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INTRODUCTION 
Goal three of the Sustainable Development Goals (SDG) aims to decrease neonatal 
mortality rates by 1.2% in 1000 births and reduce mortality in children below five years 
before and until 20301. Whereas child mortality rates have shown a decline over the 
past 20 years, there is a need to emphasise child morbidity. The results of preterm birth 
complications and other neonatal risk factors at birth may lead to a neurological injury 
resulting in long-term cognitive, sensory, and motor impairments in infants2. There 
is a paucity of literature on morbidity rates, and the resultant impairment following 
neurological insults post preterm and at full-term births in low and middle-income 
countries (LMICs). However, 98% of neonatal morbidity occurs in underprivileged 
countries3. Morbidity forms part of the occupational therapy scope of practice. Early 
recognition of neurodevelopmental disorders and the care of the developing brain 
through neurodevelopmental supportive care (NDSC) should thus be implemented 
in neonatal intensive care units (NICU) to reduce the severity of morbidity. 

Integrated knowledge-translation in 
occupational therapists working with high-
risk infants in South Africa: An explorative 
qualitative inquiry

Background: This qualitative study explored the knowledge to practice gaps of 
occupational therapists who have a vital role in neurodevelopmental supportive 
care for high-risk infants. 
Methods: Via purposive sampling, 17 therapists working in public health in 
South Africa were recruited to participate in virtual focus groups. Data were 
thematically analysed using a hybrid approach. 
Findings: Five themes emerged, which included (i) occupational therapy 
and neonatal care in the public health sector, (ii) knowledge acquisition and 
knowledge synthesis, (iii) knowledge translation and utilisation, (iv) contextual 
barriers and adaptation and (v) the ideal occupational therapist in the ideal 
neonatal setting. Facilitators, inhibitors, referrals, and interest in occupational 
therapy neonatal care were also highlighted. 
Conclusions: Knowledge to practice gaps in occupational therapy include 
insufficient training, a decreased interest in neonatal care, staff shortages, multi-
disciplinary team rotations and a reduced understanding of the professional 
role and scope of occupational therapy. Resources, training, and policy 
development appear to be necessary to inform a standard of care. 

Implication for practice
The role of the occupational therapist in supporting high risk infants is generally 
limited and remains somewhat unknown in current South African contexts.
It is essential to identify knowledge-to-practice gaps for occupational 
therapists supporting high-risk infants in the public health sector for successful 
implementation of neurodevelopmental supportive care.

By the exploration of practitioner opinions and insight through appreciating 
the role of the occupational therapist in managing high risk infants, contextually 
specific and relevant knowledge translation interventions may be developed 
and implemented which have implications for evidence-based practice and 
more successful outcomes in the high-risk infant.
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There has been a surge of evidence relating to knowledge 
translation (KT) in the past ten years, with stakeholders 
concurring that knowledge requires translation into action. 
A scoping review highlighted limited studies indicating the 
benefits and results of KT strategies and decreased practical 
research on integrating KT4. Notwithstanding this, a recent 
study in South Africa (SA) utilised implementation research 
to investigate the current practices of NDSC amongst the 
multi-disciplinary team (MDT) who service the NICU in two 
public hospitals in the province of Gauteng5. Hardy and 
colleagues investigated community service occupational 
therapists experiences working in the NICU in KwaZulu-Natal 
(KZN), South Africa6. Anecdotal evidence has identified a 
gap within the South African context in determining how 
permanently employed occupational therapists working in 
the NICU/high care units integrate their clinical experiences 
with evidence-based practice (EBP) in the care of the high-
risk infant. There is evidence to suggest a lack of research 
utilisation by occupational therapists who work in the NICU in 
the South African public health sector, with many therapists 
utilising various sources that may not be evidence-based or 
are outdated6. The exploration and use of KT in developing 
and determining occupational therapists’ skills in utilising 
EBP have been identified in previous studies in developed 
countries7. However, to the authors’ best knowledge, it has 
not been explored with occupational therapists who support 
high-risk infants in the public health sector of KZN8. 

The occupational therapist working in the NICU must 
have expert training in NDSC to plan inclusive intervention, 
evaluation, and discharge planning of the neonate, provide 
education to staff and families, and make fast, efficient, and 
effective decisions8-11. A recent study has discovered that 
occupational therapists found it challenging to establish their 
roles within the NICU; therapists felt that they did not have the 
adequate skills and knowledge to work in the stressful NICU 
environment. The hardships experienced in the public health 
sector, especially with the high infant and child mortality 
and morbidity rates, indicate the need to translate EBP into 
practice12-13. Therefore, the current clinical standards of care 
must be determined before EBP can be applied14. This study 
aims to discover the existing knowledge to practice gaps 
and visualise the ideal knowledge to practice interventions 
for occupational therapists. They support high-risk infants by 
exploring occupational therapists’ perceptions of working in 
neonatal care in the public health sector of KZN.

Literature Review 
There is a limited understanding of the NDSC approach for 
high-risk infants15. Sensory development during the perinatal 
period is a susceptible phase that occurs in a particular order, 
with each system maturing in its course16. Implementation of 
NDSC in NICU’s and high care settings during this period will 
have lasting consequences on a neonate’s perceptual and 
behavioural development. One of the cited reasons for high 
neonatal mortality rates were attributed to a poorly skilled 
MDT17. Other studies have deduced that the clinical outcomes 
of implementing NDSC during an infant’s stay in the NICU 
result in; reduced morbidity in the initial four weeks of being 
admitted, a decreased amount of time in the NICU, and a 

significant improvement in neurobehavioral functioning 
on discharge18. Over the last decade, there has been a shift 
from prioritising survival to reducing the consequences of 
morbidity to ensure an enhanced quality of life19. Presently 
there is a paucity in the SA literature investigating the 
quality of care and the interventions sourced and utilised 
by the MDT with high-risk infants in the NICU20. In the public 
health sector of KZN, the number of occupational therapists 
has decreased to 45%, with many institutions managed by 
junior occupational therapists21. For new therapists, the NICU, 
is an intimidating environment to be working in without 
supervision6,22. Hardy et al.8, in their study, discovered that 
occupational therapists found it challenging to establish 
their roles within the NICU; therapists also felt that they did 
not have the adequate skills and knowledge to work in the 
stressful NICU environment. 

As EBP expands, studies indicate that results from research 
are not implemented into the occupational therapy scope of 
practice22-23. The use of standardised assessments inpatient 
care by therapists is scarce24, with many occupational 
therapy interventions not being evidence-based. Therapists 
display decreased skills, knowledge, and confidence to 
apply scientific evidence into their daily practice. Therapists 
generally have a negative perception of research and receive 
inadequate administration assistance in their work areas, 
thus less time to engage with scientific evidence23,25.  

Studies have shown that EBP allowed for minimum 
exploration in clinical practice whilst others viewed EBP 
as a positive when utilised simultaneously with current 
occupational therapy clinical practices26. Therapist 
recognised years of experience in clinical practice as a 
critical part of their knowledge, decision-making abilities, 
skills and evidence in everyday practice25-26. Many therapists 
engaged with senior therapists or colleagues who have more 
experience in the field, attended journal clubs and referred 
to textbooks27. Therapists who have had postgraduate 
training display confidence in clinical practice and utilise 
research findings inpatient interventions. These outcomes 
are aligned with research in the field of KT. It is suggested that 
KT interventions include cognitive learning theories to allow 
therapists to develop their knowledge in EBP and detect 
gaps in their clinical knowledge28. Studies investigating the 
effectiveness of KT interventions in occupational therapy 
have found that focusing on inhibitors that prevent EBP 
may show positive results in increasing knowledge, self-
worth and changing clinical practice behaviours7. A crucial 
step suggested in studies producing KT interventions for 
occupational therapists is to be aware of the inhibitors 
and enablers of the clinician and the clinical context. Four 
concepts have been identified to evaluate the success of 
KT interventions in influencing changes in clinical practice 
namely; the elements that the intervention consists of, the 
personal attributes of the therapist, aspects of the conduct 
that the KT intervention is attempting to modify, and features 
of the health context in which the therapist practices29. KT 
interventions need to correspond with a therapists clinical 
context, preferred learning methods and personality 
traits30. Generally, occupational therapists believe that EBP 
includes research and clinical experience and designing 
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patient-specific interventions26. The results and continuous 
evaluation of KT in occupational therapy need exploration to 
enhance knowledge and skills in using EBP in clinical settings. 

MATERIAL AND METHODS 
This study is reported according to the Consolidated Criteria 
for Reporting Qualitative Research (COREQ)31. 

Methodological Orientation and Theory
This research formed part of a larger study aiming to 
identify and bridge the knowledge-to-practice gaps with 
rehabilitation therapists who work with high-risk infants in 
the public health sector of South Africa32. This particular 
study was a qualitative exploration of occupational 
therapists’ experiences in the public health sector of KZN 
who share similar ethnography or characteristics, guided 
by an appreciative inquiry (AI) approach33 and KT process28. 

AI encompasses four phases: discovery, dream, design, and 
destiny33. The first two phases of the AI approach were used 
and aligned with KT principles, such as knowledge inquiry, 
knowledge synthesis, sustaining knowledge, and knowledge 
utilisation in the care of the high-risk infant31. This promoted a 
discussion amongst occupational therapists about how they 
acquire knowledge to intervene in the NICU/high care units, 
support the high-risk infant, and synthesise and sustain the 
information they source, utilise, and adapt to their contextual 
needs (Figure 1 page 77). 

Recruitment and Sampling
Using purposive non-probability sampling33, 17 participants 
were recruited into the study. Informed consent and 
demographic information forms were sent to potential 
participants who were informed on voluntary participation 
and confidentiality. Therapists had to meet criteria that 

Table I: Sample Demographics (n=17)   

OT Gender
Years of 
experience 
in clinical 
practice

Level of 
care in 
the public 
health 
sector

KZN District Tertiary 
institution 
in which 
undergraduate 
training was 
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additional 
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1 F 10-15 District Umkhanyakude UP Yes X

2 F >15 Tertiary Umgungundlovu UKZN Yes X X

3 F 5-10 District Ethekwini UKZN Yes X X

4 F >15 Regional Ethekwini UKZN No

5 F 5-10 Tertiary Ethekwini UKZN Yes X X

6 F 5-10 Regional 
District

Ethekwini UKZN Yes X

7 F 10-15 Regional  
District

Ethekwini UKZN Yes X

8 F 5-10 Regional 
District

Ilembe UCT Yes X X X X

9 F 2-5 District Ilembe UKZN Yes X

10 F 2-5 Regional 
District

Ethekwini UWC No

11 F 2-5 District Umgungundlovu UKZN No

12 F 5-10 District Harry Gwala UKZN Yes X X

13 F 5-10 Tertiary Umgungundlovu UKZN Yes X

14 F 2-5 District Zululand UCT No

15 M 2-5 District Harry Gwala UKZN No

16 F >15 District Umkhanyakude US Yes X

17 F 5-10 Regional Ethekwini UKZN No

UCT-University of Cape Town; UKZN-University of KwaZulu-Natal; UP-University of Pretoria; US-University of Stellenbosch; UWC-
University of Western Cape
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included permanent employment for more than two years 
and having worked with neonates and high-risk infants in 
various levels of care in public health institutions across the 
province of KZN SA. 

Sample Demographics 
Of the 17 participants, 70.6% (n=12) completed their 
undergraduate training at the same institution. The 
majority were female (94%; n=16) and had up to ten years 
of experience (70,6%; n=12). The practice setting involved 
therapists mainly from the district level (59%; n=10), with a 
large percentage having had prior neonatal training (65%; 
n=11) (Table I page 76 refers).

Setting
Upon the South African government’s decision to initiate 
a nationwide lockdown due to the Coronavirus (COVID 19) 
pandemic globally, alternate methods for qualitative data 
collection due to social distancing guidelines were sought33. 
Two focus groups via the online platform ZOOM were used 
to collect data in this study. Each focus group spanned 90 
minutes. Participants represented six of the ten districts 
in the province of KZN, SA. There was no other presence 
involved in data collection besides the research team (three 
of the authors) as facilitator/co-facilitator/moderator of the 
discussion, and the participants. 

Focus Group Schedule
The initial questions for the discussion schedule were 
reviewed and refined with the research team with knowledge 
and experience in knowledge translation and or neonatal 
care. The questions were refined within a theoretical 
framework to focus on occupational therapists that worked 
with high-risk infants supported by evidence found in 
literature and from the team’s clinical experiences. (Figure 
2 above).

Figure 1:  Theoretical framework and methodological orientation 
of the study.

Pilot Study 
A pilot study with two community service occupational 
therapists was conducted. Refinement in the presentation 
style of the questions and how the discussions would 
be facilitated were acknowledged by the team. The 
primary issue identified was internet connectivity and the 
background noise from the participant’s video calls.

Main Study
The sessions were conducted in English. Discussions were 
recorded via the audio recorder available on ZOOM. The 
facilitators made memos during the session. This assisted with 
a preliminary analysis of possible themes that could emerge 
from the data. Each focus group spanned 90 minutes. Data 
saturation were reached once no new themes could emerge 
from the data; therefore, further coding was not feasible34. 
Transcripts were returned to participants for comment. 
Two authors listened to the audio recordings prior to the 
transcripts being available. Transcripts were also checked and 
rechecked against the audio recordings to ensure credibility35.    

Data Analysis 
The transcribed data were imported into NVivo (version 12 Pro), 
for the organisation. The data were analysed separately and 
repeatedly to identify initial coding using thematic analysis36. 
Word trees and thematic maps were generated on NVivo. A 
hybrid approach that included a shared data-driven inductive 
deductive method was utilised to demonstrate rigour in 
the thematic analysis37. This approach to analysing the data 
complemented the instrument questions by allowing the 
principle of KT and occupational therapy in the care of the 
high-risk infant to be fundamental in deductive reasoning 
whilst still letting themes emerge from the data using inductive 
reasoning37. Documenting of evidence through this approach 
displayed credibility, validity and trustworthiness in the research 
method38. The coding process involved the reduction of data 
into initial themes. These were later categorised into themes 
and sub-themes (16 codes and seven subcodes), and the 
relevant verbatim responses were highlighted to support the 
findings. The final stages of the data analysis included grouping 
the possible themes and sub-themes identified from the initial 
coding36. Emergent themes were reduced to five core themes 
based on the objectives of the study. 

Ethical Considerations 
The Biomedical Research Ethics Committee (BREC/00001886/2020) 
and the DOH Research and Knowledge Management Directorate 
(NHRD Ref. KZ_202008_066) issued ethical approval for the study. 

Figure 2: 	 Open-Ended Questions posed in the virtual Focus Group.
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Trustworthiness, reliability, credibility, and 
dependability  
Triangulation can be described as using numerous data 
sources, models, and methodology to provide valuable 
information to a study35. Triangulation occurred by peer 
debriefing the coded data from the transcripts and, eventually, 
the emergent themes to ensure dependability, reliability, 
trustworthiness, and counter researcher insider bias. This also 
allowed for the data to be validated. Credibility was assured by 
the participants’ views being accurately interpreted from the 
audio recordings. Dependability was confirmed by keeping 
thorough data collection and analysis records (audit trail).  

RESULTS 
Five core themes with relevant sub-themes, shown in Figure 
3 (above) emerged from the data and are augmented by 
verbatim responses. 

THEME 1: Occupational therapy and neonatal care 
in the public health sector
Facilitators in working with high-risk infants 
Participants believe that the doctors who work in paediatrics 
at their facilities acknowledge the role and benefit of 
occupational therapy intervention, Early Childhood 
Intervention (ECI), and neonatal care. They perceive some 
facilities’ management as a facilitator in supporting the 
occupational therapy role in providing intervention to high-
risk infants. The facility management also supports follow-up 
programmes once the infant and mother are discharged. 
This allows management to identify the implementation 
of occupational therapy programmes and increases 
recognition of the occupational therapy role in ECI. 

“An enabler is definitely your management where you 
show how well your program can run and if you feed from 
one programme into the next programme and you’re 

getting early childhood disability on top of it then that’s 
an enabling factor.” (OT1, 10-15 years clinical experience, 
training in paediatric NDT) 

Inhibitors in working with high-risk infants 
It is perceived that health facilities in KZN are a common 
inhibitor in providing quality interventions to high-risk 
infants. They do not fund training for therapists to improve 
and expand their knowledge and skills. Paying for training 
on a personal capacity is not always affordable, as courses 
and workshops are costly. 

“Money is the big disabler, the fact that they don’t fund 
training.” (OT1, 10-15 years clinical experience, training in 
paediatric NDT) 

Once an infant is discharged, the parent does not always 
comply with their follow-up appointment dates with the 
facility’s high-risk baby clinic programmes. Follow-up 
appointments usually monitor the infant’s medical, feeding, 
and overall development up to two to three years of age – this 
varies at different facilities. Participants identified that locating 
patients who default when the programme is extensive; 
there are time limitations and insufficient occupational 
therapy staffing at most public health facilities in KZN. 
Staffing numbers in rehabilitation have decreased since the 
moratorium was placed on posts in the KZN public health 
sector in 2016. This has led to many smaller departments 
being managed solely by junior therapists. Other departments 
in more resourced facilities struggle to provide full-time 
occupational therapy services in wards that consistently 
require assistance. An inhibitor described included not having 
adequate staffing to have an occupational therapist providing 
full-time services in the NICU. 

“Some of our disablers is that we don’t have enough staff 
to be able to work in neonatal ICU and ideally, we’d have 
an occupational therapist working full time there.” (OT4, 
>15 years clinical experience, no additional training).

Furthermore, participants believe they were not provided 
with enough knowledge and skills to work with high-risk 
infants during their undergraduate training. Therapists’ 
self-learnt skills and appropriate interventions to support 
high-risk infants through their daily clinical experiences.

“I think one of the barriers we have as new therapists, 
we weren’t really trained in neonatal care on campus, 
and you go into this new hospital, and you have to learn 
as you go along.” (OT2, >15 years clinical experience and 
training in Little Steps)

Interest in paediatrics and neonatal occupational 
therapy practice
Once therapists are placed at various facilities to complete 
their community service, they are likely required to provide 
intervention to paediatrics in all spheres. Occupational 
therapists who work in paediatrics generally have an interest 
and passion for working with infants and children. 

Figure 3: Summary of Themes and Subthemes.
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“Initially it was that I never had any exposure to working 
with neonates as a student or during varsity but once I 
did comm serve and started working in the department 
of health, obviously we got referrals for babies from the 
nursery and neonatal ICU, and I’m really interested in it.” 
(OT5, 5-10 years clinical experience, training in Little Steps 
and NDT advanced baby course).

Further training, courses, and workshops focusing on ECI and 
neonatal care increases interest in the field, as occupational 
therapists feel more confident and equipped to provide 
therapy to high-risk infants or children. The therapist’s 
interest in neonatal care is sustained by clinical experience, 
monitoring infant development if ECI is initiated, compared 
to an infant who had not received any intervention and 
therefore had poor functional outcomes. 

“It’s been a combination of seeing the outcomes later 
in life and just knowing if you worked backwards, they 
could’ve introduced access care a lot earlier in the system 
and then through experience having worked with them 
early on and seeing the impact that an intervention can 
make reinforced for me why it is so essential to get into 
that field and the importance of early intervention.” (OT7, 
10-15 years clinical experience and introductory workshop 
on high risk babies).

Referral system to occupational therapy as part of 
protocol and policy
Most health facilities in KZN develop independent standard 
operating procedures (SOP) regarding paediatric referral 
protocols and policies to other disciplines. Occupational 
therapists at some facilities only assess and provide 
intervention to patients when the MDT refers them. 
Participants do not blanket cover wards due to inadequate 
staffing and compliance with the SOP of the facility. Some 
participants indicated that working with high-risk infants is not 
a choice of interest. They provide assessment and intervention 
in the NICU only upon referrals received from the doctors.

“I don’t think we’re drawn to do it; I think it’s a matter of 
the referrals that we get from the doctors and then we 
just do the treatment as per requirements or as we see 
necessary.” (OT8, 5-10 years clinical experience, training in 
Little Steps, WHO Infant and Young Child Feeding, Infant 
Sensory Integration Training).

THEME 2: Knowledge Acquisition and Knowledge 
Synthesis 
Acquiring knowledge from the multi-disciplinary team 
Therapists acquire knowledge to support the high-risk infant 
through doctors, specialist paediatricians, neonatologists 
and nurses to develop integrated intervention strategies to 
help the high-risk infant and parent. Healthy relationships 
are formed between clinicians with knowledge brokerage 
being implemented as they learn and share the expertise of 
their roles in support of the infant and the family. Participants 
view the nursing staff in the NICU as an essential role player 

in understanding the occupational therapy scope of practice 
in the care of the high-risk infant. Therapists generally rely on 
nursing staff in reminding doctors to refer to occupational 
therapy. MDT ward rounds in the NICU, also promote 
knowledge brokerage amongst the various disciplines. The 
MDT have internal communication channels, where they 
share information or refer patients to each other. 

“The other source comes to think of it is colleagues, 
we have had the most amazing paediatricians and 
neonatologists that we got to work with, both South 
African and international and having that shared sort 
of think tank where you’re working with a dietician, in 
combination with a paediatrician, with a neonatologist 
and an OT, and you’re getting all together and you’re 
starting to think about intervention strategies and 
everyone starts sharing expertise from their fields, we 
developed a strong multi-disciplinary team and we got to 
learn from each other which was great.” (OT7, 10-15 years 
clinical experience, training in introductory workshop on 
high risk babies).

Sourcing information to support occupational 
therapy neonatal practice
Participants use the infant’s clinic book (Road to Health 
booklet) to educate parents on the developmental 
milestones that the infant should achieve. The book contains 
simple illustrations. This makes it user friendly for mothers 
that are literate or illiterate. 

“The patient road to health card, road to health booklet 
gives us a lot on the developmental milestones.” (OT11, 
2-5 years clinical experience, no further training). 

Therapist’s use the information provided in the paediatric 
assessment forms during the infant’s admission. This helps 
understand the infant from a medical and rehabilitation 
perspective as information is sourced from an MDT 
perspective. Besides sourcing information from the infant’s 
admission records and booklets, data is sourced through 
interviews with the family. Comprehensive referral forms 
that occupational therapy departments in various facilities 
have individually created also help gather information about 
the infant from the treating doctor. 

“We source our info from just being able to work in the 
NICU, from the patient record, so the patient file, the 
interview with the mom or dad or the parents, from the 
referral letter, we have a request for consult that the 
doctor has to fill.” (OT11, 2-5 years clinical experience, no 
further training).

Acquiring information, knowledge and skills from 
multiple sources
Participants acquire information, knowledge and skills from 
textbooks available in their departments on neonates. 
Colleagues with experience was the main point that 
participants identified in developing knowledge and skills in 
the care of the high-risk infant and to guide them in making 
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use of the correct information, advising on complex cases 
and treatment modalities. 

“It’s just having access to speak to colleagues that have 
more experience, so when I first started out obviously 
being able to speak to people that that had more 
experience in the NICU.” (OT5, 5-10 years’ experience, 
training in Little Steps and NDT advanced baby course)

Therapist’s also acquired information from policies 
implemented by the KZN Department of Health (DOH). This 
comprehensive policy is a checklist that the nurses who 
work in the NICU complete. This assists in identifying and 
providing information on an infant that is or has the potential 
of being classified as high risk.

“With the new policy that’s come into neonatal to try 
lower litigation against the department of health, there’s 
that checklist that the nurses have to fill in and if you go 
through the checklist, a lot of the factors that we have 
had on our form are now also on that checklist. It is in our 
policy now and when I started there was no such thing 
as a neonatal check list, so there definitely are those 
guidelines to say if the baby isn’t checking these boxes- 
that’s a red baby, orange baby or a green baby.” (OT1, 
10-15 years clinical experience, training in paediatric NDT) 

The Little Steps course, which focuses on NDSC for 
premature infants, is one of the most popular SA courses, 
which caters for the MDT who work with high-risk infants 
in the NICU. Participants identified this course to increase 
their confidence, knowledge, and skills working with high-
risk infants and their families. The Little Steps course is 
not affordable to all therapists. Therefore, those who have 
attended the course provide in-service training to others to 
translate the knowledge to staff in their facilities on NDSC 
strategies to implement in the NICU. 

“The Little Steps course which we haven’t attended 
personally but have gotten in-service training from 
therapists that did it and the suggestions made for how 
you can work in the neonatal ICU were brilliant and we 
just took it back and in serviced it in our hospital and 
just said how can we ask the nursery to intervene.” (OT9, 
2-5 years’ experience, training in infant massage and 
breastfeeding).

Academic supervisors from the University of KZN provide 
knowledge brokerage through offering workshops on 
working with high-risk infants to clinicians. Academic 
supervisors also educate students whilst they are at their 
clinical sites. This allows clinicians also to observe and 
learn concurrently. Therapist’s keep updated neonatology 
by acquiring and improving knowledge by engaging with 
scientific evidence from published articles in journals. They 
use online searching to enhance their experience and 
understanding in classifying specific terminology used in the 
NICU and what factors would influence an infant’s medical 
and functional prognosis once they are discharged.

“There’s lots of really superb cutting-edge research 
coming out so accessing journal articles in the latest 
neonatal journals, there’s also a lot of OT research 
coming out which is very exciting.” (OT7, 10-15 years 
clinical experience and introductory workshop on high 
risk babies).

Synthesising knowledge to work in occupational 
therapy neonatal practice
Participants who have two to five years of experience 
synthesise information that they have accessed from various 
sources and use it through trial and error in intervention 
with patients to observe what is useful and what is not. They 
believe that most of the knowledge and skills they develop 
or acquire are through their own clinical experiences and 
reasoning. 

“I think it comes down to your clinical reasoning at the 
end of it, there’s so much information out there, you 
want to use your clinical reasoning in addition to the 
information you gather to provide the best possible 
treatment.” (OT9, 2-5 years’ experience, training in infant 
massage and breastfeeding).

THEME 3: Knowledge Translation/Utilisation
The inhibitors and facilitators in sustaining 
knowledge
Therapists attribute doctors in smaller facilities as inhibitors 
in maintaining knowledge in neonatal care. This is due to 
them rotating frequently and not prioritising rehabilitation 
with high-risk infants. Therefore, they do not refer infants 
for therapy. 

“From my experiences in district hospitals I find it more 
difficult to get buy in from medical staff. You know 
doctors are rotating the whole time and you’re trying 
to play catch up and their doctor meetings are not- the 
focus on rehab and intervention is not as strong.” (OT7, 
10-15 years clinical experience and introductory workshop 
on high risk babies).

Participants believe that scheduling occupational therapy 
in in-service medical rosters and providing consistent 
in-service training to educate doctors and nurses on the 
occupational therapist’s role in the care of the high-risk 
infant, on the occupational therapy referral process and what 
programmes are offered at the facility and on discharge, 
act as a facilitator in sustaining knowledge in facilities. 
In-service training may help build a trusting relationship 
with the occupational therapy department and accept 
occupational therapy as a valuable member of the MDT. They 
also believe that getting the medical manager on board 
may help sustain knowledge transfer of the occupational 
therapist’s role in the care of the high-risk infant amongst 
the paediatric medical team. 

“We did in-service training with our nurses on how to 
implement some of the care practices, we also did 
in-service training with every single intern-medical-
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intern that was coming through, so that everyone in the 
team is aware of how to implement your therapeutic 
approaches so it’s not just therapy and it becomes the 
base standard the entire system runs on.” (OT7, 10-15 
years clinical experience and introductory workshop on 
high risk babies).

Therapists believe that another facilitator in sustaining 
knowledge of the occupational therapist’s role in neonatal 
intervention uses scientific evidence to prove to hospital 
management that occupational therapy interventions may 
assist the facility in decreasing expenses. They perceive the 
parent role in the NICU as essential in sustaining knowledge 
in the high-risk infant’s care. Participants educate the parent 
individually or in groups and adapt the intervention to the 
infant and parent dyad’s specific needs. 

“So, another thing that was done was a lot of work with the 
parents one-on-one as well as in groups and then seeing 
how you can adapt your care approach specifically to the 
parents’ needs and how is that best going to achieve a 
dyadic approach in that moment, how best you’re going 
to get the child and parent to work together.” (OT7, 10-15 
years clinical experience and introductory workshop on 
high risk babies).

THEME 4: Contextual barriers and adaptation
Adapting to the contextual needs of the facility and 
community
Participants engage with their past and present knowledge 
and experiences and combine them with scientific evidence 
to develop and adjust intervention strategies to their specific 
contexts. They indicated that most research in neonatology 
comes from first world countries and may not suit the SA 
context. 

“You also need to consider the resources at your 
institution because a lot of the research that comes out 
is from first world countries, and we don’t always have 
those kinds of resources. So, it’s always nice to see what 
they are using and try to think out the box and how we 
can use a similar sort of idea to get the same result.” 
(OT9, 2-5 years’ experience, training in infant massage 
and breastfeeding).

They have developed language-appropriate education 
pamphlets for parents and caregivers at their facilities. Participants 
employed at tertiary institutions prioritise what information should 
be given to a parent or caregiver as they are not admitted for 
long periods. They believe that selecting the most applicable 
information to the parent comes with experience.

“Because we’re tertiary and we not retaining these kids 
for a long period, kind of being able to prioritise what you 
hand over to the caregiver and that comes with a bit of 
practice as well because you want to help the mom as 
much as you can and give them as much but sometimes, I 
find that less is more.” (OT6, 5-10 years clinical experience, 

introductory workshop to at risk infants).

Poor Referrals from the MDT
Therapists indicate that although doctors rotate at 
the smaller hospitals every few months, some do not 
acknowledge or understand the occupational therapy role 
in neonatal care even if there is a continuous in-service 
training programme. 

“I think the doctors that we work with do rotate, but 
most of the time they are there for like 2/3 months, so 
depending on the doctors...some of the doctors don’t 
really work close with rehab at all. You trying to inform 
them maybe that this is what OT does and this is how 
we can actually play a role they still for whatever reason 
generally don’t refer.” (OT13, 5-10 years clinical experience 
and introductory workshop on high risk infants)

Typical day in the NICU, high care and Kangaroo 
Mothercare units 
Participants describe an average day in the NICU as busy, 
short and chaotic due to working around the infant’s sleep 
and wake states or the parent not always being present. 
Participants feel that the NICU and Kangaroo Mother Care 
(KMC) environments are supportive. There is continuous 
training amongst staff and parents daily, in classes, groups 
and individual education. 

“I think short and chaotic summarises it for me, you go 
in there and this baby is sleeping and the other one is 
deep quiet sleep, and you can’t interact with that one 
and you move to the next one but mom is showering and 
then you’re here and then you’re there, so it often felt 
quite chaotic.” (OT7, 10-15 years clinical experience and 
introductory workshop on high risk babies).

“It is usually quite busy in the morning, but it is a nice 
environment for me to work in because the team is very 
supportive and there’s a lot of training that goes on and 
it’s constant.” (OT1, 10-15 years clinical experience, training 
in paediatric NDT) 

THEME 5:  The ideal occupational therapist and 
neonatal setting
The ideal occupational therapist in neonatal 
practice
Therapists believe that the ideal occupational therapist must 
be a confident person knowledgeable in neonatal care. 
She must also have an assertive personality to engage with 
the MDT to facilitate change. They also indicate that if the 
undergraduate training for working with high-risk infants 
was comprehensive, occupational therapists may feel more 
equipped to work in the NICU.

“I think if we had a richer training system that would 
contribute more into having decent therapists. I think 
the other thing is passionate therapist, someone who 
is interested in it; you don’t want someone who is half-
hearted in the NICU, it’s very emotionally intense work, 
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it’s very draining work so I think you need someone with 
gentleness with an equal thick skin. I think someone 
who can work as well with your neonates as well as your 
parents, a lot of communication skills with your staff.” 
(OT7, 10-15 years clinical experience and introductory 
workshop on high risk babies).

Participants also describe the ideal occupational therapy 
as being patient, compassionate and educated in the field 
of neonatal care. They do not believe that a junior therapist 
should work in the NICU. Participants view work in the NICU 
as a ‘specialised” field of practice in occupational therapy, 
and the therapist working there should have adequate 
training and experience to make them feel confident. 

“I think a very patient, compassionate and an educated 
person in that field. I don’t think your comm serve is the 
person that should be in that space. The person must be 
trained, neonatal ICU in my view is a specialised field and 
I don’t think that comm serves can actually work there 
because if you are starting, you need first to understand 
the environment you are working in.” (OT4, >15 years 
clinical experience, no additional training)

The ideal day in occupational therapy practice in 
the NICU
The ideal day for an occupational therapist working in the 
NICU was described as: having a good working relationship 
amongst the MDT and having the time and flexibility to 
structure your workday. 

“I think the ideal day would include proper team 
connection, as well as just the time to be flexible and 
fluid in who you see and when.” (OT7, 10-15 years clinical 
experience and introductory workshop on high risk 
babies).

The ideal toolbox for the occupational therapist in 
neonatal practice
Therapists envision the ideal toolbox to include protocols 
for occupational therapists working in the NICU based 
on scientific evidence for various diagnoses. Participants 
think it should consist of standardised SA assessment tools 
applicable to the country’s context and population group. 
They believe that this assessment’s data can be utilised 
to develop research within the South African context in 
occupational therapy and neonatal care. They would like 
the ideal toolbox to have a room allocated solely for family 
and parent counselling. 

“I think what I would really like in the toolbox is a South 
African assessment that is sensitive to our population, 
and we can really start using that to generate our own 
data and to stand our ground on an international level in 
terms of research.” (OT7, 10-15 years clinical experience 
and introductory workshop on high risk babies).

Participants indicate that it is difficult for them and other 
occupational therapists who have not had further training 
in working with high-risk infants to identify what the ideal 

toolbox should consist of, compared to therapists who have 
received additional training. 

“I think it’s quite hard for us who haven’t had further 
training in high-risk babies, it’s hard for us to say what 
would be ideal whereas a person who has had that 
training may have a lot of things they would think would 
be most beneficial to kids.” (OT9, 2-5 years’ experience, 
training in infant massage and breastfeeding).

DISCUSSION 
This study’s findings have outlined the knowledge to 
practice gaps for occupational therapists supporting 
high-risk infants in the KZN public health sector. Doctors 
working in paediatrics recognise the value of occupational 
therapy in ECI and neonatal care in some hospitals. Hospital 
management acknowledges occupational therapy services 
once they see the benefits of early developmental care, 
especially with morbidity cases. Receiving support from 
management contributes to the successful implementation 
of NDSC, and may decrease the facility’s expenses through 
shorter admissions and fewer health complications15,20. 
Research has identified that the early implementation of 
NDSC encourages high-risk infants’ overall development39-40.

In several studies, it has also been recommended that high-
risk infants be referred to occupational therapy to provide 
early intervention programmes to promote neurocognition, 
performance in areas of occupation, maternal mental health, 
and family-centred care to sustain knowledge supporting 
the infant and parent dyad 15,20. Inhibitors in working with 
neonates, including a lack of funding for training in neonatal 
care for occupational therapists, with training being 
unaffordable for many therapists correlate to a previous 
study, in which junior therapists stated attending neonatal 
courses was difficult as they were costly. In the occupational 
therapy profession, permanent staff shortages in the KZN 
DOH inhibit consistent care of high-risk infants in the NICU 
and strain therapists 6,41. 

It was found that participants who work in paediatrics 
at their hospitals generally are interested in working with 
children and neonates. Further training in neonatal care 
increases a therapist’s confidence and interest in the 
field. Studies have found that therapists with little clinical 
experience feel incompetent, have decreased self-
confidence, engage in interventions with flawed clinical 
reasoning and face challenges with their skill level and what 
is expected of them in the work environment42-43. Participants 
outlined that seeing positive developmental outcomes with 
early intervention encouraged an interest in neonatal care. 
Other participants had no interest in working with neonates 
but followed the referral process, SOP of their facilities and 
the occupational therapy scope of practice to intervene 
only as required. This is aligned with findings from a study 
in which occupational therapists did not work in the NICU 
due to a lack of interest in neonatal care6. 

Participants acquire information and knowledge from 
a range of professionals in the MDT. Working relationships 
are formed between disciplines to implement knowledge 
brokerage to learn and share individual roles in supporting 
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the high-risk infant. Information is shared during in-service 
training, ward rounds, and internal communication channels. 
This is consistent with studies in which working in an MDT has 
been highlighted as beneficial to ensure consistency in the 
neonate’s care 15,44-46. Information to support the infant and 
parent was acquired through working in the NICU and from 
other sources such as referral forms, admission booklets, 
interviews with the parent and the South African DOH 
Road to Health booklet, which consists of an immunisation 
schedule, developmental and growth monitoring as well 
as other health information for infants and young children. 
Participants’ clinical knowledge and skills were acquired 
through textbooks, online searching, consulting with 
experienced colleagues, DOH nursing policies, journal 
articles, courses and support from the University of KZN 
lecturers. A lack of DOH policies for the occupational therapy 
role and specific practice in neonatal care could be an area 
for future research; this may help provide a standard of care 
across the KZN province.

A scoping study outlined that experienced occupational 
therapists used evidence-based practice (EBP) in clinical 
decision making, using online research, reading relevant 
literature, and increasing knowledge and skills by attending 
courses and workshops for professional development in fields 
of interest 7,26,47-48. The ‘Little Steps’ course focusing on NDSC for 
preterm infants was identified as the most common course 
attended by occupational therapists. This correlates to two 
other studies that have recognised the course to be helpful 
in the operationalisation of NDSC amongst the MDT working 
in the NICU6,15. The synchronisation of acquired information, 
knowledge and skills was considered from a therapist’s own 
clinical experiences and practice. Experience plays a vital role 
in increasing the self-confidence of an occupational therapist 
and integrating research into practice7.  

Frequent staff rotations and doctors’ disinterest to refer 
infants to occupational therapy make it challenging to sustain 
neonatal services6. The focus on rehabilitation is not prioritised 
as medical concerns take precedence. Providing in-service 
training to the MDT on the occupational therapy role facilitates 
knowledge sustainment and optimises NDSC practices 15. EBP 
guidelines for NDSC come from first world countries and are 
adapted by professionals to the SA context 15,49. Participants 
adopt and adapt international guidelines according to 
their resources and the population they service. This may 
assist in relaying information to caregivers and suggesting 
contextually appropriate intervention methods. Some 
participants outlined a typical day in the NICU as a brief, 
chaotic, but supportive MDT environment. The ideal 
occupational therapy to service the NICU needs to be 
trained, confident, compassionate, assertive, and motivated 
to encourage practice change amongst the MDT. Junior 
therapists are not recommended to work in the NICU due 
to their lack of training and experience. This correlates with 
findings from other studies 20,42-43. An ideal day in the NICU is 
having positive working relationships with the MDT, time, and 
flexibility to provide individualised infant and family centred 
care. Participants envision the ideal neonatal toolbox to 
consist of standardised South African assessment tools and 
EBP protocols specific to occupational therapy whilst others 

felt like they could not imagine what the ideal would be, 
as they received no further training in neonatal care. The 
following stage in this study is to determine what is required 
in KT interventions via a consensus process50.

Limitations 
The study was limited to one province in SA and only 
included occupational therapists in the public health 
sector; therefore, the findings may not outline occupational 
therapists’ perceptions in the country as a whole or on an 
international level. The qualitative design and small sample 
size may not represent the perceptions of all occupational 
therapists. A response bias may have developed, as 
occupational therapists who had no interest or little 
knowledge in supporting high-risk infants did not respond 
to the invite for participation. 

CONCLUSION
The findings demonstrate that the knowledge to practice 
gaps for occupational therapists employed in the public 
health sector of KZN are insufficient training in neonatal 
care due to postgraduate courses being unaffordable 
and not receiving funding or training from the DOH to 
improve knowledge and skills. A decreased interest of some 
occupational therapists to support high-risk infants may 
indicate a gap in practice. Severe staff shortages place strain 
on therapists as they are unable to provide consistent care in 
the NICU. Frequent doctor rotations and a poor understanding 
of the occupational therapy role in neonatal care result in 
infants not being referred to occupational therapy. Resources, 
training of occupational therapists, and SOPs relating 
specifically to the occupational therapy role in neonatal care 
in the public health sector appear to be necessary to inform 
a standard of care across the province of KZN. 
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