time of data collection 33 respondents (65%) reported
administering MODAPTS work samples. Reasons reported for
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not administering MODAPTS work samples included, lack of
understanding and training, the use of other standardized
assessment methods, and that MODAPTS was not practical
for the setting. Twenty-three (n=23) respondents (44%) were
not aware of published evidence on the use of MODAPTS.
Thirty-six (n=36) of the respondents (69%) agreed that they
were confident in the use of MODAPTS work samples.

Twenty-eight (n=28) respondents (54%) stated that they
never developed work samples, 18 respondents (35%)
developed samples yearly, and six respondents (11%)
developed samples every six months. The main barriers to
developing samples were reported as it being time consuming
to develop samples and that the respondents have other tools
they preferred to use. MODAPTS work samples were used
weekly by 18 respondents (35%), monthly by 13 respondents
(25%), rarely by 12 respondents (23%) and never by nine
respondents (17%). Seventeen (n=17) of the respondents,
(33%) reported that they were reluctant to make use of
MODAPTS when assessing clients, and the main reason for
the reluctance was reported as difficulty to develop MODAPTS
work samples.

The majority (40) of the respondents (77%) indicated an
interest in training in the use of MODAPTS, while the
remaining respondents indicated no interest. Reasons for
disinterest included already being trained in the use of
MODAPTS or preferring another assessment tool. From the
results, it was found that most (n=27) of respondents (52%)
supplemented MODAPTS with other work samples and
reasons for this included triangulation and consistency testing.

Figure 1 (below) displays the correlation between having
experience in MODAPTS and perceiving it to be an accurate
assessment method of work speed. Occupational therapists
who had been using MODAPTS longer (measured in years)
perceived MODAPTS to be more accurate (percentage
agreement).

120

100

80

&0

Percentage agreement

<1yzar 1-5years 6-10 years 11-30 years >30 years

Years of experience

Figure 1: Correlation between years of experience and
perceived accuracy (n=52).

Figure 2 (page 50) demonstrates the correlation between
years of experience and perceived ease of incorporating
MODAPTS into practice.
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Figure 2: Correlation between experience and perceived
ease of incorporation (n=52).

Lastly, Figure 3 (below) demonstrates the correlation between
perceived appropriateness and use of MODAPTS in practice.

100

Percentage of use
LM
=

Strongly agree Agres Disagres Stronly disagree

Agreement on appropriatenass

Figure 3: Correlation between perceived
appropriateness and use of MODAPTS (n=52).

Perceived utility of MODAPTS
The results demonstrated in figures 4, 5, and 6 (adjacent,
respectively) are based on the analysis of the four-point Likert
scale questions and speak to the level of agreement within
the sample about the various aspects included in credibility,
practicality and usefulness, and ease of use. Based on Lynn'’s
content validity index, proportions from 60-69% can be
interpreted as acceptable, 70-79% as satisfactory and 80-100%
as very satisfactory®.

Regarding credibility, the respondents’ perceptions regarding
consistency, accuracy and reliability of MODAPTS were
considered, which is indicated in Figure 4 (adjacent).
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Credibilty

Rellable Satisfactory; 78%

13
Accurate Satisfactory; 74%

Median Satisfactory; 74%

0% 10% 20% 30% 40% 508 60% T0% 80% 90% 100%

Figure 4: Credibility of MODAPTS (n=52).

Regarding practicality and usefulness, the following was
considered: the  participants’ perceptions of the
appropriateness and ease of incorporation of MODAPTS into
clinical practice and during work assessment, if work samples
can be easily adapted and applied to different work
assessment environments and contexts, if MODAPTS work
samples are feasible (easy and convenient), time effective,
cost-effective and if MODAPTS work samples have portable
equipment/tools/materials. Figure 5 (below) indicates the
responses on the different aspects of practicality and
usefulness:

Practicality and Usefulness

Appropiate
Easy incoporated
Easy adsptandapoly
Feaste
Timeeffective
Cas-ffective
Partzble Equipment
Median

0% 10% 20% 30% 4% 50% 60% 1% 8% 90% 100%

Figure 5: Practicality and usefulness of MODAPTS (n=52)

Regarding ease of use, the following was considered: the
participants’ perceptions on the ease of incorporation and
adaptation of MODAPTS work samples, the feasibility, the
ease of developing work samples, the understanding and use
of MODAPTS codes, whether stakeholders understand
MODAPTS and the portability of equipment and tools used
for the MODAPTS work samples. Figure 6 (below) indicates
the responses on the different aspects of the ease of use of
MODAPTS:

Ease of use

Easily incoporated

Easily adapted

Feasitie
Ease to develop samples
Understand and use MODAPTS code

Stakeholders understanding
Equipment s portatie
Medizn

0% 10% 20% 30 4% 50% 6% 70% 8% 20

Figure 6: Ease of use of MODAPTS (n=52).
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DISCUSSION
The results indicated that many respondents were not aware
of published evidence supporting MODAPTS and, based on
the response rate, a deduction can be made that occupational
therapists are unwilling or unable to contribute to further
research on MODAPTS. It can be assumed that the lack of
awareness of published evidence on MODAPTS is also a
reason for the PTS not being used to develop work samples.
In addition, by comparing the therapists’ experience in
vocational rehabilitation/work assessment and MODAPTS
with their confidence in the use of MODAPTS, it was clear that
more experience correlated with more confidence in using
MODAPTS.  Similarly, respondents who received formal
training in MODAPTS, have increased confidence in using the
PTS to develop and administer work samples. Comparison of
previous training and frequency of use, revealed that an
increase in training and education in MODAPTS leads to an
increase in the use of MODAPTS. This also correlated with the
research findings that indicated that more experienced
occupational therapists develop work samples, using
MODAPTS, more often. Therefore, it can be assumed that an
increase in formal training and opportunities to gain
experience in the use of MODAPTS will increase the use
thereof. This finding is supported by O'Brien et al*' and Prior
et al,>> who found that occupational therapists were more
confident in work-related services after they had received
training®"*?>. The findings are also supported by van Biljon"
who stated that under-graduate training in MODAPTS is
insufficient to enable occupational therapists to feel
comfortable with using MODAPTS". Occupational therapists
who were not trained in the use of MODAPTS tend to not use
it in practice’®. Respondents with increased experience and
confidence in the development of work samples using
MODAPTS reported greater ease in adapting MODAPTS
samples and incorporating them in the work assessments.
MODAPTS was reported as being most useful for the
assessment of clients with physical conditions, and as less
useful for other conditions, such as neurological- and mental
health conditions. This is supported by the results that
indicate that all respondents conduct work assessments for
physical-, neurological- and mental health conditions with
relatively equal distribution; however, MODAPTS is used
during work assessment mainly for physical conditions.
Only a few respondents found mental operations
MODAPTS codes easy to use. This could allude to the fact
that MODAPTS is not used in the assessment of clients with
mental health conditions and/or with mainly cognitive
limitations. Developing work samples has been identified as
time-consuming. If practitioners find it difficult to use some of
the codes, and therefore have difficulty with determining
which codes to use, additional constraints are placed on their
time. Therefore, the difficulty of using some of the codes is a
contributing factor to the clinical utility of MODAPTS during
work assessments.

Credibility

The respondents perceived MODAPTS as a consistent
measure of work speed with a satisfactory level of agreement.
Similarly, the respondents’ agreement level regarding the
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delivery of accurate results when utilising MODAPTS s also
satisfactory. This is supported in a study by Glopira®® where
he found that MODAPTS delivers accurate and reliable
results®>. However, the findings are contradicted by another
study, where the results indicated that occupational therapists
do not believe that MODAPTS vyields accurate results®. This is
possibly attributed to the confidence level in developing work
samples, because if an occupational therapist lacks confidence
in developing a work sample, using MODAPTS, then the
occupational therapist will most likely doubt the accuracy of
the results yielded from the sample. The results reflected that
the more experience occupational therapists have in using
MODAPTS, the more they view it as an accurate assessment
method.

Regarding the reliability of MODAPTS, the respondents'’
agreement was satisfactory, therefore, the assumption can be
made that the respondents perceive it as reliable. A study
conducted by Glopira® yielded similar results in which
MODAPTS was found to deliver reliable and accurate results®.
Although the validity of MODAPTS has been proven® and
occupational therapists perceive MODAPTS as reliable,
consistent and accurate in this study, occupational therapists
are infrequently using MODAPTS in practice. During the
research it was clear that three aspects heavily impact on the
use of MODAPTS work samples, and these are the time
required and difficulty in development of tasks, and lack of
confidence. This then begs the question: if occupational
therapists are perceiving MODAPTS as a credible PTS, why is it
not being utilised more as part of work assessments?

Practicality and usefulness
The respondents’ level of agreement was satisfactory in terms
of MODAPTS being an easily incorporated PTS, as well as
MODAPTS tasks being easily adapted and applied. Other
studies support the findings in stating that MODAPTS is easy
to apply®'”*’. Based on the agreement level of feasibility, it
can be assumed that the sample perceived MODAPTS as a
feasible PTS. Similarly, it can be assumed that the sample
perceived MODAPTS as a time-effective PTS, which was also
confirmed in previous studies®'®. However, this contradicts
the participants’ comments where they stated, amongst other
things, that they did not use MODAPTS due to the timeliness
associated with developing samples. MODAPTS is perceived
as a cost-effective PTS, which correlates with findings in other
studies completed on MODAPTS'"?%. Glopira® also found that
MODAPTS was cost effective when compared to other PTS.
Despite the positive perceptions of the cost-effectiveness of
MODAPTS samples, some respondents indicated that they
prefer other standardized assessments, such as the VCWS
series which is more expensive. This may be due to the belief
that MODAPTS is insufficient in work assessments, a lack of
experience and confidence in MODAPTS or the timeliness and
difficulty in self-developing samples, since the VCWS series is
already developed and self-development is not required. It
was noticed that the more experience an occupational
therapist has in using MODAPTS, the easier it is for them to
use it. Harmse® has also found that it is difficult for
occupational therapists to develop MODAPTS as adequate in
assessing work speed of clients®.
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Ease of use

Regarding the ease of developing MODAPTS work samples,
the respondents’ level of agreement just fell within the
acceptable range. A sizable number of respondents indicated
that they are reluctant to make use of MODAPTS samples
when assessing a client and this is due to the difficulty in
developing the MODAPTS samples. This correlates with other
results obtained where the respondents indicated that they do
not develop MODAPTS samples because it is time consuming,
and they would rather use other assessment tools. Harmse™
yielded similar results regarding participants’ reluctance in
developing work samples using MODAPTS and also yielded
similar reasons for their reluctance which included lack of
confidence, it being time consuming and the availability of
other test®. Cho, Lee and Park' also argue that MODAPTS is
a complicated process.

Although respondents experienced difficulties in
developing work samples, they found it easy to use developed
work samples and find certain codes easier to use than others.

According to van Biljon'’, MODAPTS is objective and easy to
use'” and Glopira's* study results agreed that MODAPTS is
easy to apply. Cho, Lee and Park' however argued that
MODAPTS is a complicated process which is difficult to learn.
Additionally, an acceptable level of agreement was reached
regarding stakeholders’ understanding of results of a work
sample developed using MODAPTS.

Occupational therapists should not be deterred from
using MODAPTS to develop work samples because it is
clinically useful, less costly and easy for other stakeholders to
understand. Work samples, developed using MODAPTS, can
be developed to be unique to a client and their needs. In spite
of this and the results indicating that MODAPTS s clinically
useful (and accessible and less costly in South Africa),
occupational therapists are still reluctant to use MODAPTS,
unless they are experienced and have confidence in using it.
It is important to note that more formal training in MODAPTS
may therefore lead to more positive perceptions on the ease
of use of MODAPTS including the development of the work
samples, resulting in larger quantities of occupational
therapists using MODAPTS. This assumption can be justified
by the results indicating that formal training and experience
increase ease of use.

CONCLUSION

The findings of this study support the clinical utility of
MODAPTS, to varying degrees. It was perceived as very
satisfactory in terms of practicality and usefulness; whereas it
was perceived as credible and easy to use at a satisfactory
level, by the South African occupational therapists during
work assessments. The greatest barriers in using MODAPTS
was the difficulty in generating new samples, having other
assessment tools that are perceived to be more useful and
reliable and not having enough training and confidence in the
use of MODAPTS. The findings also implied that experienced
occupational therapists, those who were currently using
MODAPTS and had sufficient knowledge and experience using
MODAPTS, found it easy to use and adapt to different settings
as well as find it easy to develop new work samples.
However, in relation to the information provided, many
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occupational therapists are still not making use of MODAPTS
in clinical practice. This study contributes to further
development of the clinical utility of MODAPTS in clinical
settings, focusing mainly on its credibility, practicality and
usefulness, and ease of use.

Limitations

A total of 63 respondents participated in the online
questionnaire, but a full response number of 52 respondents
completed the questionnaire. This represented 13% of the
population, therefore limiting generalisation of the findings of
this study. Another limitation noted was the lack of diversity
within the sample as most respondents were from Gauteng or
Western Cape provinces as well as most respondents working
in private practice and none working in rural settings. None of
the respondents worked in the primary healthcare or banking
sectors. There were no respondents from the Eastern Cape,
Northern Cape or Limpopo provinces. It is unclear whether
this is representative of limited occupational therapists
working in these areas and practice settings, or whether
responses were low from those areas and settings. A
respondent profile including more diversity in demographics
would have strengthened the results of the research. A higher
response rate would have further strengthened the research.

Recommendations
The results of this study indicated a need for increased
published research on the use of MODAPTS in occupational
therapy. It is also deduced from the results that earlier
exposure to and incorporation of MODAPTS into under-
graduate programmes could lead to an increase in use of
MODAPTS - this statement can be justified by the comparison
between experience, confidence and use of MODAPTS as it
has been mentioned that an increase in experience and
confidence leads to an increase in the use of MODAPTS.
The results indicated that within vocational rehabilitation
in South Africa, assessment far exceeds treatment, including
work hardening and work conditioning. Further investigation
into the occurrence and its reason is recommended.
Due to the perceived difficulty in developing samples,
establishing a global network to upload/share and peer
review MODAPTS samples is suggested. This could further
lead to a network of occupational therapists that can help
develop and moderate work samples.
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Occupational therapists’ perspectives on
knowledge transfer in clinical practice in
the Free State, South Africa

Volume 54 Number 1, April 2024

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

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

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

Implications for Practice

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

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

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

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

© sA Journal of Occupational Therapy
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Table I. Definitions of knowledge transfer

Knowledge transfer

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

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

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

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

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

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

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

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

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

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

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

METHODOLOGY

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

Study Design

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

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

Step 2: Preparation to create the concourse

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

Step 3: Identify, select, and edit Q statements

The concourse initially consisted of 80 statements
representing the four types of knowledge: propositional (n =
20), procedural (n = 32), personal (n = 14), and client (n = 14)
knowledge. To identify, select and edit the Q statements, the
researcher and a co-coder, who is familiar with Q
methodology, went through all the statements to retain,
combine, or remove statements. The included final Q
statements adhered to the qualities of a “good Q statement” in
(@) 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 client (n = 8) (see Table Il page 58).

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,
adjacent)
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Figure 1: Q Grid

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

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

Step 4: Recruit participants

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

Table II: Practice settings of participants

Interview | Practice setting Q methodology Practice setting
participant participant
number number
1 ' Private hospital - mental 1 Retirement facility
health
2 Private hospital - physical 2 Private hospital - physical
| rehabilitation conditions
3 ' School for children with 3 State hospital - physical
severe intellectual conditions
disabilities
4 School for children with 4 Private practice
physical and learning
' disabilities
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5 State hospital - mental 5 State hospital - paediatrics
health
6 | Private practice - general . 6 Private Hospital - physical
conditions
7 Private practice - paediatric 7 School for children with
mental health severe intellectual
disabilities
8 State hospital - physical 8 Private hospital - physical
conditions conditions
9 Vocational evaluation 9 Academic service delivery
platform - paediatrics
10 Undisclosed
1 Private hospital - physical
rehabilitation
2 State hospital - physical
conditions and paediatrics
ki State hospital - physical
conditions
14 State hospital - mental
health

Step 5: Conducting the Q sorts

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

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

8 ® i L) ©) i

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

| keep my patients' information
confidential

9 ® i EL ® il

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

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

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

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

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

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

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

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

Table IV: Factor scores

Table IlI: Factor Matrix with Defining Sorts Flagged

Part':lcclfant 1z scores for Factor 1 z scores for Factor 2

1 -0,10207 ; 0,5321 flagged |
2 -0,08887 0,23908
3 079353 flagged -0,08959
4 0,3465 0,35593 flagged |
3 0,23712 052276 flagged
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
1 -0,09395 0,20845
1i 0,68618 flagged 07636
13 0,32609 flapged 014532

. n 0,43583 flagged -0,12427

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

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

Client-centred philosophy
Statement No. Statement Z-score Sort Values
15
| put my patients first, | have their best interests at heart S04 4
26 Collaboration between my patients and me, through the sharing of experiences and reflective practices, facilitates knowledge 1,7739 4
transfer that improves my service delivery

25 5 iz ; 3
| demonstrate different skills to my patients or simulate the patients’ enviranment 154671 3
I use borrowed thearies such as NDT, Behavioural, Cognitive behavioural, Client-centred, or Cognitive perceptual thearetic frames of | 130989 3

reference, ICF, and Gestalt therapy in my clinical practice
8 | use my experience, gut feeling, and intuition to guide and adapt my therapy 117331 3
13 | use a combination of practical experience and theory knowledge in my clinical practice 1,09216 3
o ' | listen to my patients; | give my patients a voice ' 092036 2
<l My colleagues and | reflect, hypothesise, and solve problems together, we share new ideas with each other 0,89184 2
18 Patients provide information such as their background, occupational profiles, role expectations, support systems, and home 0,81915 2
environment that | use in my clinical practice
78 My experience has taught me to use different approaches with patients, depending on their cultural practices, values, and beliefs | 0,7287 2
23 | am authentic in my clinical practice and share my own stories and examples with my patients 0,68209 2
<o I do not let my personal values and beliefs influence my clinical practice and relationship with my patients 0,59685 1
32 | keep my patients' information confidential 0,58476 1
16 1 apply the theory of activity analysis in my clinical practice 0,54135 1
2 | use real-life examples provided by my patients in my clinical practice 047246 1
30 My clinical practice is based on research evidence to ensure quality service delivery to my patients 042869 1
34 | use observation as an evaluation method a lot 0,37823 1
58 Volume 54 Number 1, April 2024 (© sA Journal of Occupational Therapy



Factor 2 scores
Practice informed through clinical reasoning
Statement No. Statement Z-score Sort Values
13 | use a combination of practical experience and theory knowledge in my clinical practice 199126 4
21 My colleagues and | reflect, hypothesise, and solve problems together, we share new ideas with each other 1,89884 4
24 The patients’ pathology influences the choice of theory | use in my clinical practice 164481 3
15 | put my patients first, | have their best interests at heart 1,58007 3
38 M.y ci.ini&al.reasoning. is influenced ﬁy the i(nowiedge | gain in my clinical practice 1,34444 3
3 | use patient feedback to establish if | am actually addressing the problem faced by the patient 112461 3
28 My experience has taught me to use different approaches with patients depending on their cultural practices, values, and beliefs 112063 2
40 | use the knowledge that | have gained from negative experiences in my clinical practice 0,94771 2
6 | use my experience, gut feeling, and intuition to guide and adapt my therapy 0,9336 2
34 | use observation as an evaluation method a lot 082764 2
10 My patients teach me more about their culture, values, and beliefs than what | can learn from theory 0,69287 2
20 The patients’ physical and socio-economic environments influence the choice of theory | use in my clinical practice 0,68237 1
14 Patients contribute to the problem-solving process and their therapy 06731 1
27 1 listen to my patients; | give my patients a voice 0,6612 1
32 | keep my patients' information confidential 0,58043 1
36 | apply the knowledge that | gained from one patient to the next patient who has similar problems 0,44925 1
7 The patients’ cultures influence the transfer of knowledge between me and my patients 0,14067 1
The qualitative findings, as shown in Table V (below), were referred to as | participants, whilst data from participants
extracted from the semi-structured interviews and the post- included in the post survey comments of the Q methodology
survey comments of the Q methodology. The verbatim quotes referred to as Q participants. The verbatim quotes of the
obtained from the semi-structured interviews is participants support the two themes identified from Factors 1
and 2.
Table V Qualitative findings
Participant Verbatim quote Theme
no.
| Participant 5 | “Because you're still acting in the best interest of a patient” Client-centred philosophy
Q Participant | “ really use a patient-directed approach in the way | give my therapy. So | try to involve my Client-centred philosophy
8 patients in goal setting and really try to meet their needs and their goals as well.”

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

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

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

| Participant 1 | I think, we can call it your gut feeling or your intuition where you let that guide you. | think it's | Client-centred philosophy
a combination of you know the experience you've acquired.”
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terms of the session?"

| Participant 7 | “It's really thinking about the clients, thinking about the sessions throughout the day. So not Client-centred philosophy
necessarily doing it in writing, but in my mind, trying to see, did I do this child justice today in

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

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

3

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

clinical reasoning

on the functionality of the patient.”

| Participant 9 | "You first of all have to understand the pathology to understand how the pathology will impact | Practice informed through

clinical reasoning

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

from there | start my treatment and that is influenced by my patient’s physical and economic

environment, something that | said was very important for me."

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

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

DISCUSSION

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

Client-centred philosophy

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

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

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

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

Practice informed through clinical reasoning

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

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

CONCLUSION

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

Introduction:Holistic healthcare service delivery requires rehabilitation
personnel to consider all the components of health that influence the
client's quality of life. However, there is limited literature on approaches
to implementing rehabilitation services within South African public
healthcare. This study explored rehabilitation personnel's (such as
occupational therapists, speech therapists, physiotherapists) use of
occupation-based practice impairment-based practice and the barriers
and facilitators associated with their practice choice.

Methods: A qualitative research design was conducted through semi-
structured interviews (13 participants), a focus group (4 participants) and
community mapping. Purposive sampling was utilised to select
participants in the iLembe district, KwaZulu-Natal, South Africa. Data
were analysed using deductive thematic analysis.

Findings: Three themes emerged from the study; Attitudes towards
impairment-based practice, Reflections on OBP, and The way forward. The
need to focus on all the components of health rather than just the
disease and the benefits of using the occupation-based practice approach
were highlighted. Additionally, different factors required to implement
holistic rehabilitation services and the barriers to OBP were identified.
Conclusion: Although the study identified OBP benefits, various barriers
associated with its implementation were identified. Rehabilitation
personnel, community stakeholders, and clients must work together to
improve OBP implementation in public healthcare by combating the
barriers identified in the study.

Implications for practice

This study has implications for rehabilitation service implementation in
the iLembe district public healthcare sector. OBP was perceived to have
more quality of life and health outcomes, which leads to implications for
practice. There is a need to transition from the medical model with
approaches only focusing on body structures and functions into
approaches that consider all the components of health, such as the OBP.
Even though there are barriers towards OBP implementation,
rehabilitation personnel can still promote its implementation through
inter-professional practice, continuous professional development and
health promotion. Furthermore, there are implications for undergraduate
programmes to equip undergraduates with the skills to implement OBP
within under-resourced facilities.

BACKGROUND

Impairment-based practice (IBP) was reported as the dominant paradigm
within medical-oriented healthcare facilities in South Africa, focusing on
body structures and function'. The dominance of the medical model, which
defines health as the absence of disease, results in a limited focus on
external components influencing the client's participation, in contrast with
the World Health Organisation's (WHO) definition of health®. This appears
at odds with the WHO's definition of health as not just the absence of
disease but a complete state of physical, mental and social well-being®.
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Holistic healthcare interventions require more than focusing
predominantly on the impairments. Healthcare providers
must consider other factors, such as contextual factors and
activity  participation, especially when implementing
rehabilitation services®.

The WHO has been promoting this agenda, as seen in their
shift from the International Classification of Functioning,
Disability, and Health (ICF) in 1980 to 20012 The paradigmatic
shift entailed changing terminology and service focus from a
"consequences of disease" classification to a "components of
health" classification in 2001°. These components of health
represented a move toward including components that
consider an individual's holistic health. The ICF is a
multifaceted classification providing a theoretical base for
implementing healthcare services, specifically rehabilitation
services. There are two parts of the ICF, namely Functioning
and Disability, which includes body functions and structures,
activities, participation, and contextual factors, including
environmental and personal factors®>. The framework
highlights participation limitations within roles and activities,
which are influenced by physical and social factors while
emphasising the importance of activities and participation in
health and quality of life. The initial shift towards the inclusion
of activities and participation in the ICF resulted in a need for
a subsequent shift towards focusing more on occupation-
based practice (OBP) to facilitate improved quality of life and
health. OBP includes activities (such as activities of daily living
and work) and participation (how a client can participate in
activities), which are often unaddressed during the
implementation of rehabilitation services”.

Hall & Visagie® noted that the ICF is not optimally utilised
in clinical rehabilitation practice in South Africa. Additionally,
efforts to view clients from a holistic perspective are primarily
outside of the medical model®. These contentions are
influenced contextually as South Africa has increased
unemployment and poverty rates, negatively impacting
access to healthcare services, especially in poor communities®.
Personal resource restrictions create a need for more client-
specific and context-specific healthcare.

The iLembe community comprises 89.2% isiZulu-speaking
Africans, 3.4% White, 69% Asian, and 0.8% Coloured
populations’. A quarter of the population lives in traditional
and informal settlements; 50% of the roads are in good
condition, and 50% in fair and poor conditions’. The South
African public healthcare sector caters to 80% of the country's
population; however, numerous barriers exist to accessing
rehabilitation services®. These barriers include a lack of human
resources, budget constraints, transportation limitations, a
focus on the medical model, high turnover rates in acute
hospitals, poor compliance, communication challenges and a
breakdown in referral pathways®'°. Anecdotally, therapists
have highlighted the challenges above as the critical reasons
for the decreased use of OBP in South Africa. There is limited
research regarding therapists' experiences in implementing
OBP". Thus, there is a need to explore rehabilitation
personnel's experiences with implementing IBP and OBP, and
the different factors affecting their practice choice within
public healthcare in South Africa. Understanding their views
and beliefs will assist in understanding the rationale for their
practice choice when implementing rehabilitation services
within the district. The need for holistic healthcare requires
exploring the factors influencing rehabilitation personnel's

©sa Journal of Occupational Therapy

practice choice. Local conditions influence contextual factors
linked to clients' access to rehabilitation services and
personnel practice choices within the district. The study aimed
to explore the factors influencing rehabilitation personnel's
practice choices when implementing rehabilitation services in
public healthcare. and personal and contextual barriers and
facilitators promoting effective OBP implementation.

METHOD

Study design

An explorative qualitative research design was used to
understand the rehabilitation personnel's perceptions
regarding IBP and OBP, and the rationale behind their practice
choice. This research approach supported exploring
rehabilitation personnel's experiences, social context, and
views' through semi-structured interviews, a focus group,
and community mapping. These data collection methods
allowed the researcher to capture and understand the
participant's in-depth perceptions and feelings through
careful and focused analysis.

Study population, sampling and recruitment strategy
Participants were recruited by the first author over two
months by contacting the facility managers and acquiring the
names of the individuals employed in the district's hospitals
and primary healthcare institutions, as seen in Figure 1
(below). Purposive sampling was utilised to recruit individuals
working in the district for maximum variation. The sample
comprised five occupational therapists , nine physiotherapists,
three speech therapists, and three of which were key
informants including one assistant director, chief
physiotherapist and occupational therapy deputy head of
department. For the purposes of this study, ‘rehabilitation
personnel’ refers to personnel who are involved in
rehabilitation of clients in an acute hospital. This included
occupational therapists, physiotherapists, speech and
language therapists. The study population comprised of
rehabilitation personnel working in the iLembe district’s
public healthcare sector with more than six months work
experience in the South African public healthcare sector and
registered with the Health Professions Council of South Africa
(HPCSA). The individuals who met the inclusion criteria
described above were invited to participate in the study
telephonically.
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Figure 1: Map of the iLembe district with available full-
time rehabilitation personnel.
Key: CHC- Community Healthcare Centre

D

Volume 54 Number 1, April 2024 64



Data collection

The data collection tools were semi-structured interviews, a
focus group and community mapping. The one focus group
was aimed at critical key informants. The thirteen semi-
structured interviews targeted community service officers and
grade one practitioners to explore the factors influencing their
practice choice. The ICF's biopsychosocial perspective guided
the compilation of the questions used for the semi-structured
interviews and the focus group to understand the participants'
perceptions of the different practice choices and which
contextual factors influence them.

Semi-structured interviews

Semi-structured interviews allow participants to give in-depth
opinions on their experiences and report a detailed
explanation of their perceptions'. The semi-structured
interviews comprised of eight open-ended questions that
explored the perspectives of the people responsible for
implementing rehabilitation services. Further, exploring their
perception on IBP and OBP, and OBP facilitators and barriers.
The data from the face-to-face and zoom semi-structured
interviews which ranged from 15 minutes to 1 hour, were
recorded using an audio-recording device and manually
transcribed. The interviews were conducted in English, a
language both the participants and the researcher were
comfortable with and could effectively communicate in.
Different venues within KwaDukuza, Maphumulo, Ndwedwe,
and Mandeni were utilised, depending on where the
participant was employed.

Focus groups

Focus groups provide many different forms of interaction™,
allowing the researcher to identify contradictions between
participants. The focus group assisted in defining OBP in a
neutral language and improved insight into positive and
negative factors contributing to OBP and IBP implementation
in the district. It was conducted for one and a half hours on
the Zoom platform, with key informants: an Acting Head of
Department, Assistant Director (AD), Chief and grade one
practitioner. These key informants are involved in the
development of policies, permanent staff employment, the
training of community service officers (CSO) and make
decisions concerning rehabilitation services at a district level.

The data were recorded using Zoom and manually
transcribed. The focus group allowed participants to share
their opinions, knowledge, and insights on the topic, and to
receive feedback from other participants. The researcher
conducted the focus group in English, which all the
participants reported they were comfortable to converse in.

Community mapping

Community mapping was used to understand the contextual
influences of OBP within the iLembe district, such as available
healthcare facilities with and without rehabilitation personnel,
and facilities, such as special schools and sheltered
workshops. Data for community mapping was obtained
through interacting with community members and healthcare
practitioners in the district.

Pilot study

The pilot study was conducted to test the semi-structured
interview's viability, and the necessary changes were made in
the questions and questioning method before data collection.
Two rehabilitation personnel from different settings within the
public healthcare sector participated in the pilot. This assisted
in amending the questions and prompts for the semi-
structured interviews to improve clarity and elicit sufficient
information depth. It also allowed the researcher to become
familiar with implementing data collection method before the
main study.

Data Analysis

Data were analysed using deductive thematic analysis guided
by the ICF framework™, which allowed the researcher to
analyse the participants' perceptions of IBP and OBP
concerning the components of health, as seen in Figure 2
(below). Furthermore, Braun and Clark's six-step data analysis
techniques' guided the write up process of the study's key
findings using sub-themes and themes. Initially, the researcher
engaged in a process of familiarisation with the data, which
was done through transcribing verbatim from the audio
recordings and analysing the transcripts with guidance from
the supervisors using thematic coding. After coding, similar
concepts and findings were grouped to formulate sub-themes
and themes. These sub-themes and themes were generated
and reviewed, and then the final themes were defined and
named ,and used to write up the data findings.

Health Condition

(disorder or disease)

I

| :

Body Functions = » Activity
& Structure

F N

!

- » Participation

:

h 4

h 4

Environmental Personal
Factors Factors
Figure 2: Interactions between the ICF?
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Trustworthiness
The researcher used various strategies to ensure the
trustworthiness of the study, as seen in Table | (below).

Table II: Demographic characteristics:
interview participants

semi-structured

oT PT ST Total
. Age 20-29 3 5 3 n
Table I: Trustworthiness of the study . . .
30-39 0 2 0 2
= Strategy T Race/ Ethnicity Black African 0 1 1 2
Criterion Applicability
employed Indian 1 3 0 4
e The researcher's supervisors guided and — : | |
Peer briefing reviewed the data collection and analysis IWh"E'“ca”cas'a” : _3 IZ 7
processes. Gender/ Gender Identity Female 3 6 3 12
s Semi-structured interviews and focus group (e & E 5 7
i consisted of open-ended questions - —
Member checks supporting réseareh questians, donéfaceta Facility .SundumthHC 1 1 0 2
face and Zoom. Ndwedwe CHC 0 2 1 3
Credibility e Multiple data collection methods were used, uMpumulo Hospital 0 2 0 2
(semi-structured interviews, community — -
3 uNtunjambili Hospital 0 0 0 0
mapping and a focus group).
Tihneuliiion o Participants were given the same questions General Justice Gizenga Mpanza | 2 2 2 s
8 and an equal amount of time to answer Regional Hospital (GIGMRH)
questions. University University of Pretoria (UP) 1 3 1 5
e A pilot study was used to prepare for the —
data collection. University of Kwa-Zulu Natal |1 3 0 4
o X e Direct quotes and thick descriptions of the A
Providing a thick % : . 2 TpEr— T i
S partlnpants pEl‘CEPtIOI“IS were used to write University of Western Cape 4] 1 0 1
desctiption up the findings. W d
3 University of Witwatersran 0 0 2 2
All the participants met the inclusion criteria. T = T i .
Transferability e Could speak and understand English or M ?
Purposive isiZulu, Qualification Bachelors 3 8 3 12
sampling o Worked in the iLembe district public health Masters 0 1 0 1
care with more than six months experience, Voot T axien i 3 5 2 o
Registered with HPCSA. cors ol piperience (
e Field notes, audio files and electronic data :1'6 9 .2 IT S
Dependability | An audit trail files were used to report findings truthfully Level of the post-occupied S0 3 5 2 10
: and accurately. : T raranent 0 I3 B 3
f;:\(;{;lcalpeer 2 SEEEi:;hne;izuapn‘zrl\:;:Ers evaluated data Courses done on diﬁgntapproa(hes No courses done on dgeatapproachgtozﬁégli_tamfn s«éﬁicefmp[e?n;ntalig.
Confirmability o Self-examination M
Reflexivity »  Ensuring that the researcher's subjectivity . s ae
did not influence the findings. Table IlI: Demographic characteristics: focus group
. . . articipants
Ethical considerations P P
. . |
The study followed the Protection of Personal Information Act Gl W |
. . . 4. . 20-29 0 ) 0
4 of 2013 guidelines restricting disclosure of personal and i >
. . . . 30-39 2 3
confidential information'. The purpose of the study, and ! :
voluntary participation and confidentiality were emphasised, o ° ¢ °
meaning participants' information was confidential, and o ° ' '
withdrawal from the study could occur at any point in the g = ° ' '
study. Informed consent was obtained from the participants ndn ' ? ’
before data collection. All the participants were assigned PR semy Femle ° ¢ ’
pseudonyms to ensure anonymity. fote ' ¢ '
Ethical clearance was received from Humanities and Social Facllty clevRn ’ ’ ‘
Sciences Research Ethics committee and the KZN Department University for College VN | ’ ’
of Health (DOH). Gatekeeper permission was obtained from U V(Postgrduate | 0 1
the iLembe District Office. After completing this research i
study, the findings were sent to the participants, the facility RegEin Bness sl g i !
managers and DOH to influence rehabilitation service QERGD ik ' ! ?
implementation and awareness. i ! ; ?
Postgraduate diploma 1 0 1
FINDIN Gs Years of experience 16 1 o 1
Demographics pe - - .
Seventeen participants took part in this study in total. There e s : :
were thirteen participants in the semi-structured interviews; K— 5 - :
three speech therapists, three occupational therapists and P —— T , o ,
seven physiotherapists as seen in Table Il (adjacent). The focus e 5 : :
group comprised four participants, represented in Table Il R e o e y 5 -
(adjacent). Tables Il and Il illustrate the participants’ o - , ,
experiences and different factors influencing their practice
choice and view of rehabilitation services within the district. Key: .
PT-Physiotherapists
ST-Speech therapists
OT-Occupational therapists
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Themes and sub-Themes

Three themes were formulated from the data sub-themes
gleaned from the analysis of the data, as illustrated in Table IV
(below). Theme 1 related to attitudes towards IBP while
highlighting how public healthcare is geared towards treating
body structures and functions and the different factors
promoting IBP. Theme 2 explored reflections on OBP and
factors influencing its implementation and Theme 3 discusses
participants' positionalities in moving towards more OBP-
oriented rehabilitation approaches.

Table IV: Themes and sub-themes

Theme Sub-themes

Attitudes towards IBP + Diagnosis Focused
+ Contextual influences

Reflections on OBP o Prerequisites for implementation,
¢ Barriers to implementation,
+ Facilitators of OBP,
¢ Qutcomes
Way forward o "We can't shy away from the impairment’
[ ]

"You aren't just treating a condition."

Theme 1: Attitudes towards IBP

Participants highlighted an increased need to understand how
the client's diagnosis impacts their client's body functions and
structures, as seen in IBP. IBP was described as focusing solely
on the impairment experienced by the client and the main
reason for referrals from other healthcare practitioners.
Participants outlined different factors influencing their practice
choice and the implications of using IBP. Two sub-themes
were identified: Diagnosis Focused and Contextual influences.

Diagnosis Focused

IBP was seen to only focus on body functions and structures,
neglecting other components of the ICF, namely, activities and
participation and environmental and personal factors. They
reported that these limits understanding of other factors
influencing the client's health, including restrictions in
participation, activity limitations and contextual factors.
Participants from different facilities and professions noted that
IBP does not allow for a holistic view of the client’s needs to
offer optimal rehabilitation intervention.

"Sometimes you can be solely focused on one aspect... if
somebody... had a physical injury
you focus so much on the physical injury that you tend to
overlook their psych aspects”
(Participant 9, occupational-therapist CSO,
semi-structured interview)

Contextual influences

Most participants highlighted an increased need to
understand how the client’s impairment impacts their client’s
body functions and structures, as seen in IBP. Furthermore,
IBP was described as focusing solely on the client’s
impairment and the reason for referrals from other healthcare
practitioners.
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"What we find difficult when we go into the ward, we can't get
straight in there and always
start functional rehab because sometimes patients are very sick
... when we doing our undergrad, we always focusing on
function ... and that's ... fine function and activity-based
treatment.
But sometimes it doesn't always work in the first... maybe two
sessions in @ ... patient that's really ... unwell, and it's not there
yet."
(Participant 1, occupational-therapist, focus group)

"They just refer a patient for the impairment; they never refer a
patient because the patient
can't dress ... | think doctors are more trained for more
impairment based"
(Participant 2, occupational-therapist CSO, semi-
structured interview)

Participants reported a dominance of the medical model
within healthcare facilities and amongst other healthcare
practitioners who expect them to implement IBP rather than
OBP. Further, noting a limited understanding of OBP among
other healthcare professionals, high turnover rates, and
limited staff are some of the reasons for focusing on body
functions and structures as it is perceived as the faster practice
choice.

"This facility is quite acute, so patients come and go... quickly, so

you tend to prioritise your
rehab towards the patient, especially if they're inpatient or
outpatient, and then you tend to

focus a lot more on... what the impairment is what the condition

is? How can you treat it"
(Participant 9, occupational-therapist CSO, semi-

structured interview)

“You sort out... the major issues... the cause of a problem and...
it gets the patient through
the system faster so it's less taxing on resources ... resources are
usually... limited,
understaffed there’s loads of patients”
(Participant 3, physiotherapist CSO, semi-structured
interview)

Some participants in the semi-structured interviews reported
they felt their roles as physiotherapists were more IBP-
oriented to improve body functions and structures, while OBP
was the domain of occupational therapists to improve
participation using activities. This perception was held by half
of the permanent physiotherapy staff who engaged in the
study, the CSOs were observed to have a deeper
understanding of the ICF framework and holistic
interventions.

“I think with physio we want to get you to your highest-level
functioning as early as
possible... we deal with the impairment itself”
(Participant 7, physiotherapist, semi-structured
interview)

"The ICF method it targets everything the patient's impairment.
What they can do? What they cannot do? Activities they used to
do? And how it impacts their activities?... their environment and
personal factors”
(Participant 4, speech-therapist CSO, semi-
structured interview)
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Theme 2: Reflections on OBP

Many participants displayed uncertainty when defining OBP
and required verbal prompting to report their perceptions of
the practice. When they could articulate their understanding
of the practice, they regarded OBP as a more holistic approach
considering all the "components of health". Some participants
who utilised OBP needed to be made aware of the practice
name. They highlighted that OBP was client-specific and
yielded more activity participation and performance
outcomes when utilised correctly. Participants also
highlighted factors influencing OBP implementation in the
district, resulting in the following sub-themes; Prerequisites
for implementation, Barriers to implementation, Facilitators of
OBP, and Outcomes.

Prerequisites for implementation

OBP required an initial assessment that allowed participants
to gain insight into the client's personal and environmental
activity limitations and facilitators. The insight into the client’s
life allowed participants to work towards improving health
and quality of life. Participants noted that OBP must be
implemented correctly to vyield results and improve
participation, which requires intense planning, intentionality,
time, and knowledge.

“If you do a good subjective and you ask them what job you do
... what are your hobbies
... you will always think of ways to incorporate your exercises”
(Participant 11,
physiotherapist CSO, semi-structured interview)

"We have the whole knowledge of occupational science and
everything that contributes...
to how I do occupation-based treatment. My skills are not
always the best”
(Participant 2, occupational-therapist CSO, semi-
structured interview).

Barriers to implementation

Participants identified barriers to OBP implementation in the
district's public healthcare, namely; contextual barriers, such
as, community-specific and facility-specific; and personal
factors, such as, client-specific factors.

The district was observed to be predominantly made up of
hills, valleys and gravel roads outside the central towns.
Participants noted that most clients are unemployed and
poverty-stricken, leading to an inability to afford
transportation fees, resulting in non-compliance with
rehabilitation services.

The district has six public healthcare facilities (five
hospitals and two CHCs) with rehabilitation services, with the
rehabilitation personnel being primarily CSOs. There are 34
clinics in the district, but not all have outreach programmes,
limiting access to rehabilitation services.

Participants noted a communication barrier as the
community members in the district were predominantly
isiZulu speaking. Therefore, being unable to speak and
understand isiZulu was a limitation towards implementing
OBP. Thus, it is difficult to understand the clients leading to
difficulties in obtaining subjective information on their activity,
participation and contextual needs.
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“Language barrier... your different languages trying to explain
how to do a certain thing in a certain way but at the same time,
cultures, people have different ways of doing different
occupations”

(Participant 10, occupational-therapist CSO, semi-
structured interview)

Some participants in the focus group reported a lack of
facilities outside DOH to carry over OBP, including sheltered
workshops and schools catering to individuals with different
disabilities. No schools catered to children with only physical
disabilities, hearing, visual, and multiple impairments.
Moreover, there were no remedial and prevocational schools
in the district. The lack of these facilities was believed to be a
societal constraint negatively impacting quality of life and
carryover of OBP into the community.

"Children with disabilities that ... have physical disabilities, but
have good cognitive function,
are not being included in mainstream schools, because those
schools do not cater for
children with disabilities”
(Participant 1, occupational-therapist, focus group)

There are three schools for severely mentally disabled
children and one school for the neutrally impaired in the
iLembe district.

Participants identified human resources as a contextual
limitation towards implementing OBP as it requires intense
planning and intentionality. It was difficult due to the human
resource constraints, specifically permanent staff, as noted in
Tables V and VI (below). Most participants working in the
district were CSOs. They reported having limited experience
and  skills,  which  restricted client-specific  OBP,
which requires intentionality and planning.

Table V: Number of rehabilitation personnel in each
facility (year 2022: August- December)

Facility 1 Facility 2 Facility 3 Facility 4 Facility 5
speech Inops | 0 0 o o | 1
therapists NOCSO 0 0 1 1 1
Occupational NOPS 0 1] 0 0 2
therapists NOCSO 0 0 1 1 2
Physiotherapists | NOPS 1 1 0 1 10
Nocso| o | 1 | 2 ] 1 ' 3

Table VI: Number of rehabilitation personnel in each
facility (year 2023: January- May)

Facility 1 | Facility 2 Facility 3 Facility 4 Facility 5
Speechtherapists |NOPS | o | o | o | o i 1
NOCSO 1 o 1 1 0
Occupational NOPS 1 0 0 0 2
therapists NOCSO 0 1 1 0 2
Physiotherapists | NOPS 1 1 0 1 9
NOCSO 1 1 1 1 1

KEY: NOPS: Number of permanent staff. NOCSO: Number of

community service officers
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Participants noted that limited human resources as seen in
Table V and VI, and high facility turnover rates in acute
settings led to shorter rehabilitation sessions.

“We don’t have permanent staff ... if you just have comserves as
well that's working, it'shard to do an MDT... most of the
comserve’s as well they ... learning still”
(Participant 6, physiotherapist, semi-structured
interview)

"I definitely think that the knowledge needs to be improved so
that they have a good understanding of what's
occupation-based, a good understanding about impairment
based and when it's best to use which on... In acute hospital,
you have such a short time, so you end up having to treat... the
impairment... might not have the time frame to
do all the occupations ... it's easier to just treat the impairment”
(Participant 10, occupational-therapist CSO, Semi-
structured interview)

Participants perceived OBP to require more time for planning
and implementation, which was difficult to conduct in a fast-
paced environment that required more straightforward
approaches to counteract the time constraints.

"It's difficult to give... intense occupation-based therapy which
takes planning which takes
a lot of intentionality to put the patient's needs first if you're
seeing a lot of patients by yourself"
(Participant 5, speech therapist CSO, semi-structured
interview)

“ ..For doctors to... understand... rehab and the role of rehab
and not just... being so focused on discharge”
(Participant 1, speech-therapist, semi-structured
interview)

Numerous environmental barriers within the facilities were
reported, includinglimited space, equipment, and infra-
structure, as activity participation could not be simulated
within the facilities to improve performance.

“Physical resources... we don’t have space to store the equipment
... it's a barrier as well and general understanding of what
therapy is what therapy does for you”
(Participant 6, physiotherapist, semi-structured
interview)

Participants identified client-specific barriers to OBP
implementation, including poor support systems, unemploy-

ment, and poverty, limiting compliance and carryover of OBP
at home.

"People don't have a family structure... the family abandons
them or they just around people who don't really know them, so
it's hard to... bring their occupation into therapy”
(Participant 1, speech therapist, semi-structured
interview)

"Financially, a lot of patients cannot get to the hospital ...
transport fees are... expensive"
(Participant 3, physiotherapist CSO, semi-structured
interview).

Facilitators of OBP

Numerous environmental facilitators for OBP were identified.
Participants reported needing a complete rehabilitation team,
an excellent subjective assessment, MDT combined sessions,
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and working with the client and family to set therapy goals.
One participant mentioned that standard operating
procedures (SOPs) are required to improve access to
rehabilitation services through the correct referral pathways
and set a standard level for the rehabilitation services to be
implemented.

"If somebody transfers out, gets another post or resigns and
tires... the post gets frozen
... your patient load is increasing, and your staffing load is
decreasing”
(Participant 2, physiotherapist, focus group)."

"When you see a patient, you have to assess... set some goals
where you want to go with this patient. So your goals should
come from what... the client wants to achieve... So I'll be
working out every... session... with the patient will be directed in
terms of... making this patient being able to integrate into the
work environment.”

(Participant 3, occupational-therapist, focus group)

“Having joint sessions where the OT, physio and... speech
therapist worked together
on one patient with the family member to get the optimal goals
or outcomes”
(Participant 5, speech-therapist CSO, semi-structured
interview)

“The SOP’s and... DOH policies...it's not specifically for a certain
condition, but it is how the patient can access the service...the
pathway the patient needs to follow up to access the service, and
in terms of referral pathways”

(Participant 2, physiotherapist, focus group)

Special schools and sheltered employment opportunities
were noted as key factors required to facilitate OBP carryover
in the community. Persons with disabilities were noted to
have decreased opportunities to engage in activity
performance and participation within the community, which
are vital to improving quality of life and health outcomes.

"A program whereby these the skills that | acquire from the
centre they can get some kind of... employment, or it can be...
where they can start doing their own things maybe
that will also give those disabled patients... some kind of
purpose and have a meaningful life"
(Participant 3, occupational-therapist, focus group).

Outcomes

OBP was viewed as a holistic approach, facilitating activity
participation and improved independence. OBP allowed
participants to understand the different components of the
client's health, such as functioning and disability,
contextualfactors, the limitations towards  activity
performance and participation to work with the client towards
returning to the highest level of independence possible.
Additionally, allowing for carryover at home as clients could
incorporate techniques learnt in therapy.

"Occupation-based is a more holistic approach, according to me,
on how we can look at how getting the people back into society
... looking at what they can do... what must they do every day in
their life to be able to be as independent as possible"”
(Participant 2, occupational-therapist CSO, semi-
structured interview)
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"Patients... do recover mostly to a high level of functioning,
returning to a high level of functioning... to a life that they used
to live before so patients are more satisfied and then also... the
quality of life... Today | had a patient that has low back pain; so

she also said she doesn't have time to do all these extensive

exercises because she is a mom of four kids, so she’s... busy
doing house chores all the time, so | taught her how to do her
core exercises while doing dishes for instance"

(Participant 3, physiotherapist CSO, semi-structured

interview)

"It's more functional based than just looking at just one joint
or one impairment... it's looking at the person as a whole"
(Participant 11, physiotherapist CSO, semi-structured
interview)

Theme 3: Way forward

Most participants had decreased insight into the Social Model
of Disability (SMoD). Once the definition of SMoD was given
to them, they identified the model to have similar principles
with OBP, namely, the focus on participation in activities and
not just the limiting impairment. Participants reported that
OBP allowed for compensation for lost function and
contextual adjustments if body functions and structures could
not be improved. One participant highlighted that therapy
should not be viewed as linear or binary. However, we should
consider the different factors influencing the client, such as
changes in body structures and functions, capacity to
participate in activities, environmental facilitators and barriers,
and personal factors. Participants reported that IBP and OBP
could be used together depending on the client's needs. Most
participants highlighted the need to transition towards OBP to
address all the components of health as it is neglected in
biomedical healthcare settings. These perceptions resulted in
two sub-themes, "We can't shy away from the impairment"
and "You are not just treating a condition".

"We can't shy away from the impairment.”

Participants acknowledged that the client’s body structure and
function form part of the components of health. They
reported a need to remediate the body structure and
functions in acute stages of rehabilitation, if possible, through
using different approaches and activities to improve
participation in  meaningful  activities in  different
environments.

"...You can use both interchangeably because... we can't shy
away from the impairment.
We still need to try to find ways to improve the impairment as
well as trying to find ways to help the patient to do whatever
they used to do”.
(Participant 4, speech-therapist CSO, semi-structured
interview).

"You aren't just treating a condition."

Even though the client cannot be isolated from their
impairment, participants highlighted that the impairment
cannot be treated without addressing the client as an active
member of society. Due to the medical model dominance in
the public healthcare settings in the district, participants
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reported a need to move towards more OBP. OBP allows
participants to understand the client and the different factors
influencing their health, such as their body structures and
functions, environment, activities and participation.

“Occupational based would... be the better one because... if
people are really wanting to do a specific task then if that if you
start early... they are able to achieve that quicker”
(Participant 11, physiotherapist CSO, semi-structured
interview)

“Occupation based... it's more functional... and allowing the
patient to use those strategies
in real life... it's more holistic”
(Participant 1, speech-therapist, semi-structured
interview)

“I... think that focusing on occupation rather than impairment,
focusing on getting these people out there, getting them to see
that my disability doesn’t stop me from doing these things”
(Participant 2, occupational-therapist CSO, semi-
structured interview)

DISCUSSION
The study identified IBP as a non-holistic approach focusing
on addressing body functions and structures, which concurs
with the finding by Tomori et al®. This focus on impairment
was found to sometimes neglect the other components of
health, such as activity participation, and environmental and
personal factors, which are critical when providing
rehabilitation services. Even though IBP was viewed to focus
on one component of health, it was still widely utilised in the
district's public healthcare sector due to different factors such
as stage of illness and rehabilitation, limited human resources,
limited insight on OBP and physical resources geared towards
body functions and structures in the healthcare facilities.
Despite the increased use of IBP approach, participants
perceived OBP as a more holistic approach. It is perceived to
consider all the components of health, including activity
performance, participation, contextual factors, and how their
presenting impairment, disability, and body functions
interrelate to impact client health needs. The participants in
this study suggested that OBP is multifaceted and aimed at
improving  health and well-being through activity
participation, and easily generalised to client's lives'®. OBP
implementation was perceived to have improved quality of
life by compensating for lost function by addressing
contextual factors. Furthermore, it was viewed as allowing
participants to view clients as occupational beings, not just
their impairment™.

Although OBP was viewed as a holistic approach, there are
numerous barriers impeding its implementation within the
district. Contextual factors, namely, socio-demographic
variables such as language, high unemployment, transport
limitations, and crime rates which contradict findings by Aas &
Bonsaksen's®®, who found that these factors did not impact
OBP access and implementation. Additionally, language
barriers were found to cause difficulty in rehabilitation
personnel's understanding of their clients' activities,
participation, and contextual needs. Language barriers
resulted in a decreased understanding of their client's
contextual and personal factors, and rehabilitation goals. The
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previously mentioned barrier further limits the client's insight
into rehabilitation services and OBP, along with other
contextual factors such as poverty and transportation
limitations leading to non-compliance, which reinforces
findings by Narain & Mathye?.

Narain & Mathye®' further assert limited awareness of
rehabilitation services in rural South African communities. The
iLembe community is predominantly a Black community, and
this was linked to the decreased awareness of rehabilitation
services within the district, which was perceived to be a
barrier to OBP implementation, as these services are
perceived to be for wealthy White communities®. Limited
awareness of OBP negatively impacts clients' personal factors,
such as motivation to engage in activity-based approaches
such as OBP, further impacting their function and
participation within their context.

Contextual factors within the district, such as the
decreased number of specia