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In a recent post in the Scholarly Kitchen, Todd Carpenter 
reminded us that “The publishing process has always 
relied on technology, from paper and ink with which 
scribes noted their work… to the earliest typesetters 

and printers, to the digital markup and repository tools of 
today”1:1.  Digital information is ubiquitous and accessible 
to us all to enrich our knowledge and provide a launchpad 
from which we generate new knowledge. While this ever-
expanding technology makes information available literally 
at the touch of a button, it is the responsibility of all users of 
information to have guardrails in place and critically evaluate 
all information sourced to safeguard the scholarly record.

Evidence-based practice (EBP) encourages the 
generation of, and use of knowledge to guide practice 
which responds to the diverse occupational needs of the 
people we work with2-4. Critical appraisal is a key element of 
EBP and is the process by which we determine and critically 
evaluate the rigour, impact, relevance, and acceptability of 
the knowledge or information we have sourced to answer a 
focused question we have posed in relation to our teaching, 
research and/or practice5-6.  We live in a world where access 
to knowledge is ever increasing, and this provides exciting 
opportunities for occupational therapists to use knowledge 
to inform their practice. Knowledge is indeed power, but as 
socially responsive and evidence informed professionals, 
we must be responsible in the use of this power. Sadly, not 
all information is the best match to guide our teaching, 
practice, and research. It is for this reason that we should 
conduct a critical appraisal of existing knowledge in 
relation to the following dimensions:
1. Methodological rigour
Here we should ask the question: How well has the study
been carried out? Using this lens, we explore how confident
we are that the study design has been appropriately
applied and that the results are not due to chance, other 
confounding variables and/or bias.
2. Impact
Here we should ask the question: What is the impact or clinical 
value of the results/findings of the study or alternatively What
is the value of the study findings for my teaching, my research, 
and my practice? This demands careful consideration of the
intervention goals you and your clients/students/research
participants have developed and how the results will help
achieve these goals.
3. Relevance and applicability
Here we should ask the question: Can these study findings

be applied in our context to guide our teaching, research, 
and/or practice? This question encourages us to think about 
what might limit us from applying the study findings, and if 
it is worthwhile to consider addressing these limitations, to 
be able to apply the study results.
4. Responsibility
A fourth dimension, ‘responsibility’ relates to the question:
What further research do we have to engage in to generate
evidence for the questions that remain after our appraisal of 
the existing evidence? This is important given that we hold a
responsibility to both engage with and generate knowledge
which will guide best practice7.

The South African Journal of Occupational Therapy (SAJOT) 
publishes papers that contribute to the dissemination of 
knowledge which has been critically appraised through 
rigorous editorial practices and a double blinded review 
process in relation to the above four dimensions. Continued 
engagement with knowledge published in SAJOT and other 
journals, will help contribute to an ongoing appraisal of 
the existing knowledge-base and will encourage further 
discussion and research to support the development of 
the profession. 
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RESEARCH ARTICLE

Occupational therapists’ acceptance of 
3D printing 

Introduction:  In occupational therapy, three-dimensional printing is 
being explored as an alternative design and manufacturing technique to 
the conventional fabrication of orthotics and assistive devices. The global 
applications and literature are rapidly growing, but the South African – specific 
literature is deficient. The Technology Acceptance Model depicts that one’s 
perception of any particular technology is a significant determinant of their 
acceptance of it, determining whether the technology system is successfully 
adopted or disregarded. 

Aim:  To determine the perceived acceptance of three-dimensional printing 
technology amongst occupational therapists in KwaZulu-Natal and whether 
exposure to the technology system, in the form of a three-dimensional printing 
workshop, influences their perception of the technology. 

Method:  The study followed a multi-method design consisting of two phases; 
phase one involved the creation of the intervention tool (workshop), which 
was developed through a process guided by Design-Based Research. Phase 
two involved the implementation of the intervention and data collection. 
Therapists documented their perceptions in a questionnaire before and after 
exposure; following a pre and post-test design, enabling comparison. The 
questionnaires were based on the Technology Acceptance Model, including 13 
questions scored on a seven-point Likert scale and five open-ended questions. 
The quantitative data were analysed descriptively, and qualitative data were 
analysed thematically. 

Results:  All four categories of the Technology Acceptance Model-based 
questionnaire displayed a significant change (p < 0.05) between the pre and 
post-test responses, with a medium effect size. 

Conclusion: Exposure to three-dimensional printing influences therapists’ 
perception of the technology.

IMPLICATIONS FOR PRACTICE
• The application of Three-Dimensional Printing (3DP) in occupational therapy 

practice has the potential to enable increased accuracy and precision of 
items fabricated by therapists; enabling customisation and individualisation
to the exact specifications of a patient. 

• 3DP can open doors to a broad spectrum of items that are not easily
accessible, affordable, or not even available, accessing ideas and blueprints
from a global pool of resources through open-source sites. 

• With the process of fabrication being digital, not only does this reduce
manual labour, but fabricating without touching the patient can reduce
pain and prevent disruption of a repair/ surgical site/ wound. 

• The digital process also allows patients to see and visualise the product
during the design process, enabling input prior to printing, contributing
to reduced wastage. 

ABSTRACT
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INTRODUCTION 
Three-Dimensional Printing (3DP), also known as additive 
manufacturing, is a type of manufacturing whereby items are 
fabricated in consecutive layers with guidance from a computer-
aided design (CAD) file1. Until recently, 3DP technology remained 
largely inaccessible to the general public, dominated primarily 
by prominent stakeholders2. Today, the applications of 3DP have 
expanded to the general market, from the commercial and 
academic environments to clinical settings as well3.  

The application of 3DP across healthcare domains is rapidly 
expanding, completely revolutionising traditional practices 
with the ability to create whilst ensuring personalisation, time 
efficiency and accuracy4-5. In occupational therapy practice 
specifically, 3DP is being explored as an alternative design 
and manufacturing technique to conventional processes 
within two areas of practice: assistive devices and splinting/ 
orthotics6. Technology may present hurdles to current 
practices; however, it also provides new opportunities for 
enhancing and enabling patient engagement and meaning in 
life. For this reason, it is recommended that therapists engage 
beyond their typical practices to advocate for their patients7.

Despite the rapid advancements in technology globally, 
acceptance and resultant use of advancements such as 
3DP by individuals, in this case, occupational therapists, 
cannot be assumed and therefore, must be examined8. 
This study aimed to determine the perceived acceptance 
of 3DP technology by occupational therapists working 
in South Africa. The findings of this study are intended to 
provide a gateway to further research and advancements 
in occupational therapy practice and service delivery within 
the South African context.  

LITERATURE REVIEW 

The South African healthcare system and access 
to assistive technology 
South Africa has a two-tiered healthcare system. The public 
sector is underfunded and services three-quarters of the 
population, whilst the private sector is grossly inaccessible 
to the majority due to the exorbitant cost of private care9. In 
South Africa, approximately 7.5% of the population lives with a 
disability10. Individuals living with disabilities require assistive 
technology (AT) that enables them to actively engage and 
complete a task that they would not otherwise be able to 
do11. Without access to the appropriate AT, an individual with 
a disability may be unable to access opportunities available 
to the able-bodied12. Equitable access for this population was 
documented in the South African National Development 
Plan (NDP)13, this service however is fragmented and 
inaccessible. The government cannot meet between 35% 
and 85% of the total AT needs of the disabled population12, 
and with the proposed implementation of National Health 
Insurance, the National Department of Health will be solely 
responsible for providing this essential service. The greatest 
challenge to provision of AT in South Africa is the financial 
constraints impacting on service delivery and availability 
of products. To bridge this gap, local innovation, product 
development, and manufacturing needs to be cultivated 
and supported12.

3DP in the field of occupational therapy 
Within the field of occupational therapy, 3DP is being explored 
as an alternative design and manufacturing technique to the 
conventional fabrication of orthotics and assistive devices (both 
of which fall within the domain of AT)6. An orthosis is a device 
applied externally to a body part to provide structural positioning 
or functional facilitation, referred to as ‘splints’ in the South African 
context. Fabricating orthoses requires clinical experience and 
can be labour-intensive14. 3DP may significantly reduce the 
equipment and materials required in the fabrication process of 
an orthotic. 3DP orthoses have also proven to be of lighter weight, 
better ventilated and more aesthetically pleasing compared to 
traditional thermoplastic orthoses15.  Assistive devices are any item 
that enables an individual with a disability to complete a task that 
they would not otherwise be able to do16. 3DP has proven to be 
an effective method for designing, testing, and manufacturing 
unique assistive devices. The process has yielded greater patient 
satisfaction, functionality, and reduced cost17. 

Another advantage of 3DP is the availability of online 
open-source platforms. The digital blueprint designs are 
distributed and shared globally, with the end-user having the 
opportunity to customise the design for the specific needs of 
each patient15. Additionally, a potential benefit of using CAD 
is the opportunity for patient feedback during the design 
process prior to fabrication. This would cultivate a sense of 
ownership and improve patient satisfaction and subsequent 
compliance14. Input and feedback during the design process 
would also reduce unnecessary waste of materials, as 
adjustments can be made digitally before printing. 

The gap in 3DP Research in occupational therapy 
Limited research examines 3DP within healthcare and 
occupational therapy internationally, specifically in South 
Africa. This may be a barrier to potential advancements in 
therapy and technology integration for future practice. The 
Technology Acceptance Model (TAM) was developed in 1985, 
due to concern that employees were not using the Information 
Technology (IT) advancements made available to them. The 
original TAM consists of two major components: perceived 
usefulness and perceived ease of use, with the latter directly 
influencing the former. The model depicts that these two 
perceptions will influence the user’s attitude towards the 
technology system, which will influence whether the user will 
accept or reject the technology. The two beliefs are directly 
influenced by the characteristics of the technology itself8. The 
TAM has become a leading model in explaining and predicting 
the acceptance and use of technology18. Previous empirical 
research studies have tested the TAM, and proven that tools 
based on this model have yielded results considered to be 
statistically reliable19. This study included questionnaires based 
on the TAM to determine therapists’ perceived acceptance 
3DP technology based on the following: usefulness, ease of 
use, attitude towards, and intention to use in future practice. 

METHODOLOGY 

Study design 
The study used a multi- method design consisting of two 
distinct phases, outlined in Figure 1.  

https://theconversation.com/explainer-how-competitive-is-south-africas-private-health-care-sector-99799
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Phase one: Intervention tool development 
This phase was geared towards developing the intervention 
tool; the 3DP workshop and was guided by the Design-Based 
Research (DBR) process. The process begins with initially 
evaluating a problem within a specific context. Following 
this, a potential solution is designed – generally as an 
instructional tool. The researchers then test and develop 
the instructional tool through an iterative process, funnelling 
and refining the knowledge20.

This research process is appropriate when the knowledge 
related to the problem is particularly new and when 
instructional material is lacking21-23. The DBR process is 
not a precise research methodology but rather a team 
collaboration engaged in a process of systematically 
examining, constructing, and evaluating information and 
tools for learning22. The DBR team consists of any stakeholder 
or collaborator whose expertise and knowledge contribute 
to development within the iterative cycle21. This team 
consisted of five co-authors. Three collaborators were 

clinicians with experience and published work in the field 
of splinting and rehabilitation in occupational therapy, 
and the other two are clinicians practicing in the field of 
physical rehabilitation in occupational therapy, with prior 
3DP experience. 

Phase two: Data collection 
Phase two was geared towards developing the data 
collection tool, conducting the pilot study, and running the 
3DP workshops and data collection process. Four workshops 
were run to cater to therapists in different areas in KwaZulu- 
Natal. 

Study design: The second phase followed a quasi-
experimental design consisting of a one-group pre-test, 
post-test design. In this study, the dependent variable was 
the therapists’ perceived acceptance of 3DP technology, 
which was assessed before and after participating in a 3DP 
introductory workshop (independent variable).

Figure 1: The study process.
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Setting: The study was located in KwaZulu-Natal, South 
Africa. South Africa has been described as both a 
developing and developed country, having high levels 
of inequality, juxtaposing wealthy neighbourhoods and 
poverty-stricken settlements24-26. South African healthcare 
expenditure aggregates to over R500 billion annually and is 
approximately evenly split between the public and private 
healthcare sectors, despite the former providing care for 
the large majority of the country27. Public facilities are, as 
a result, often overcrowded, have limited resources, long 
waiting times, and staff shortages26. A setting with two 
contrasting healthcare sectors required representation of 
both within the study. 

The government is unable to meet a significant portion of 
the assistive technology needs within South Africa affecting 
the large majority accessing public healthcare, but in time 
also affecting the entire disabled population with the 

proposed implementation of National Health Insurance. One 
of the most significant challenges faced within this context, 
with the provision of products and services, is the financial 
constraints which directly impact resource availability, 
often resulting in extended waiting times. Waiting times of 
over two years have been reported, with devices no longer 
suitable to the patient’s needs, size, environment, and life 
roles that have changed12.          

Participant selection and sampling: Participants included 
practising occupational therapists in physical or paediatric 
rehabilitation in either the public or private healthcare 
sectors in KwaZulu-Natal. The database of the Occupational 
Therapy Association of South Africa (OTASA) was accessed 
to attain membership figures; however, membership with 
OTASA is not mandatory, and it is therefore expected 
that not all therapists are registered with the association. 

Table I: The DBR process
Step one: Evaluating the gap/need 
The identified problem defined the study’s aims and objectives. 

Step two: Developing the proposed intervention plan 

Initiating the development of an intervention to meet the objectives – introducing the therapists to 3DP technology. This step involved 

developing the intervention structure and mapping out potential content. Initially, the plan was to create a pre-recorded presentation 

for participants to be sent electronically. Following this initial plan, the structure of the presentation was outlined, mapping out areas of 

interest identified through the perusal of relevant literature. The structure included:
• An introduction to 3DP 
• The history of 3DP
• Orientation to the parts of the 3D printer
• Materials used in 3DP and their properties
• An introduction to CAD and open-source design sites
• Applications in broader healthcare practice
• Applications in occupational therapy practice

Collaboration with relevant stakeholders determined that the presentation would be better delivered in- person, with a practical com-

ponent, thus the plan for a 3DP introductory workshop. 

Step three: Further developing the content of the presentation 
This involved the additional gathering of resources, such as journal articles, websites, reports, manuals, handouts, and video clips, to ex-

pand on each subsection of the abovementioned content. During this process, additional areas of interest were identified and included 

an introduction to various forms of manufacturing and different types of 3DP.  

Step four: Collation and Synthesis 
This step aimed to funnel the acquired information, ensuring relevance and applicability. The information was synthesised and format-

ted in a handout and PowerPoint presentation. The feasibility and effectiveness of a PowerPoint presentation were then queried and 

altered. It was determined that a video presentation would be more appropriate to ensure consistency and standardisation across the 

various groups of participants. The actionable step was utilising available networks and sourcing a video creator and editor. 

Step five: Creation and refinement of the video presentation and workshop content  
The video included animations, voiceovers, video clips, and music, to effectively present the information in a captivating and easy-to-

understand manner. 

The first draft utilised the information synthesised in step four. The video presentation was divided into a theoretical section and a more 

practical one. 

The practical component included a combination of a pre-recorded presentation and real-time presentation, however, followed a 

structured format. This portion of the workshop included: 
• An introduction video.
• A pre-recorded screen recording of the software and open-source websites in use.
• Exposure to various examples of printed devices and splints.
• Exposure to the types of materials used in printing.
• Physical orientation to the parts of the printer.
• Exposure to printers operating in real time.

The video was then edited and formed the second draft, which was again critiqued and edited. The final video was utilised for each of 

the 4 workshops and pilot study. No alterations to the presentation were noted from the pilot study. 
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Therefore, the total number of potential participants in the 
target population was consequently unknown. However, the 
number of public sector hospital departments invited to 
participate in the study was 28, and the number of private 
sector practices invited was approximately 50. In total, 40 
therapists consented to participation and were involved 
in the study. Non-probability convenience sampling was 
utilised. Public sector therapists were accessed via the 
chairperson of the KZN provincial forum, who aided in the 
distribution of the invitation and detailed explanation of 
the research study via email to each department. Private 
practice therapists were invited via networking, occupational 
therapy messenger groups and practice searchers were 
conducted via the internet to extend the invitation. 

Research tools: The study included a pre-test, post-
test questionnaire based on the TAM. A portion of the 
questionnaire was obtained, with permission, from a 
previous study conducted in the United States of America 
that successfully developed a TAM-based questionnaire 
and utilised it to determine occupational therapy students’ 
attitudes and perceptions of 3DP technology28. The 
questionnaire included 12 biographical questions; 13 
questions based on the TAM (scored on a seven-point Likert 
scale ranging from one (totally disagree) to seven (totally 
agree), and ended with five open-ended questions. The 
biographical questions were to determine the therapists’ 
experience in the field and with 3DP, their practice habits, 
and their age – creating an opportunity to generate further 
discussions of potential influences. The open-ended 
questions were developed by looking at the TAM categories, 
and were phrased to create space for further perspectives 
and opinions to provide depth to the first 13 questions scored 
on a Likert scale. The pre-test and post-test questionnaires 
were administered directly before and after the therapists 
participated in an introductory workshop. 

Research procedure: Four workshops were conducted with 
four different groups of therapists. The workshops were 
held at various settings (a public hospital, a private hospital, 
a private practice, and at a tertiary institution’s occupational 
therapy department). Locations were chosen based on 
ease of access for therapists living in the Pietermaritzburg 
area, the Upper Highway area, North Coast and Westville 
Central area, and therapists were given a choice as to 
which workshop to attend. The workshops were run 
by the researcher and a co-facilitator and attended 
by the research supervisors (all of whom comprise the 
collaborators involved in the DBR process that produced 
the workshop content). Each workshop was 2.5 hours in 
length (including arrival and refreshments). The workshops 
spanned several weeks. At the start of the workshop, 
therapists completed the pre-test questionnaire; they then 
engaged in the presentation and practical components of 
learning before completing the post-test questionnaire. 
Questionnaires were collected at the end of the workshop, 
each therapist’s pre and post-test responses were stapled 
together, enabling direct comparison of changes in 
responses.  

Data analysis: The quantitative data collected from the pre- 
and post-test questionnaires were captured on a Microsoft 
Excel spreadsheet and were prepared for analysis using the 
IBM Statistical Package for Social Sciences (SPSS, Version 
24.0). The data were analysed descriptively and collated using 
frequencies and means. The pre and post-test results from 
the 13 TAM-related questions were scored according to the 
four categories of the TAM including perceived usefulness, 
perceived ease of use, attitude towards use and intention to 
use. Paired t-tests were used to analyse the responses and 
compare the mean measurement taken from the pre- and 
post-test response29. Cohen’s d was then used to calculate 
the effect sizes between the pre- and post-test responses30.
The results were interpreted according to small, medium, and 
large effect. Results were then collated for representation 
in tabular format. Non-parametric tests could have been 
used and suitable, given the small sample size; however, a 
parametric test is often more likely to detect a significant 
difference when it exists and therefore paired t-tests were 
used31. The demographic questions were grouped, translated 
into quantifiable data, and represented in tabular format. The 
five open-ended questions in the survey were grouped by 
question and captured onto Microsoft Word. 

The data were manually coded and thematically analysed 
using a deductive approach. The themes were predetermined 
and utilised in analysing both the pre- and post-test 
responses: 1) Perceived usefulness of the technology in 
practice, 2) Perceived ease of use of the technology 
system, 3) Attitude towards 3DP and the incorporation of 
the technology in practice, 4) Perceived accessibility of the 
technology system. The TAM informed the first three themes, 
whilst the last theme was informed by the review of literature 
throughout the research process, in combination with the 
experiential insight of living in a developing context. The 
specific subthemes were not determined deductively and 
were determined through the review, grouping and analysis 
of responses from the five open-ended questions. 

Scientific rigour
Trustworthiness was ensured through replicability, transferability, 
confirmability, and triangulation. The detailed documentation 
of the following ensured replicability: the participants, the data 
collection tools and methods, the data collection process, and 
data analysis. The detailed record keeping of each step of the 
process will enable each step to be accurately repeated32. 
Transferability was ensured by providing sufficient detailed 
description of the study, so that readers can determine for 
themselves whether the findings are applicable to themselves 
in their own context33. Confirmability was established as three 
authors were privy to the raw data, were involved in the data 
analysis, and reviewed the discussions and conclusions drawn 
from this. Triangulation was achieved by converging multiple 
data sources, and the findings from this study are available for 
review by other professionals and experts in the field, enabling 
analyst triangulation34. 

Ethical considerations
Ethical clearance was obtained from the Biomedical Research 
Ethics Committee (BREC) prior to the commencement of 
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the study (Reference number: BREC/00003938/2022). 
Gatekeeper permission was obtained from the Department 
of Health, for therapists working within the public sector 
(NHRD reference: KZ_202201_024). In order to ensure 
informed consent and confidentiality within the study, 
the following was ensured: Interested participants were 
provided with a written detailed description of the research 
purpose and process, prior to involvement in the study. 
Participants were informed of the research procedure, its 
purpose, possible risks and benefits, the selection process, 
the knowledge that they can withdraw from the study at 
any time, and additionally were given an opportunity to 
ask questions before accepting the invite to join the study. 
Throughout the research process, all information obtained 
from the data collection tools did not contain identifying 
data. 3D printers were used throughout this research study; 
the printers are the property of the University of KwaZulu- 
Natal, and permission to utilise the equipment as students 
was granted. 

RESULTS 

Quantitative results
Demographics 
The demographic profile of the study participants is 
highlighted in Table II (above). The study included 40 
occupational therapists, the majority of whom are females, 

with the age of the participants ranging from 22 to 54 years, 
(M = 31.63; SD = 8.62). The experience amongst the therapists 
ranged from 0 years (currently completing community 
service) to 33 years (M =8.22, SD = 8.65). The study comprised 
a nearly equal distribution of therapists working within 
the public (47.5%,) and private (52.5%,) healthcare sectors. 
All participants were computer literate, and 95% had no 
prior experience with 3DP. The therapist’s practice profiles 
indicated the majority (32.5%) splinted daily, 22.5% splinted 
several times a month, and 25.0% seldomly splinted. 85.0% 
of therapists manually fabricate splints/ orthotics, rather 
than purchasing a commercial product. Assistive devices 
are seldom issued by 57.5% of therapists while 32.5% issue 
them several times a month. The tendency to fabricate (45%) 
or purchase commercial (45%) assistive devices was equally 
distributed amongst the therapists. 

Table III (page 9) highlights the changes between the 
pre- and post-intervention responses. The questionnaires 
consisted of 13 questions across the four categories of the 
TAM. Of the 13 questions, 11 depicted a significant change (p 
< 0.05) between the pre- and post-test responses. In terms 
of the magnitude of change, four questions depicted a 
small effect size (0.2 ≥ d≤ 0.5), 7 depicted a medium effect 
size (0.5 ≥ d≤ 0.8), and 2 depicted a large effect size (d ≥ 0.8). 
The effect size is the most significant outcome of empirical 
studies, as it depicts whether an intervention has caused an 
effect, and the magnitude of the effect35.

Table II: Demographics and practice/ experience profile of therapists

Characteristic M (SD) 

Age of Participants 31.63 (8.62) 

Years of Experience 8. 22 (8.65) 

Characteristic n (%)

Gender Female
Male

38 (95.0)
2 (5.0)

Sector of Practice Public 
Private

19 (47.5)
21 (52.5)

Computer Literacy 40 (100)

Experience with 3DP None 
Novice 
Intermediate 
Expert

38 (95.0)
2 (5.0)
0 (0)
0 (0)

Frequency of Splinting Daily 
Several times a week 
Once a week 
Several times a month 
Seldom 
Never 

13 (32.5)
5 (12.5)
1 (2.5)
9 (22.5)
10 (25.0)
2 (5.0) 

Tendency to Fabricate or Purchase Commercial 
Splints

Fabricate Splints
Commercial splints 
Both 
Neither – refer 

34 (85.0)
0 (0)
3 (7.5)
3 (7.5) 

Frequency of issuing Assistive Devices Daily 
Several times a week 
Once a week 
Several times a month 
Seldom 
Never

1 (2.5)
1 (2.5)
0 (0)
13 (32.5)
23 (57.5)
2 (5.0)

Tendency to Fabricate or Purchase Commercial 
Assistive Devices

Fabricate 
Commercial assistive devices  
Both 
Refer on/ or no response 

18 (45.0)
18 (45.0)
2 (5.0)
5 (5.0)
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According to the TAM, the first three categories need to 
be favourable before the intention to use the technology is 
influenced.8  The categories, perceived usefulness, perceived 
ease of use, and attitude toward using all presented with a 
significant difference of p<0.05 from pre-test to post-test, and 
medium effect sizes between 0.5 to 0.7. Therefore, the fourth 
category, intention to use, would also depict a significant 
change when comparing the pre and post-test responses. 
The score difference for intention to use was highly significant 
(p= 0.0), but the medium effect size (d= 0.518) was the lowest 
for all categories, indicating a lower clinical change.  

Qualitative Findings: Pre-test 
Participants answered five open-ended questions relating 
to 3DP technology and integrating the technology system 
into practice, in the pre and post-test questionnaires.  Table 
V (page 10) shows a summary of the themes.

Pre-test Theme 1: Perceived usefulness of the 
technology in practice
Advantages 
Some participants perceived the technology as being 

useful for its applications in splinting and assistive device 
production. Their perceptions were geared towards the 
customisation and individualisation of splints and assistive 
devices. Precision, accuracy and reduced human error 
were noted. Participants acknowledged that 3DP may 
produce neater, more aesthetically pleasing end products 
and promote time-efficiency in the fabrication process of 
assistive devices when compared to manual fabrication 
or procurement. Despite previous concerns regarding the 
expense and financial outlay for 3DP, several participants 
noted that it may be cost–effective in the long run. 

“Allows OTs to make splints without hurting a patient or 
disrupting a repair, it is neater/cleaner, reduces stress on 
OTs to be perfect. (P19 - 28yrs, public practitioner) 

“Better cosmetic outcome; possibly lower profile 
designs.” (P27 – 36yrs, private practitioner) 

Disadvantages 
Participants perceived the technology as being 
disadvantageous for two primary reasons; the extended 
time required to print items and the perceived inability to 

Table III: Significance and effect size of each question 

TAM Category
Question Response Mean

(Standard Deviation) p value Cohen’s d Effect 
size

Pre-test Post-test

Perceived 
usefulness

I think that using 3D printers would improve 
job quality for Occupational Therapists.

5.30 (1.159) 5.80 (0.791) 0.000 0.520 Medium

I think that using 3D printers would improve 
the effectiveness of how Occupational 
Therapists deliver services to patients.

5.33 (1.118) 5.88 (0.883) 0.016 0.486 Small

I think that the advantages of using 3D 
printers outweigh the disadvantages.

4.70 (0.992) 5.53 (1.037) 0.001 0.817 Large

Overall, I think that using 3D printers is 
advantageous for Occupational Therapists.

5.05 (1.600) 5.78 (0.974) 0.582 0.403 Small

Perceived ease 
of use

Learning to work with 3D printers (will be/
is) easy.

4.05 (1.108) 5.00 (0.961) 0.005 0.857 Large

I think that learning how to use the 
software and printers (will be/is) clear and 
understandable.

4.18 (0.984) 4.98 (0.947) 0.007 0.767 Medium

I think it (will be/is) easy for Occupational 
Therapists to become skilful at using 3D 
printers.

4.80 (1.203) 5.20 (0.911) 0.065 0.313 Small

I think that it is possible to use 3D printers 
without expert help.

3.83 (1.567) 4.75 (1.214) 0.003 0.628 Medium

Overall, I think using 3D printers (will be/is) 
easy for Occupational Therapists.

4.43 (1.152) 5.15 (1.027) 0.001 0.654 Medium

Attitude 
toward using

I think that using 3D printers is a good idea 
for Occupational Therapists.

5.53 (0.933) 6.03 (0.698) 0.035 0.520 Medium

As an Occupational Therapist, I like the idea 
of using 3D printers.

5.55 (1.037) 6.10 (0.778) 0.001 0.590 Medium

Intention to 
use

In the future, if 3D printer resources are 
available to me in my Occupational Therapy 
practice setting, I will probably use 3D 
printers.

5.68 (1.118) 6.10 (0.810) 0.000 0.504 Medium

I will recommend the use of 3D printers to 
other Occupational Therapists.

5.30 (1.224) 5.73 (0.933) 0.000 0.411 Small
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remould items. It was explicitly noted that a rapid turnaround 
time is essential in public settings with high patient loads. 
Participants also noted the concern regarding the ability 
to adjust and alter the items once printed, as in manual 
fabrication. The concern was centred around the need for 
alterations, specifically in the splinting process, to ensure 
comfort and to meet the patient’s individualised needs with 
their specific condition/ diagnosis. 

“I feel that the time it takes to print objects may be a 
challenge as you may not be able to issue a device on 
the spot.” (P14 – 36yrs, public practitioner). 

“Fabricating according to individual diagnosis/needs of 
patient /fit assists with comfort. Not sure if the 3D splint 
will be comfortable as it isn’t individually moulded? Or is 
it?” (P24 – 31yrs, public practitioner). 

Pre-test Theme 2: Perceived ease of use of the 
technology system
Simple/ easy 
A minority of participants felt that operating the printer and 
its accompanying software would not be difficult despite 
the initial training requirement. 

“Ease of use might prove to be less of a problem 
specifically regarding younger occupational therapists 
familiar with newer technology.” (P39 – 23yrs, public 
practitioner). 

Difficult/ requires expertise 
The majority of participants perceived the technology 
as requiring expert training to operate. Many indicated 
that they felt the technology would be complex, require 
expertise, and be time-consuming to learn how to use 
proficiently. 

“Probably needs a dedicated OT who can be consulted 
to assist.” (P18 – 23yrs, private practitioner). 

“Training and understanding of staff, e.g., maybe one staff 
is trained but when he/ she leaves there is no handover 
to the next therapist.” (P28 – 35yrs, public practitioner). 

Willingness to learn and adopt a new skill 
The willingness of therapists to learn a new skill was also 
queried by several participants, noting that therapists may 
be resistant to change.

“New technology makes me slightly uneasy in terms of 
learning to use, therefore, I am sure others would be 
apprehensive but willing to learn to use it.” (P21 – 31yrs, 
private practitioner). 

Pre-test Theme 3: Attitude towards 3DP and the 
incorporation of the technology in practice
Novice 
Many participants reported having limited to no prior 
knowledge or experience in 3DP technology, nor an 

Table IV: TAM Category significance and effect size 

Response Mean (Standard 
Deviation)

Mean  
difference

(MD)  

Standard 
deviation

(SD)

P Value 
(Significance)

Cohen’s
d

Effect size

TAM Category Pre- test Post-test

Perceived 
usefulness

20.38 (3.72) 22. 98 (6.06) -2.60 3.73 0.011 0.693 Medium

Perceived Ease 
of use

21.28 (4.98) 25.08 (4.07) -3.80 5.14 0.019 0.739 Medium

Attitude towards 
using

11.08 (1.89) 12.13 (1.40) -1.05 1.83 0.008 0.574 Medium

Intention to use 10.98 (2.18) 11.82 (1.62) -0.85 1.64 0.000 0.518 Medium

Figure 2: Printers setup
for a workshop.

Figure 3: Splint printed 
from an open-source site.  

Figure 4: One-handed shoe clip printed 
from an open-source site.
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Table V: Summary of themes and subthemes 

Pre-test Themes Subthemes Post-test Themes Subthemes

Perceived usefulness 
of the technology in 
practice

Advantages
Disadvantages 

Perceived usefulness of the 
technology in practice

Advantages
Disadvantages

Perceived ease of use 
of the technology 
system

Simple/ easy 
Difficult/ requires expertise 
Willingness to learn and adopt 
a new skill

Perceived ease of use of the 
technology system

Simple/ easy 
Difficult/ requires expertise
Driving force; passionate therapists 
to drive 3DP forward in the 
profession

Attitude towards 3DP 
and the incorporation 
of the technology in 
practice

Novice 
Advancements
Traditional practice, fear of 
automation and loss of scope 
of practice

Attitude towards 3DP and the 
incorporation of the technology 
in practice
Following exposure to 3DP 

Advancements 
Traditional practice and concern 
regarding gatekeeping 

Perceived accessibility 
of the technology 
system

Expense
Context 
Maintenance; updates, 
repairs, technical support, 
replacements

Perceived accessibility of the 
technology system

Expense 
Context 
Maintenance 

understanding of how it works or could potentially be 
applied in practice settings. As a result of limited insight, 
several participants did not report strong opinions (or any 
opinion) of the technology system and waited until after the 
presentation to formulate an opinion.

“I have very limited understanding. I had not heard of 
this concept prior. I only knew of commercial splints and 
assistive devices.” (P40 – 27yrs, public practitioner). 

Advancements 
Certain participants acknowledged the technological 
direction in which the world is advancing and felt that 
3DP would be a useful resource with an application in 
occupational therapy practice. They expressed excitement 
and optimism towards incorporating the technology in 
practice, perceiving it as a tool to enhance therapists’ skills 
and remain relevant. 

“Think it should be part of therapeutic media in 
undergrad training. It’s a no brainer.” (P26 – 51yrs, private 
practitioner). 

“Occupational therapists are usually old school and 
not trend setters. It is important to stay up to date 
with technology relevant to our field. To incorporate 
technology in order not to become outdated”. (P27). 

Traditional practice, fear of automation and loss of 
scope of practice
Several participants raised concerns about job security; 
fear of automation and other disciplines encroaching on 
occupational therapy practice. They also raised concern 
of extracting from core occupational therapy skill sets and 
specialities; affecting the therapeutic relationship with a 
patient, and removing the ability to be hands-on with a 
patient.

“I am concerned it may “rule out” the role of an OT in 
splinting as doctors may be able to 3D print splints 
themselves therefore reduce the no. of specialists 
required for an injury.” (P31 – 27yrs, private practitioner). 

Pre-test Theme 4 : Perceived accessibility of the 
technology system
Expense 
A resounding perception of inaccessibility was evident, 
specifically due to the perception of the technology being 
highly costly to purchase. Participants noted that the 
technology would be especially inaccessible in the public 
healthcare sector, due to limited budgets and the structuring 
of the healthcare system.

“I feel it does have a place and can be very beneficial, 
however it is probably something that you might only see 
in a tertiary hospital or private setting and not in other 
settings.” (P38 – 23yrs, public practitioner). 

Context 
Participants were concerned about the practicality and 
effectiveness of operating a 3D printer instead of manual 
labour. The technology requires electricity, which raises 
concerns within South Africa, as all are accustomed to 
regular power outages and load-shedding. 

“In government settings we can barely access AFOs, 
wheelchairs, slings etcetera which are small things - the 
country does not even have electricity, so accessibility on 
technology within this setting is extremely limited”. (P19). 

Maintenance: updates, repairs, technical support, 
replacements 
Repeatedly participants raised concerns regarding the 
practicality and feasibility of utilising a technology that will 
require maintenance, repairs, servicing and replacement of 
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broken parts. Regular updating of the software programme 
to operate the system was also reported, with the above 
concerns further highlighted as significantly problematic 
in the public healthcare sector due to limited funding and 
resources. 

“If it broke in the public sector, it wouldn’t be serviced 
or repaired/replaced easily due to poor funding.” (P24 – 
31yrs, public practitioner). 

Qualitative Findings: Post-test 
Following exposure to 3DP participants reported having a 
clearer understanding of what 3DP is, what the technology 
system entails, the printing process and the actual and 
potential applications for practice.

Post-test Theme 1: Perceived usefulness of the 
technology in practice
Advantages 
Participants’ perceptions were geared towards the 
technology being beneficial in ensuring accuracy and exact 
specifications, individualisation, and producing aesthetically 
pleasing, durable and lightweight items. Participants 
noted that the benefits listed would cultivate patient 
compliance and satisfaction. Notably, the participants 
perceived the technology as being far more beneficial in 
the production of assistive devices than splints, specifically 
due to the extended time requirements for printing and 
patients generally requiring splints to be fitted and issued 
immediately. Participants appreciated the allowance for 
creativity, creating a wide variety of items, and especially 
manufacturing items that are not usually easily accessible.  

“It is a technology that our profession needs as we always 
make customised devices. Also beneficial to our patients 
who are more active and will require devices that will not 
limit them e.g. Weight.” (P13 – 27yrs, public practitioner). 

Disadvantages 
Participants raised apprehension regarding the feasibility of 
using the 3D printer in practice due to the long print times, 
thus preventing fitting and issuing of splints and assistive 
devices during the session, delaying service delivery. 
Participants also noted, that even though open source 
design sites are available for use, they are not occupational 
therapy specific, and therefore may not be appropriate. 

“I think it has its role. However, when you are making 12 
splints in a day that need to be individualised with tight 
time constraints, I don’t think the printer would be easy 
to use under pressure.” (P24). 

Post-test Theme 2: Perceived ease of use of the 
technology system
Simple/ easy 
The majority of participants reported a changed perception 
in admitting that operating the printer and its software 
seemed far less complex and daunting than they initially 

thought. The participants agreed that training would be 
required but would be user-friendly and easy to grasp. 

“More accessible and a lot easier to use than I thought it 
would be. Would now definitely consider buying one in 
the future.” (P34 – 32yrs, private practitioner). 

Difficult/ requires expertise 
Several participants felt that the technology system would be 
difficult to grasp even with training. They concluded that the 
ease of use would depend on the individual therapist’s skills 
and technological proficiency. Some participants specifically 
felt that the designing process would prove to be difficult in 
learning how to operate the software, and specifically due to 
the perceptual demands of the design process. 

“I might struggle with CAD design as dimensions 
and shapes might get confusing.” (P11 – 27yrs, private 
practitioner). 

Driving force; passionate therapists to drive 3DP 
forwards in the profession 
In their post-test responses, a few participants expressed 
the need for several therapists to take ownership and take 
charge of this potential ‘field’ to drive the process and avail 
themselves as consultants. 

“Need to actually have OTs working at designing and 
testing. Need OTs to actually put in the effort with 
development in order for it to be used successfully in the 
general OT practice/ setting in RSA.” (P18). 

Post-test Theme 3: Attitude towards 3DP and the 
incorporation of the technology in practice
Advancements 
The majority of participants expressed excitement at the 
possibility of incorporating 3DP into practice, growing and 
evolving as a profession with technology. They viewed the 
technology system as something innovative with broad 
applications that will enhance intervention and complement 
the skills occupational therapists are equipped with. 

“Wow - the possibilities are endless!’ Really, really 
interested! Can’t believe all the options available.” (P28). 
“The need for more education and research is apparent 
and I think it should be encouraged to help keep OTs on 
the forefront.” (P36 – 36yrs, private practitioner). 

Traditional practice and concern regarding 
gatekeeping 
Several participants still raised concerns about job security. 
However, this time more also raised concerns about the 
technology, and specifically open-source platforms being 
available to other professions and the public – enabling 
anyone to print aids and splints, posing a serious safety 
concern as clinical reasoning will not be applied. 

“The disadvantage is that there is no clear sort of 
gatekeeping to protect our role and clearly define OTs 
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as key fabricators for assistive devices and splints, if the 
software can be used by anyone, which impacts our role 
in device/ splint fabrication.” (P40). 

Post-test Theme 4: Perceived accessibility of the 
technology system
Expense 
Many participants admitted that the cost and accessibility 
were far less of a barrier than they assumed. Although an 
initial outlay is required to purchase the printer, they felt 
that it would result in cost-effectiveness in the long run as 
the materials are inexpensive.

“More positive about the prospect now, the financial 
implications are not as daunting and the fact that open 
source provides so many options is encouraging.” (P36). 

Several participants expressed that the cost of the 
technology system would still be a barrier and result in 
reduced accessibility. Specifically, in the public sector, 
the outlay of finances for a printer would not take priority 
considering the lack of resources. 

“The accessibility problems within our context would still 
limit what types of facilities could use this technology.” 
(P38). 

Context 
Participants perceived load-shedding and limited internet 
access in some areas as problematic, as electricity is required 
to operate the printer and the internet is necessary in utilising 
open-source sites or computer-aided design software. 

“Loadshedding is a nightmare! But we have generators 
in our hospital so that wouldn’t be a problem for me 
personally.” (P28). 

Maintenance 
Maintenance concerns did not surface as frequently 
compared to the pre-test responses. However, participants 
still raised concerns regarding repair, troubleshooting, 
technological support, and upgrading the technology 
system. 

“Technology becomes quickly outdated- constant need 
to upgrade printer.” (P5 – 37yrs, public practitioner). 

DISCUSSION 
Within the field of occupational therapy, the global literature 
and applications of 3DP in practice are rapidly growing, 
revealing a paucity of South African-specific literature. This 
study, which is the first to the author’s knowledge, aimed to 
determine the perceived acceptance of 3DP technology by 
occupational therapists, and to further determine whether 
the therapists’ perception of the technology would be 
altered from exposure to the technology in the form of an 
introductory workshop. 

A total of 40 therapists participated in the study, including 
male and female participants, with the age range spanning 

from 22 to 54 years, and their years of experience ranging 
from 0 years (currently completing community service) to 
33 years. There was a balanced representation of therapists 
working in public and private practice. Therapists that were 
a part of the research study attended a 3DP workshop 
and completed a questionnaire based on the Technology 
Acceptance Model (TAM), before and after exposure to 
the technology during the workshop. The TAM portrays 
that a user’s attitude towards a technology system is a 
pivotal determinant of whether the user will accept or 
reject the technology. The attitude is influenced by two 
crucial factors, ‘perceived usefulness’ and ‘perceived ease 
of use’8. In addition to the categories of the original TAM, an 
additional dominant influential factor emerged; ‘perceived 
accessibility’.

Perceived usefulness 
Perceived usefulness is the extent to which an individual 
believes that their performance or role would be enhanced 
by using a specific technology19. The therapists held the 
perception that the technology cultivates therapist creativity, 
enables the broad creation of items, customisation, 
precision, reduced human error, and creation of an end 
product that is aesthetically pleasing; both prior to and 
post-exposure to the technology. However, although the 
therapists had positive perceptions of the technology prior 
to exposure, it was noted that the positive perceptions 
increased following exposure. Exposure to the technology 
caused a medium effect size, further solidifying their original 
perception of the usefulness of the technology system. A 
significant difference, however, between the pre- and post-
exposure perception of usefulness was that most therapists 
felt that the technology would be better suited to producing 
assistive devices, rather than splints. Many of the therapists’ 
splint on a daily/ weekly basis (47.5%). Unlike assistive devices 
with the primary goal of aiding function, splints can also 
be prescribed as an adjunct to medical intervention; they 
can be used to stabilise, immobilise and prevent injury or 
deformity36. As a result, a splint is generally issued within 
the session. For this reason, many therapists perceived the 
technology as inappropriate as a means of splint fabrication 
because 3DP can require extended printing times. An article 
by Willet37 states that the printer’s type or specification will 
also determine its use. For example, there are entry level, 
hobbyist, enthusiast, professional, and industrial–level 
printers, which will vary in printing speed, quality of printing 
and complexity. Printing times depend on the print settings, 
for example; print density, layer height, and the requirement 
for structural support. Therefore, suitability is more so task 
and item-specific. 

Perceived ease of use 
Perceived ease of use can be described as the degree to 
which an individual is of the opinion that using/ operating 
a specific technology system would not require significant 
mental effort or physical exertion19. Perceived ease of use 
was explored by looking at whether therapists perceived 
the technology system (hardware and software) as easy to 
learn, whether they felt they could become proficient and 
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skilful in using the technology, and whether they believed 
it would require expert training. This category displayed a 
medium effect size between pre and post-test responses. 
However, of significance was the large effect size in the 
change of perception as to whether the therapists perceived 
that learning to operate the technology proficiently would 
be easy. Initially, most therapists perceived the technology 
as requiring expert training, knowledge, and skill to operate. 
After exposure to the technology, there was a significant 
shift towards perceiving proficiency as attainable and within 
reach. Existing literature examining individuals’ perceptions 
of ease of use of technology, shows that an individual’s 
perceptions significantly depend on their perceived general 
technology self-efficacy38. Self-efficacy is a person’s belief in 
his/ her capability to perform a particular task successfully 
and is one of the most powerful volitional predictors of how 
well a person performs39. Computer self-efficacy refers to 
one’s confidence in learning, understanding and proficiently 
operating a new technology40. Research has shown that 
an individual’s technological self-efficacy is a significant 
determinant of perceived ease of use38. All of the participants 
had minimal to no prior experience or knowledge of 3DP, 
after exposure, however, their perception of their ability to 
navigate and operate the technology was altered. These 
findings are validated by Research that has found that 
increased insight into a technology system correlates with 
reduced technology-related anxiety and increased interest 
in the technology41.

Attitude 
In the study, 38 of the 40 participants reported no prior 
experience with 3DP and two reported that they were 
novices. As a result, having limited to no prior knowledge or 
experience in 3DP technology, nor an understanding of how 
it works or could potentially be applied in practice settings, 
many therapists did not initially report strong opinions/ 
feelings (or any opinion/ feeling) towards the technology 
system. However, despite their lack of experience, others 
formulated an opinion and acknowledged the technological 
direction in which the world is advancing and felt that 3DP 
might be a useful resource in occupational therapy practice. 
Following exposure to the technology system, therapists 
reported having a clearer understanding of what 3DP is, 
what the technology system entails, the printing process 
and the actual and potential applications in practice. 
Afterwards, most therapists expressed positivity towards 
the technology system (not discounting their concerns), 
viewing it as something innovative with broad applications 
that will enhance intervention and complement the skills 
occupational therapists’ are already equipped with. These 
findings corroborate with a study by Holzinger, Searle, and 
Wernbacher42, where they depicted acceptance based on 
previous exposure to a technology system.  

Several therapists raised concerns centred around job 
security, specifically due to the concern of automation. 
However, in an Oxford University study43, 702 common 
occupations were examined, and their risk of automation 
was analysed and compared. Occupational therapy 
only scored 0.35% risk of automatic. Despite continual 

technological advancements, occupational therapy is not at 
risk of automation as it requires continual creativity, complex 
relational interactions and is highly unpredictable and vast. 
Technology can however change how therapists provide 
services7. A frequent concern was centred around losing 
or extracting from core occupational therapy skill sets and 
specialities; worrying that using a technology system instead 
of hands-on labour might affect the therapeutic relationship 
with the patient. An additional concern was centred around 
the open-source platforms. It was admitted that open-
source platforms would prove to be highly advantageous 
in providing a global sharing of designs and knowledge; 
however, these resources would also be accessible to other 
professions and the general public. This raised the concern 
of other healthcare disciplines encroaching on occupational 
therapy practice, but even more so the concern of the 
general public accessing open-source sites, posing a serious 
safety risk because clinical reasoning would not be applied. 
These concerns corroborate with an article by Vogels, Rainie, 
and Anderson44, which unpacks the uses of technology. The 
article states that the determinant of technology’s impact, is 
how technology is used, who uses it, and what it is used for. 
Technology can be highly advantageous as easily as it can 
be detrimental to society; it depends entirely on the user.

Perceived accessibility 
External variables are essentially a variety of variables that 
are expected to influence users’ technology acceptance 
and adoption. These factors include environmental factors, 
political factors, personal characteristics, organisational 
factors, etcetera45. External variables emerged as a dominant 
feature, specifically accessibility and feasibility within the 
South African context. Initially, the majority therapists 
perceived the technology as being ‘out of reach,’ and 
financially inaccessible. Post-exposure, majority of therapists 
reported that the technology was far more financially 
accessible than they initially thought, and more accessible 
in the south African context than they originally thought. 
The feasibility, however, of procuring a printer in the public 
healthcare system was still raised as an apprehension due 
to the financial and resource constraints within the system.

Additionally, what did not change was the queried 
feasibility of the technology; using a system that requires 
electricity to perform an essential service in a country 
accustomed to frequent power outages. Eskom is South 
Africa’s dominant electricity supplier but is frequently unable 
to meet the electrical demands of the country, resulting in 
the implementation of ‘Loadshedding,’ a staged approach 
to power outages with the purpose of conservation. While 
private facilities and frequently secondary/ tertiary-level 
public hospitals are equipped with generators, smaller 
hospitals and clinics are often left in the dark46. 

CONCLUSION
The study’s findings reveal that engaging therapists in a 
workshop introducing them to the concept of 3DP at an 
introductory level, brings about a change in the therapists’ 
perception of the technology system. Exposure to 3DP 
resulted in improved perception of the technology’s 
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usefulness, ease of use and attitude towards it, impacting 
their reported intention to use the technology in future 
practice. Table VI (page 16) shows a summary of the 
advantages and disadvantages of 3DP in occupational 
therapy practice.

Apprehensions 
Open source sites and technology system use cannot be 
monitored or controlled. This is true with everything. In an 
article by Vogels et al44, the benefits and risks of technology 
advancements are discussed; what was noted is that from 
the beginning of time advancements have been two-fold. 
Fire, for example, can be used to cook just as easily as it can 
be used for destruction. The same is true for technology, it is 
neither inherently good nor bad, but entirely dependent on 
the user and how it is wielded. The occupational therapist’s 
role is to ensure it is wielded for good. Several therapists 
have raised concerns about other disciplines encroaching 
on occupational therapy practice. However, despite the 
vast advancements in 3DP globally, South Africa is still at 
the exploratory phase, the profession therefore has the 
opportunity to take ownership and run with it, enabling the 
profession to evolve with technology and remain relevant, 
keeping occupational therapy at the forefront. 

Recommendations 
If the barriers to clinician uptake are overcome, the negative 
perceptions towards 3DP technology in occupational 
therapy practice may be mitigated, resulting in easier 
uptake and utility. The following recommendations would 
aid clinician uptake and overcoming of certain barriers. 

3DP workshops 
It is recommended that beginner, intermediate and 
advanced 3DP training courses are initiated, enabling 
upskilling of therapists. The courses should be geared 
towards incorporating theory and practice, enabling 
practical skills training.

Partnership and mentorship 
It would benefit healthcare professionals to extend 
themselves beyond working in silos, and instead share 
resources, experience, and knowledge in 3DP. 3DP ‘hubs’ 
can be created for the sharing of resources. Smaller, poorly 
resourced clinics and hospitals should partner with better-
resourced tertiary hospitals, and private practitioners 
should group together, pooling resources. To note, private 
and tertiary hospitals are equipped with generators46. Key 
therapists should be appointed as the point of call within 
each district, enabling mentorship and guidance. 

Partnership with engineers utilising 3DP would be 
beneficial to enhance the applications and use of the 
technology system and guide troubleshooting, repairs, and 
maintenance.  

Education
3DP should be incorporated into the occupational therapy 
undergraduate curriculum, together with continued studies 
on evolving technological advancements, ensuring the 

professions continual advancement is stimulated at a 
foundational level.

Resource pool 
Occupational therapists need to be designing and uploading 
products onto open source sites such as Thingiverse, thus 
growing the profession-specific pool of resources. 

During courses, therapists should be engaged in case 
studies that require practical designing of items, these 
can then be saved and uploaded to open source sites, 
contributing to resources. 

Job security and conventional practices 
As a profession, occupational therapists can also vouch 
for policy implementation, protecting the role of assistive 
devices and splint fabrication. 

To combat the concern of extracting from core 
occupational therapy skill sets and specialities, coursework 
should include practical patient care, utilising the technology. 
This would enable therapists to determine whether the 
therapeutic relationship with a patient is affected due to 
the incorporation of the technology, and provide practice 
in navigating a new dynamic.  

Limitations 
Limitations to the study are multi-faceted. Firstly, the 
sample of participants was limited due to accessibility. 
For therapists to participate in the study they had to 
attend the in-person workshop, which limited the number 
of therapists as most of the therapists who did attend 
live in and around the eThekwini and uMgungundlovu 
districts, where the workshops were held. Secondly, the 
sample was also further limited by therapist’s availability 
and willingness to participate in a two-hour in-person 
workshop. Although lack of interest cannot be assumed, the 
limited response and enthusiasm for the topic of 3DP may 
be indicative of such. Lastly, although the study is striving 
to ensure generalisability through the sample accurately 
portraying the population it represents, the study is limited 
to KwaZulu-Natal and therefore inevitably, it cannot be 
assumed that it will accurately represent the population 
outside of this region.
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Table VI: Summary of 3DP advantages and disadvantages in occupational therapy practice 

Advantages Disadvantages

• Ensuring the profession evolves with technology and remains 
relevant, keeping occupational therapy at the forefront. 

• Allows for creativity and the production of innovative items.
• Enables accuracy and precision of items fabricated. 
• Enables customisation and individualisation to the exact 

specifications of the patient and opens doors to vast 
problem- solving to meet each patient’s specific needs.

• The material is more cost effective than conventional 
materials, and provides increased variety of materials.

• Products are aesthetically pleasing, can be lower profile and 
lighter weight, ultimately improving patient compliance.

• A broad spectrum of items that are not easily accessible, 
affordable, or not even available can be fabricated - the 
convenience of being able to make rather than having to 
source. 

• Access to open-source sites allows access to ideas and 
blueprints globally, enabling a vast pool of resources. 

• Ability to design and fabricate without touching the patient; 
reducing pain, and preventing disruption of a repair etcetera. 

• The patient can see and visualise the end product during 
the design process, allowing opportunity for input prior to 
printing, contributing to reduced wastage. 

• Reduced manual labour.

• The printer’s initial cost would make it especially difficult to 
procure in a public setting. 

• Extended print times (Depending on the size, complexity, and 
density of the item being printed). 

• Requirement for electricity to operate, in a country accustomed 
to loadshedding/ power outages. 

• Need for training and continuous upskilling of new staff.
• Concern regarding the availability of maintenance, repairs, 

assistance with troubleshooting, specifically in the public sector. 
• Technology will continue to evolve; therefore, the system 

and printers will require continual upgrading which requires 
continual financial outlay. 

• Due to the availability of open- source sites, correct, 
therapeutic use of the technology system is not guaranteed. 

• Occupational therapists’ role of being the key fabricators of 
assistive devices and splints cannot be protected. 

• If there is an error or the machine malfunctions, printing might 
need to start from the beginning. 

• The design process requires perceptual proficiency, making 
designing difficult for those who struggle to work between 2D 
and 3D designs.
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INTRODUCTION 
Healthcare in South Africa is provided by two inequitable health care delivery systems, 
namely an under-resourced public healthcare system which provides for 73% of 
the population, and a well-resourced private sector which provides for the other 
27%1. In November 2020, the government announced a 10-year timetable for the 
phased introduction of universal health coverage (UHC), funded by a National Health 
Insurance (NHI). These health care reforms aim to unify these two disparate health 
sectors following the principles as set out in the National Health Act [61 of 2003] Guide 
3rd Edition2. The intention is to address the inequitable distribution of finances, large 
caseloads, poor infrastructure, and limited resources which have impacted on the 
public healthcare services’ capacity to deal with amongst others, non-communicable 
diseases, including Autism Spectrum Disorder (ASD).

Occupational therapy services for children 
with Autism Spectrum Disorder on the primary 
healthcare platform 

Introduction: The diagnosis of Autism Spectrum Disorder (ASD) is complex. In 
a low middle income country, like South Africa, early recognition of ASD rarely 
occurs on the primary health care (PHC) platform. To mitigate late diagnosis of 
ASD, which has a poorer prognosis, the purpose of this study was to identify the 
knowledge and clinical competencies required by inexperienced occupational 
therapists to improve early detection of and service delivery for children with 
ASD at the PHC level.
Methods: A descriptive qualitative design explored the perceptions of 
occupational therapy experts as to the required knowledge and clinical 
competencies necessary for inexperienced occupational therapists to deliver 
services to children with ASD on the PHC platform. Thematic inductive analysis 
was used to analyse the data.
Findings: Two themes emerged: Theme one: the perceived critical knowledge 
for early identification, assessment and treatment of children with ASD. Theme 
two: the clinical competencies required for assessment and effective treatment 
of children with ASD on the PHC level. 
Conclusion: This study identified the perceived knowledge and clinical 
competencies needed to improve early identification and service community-
based delivery for children with ASD on the PHC platform by early career 
occupational therapists.

IMPLICATIONS FOR PRACTICE 
• This study provides critical knowledge and clinical competencies to

occupational therapists to facilitate effective therapeutic services to
children with ASD on the PHC platform. 

• The study identified appropriate screening, assessment and intervention
that could assist occupational therapy service planners to reduce the gap of 
service delivery for children with ASD within the concept of UHC provision
on a community-based level in SA. 

• Faculty at tertiary educational institutions may utilise the findings in order to
adapt curriculums to better prepare inexperienced occupational therapists
with working with children with ASD on the community-based level.
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Autism Spectrum Disorder, considered the second most 
prevalent developmental disability in the world, has had 
a 30% increase since 20083,4. Although ASD is a complex 
condition, individuals seldom require hospitalisation and 
in South Africa it is only when children fail to thrive, and/or 
their behaviour becomes increasingly problematic that they 
are referred to paediatric or psychiatric tertiary healthcare 
services for management. Even when they are referred 
within the public health sector (PHS) which approximately 
73% of children utilise1, there are long waiting periods for 
specialist services and some children cannot access these 
centralised facilities due to high transport costs2. These 
factors contribute to an estimated 30% of South African 
children with ASD not being able to benefit from appropriate 
health care required to address the wide range of difficulties 
influencing their development, health and wellbeing5,6. 

Early identification and treatment of children with ASD5 

is recognised as critical in improving and managing this 
condition7,8,9. Therefore, due to the chronic nature of ASD, 
children should be managed on the PHC platform. Early 
identification requires effective early screening to identify 
at-risk individuals at a PHC level, and once the diagnosis 
of ASD and medical management has been confirmed, 
treatment can be offered near the children’s homes within 
the community setting7. In preparation for the introduction 
of UHC (funded by the NHI), opportunities now exist that 
such services for children diagnosed with ASD with the 
provision of rehabilitative services such as occupational 
therapy can be offered at the PHC level. However, health 
care workers, working on the PHC platform in South Africa 
are currently reported to feel ill-equipped in early treatment 
and identification of children with ASD7,8. 

All children with ASD would benefit from occupational 
therapy to enable successful and age-appropriate 
performance in their daily occupations as well as positive 
engagement with their environment and society3,10,11. Such 
services at a PHC level in South Africa are likely to be delivered 
by inexperienced occupational therapists completing their 
community service year12 (a year completed immediately 
after qualification as a requirement to obtain licensure as 
an independent practitioner12). There is a lack of research 
on occupational therapy service delivery for children with 
ASD, especially in PHC-based facilities in low to middle-
income countries (LMIC)13. This has resulted in a limited 
understanding of the skills occupational therapists need 
to be able to identify children at risk of ASD and to provide 
early intervention once diagnosed13. 

Therefore, this study aimed to explore the perceptions of 
expert occupational therapists, based on their experiences 
with children with ASD in clinical practice, as to the knowledge 
and clinical competencies inexperienced occupational 
therapists require to deliver essential services to children with 
ASD between ages of 2-6 years on the public PHC platform. 

Literature Review 
The 2021 Global Prevalence of Autism study indicated that, 
worldwide, approximately 52 million people have ASD14,15. 
The average global prevalence is just under 1%, affecting 
1 out of 132 children aged 3-10 years15 with 90% of people 

with ASD reported to reside in LMIC14,16,17. South Africa has a 
reported higher than global prevalence with 1 in every 110 
children (0-18 years) affected18 thus placing a greater need on 
the healthcare system to provide relevant and appropriate 
services to individuals diagnosed with ASD18,19. 

The symptoms of ASD are typically noted at 18 months of 
age and in well-resourced countries children are generally 
diagnosed between the ages of 3 and 5 years old4,11. It has 
however, been suggested that many children in South 
Africa remain undiagnosed and untreated due to a lack 
of understanding of this complex disorder and a lack of 
intervention opportunities provided on the PHC platform 
by a multidisciplinary team (MDT)6,9. A scoping review by 
De Vries17 found that in South Africa, children screened 
as having ASD typically waited approximately 18 months 
to obtain an appointment with a specialist in the PHC 
sector for diagnostic purposes. This is consistent with the 
conference report by Ruparelia et al.6, which indicated that 
in African countries late diagnosis of ASD was common and 
the condition is not easily identified until the symptoms 
negatively influence typical development and the child’s 
quality of life. 

Recommended treatment for ASD involves a MDT 
approach on an out-patient basis20. Multidisciplinary 
intervention, including occupational therapy, has over time 
been found to assist these children in engaging with their 
environment and in performing their daily activities as 
they develop21. Although occupational therapy is reported 
to be an essential service for children with ASD, limited 
research has been reported regarding the best practice 
in ASD diagnostic assessment22, although Rutherford et 
al.22 highlighted the importance of each MDT member 
completing a comprehensive assessment of a child with ASD 
using evidence-based clinical guidelines. These guidelines 
for ASD (developed in Scotland) recommend that the 
three following components be included: clinical history, 
clinical observation and a contextual assessment - either 
through observation or the administration of appropriate 
questionnaire/standardised assessment tools. While certain 
assessments have been regarded as valid and reliable 
globally, based on research; they have high cost implications, 
require training and are time consuming to administer 
which limits their feasibility as ASD specific tools on the PHC 
platform in South Africa17,23–25. 

Kadar, Mcdonald and Lentin25 reported that as a result non-
specific diagnostic standardised assessments and informal 
observations are commonly used to provide insight into the 
occupational profile and behaviour of children with ASD, 
particularly in occupational therapy22. Typically a detailed 
clinical history is completed first by interviewing caregivers 
or family members, in order to provide a holistic view of the 
child22. Due to time constraints within the PHC sector and 
lack of early diagnosis; many therapists utilise a diagnostic 
treatment approach6,26–28 defined as concurrently providing 
therapeutic intervention while observing symptoms and 
signs and observational skills during the commencement 
of therapeutic interventions to facilitate identification of at 
risk ASD symptoms22.

The best evidence for effective intervention for young 
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children with ASD recommend the use of behavioural and 
developmental approaches11,29,30, while Vinen31 indicated 
that the two most frequently described interventions 
in occupational therapy are sensory-based and play-
based approaches. According to Moosa21, South African 
occupational therapists working in the private sector, 
most frequently use sensory based and motor relearning 
approaches. These include Ayres Sensory Integration® (ASI®) 
and Neurodevelopmental Therapy (NDT). Therapists in this 
study also reported sometimes using occupation based, 
developmental and behavioural frameworks.

In South Africa, family-centred and parent-based 
interventions are usually considered when providing 
therapeutic intervention for children with ASD due to the 
insufficient number of health professionals to meet care 
demands17,32. This is consistent with the international trend 
where parent-mediated intervention has become popular 
due to a lack of healthcare professionals, high costs and 
poor medical coverage; resulting in children being less 
likely to obtain the necessary therapist-mediated therapy. 
Thus, parent-mediated therapy, thought to be more cost-
effective, focused on coaching parents is used33. 

There is little agreement as to the most effective intervention 
for children with ASD; and most of these therapeutic 
interventions require post basic qualification. Some authors 
emphasise that confidence, knowledge and skill regarding 
dealing with a child with ASD comes from clinical experience 
and practice34. The majority of the therapists working on the 
PHC platform, particularly in South Africa, are inexperienced 
and often in the early stages of professional development12,20. 
Thus, their knowledge of the ASD as a condition and 
their ability to provide effective therapy is based on their 
undergraduate learning, and supervised clinical experience, 
with input from work supervisors and colleagues35,36. Many 
therapists also report challenges in extending their basic 
knowledge and clinical competences20,25,34,35 in relation to 
dealing with a child with ASD and an urgency to determine 
the gaps in knowledge and clinical competencies that need 
to be filled has been identified. 

METHODS
Research design 
This study used a qualitative, cross-sectional, descriptive 
design, where the data were collected from key informant 
interviews. This design was appropriate as the data 
provided a contextual experience for the perceptions and 
experiences of expert occupational therapists who have 
worked with children with ASD in South Africa to provide 
a deep and thick description of perceived the knowledge 
and skills set required to assist inexperienced occupational 
therapists to deliver services to children with ASD within a 
community setting.

Sampling
Purposive and snowball sampling was used to recruit 
occupational therapy experts who met the inclusion criteria 
of at least 10 years’ experience in delivering services to 
children with ASD in a variety of service delivery settings 
- including non-PHC platforms. Consenting participants 

were chosen based on the assumption they would have 
acquired the knowledge and clinical reasoning as well as 
have mastered the clinical skills for delivering services to 
this population. Consistent with qualitative research sample 
size37 a small sample of 12 individuals were interviewed. 

Research procedure 
All the key informant interviews were conducted virtually 
by the first author through: Skype, Zoom or WhatsApp 
video platform as the data collection process occurred 
during the National Alert Level 4 and 5 lockdown period 
of the COVID-19 National Disaster Regulations38. Passwords 
and meeting links were provided to the participants 
individually and confidentiality was ensured by both the 
researcher and participant being in a private, undisturbed 
rooms. Participants were given the option to keep their 
cameras on or off, allowing for interviews to either be 
audio recorded and or video recorded. Semi-structured 
interviews which included open-ended questions with 
several probes to facilitate in-depth discussions, were used 
to collect the data39. Ethical clearance for the study was 
obtained from the Human Research Ethics Committee 
(HREC) (M190917), University of Witwatersrand. Twenty-five 
potential participants across South Africa were contacted 
telephonically, but only 18 met the inclusion criteria. Of these 
individuals 12 indicated their willingness to participate in 
the study and gave written consent to participate and for 
the interview (1 hour – 1 hour 30 minute) to be audio-taped. 

Prior to the interview consenting participants completed 
a short online demographic questionnaire about personal 
characteristics, professional education, clinical experience 
and continued professional development pertinent to ASD. 

Data saturation was achieved at the sixth interview as new 
information from interview seven onwards contributed less 
than 5% to the codes that had already been identified in 
the data analysis using the data saturation index40. An audit 
trail recorded all the steps and decisions that were made 
during the research process. The trustworthiness of the 
research was assured by applying the principles of credibility 
(peer debriefing, triangulation and member checking), 
transferability (thick description and purposeful sampling by 
using expert participants in different provinces and service 
delivery contexts to provide diversity), dependability and 
confirmability (code-recode strategy used as well as peer 
examination through audit trails and bracketing)41. 

Data Analysis
Data from both the demographic questionnaire (Table I, 
page 21) and the interview (Tables II and III pages 22 and 23) 
were analysed descriptively. Thematic descriptive content 
analysis occurred once the verbatim transcriptions of the 
interviews were checked for accuracy against the audio 
recordings. Coding was used to develop and modify the 
themes using the following steps: familiarisation with the 
data by reading and re-reading the transcripts; colour coding 
categories through direct content analysis; generating initial 
codes and themes; development of a matrix to place 
the themes, categories, and codes; themes reviewed by 
the supervisors and revised. The transcriptions were also 
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provided to a co-coder, who was also performing her 
research in ASD, to eliminate bias. The credibility of inductive 
codes was determined by repetition across transcripts, 
strong emphasis, topic changes or specific phrases. 

FINDINGS
Demographics 
All twelve participants were female, and 50% were aged 
between 36-45 years of age. Participants from six of the 
nine provinces in South Africa were represented, although 
the most were from Gauteng (n=5). (See Table I, above). 
Seven participants had 10-15 years of working experience 
and clinical experience with children with ASD, in a range 
of 10 to 25 years.

Participants’ post-graduate training occurred at five 
different universities (see Table I, above). All participants had 
completed additional training by attending CPD courses on 
children with ASD. These included Ayres Sensory Integration 
(ASI®)42, Neurodevelopmental therapy (NDT), Makaton 
signing43, Picture Exchange Communication system (PECS)44, 

DIR®/FloortimeTM45 and Therapeutic Listening46. The most 
frequently attended were ASI®42 (9=97.5%), followed by DIR®/
FloortimeTM45 (n=8; 66.7%). 

Two themes emerged from the collective data from 
the 12 interviews, pertaining to how to assess and treat 
children with ASD: The first theme described the perceived 
knowledge required, while the second theme described 
the clinical competencies necessary to treat children with 
ASD on the PHC.

Theme 1: Critical knowledge required for 
assessment and treatment of children with ASD 
on the PHC platform 
Theme 1 described the participants’ perceptions of the 
Critical Knowledge for assessment and treatment of 
children with ASD on the PHC platform (Table II, page 
22). The essential features of this theme described the 
perceived critical knowledge inexperienced therapists 
needed to understand ASD by referring to diagnostic 
criteria and presenting symptoms as well as ‘red flags’ and 

Table I: Demographics and experience of participants 

Participant Age
range 

(years)

Pro-
vince

Work 
place

Years 
in field 

OT

Years 
treating 

ASD

Postgraduate 
education

Continuous Professional 
Development

P1 55+ WC PP 
PrS

25+ 15-20 MSc OT (WITS) DIR®-FCD; DIR®/FloortimeTM; 
Certified in ASI® (SAISI); NDT; Talks and 
workshops in ASD

P2 36-45 G PP 10-15 10-15 MSc Child 
Health and 
Development
Fine Arts Hons

ASI® (SAISI)  level 1,2,3; 2.; Autism 
Centred Education tutor; Makaton 
(course and tutor); TEACCH; ACE; 
Lecturer for the MSc in Child Health 
and Neurodevelopment; some years 
working at school for Autism

P3 36-45 G PP 
PuS

15-20 15-20 MSc OT (WITS) DIR®/FloortimeTM

P4 26-35 FS PP 10-15 10-15 M OT (UFS) Introductory module DIR®/
FloortimeTM, Talks and workshops in 
ASD; (Completing ESD certification); 
Certified in ASI® (SAISI)

P5 36-45 G PP 10-15 10-15 MSc OT (WITS) Talks and workshops in ASD; Makaton; 
SI training; Therapeutic listening; 
Hands-on autism course

P6 36-45 L PP 15-20 15-20 Masters in Early 
Childhood 
Intervention (UP) 

SNAP training workshop; DIR®/
FloortimeTM level; Certified in ASI® 
(SAISI); NDT 

P7 26-35 WC PP 10-15 10-15 Masters in Early 
Childhood 
intervention (UP)

Talks and workshops in ASD; DIR®/
FloortimeTM; Certified in ASI® (SAISI)

P8 46-55 EC PP 25+ 15-20 None DIR® approach; ABA approach; 
Certified in ASI® (SAISI)

P9 36-45 G PP 10-15 10-15 M OT (UP) SI (SAISI); Makaton

P10 36-45 G PP 10-15 10-15 None Talks and workshops in ASD; SI training

P11 46-55 KZN PP 25+ 10-15 None School autism unit for some years; 
DIR®/FloortimeTM (ICDL - Expert level) 

P12 55+ WC PP 
SA

25+ > 25 M OT (US) Certified in ASI® (SAISI); DIR®/
FloortimeTM (level4); Interactive 
Metronome; Tomatis Consultant (level 
3); Therapeutic Listening Musgatova 
MNRI; PTSD reflexes; PECS

Key: OT = occupational therapy; WC = Western Cape; G = Gauteng; FS = Free State; L = Limpopo; EC = Eastern Cape; KZN = KwaZulu-
Natal; PP = private practice, PrS = private schools, PuS = Public schools,  
SA = School for Apraxia  
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understanding intervention factors to be considered on the 
primary platform.

Critical knowledge for assessment of children 
with ASD on the PHC platform
All participants (N=12) emphasised the importance of 
understanding the diagnostic criteria for ASD in terms of 
clinical and behavioural presentation. This would allow for 
early recognition of ASD, and ultimately timely intervention 
and effective communication about the diagnosis with other 
healthcare practitioners and caregivers. 

“…first of all the signs and symptoms, so they need to 
understand what is Autistic Spectrum Disorder ...” [P1] 

“DSM V and actually go through the criteria with them 
... because that is clinically what we should use when we 
deciding whether a child is on the spectrum or not” [P5].

“…I think a vital competency is to be able to screen and 
identify very early in childhood what would be presenting 
signs or characteristics that they need to look out for [in 
children with ASD] …” [P4] 

The majority of the participants utilised their understanding 
of the diagnostic criteria to form individualised definitions of 
what the inexperienced therapists should consider:

“[ASD] Is a child whose communication interaction is … 
affected in such a way, also that they struggle to engage 
with their environment …; engage with people around 
them, engage with activities and yes; with sometimes 
some behaviour that is out of sync. That is not normal 
typical behaviour for children …” [P8] 

“ASD is a neuro-biological challenge, a child has a really 
tough time organising or processing their world … “[P1] 
“So, they really struggle with that social connectedness 
with other people. They are often in their own little world 

…letting people into their world or them joining your 
world is very difficult.” [P3] 

Participants viewed some ‘foundational’ knowledge as ‘red 
flags’ to guide inexperienced occupational therapists in 
screening (physical, psychosocial, challenging behaviours 
and occupational dysfunction) through understanding the 
‘critical signs and symptoms’ with which children with ASD 
may present. Most participants highlighted the observation 
of physical features and identified motor control and praxis 
difficulties as critical. They stressed children with ASD have 
difficulty with their body awareness as well as their difficulty 
with proprioception, visual-spatial challenges and tip-toe 
walking:

“…ASD there is very often motor control issues as well. We 
know from our occupational therapy perspective that many 
of these children have praxis difficulties, dyspraxia …” [P10] 

“…they are awkward, we know they are very clumsy, we know 
that their core control is extremely, extremely bad …” [P7]

All participants believed the psychosocial symptoms to 
be the earliest identifying sign in young children for ASD, 
particularly communication skills. This includes non-verbal 
and verbal communication such as pre-linguistic and 
linguistic skills, specifically limited eye contact, joint attention 
and relating and engaging with others in their environment. 

“…social interaction; not communicating; not giving eye 
contact, not being able to communicate appropriately, 
for that child’s age, with a person.” [P9] 

Sensory processing difficulties were highlighted although 
this is not included as a DSM-V3 criterion. All participants 
indicated that in their experience, children with ASD have 
sensory processing difficulties, particularly with their sensory 
modulation and therefore this should be considered an 
identifying feature: 

Table II: Theme 1: Critical knowledge required for assessment and treatment of children with ASD on the PHC platform

Theme I Categories Subcategories Codes

Critical 
knowledge for 
assessment and 
intervention of 
children with 
ASD on the PHC 
platform 

Understanding 
ASD 

Diagnostic criteria

DSM-V: Diagnostic criteria and symptoms

Struggles with social connectedness and living own world 

Communication, behavioural and sensory processing difficulties

‘Red Flags’

Physical flags: motor control and praxis difficulties, lack body 
awareness, hyper-mobility joints.

Psychosocial flags: communication skills, sensory processing, 
struggles to relate and engage.

Challenging behavioural flags: restricted, routinised and repetitive 
behaviours; meltdowns; inappropriate behaviours.

Occupational dysfunction flags-: play difficulties; ADL difficulties; 
social participation difficulties.

Understanding 
intervention 
factors for ASD  

Treatment 
considerations 
for the primary 
platform 

Referral pathways

MDT involvement 

Parent-child relationship 

Cultural influence and impact on the intervention; stigmatisation and 
assumptions; accept and respect beliefs 
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“…[a child with] ASD has a lot of sensory issues. Whether 
it’s stronger towards the modulation side or stronger 
towards the praxis side …” [P10] 

The third red flag to emerge was the challenging behaviours 
that often occur with children with ASD. Inappropriate 
or atypical behaviours were viewed by participants as 
behaviours that were not age-appropriate to the child:

“It is about looking at the signs, what you are seeing in 
terms of relating; communicating, repetitive behaviours 
and restrictive interests …” [P1] 

““…when you see the poor language skills in combination 
with the lack of joint attention behaviours that becomes 
a huge red flag. So that is one for me and then restricted 
and repetitive behaviours …” [P4] 

Participants identified ‘meltdowns’ that occur as a result of 
sensory processing difficulties, which are a defining feature 
of ASD: 

“So that if they were screaming, head banging, poor 
sleep, biting, yes there are processing problems which 
might be meltdowns if they cannot react very well to 
their environment.” [P8] 

The final red flag to emerge in identifying children with ASD 
was occupational dysfunction 

“ASD is a syndrome that impacts a child’s ability to act 
appropriately according to their age, in their play, in their 
social interaction, in their activities of daily living and in 
their scholastic environment ...” [P9] 

Critical knowledge for the treatment of children 
with ASD on the PHC platform
Knowledge critical to understanding the provision of 
occupational therapy services for treatment for children 
with ASD on the primary platform is awareness of referral 
pathways. This indicated the need for the role of occupational 
therapists to be aware of the public health system specialist 
and other multidisciplinary services which can be accessed 
for diagnosis and other supportive needs:

“I always feel very strongly that as OTs, you know, we very often 
refer a child with any deficits to a specific specialist or a doctor 
for a diagnosis, and you know that makes a big difference in 
terms of school placement or in terms of medication …[P10] 

The knowledge of MDT involvement emerged as critical 
due to the complex nature of the condition, which results 
in understanding MDT interventions for relationships to be 
built with other healthcare professionals such as speech 
therapists and NDT physiotherapists to ensure improved 
service delivery for children with ASD: 

“…so, I work very closely with our speech therapist. So, 
building those multidisciplinary relationships is very 
important.” [P3] 

Table III: Theme 2: Clinical competencies required for the assessment and treatment of children with ASD on the PHC 
platform

Themes Categories Subcategories Codes

Clinical 
competencies 
for assessment 
and treatment 
of children 
with ASD 
on the PHC 
platform

Layered 
Assessment 
process

Tools to screen
Red flag identification

ASD specific screening tools

Non-Standardised 
assessment

Informal observation of milestones and occupational performance

Informal observation sensory modulation and behaviours

Parent interaction

Assessments Non-ASD specific assessment 

Families as 
partners

Parents and 
caregivers used 
in therapeutic 
process

Educate and empower parents/caregivers and ensure a support system

Collaborate with parents/caregivers  

Coach parents/caregivers

Child-centred 
practice 
therapeutic 
intervention

Goals/outcomes Functional and occupation-based: simple, realistic and adaptable

Types of 
intervention

Sensory-based, Developmental, Behavioural

Other interventions 

Therapeutic use 
of self

Building trust, wait, watch and wonder

Be aware of body positioning, appearance and movement 

Limit communication and utilise your voice and facial features

Occupational 
therapy principles 

Follow child’s lead -join child in their world 

Regulate and modulate child; skill development in sensory appropriate 
environment; Uncluttered, small, structured

Start on child’s developmental level - expand play in their interest 

Intentional and constructive communication and social participation 

Use behaviour

Provide therapy techniques appropriate culture and health literacy
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The parent-child relationship is important to understand 
in ASD, especially when providing early intervention and 
therapeutic services [on the PHC platform]: 

“…establishing your relationship with parents and child, 
and that will be the starting point of your assessment.…
.use your clinical reasoning there and see what the 
parents are doing and how they’re handling the situation 
...” [P9] 

Finally, knowledge about the cultural influences on ASD and 
the impact they may have on intervention was perceived 
as important by the participants. Knowing, accepting and 
respecting beliefs was seen as essential to service provision 
for children with ASD. One also needs to understand the 
stigmatisation of the child and the family around the 
disorder, along with the assumptions that people in the 
community may have regarding the diagnosis: 

“…I thought it was culturally appropriate for this child to eat 
with his hands… but for the family, they actually wanted to 
have him to sit with them and eat with a knife and fork.” [P6]  

Theme 2: Clinical competencies required for the 
assessment and treatment of children with ASD 
on the PHC platform 
Theme 2 described the participants’ perceptions of the 
Clinical Competencies required for the assessment and 
treatment of children with ASD on the PHC platform (Table 
III p23). Participants highlighted the skills required for a 
layered assessment process and the importance of parent-
mediated therapy and involvement of family members. 
Child-centred practice with emphasis on treatment goals, 
interventions and principles was emphasised.

Clinical Competencies for assessment of children 
with ASD on the PHC
Participants explained what they perceived to be the layered 
process involved in the assessment of these children which 
needs to be followed by inexperienced occupational therapists 
for both higher functioning and lower functioning children. 

The participants discussed the importance of tools to 
screen children with ASD particularly ‘red flag’ identification. 
Others suggested screening tools that identify psychosocial 
and behavioural difficulties including information obtained 
from the parents: 

“I think early intervention screening would already help a 
lot because you can already start engaging at least [with 
the] behaviour because [that is] the biggest issue that the 
parents come and see us, is the behaviour.” [P8] 

“... just include whatever background information I can get 
from the parents or the caregivers. In my practice I would 
do a sensory profile, the toddler questionnaire or the normal 
sensory profile ..., gross developmental milestones ...”[P10] 

“…[initial interaction with parents] during intake [session] 
you’re asking questions and when some of those red flags 

come up: the language and they're difficult to be around, 
those kind of things ….” [P11] 

Few participants suggested using ASD specific tools 
designed to screen children with ASD, and  some suggested 
using a ‘checklist’ such as the Modified Checklist for Autism 
in Toddlers, Revised (M-CHAT-R)47: as well as

“The Childhood Autism Rating Scale(CARS-2)48 is also a 
really nice little tool that we can use …”[P5] 

Many participants reported using non standardised 
assessment over two or three sessions would be more 
beneficial than a specific assessment performed on a child 
who has been diagnosed with ASD: 

“Our Autistic kids do not assess well at all and in general in 
our practice when we seeing a child under the age of three... 
where we assess them over two or three sessions …” [P5] 

Participants, who were experienced in children ASD, 
perceived that experiential learning is required but suggest 
these non-standardised assessments allow identification 
of the child’s weaknesses and strengths and should 
include informal observation of the children’s milestones 
and occupational performance, sensory modulation and 
behaviours in familiar contexts. Observation of the parent-
child interaction in the assessment of a child should always 
be used to collaborate with their assessment findings:

“…So yes, I think informal occupation-based assessments 
generally work better with ASD kids because they don’t 
follow verbal instructions. They don’t sit down and do 
formal standardised tests. So, play-based and informal 
type of assessments definitely work better …” [P4] 

“…informal you know just observations... To see if they 
cope with movement input, see if they cope with tactile 
input, see how they react to various levels of maybe 
auditory stimulation, visual stimulation ...” [P10] 

“I’ll do observations in the classroom, observations on the 
playground around their social skills, around their postural 
control, around their fine motor skills, their ability to eat, 
to brush their teeth …” [P3] 

Participants reported assessment with non-ASD specific tools 
were also used to help assess the child depending on their age 
and level of functioning. These refer to either visual perceptual 
assessments, sensory profile or developmental assessments. 

“I’d rather use something like a BEERY or a DTVP 2 or 3, 
because it’s a lot shorter, and you can break it up into 
smaller bits if you needed to ...” [P3] 

Clinical Competencies for the treatment of 
children with ASD on the PHC platform
Participants viewed family partnership as important in 
the context of PHC with limited occupational therapy 
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services, by including the including parents and caregivers 
in the therapeutic process so they are part of the journey. 
Continuation of therapy at home due to limited time (session 
duration and sessions in a month) is essential. Parental 
support needs to be contextually and culturally appropriate:

“..I think it’s really important to put them in touch with 
support groups and Autism South Africa’s got lots of 
opportunities for that …” [P5] 

Educating and empowering the parents and caregivers by 
imparting knowledge about the treatment with children with 
ASD and attending to the support system for and needs of 
the parents, and caregivers’ is important for the continuation 
of the therapeutic process at home:

“…I feel that, that is definitely where OTs can support the 
parents. They need to be empowered with information 
because if they understand why their child is doing 
something …” [P2] 

“…if parents understand what you’re doing, they buy 
into it. Then you see better progress with the kids, for 
sure.” [P7] 

Occupational therapists need to collaborate with the 
parents and caregivers to ensure that the skills worked on 
in a therapy session with the child are based on a mutually 
decided goal and not just the outcome sought by the 
therapist. A proposed role of occupational therapists within 
the PHC is as a coach to the caregiver:

“…So, I ask them, what would make life just a little bit 
easier for you? And then from that I get things like, if 
he would stop pulling the dog’s tail or if he would stop 
taking his clothes off… I see how I can get [to] that first 
goal for the parents while working on the developmental 
norms ...” [P6] 

“…with therapy with autistic kids it's not about you being 
the great therapist, it's actually about you being the coach 
and helping parents … [P11] 

The importance of all treatment being child-centred 
was stressed since each child with ASD is unique and 
one treatment method cannot be applied to all children. 
Treatment should be planned and executed considering 
the uniqueness of the child and their needs: 

“…So, I need to make a choice when I work with kids, what 
is the most relevant frame of reference or model to use 
with them [considering all the facts] …” [P4] 

Participants gave their views on the various approaches that 
inexperienced therapists should consider when engaging 
in therapeutic intervention. From their ‘personal experience’ 
and ‘insight’, four subcategories were identified:
• goals for occupational therapy to be congruent with 

the parents and child. All participants believed that the 

goal/outcome should be occupation-based so that the 
focus of the child’s function and not limitations could be 
identified. Goals should be simple, realistic and adaptable. 
Many participants reported that challenging behaviours 
occur when you expect the child to perform tasks that 
are too complex since they become overstimulated or 
overwhelmed.

“ … taking that step back and asking them ‘what are your 
goals, what are your ideals?” [P5] 

“Of goals; I think it is to keep it at least functional. Yes, all 
our goals must be functional anyway maybe simple..… what 
I do in therapy is that it should carry over at home.” [P8] 

“So, my goals change depending on the child on that day 
and what they need on that day….It’s much smaller steps…
much, yes….so very, very smaller goals because otherwise 
they get very discouraged” [P6] 

Most participants highlighted that to ensure that ‘buy in’ 
and ‘carry over’ occur within the PHC platform approach, 
the goal must be not only beneficial for the child but for 
the family as well. 

“…goals that are important to the family and to the child 
…” [P5] 

• types of intervention that could be provided and the 
foundational principles these experts use to treat 
children with ASD. The main intervention types used 
to treat children with ASD were sensory-based and 
developmental frames of reference: 

“ I think first and utmost for me myself in the practice, 
I think I wouldn’t be able, and I don’t think I will be 
willing to – treat any ASD children if I didn’t have my SI 
background ...” [P10] 

‘“The main tools, I suppose I would use with DIR is getting 
to their level ...” [P9] 

Some participants reported the ‘behavioural’ interventions 
as being useful, especially Applied Behavioural Analysis 
(ABA) intervention, while others disagreed with utilising 
behavioural interventions within their practice: 

“I think it’s got a place for children but generally I don’t 
like ABA for very young kiddies, I like it for my kids that 
are plateauing in OT …” [P5] 

• Other interventions used with children with ASD included 
communication interventions such as AAC and PECS. 
Feeding and brain balance programmes were also 
highlighted as interventions used with certain children 
with ASD but these interventions are not effective with all 
types of children with ASD. This was dependent on their 
needs and their therapeutic goals: 

“…And then obviously things to get some sort of 
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communication so... or using the Pecs.” [P7] 

“….[if there is a] feeding difficulty specifically with all the 
age groups then I’ll do the SOS feeding approach ...” [P5] 

• Participants described specific principles for enhancing 
therapeutic use of self to engage a child effectively in 
sessions. These included: 

Building trust was seen as an important factor in therapy 
sessions as many participants perceived that, children 
with ASD struggle to engage without trust due to their 
circumstances and experiences of the outside world: 

“Yeah. I think I’ve learnt to use myself in a more 
therapeutic manner…So being able to modulate my 
response to a child’s actions ...” [P3]  

“…and I’d really wanna try and build trust because 
especially our kids in [the] community, they’ve been 
exposed to adults in their lives that are probably 
smacking, hitting, grabbing, pulling, shoving [to try to 
manage their atypical behaviour], …” [P5] 

Being aware of the child’s body positioning, appearance and 
movement was an important element of the therapeutic 
use of self when approaching a child with ASD: 

“It’s using your body in a way that’s going to encourage a 
child to engage with you or to do an activity…And allowing 
them into your space, or allowing yourself not to go into 
their space. So, reading the child appropriately, and using 
your body as; and all your actions that you do …” [P3] 

“Also, not wearing bright scrubs, kids respond to the 
colours that you are wearing, nail varnish, rings, long 
earrings, bangles that click.” [P2]  

Also, the effect that one’s voice and communication can 
either limit or facilitate a child with ASD’s engagement, with 
particular focus on tone of voice and facial expressions: 

‘It’s using your voice in a way that’s going to engage them 
again and again. Like I said, not too loud, not too soft, not 
too squeaky, not too deep, depending on what the child 
is needing …” [P3] 

“…at the beginning, just use the sounds and then later it 
would be “throw, throw” and then it would start being like 
the action word that you would use.” [P7] 

Participants also highlighted providing enough time to 
respond to an action, gesture or verbalisation. Be patient 
with children with ASD so they do not become overwhelmed. 

“…the whole wait, watch and wonder thing is something 
that sits well with our core ethos …” [P4] 

• Participants reported using occupational therapy 

principles or specific guidelines for therapy sessions 
that related to appropriate activity requirements, 
very specific presentation and handling principles, 
as well as considerations of the treatment context, 
including environment.In facilitating engagement and 
participation in the therapeutic activity, as participants 
considered these children generally live in their own 
world or space which provides them with comfort and 
follow their lead:

‘follow the child’s lead by joining them in their world’: “…
entering into [their space with] what they are interested 
in, helps them to regulate, stay calm and build-up a bit 
of trust ...” [P1] 

Participants also believed that the child first need to be 
regulated and modulated using a sensory appropriate 
environment through sensory modulation techniques or a 
sensory diet before attempting to perform any activity or task:

“…start sessions, in a cloud, in a hammock; …and then 
I would try and use the vestibular and proprioception 
[sensory modulation techniques] to try and just regulate 
the system bit before we even start actually participating 
in a game.” [P9] 

“first, the child needs to be regulated, calm and share 
an interest.” [P1]

All participants indicated the environment being structured 
- an uncluttered small room with only having toys that are 
necessary for the session to reduce distractions. The same 
room should be used to provide familiarity to allow the child 
to feel safe. Furthermore, limited visual distraction, smells 
and sounds within the therapy environment need attention 
to ensure that the child does not become preoccupied or 
get overstimulated by visual input, as visual input is generally 
a seeking sense for children with ASD:

“… I always bring them into this small room, this room is 
my like assessment room. I mean you can see it is quite 
uncluttered and we got neutral colours, all blues …” [P1] 

“…being aware of your own smells and the smells in the 
environment and how that can affect the child is important 
as well. And then any sounds in the environment, so white 
noise, may be distracting to the child, so fans going, 
if you’ve got a fridge or a computer in the room, that 
can have a low-frequency buzz that may affect certain 
children. Your lighting is important, …. normal fluorescent 
globes spin at a certain frequency that children on the 
spectrum, people on the spectrum or sensitive people can 
hear... So, it will certainly affect their life and their response 
in your session and everything …” [P2] 

Part ic ipants highl ighted start ing on the chi ld’s 
developmental level and expand on their play by building 
on their interest using intentional and constructive 
communication and social participation. Include 
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opportunities for pre-linguistic and linguistic skills, facilitate 
eye contact, joint attention and social engagement: 

“…is working along these developmental levels of relating 
and communicating…” [P6] 

“…it’s almost like gentle playful obstruction that we do 
with these kids, so I think it’s just changing the play with 
what they’re doing and trying to get another level of play 
within that play. So just… yes, expanding it.” [P9] 

“…can they have shared and joint attention and then can 
we start having circles of communication.” [P5]  

Using the child’s repetitive behaviour and restricted interests 
to build the trust needed for interaction to occur and 
utilising their interest or seeking behaviour to facilitate their 
engagement: Atypical behaviours should only be treated if 
they are causing dysfunction and not interrupting the child’s 
engagement or causing harm: 

“Now one could see, he was running and touching the 
poles, he was running back and forth, he was sliding up 
and down, he loves movement. So, I am going to use 
his preferred activities, his interests even if they are 
repetitive because they are my starting point …” [P1] 

Provide therapy techniques appropriate to culture and 
knowledge when dealing with PHC services in South Africa.

“…But I can’t see that the way that I treat will be changed 
by the family’s cultural beliefs, and I think that’s 
something that we are very lucky with in OT …” [P10] 

DISCUSSION
The study sample comprised 12 expert occupational 
therapists with 10 or more years of experience in dealing with 
children with ASD who were considered to be more than 
competent to provide the rich data for this study. Due to the 
limited number of occupational therapists with expertise in 
the specific context of this study namely the public sector, 
occupational therapists who worked in other sectors of 
practice with the same patient cohort were recruited to 
participate. Thus, the data included their perceptions of the 
importance of aspects from their own current practice in 
relation to knowledge and clinical competencies required 
for occupational therapy services on the PHC platform.

Critical knowledge required for assessment of 
children with ASD on the PHC platform
As suggested by Rosenbaum and Gabrielsen49 during 
assessments occupational therapy experts agreed that 
the recognition of the diagnostic criteria stated in the 
DSM-V, which support the ‘red flags identifiers’, is of utmost 
importance in identifying and understanding ASD49. These 
include challenging behaviours (restricted, routinised 
and repetitive behaviours; meltdowns and inappropriate 
behaviours)3,11; psychosocial difficulties (non-verbal and 
verbal communication)3,49 and physical components 

(poor motor control and praxis problems)3,50 associated 
with ASD3,11,49,50. Although sensory processing/sensory 
modulation were viewed as at-risk symptoms for ASD, 
this ‘red flag identifier’ is not recognised within the DSM-V 
criteria3 despite support in the literature indicating this as a 
prominent feature in children with ASD25,35. Most participants 
also proposed that occupational dysfunction (play, ADL 
and social participation) is a significant factor in identifying 
children with ASD3, although this feature was not consistently 
recognised in this study. This is of concern, as occupational 
performance should be key component of occupational 
therapy practice for young children with ASD51

Critical knowledge when considering treatment of 
children with ASD in PHC, identified by expert occupational 
therapists concurs with the study by Atun-Einy & Ben-
Sasson20 indicating the benefits of MDT and caregiver 
involvement. The findings align with literature indicating 
that children with ASD are best treated within an MDT and 
family collaborative setting20. Therefore, understanding the 
referral pathways was identified as critical for inexperienced 
therapists to understand and provide effective services to 
children with ASD9,20. A limiting factor in this study is that the 
majority of the participants were not working in the PHC and 
were therefore unable to provide much insight on referral 
pathways in this sector20.

Clinical competencies required for assessment of 
children with ASD on the PHC platform
For assessment of children with ASD in PHC, the participants 
recommended that inexperienced occupational therapists 
perform – at a minimum - a comprehensive parent interview 
along with an informal observation and, if at all possible, 
a non-ASD specific assessment to determine the child’s 
strengths and weaknesses. This was considered a good 
guideline22 and crucial for an assessment in ASD, as the 
best clinical practice assessments have not been identified 
for this population in South Africa22. Although some non-
ASD specific assessments were identified as useful by the 
participants in this study, most participants disagreed with 
Baxter et al15 and Kadar, Mcdonald and Lentin25 on the 
usefulness of standardised assessments. Rather the expert 
occupational therapists indicated that due to limited time 
available informal observations and the use of checklist 
for identifying ASD symptoms22 be considered. Formal 
screening assessments such as the MCHAT47 CARS48, or 
Autism Diagnostic Observation Schedule, Second Edition 
(ADOS-2)52 are available with varying reports on their 
utility. Only the MCHAT, which is freely available and is in 
the process of being translated into some local South 
African languages53, is likely to be used at a PHC level. The 
observations and screening should be triangulated with 
parent interviews would provide more of a holistic picture 
into children with ASD abilities than screening assessment 
scores on the PHC platform6,17,27.

The findings of this study reiterated the findings of Naidoo, 
Van Wyk and Joubert54, namely that the role of occupational 
therapists needs to be adjusted within the re-engineering 
of the PHC platform. Inexperienced therapists should 
align their services with the principles of PHC and UHC, to 
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improve services to and quality of life of children with ASD. 
Inexperienced occupational therapists should use more of 
a parent-mediated technique by coaching caregivers2. This 
view is consistent with other various literature17,32 and agrees 
with the findings by Franz et al.32, that providing parents with 
education and techniques to manage their child is of more 
beneficial than providing a once-off therapeutic session. 

Expert occupational therapists recommended that the 
parent-child relationship was influential in the therapeutic 
process when providing services to children on the PHC 
platform. Inexperienced therapists need to be aware of 
this to provide families with appropriate techniques and 
skills that are suitable to the family, context and culture as 
supported in literature33,55. These views supported reports 
by Pang et al.5 that treatments for ASD on the PHC platform 
need to accommodate the cultural practices within South 
Africa’s context to be effective and culturally appropriate. 

The participants indicated that occupational therapists 
need to set goals and treatment outcomes to ensure 
therapeutic benefits within sessions33,55. Both goal setting 
and parent involvement were perceived as essential for 
treatment outcomes. However, the participants did highlight 
some goals that inexperienced occupational therapists can 
achieve during sessions - these should be simple, functional, 
measurable and easy enough for both the inexperienced 
therapist and parents/caregivers to identify and achieve 
practically. Patriquin, MacKenzie and Versnel56 concurred 
with this finding that goals regarding the managing of 
challenging behaviours, occupation and psychosocial areas 
of development were essential but did not provide any 
specific goals for children with ASD. Despite the literature 
reporting that goal-setting was occupation-based and 
functional, expert occupational therapists within this study 
reported intervention to be predominantly focused on the 
underlying deficits and very few focused on the occupational 
performance deficits which could relate to developmental 
stage of the child11,21,34,49,55. It appears however that for 
younger children a predominantly bottom-up (sensory-
based, developmental, behavioural) rather than top-down 
(occupation-based) intervention approach is suggested. The 
use of occupational performance and participation issues 
were prioritised for older children11,50.

Although the efficacy of intervention has been debated 
occupational experts proposed simple and foundational 
strategies that inexperienced occupational therapists are 
taught in undergraduate training57 to utilise within treatment 
sessions. However, they agreed with Akhter, Mumtaz and 
Saqulain58 that inexperienced therapists do not always have 
the underlying ability to integrate clinical competencies into 
practice on the PHC platform. This included the basic treatment 
principles, sensory stimulation (sensory-based), family-centred 
and developmental approaches, that can help therapists to 
facilitate play and caregiver engagement to promote child-
lead engagement gradually and sequentially29,30,32. This concurs 
with Vinen31 and Moosa's21 intervention findings within South 
Africa context. While behavioural approaches were discussed, 
the expert occupational therapists did not use the behavioural 
interventions often, as some had concerns regarding this type 
of intervention. Therefore, the findings of this study aligned 

with those of Salomone et al.55 but disagreed with evidence 
from other studies supporting behavioural intervention, 
which appears to be more widely used in developed rather 
than developing countries11,29,30. Other beneficial interventions 
found in the literature and mentioned by some participants in 
this study were communicative techniques and sound-based 
therapy59. These interventions typically require additional 
training and may not be plausible on the PHC platform 
nor are they recommended for inexperienced therapists56. 
Furthermore, the expert occupational therapists indicated 
that different interventions are more appropriate at different 
ages and phases of a child’s development which is consistent 
with research60.

Fundamental occupational therapy treatment principles 
that perceived clinical competencies were identified 
by the expert occupational therapists. These principles 
were commonly applied within their sessions and were 
considered contextually appropriate on the PHC platform54. 
Some of these principles identified by the participants are 
basic occupational therapy principles that are routinely 
taught in undergraduate programmes. Limited literature 
discussed principles within a therapeutic session without 
requiring additional training; due to the various types of 
intervention, the principles differ within these interventions. 
Of the principles identified by the expert occupational 
therapists, only one of the principles is reported to be 
identified and agreed upon within the literature, namely the 
structuring of the environment which consistently influences 
a child’s engagement11,29,30.

Expert occupational therapists highlighted the principle 
of therapeutic use of self as a clinical competency to use in 
establishing the therapeutic relationship with the child and 
caregivers. In addition, they recommended that factors such 
as being aware of one’s own appearance and body position, 
the utilisation of their verbal and non-verbal communication, 
and providing time for a child with ASD to respond to the given 
task. No specific literature was found to collaborate or oppose 
these suggested therapeutic use of self-strategies; although 
general guidelines for all children were evident in the literature61. 

Other foundational principles identified were largely 
influenced by Sensory Integration (SI)42 and DIR®/FloortimeTM45 
principles, including following the child’s lead and joining 
the child in their world, starting on the child’s developmental 
level and expanding on their play by building on their 
interest. The principle of regulating and modulating the child 
before skill development through a sensory-appropriate 
environment emanates from the SI and DIR® intervention 
types42,45. Although some principles are perceived to be 
plausible without additional training, particularly regarding 
body positioning and appearance, wait, watch and wonder 
and verbal and non-verbal strategies, it is important to 
acknowledge that some of these principles are rooted in 
DIR®/FloortimeTM45. The principle which was not specifically 
identified through other interventions within the literature 
was the use of behaviour to help facilitate engagement in 
the sessions. Many participants in the study highlighted the 
inclusion of repetitive behaviours and restricted interests at 
the beginning of therapy in order to obtain engagement 
and interaction from the child. 
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The last foundational principle to emerge was providing 
therapy techniques that are appropriate to culture and 
knowledge. Literature by Wetherby26 and Pang et al.5 has 
identified cultural influences extensively. While there is a 
cognitive awareness of how culture can impact therapeutic 
intervention, many experts reported that their use of 
techniques did not always focus specifically on cultural 
appropriateness. This largely highlights the adaption 
required for occupation-based service provision rather 
than just using approaches and techniques alone. This was 
supported by James, Pizur-Barnekow and Schefkind36, who 
stressed the need for services and treatment for ASD to 
assist with cultural and linguistic diversity within South Africa.

It is suggested from this study that inexperienced 
occupational therapists required additional knowledge 
and education6 to provide screening, assessment and 
intervention services to children with ASD on the PHC. 
Participants agreed with Juraszek et al.61, that improvements 
in the information content of the occupational therapy 
undergraduate degrees are required to facilitate improved 
services to children with ASD. However, while there has 
been a call for revision of the undergraduate curriculum 
on ASD, a lack of teaching time was confirmed by Naidoo, 
Van Wyk and Joubert54 Furthermore, minimum standards 
of training for occupational therapists by HPCSA does not 
prescribe the inclusion of any specific health conditions but 
requires students to integrate and apply knowledge skills 
and attitudes to people of different ages61, 62.

Limitations
This study had several limitations which may influence the 
findings and thus these need to be considered with care. 
Although the findings from this research study agreed with 
the literature, occupational therapy principles for treating 
children with ASD, the therapeutic use of self and treatment 
considerations on the PHC from this study were not 
identified in the literature. This study also acknowledged the 
limitations regarding population sampling and the method 
of obtaining data. 

CONCLUSION 
Inexperienced occupational therapists are confronted with 
children with ASD on the PHC where they feel ill-equipped to 
provide therapeutic services to this population. To enhance 
inexperienced  occupational therapists’ ability to serve a 
population that will benefit from early detection, appropriate 
referrals and effective intervention; this study set out to explore 
the views and perceptions of expert occupational therapists 
working in private/public health or educational settings within 
South Africa, on the knowledge and clinical competencies 
required for inexperienced occupational therapists when 
working on the PHC platform to screen, identify, assess, and 
treat children aged 2-6 years with a diagnosis of ASD. The 
critical knowledge and clinical competencies which would 
enable services within the PHC platform was explored. 
Despite the scarcity of ASD-specific services on the PHC 
platform, possible assessment strategies that inexperienced 
therapists could utilise alongside screening tools, treatment 
strategies, intervention types and techniques; which could 

facilitate confidence with dealing with children on the PHC 
platform were described. This study identified occupational 
therapy treatment principles and techniques in addition to 
the therapeutic use of self as important for inexperienced 
therapists. The findings acknowledged that there is a possible 
gap in knowledge and clinical competencies in undergraduate 
training, which was not unexpected as the undergraduate 
courses aim to provide fundamental knowledge and skill and 
not cover all clinical eventualities. 
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INTRODUCTION
Empathy has no script. There is no right way or wrong way to do it. It’s simply listening, 
holding space, withholding judgment, emotionally connecting, and communicating 
that incredibly healing message of ‘You’re not alone’ 1:internet

Empathy is difficult to define2. It is a versatile, complex and dynamic concept 

Empathy and associated influencing factors 
in occupational therapy students: A cross-
sectional study

Introduction: Empathy, often described as the comprehension of another 
person’s state of mind, enables one to appreciate social environments and 
anticipate others’ behaviour. In occupational therapy, the therapeutic use of 
self, which is grounded in empathy, is commonly considered essential, as it 
enables therapists to manage a therapeutic relationship with clients. However, 
high caseloads, stressors and pressure to perform often impact empathy 
levels. This study aimed to determine the empathy levels of undergraduate 
occupational therapy students, as well as factors affecting empathy levels. 
Method: A quantitative approach was used, with an observational, cross-sectional 
study methodology, employing an electronic survey consisting of the Interpersonal 
Reactivity Index (IRI) and a questionnaire developed by the researchers. 
Results: In total, 112 (response rate 70.4%) students participated in the study. 
Overall, the students had a satisfactory level of empathy. Of concern, however, 
was the impact of the Covid-19 pandemic and the lack of clinical fieldwork 
experience, which possibly contributed to the lower empathy levels observed 
among second-and third-year students. 
Conclusion: From the findings, it is suggested that more attention should be 
given to empathy, as it plays an integral role in practice with clients, as well as 
in the training of occupational therapy students.

Implications for practice
The findings suggest the opportunity for interventions and support systems 
that can help students manage high caseloads, stressors, and performance 
pressures, while also fostering and maintaining empathy. Implementing 
strategies such as stress management programs, mindfulness training, and 
self-care initiatives can help mitigate the negative impact on empathy levels 
and promote the development of empathetic skills in future occupational 
therapists.

The research study’s results have implications for the professional practice 
of occupational therapy. It emphasizes the need for ongoing education and 
training programs that focus on empathy development and maintenance 
throughout a therapist’s career.

By providing therapists with the tools, resources, and support to sustain 
their empathy levels in challenging work environments, the study suggests 
that the quality of care provided to clients can be enhanced, leading to better 
therapeutic outcomes and overall client satisfaction. 

Organizational changes within healthcare settings may be necessary to 
address workload issues and create a supportive environment that nurtures 
empathy among occupational therapy professionals.
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resulting from the various interpretations thereof3. 
Throughout this study, empathy was operationally defined 
by the Interpersonal Reactivity Index (IRI) as the “reactions of 
one individual to the observed experiences of another”4:internet. 
Empathy has been described as consisting of a set of facets 
that reflect individual cognitive and emotional experiences 
of concern for others, compassion, warmth and individual 
feelings of discomfort and anxiety from observing others’ 
negative experiences5,6.

Empathy plays a critical role in the formation of meaningful 
relationships in society7. It enables the understanding of the 
mental states of others, including their emotions, aspirations, 
behaviours and thoughts8. The therapeutic use of self, 
regarded as a cornerstone in occupational therapy practice, 
is considered to be an essential part of the therapeutic 
process as it enables the therapist to develop and manage 
a therapeutic relationship with their clients9. According to the 
Occupational Therapy Practice Framework (OTPF), possessing 
empathy as a therapist is essential to enable the therapeutic 
use of self, as it allows more open communication between 
the therapist and the client9. Client is defined by the Merriam-
Webster Dictionary as “a person who engages the professional 
advice or services of another,”10:internet whereas the term patient 
is defined as “an individual awaiting or under medical care 
and treatment; the recipient of any of various personal 
services”10:internet. These two terms are used interchangeably 
throughout this article.

Research has shown that healthcare practitioners who 
interact with their patients in an empathic manner, can 
contribute to an increase their patients’ comfort, are able to 
build trusting relationships with them and encourage clients 
to adhere to their treatment programmes11–15. Healthcare 
practitioners refer to individuals who support health and 
well-being in people through the implementation and 
administration of the principles and procedures of evidence-
based practice16. Additionally, empathic interactions enable 
the therapist to connect with the client on an emotional 
level, which will contribute to the enhancement of their 
current life situation9. This level of involvement ultimately 
results in improved client outcomes2. 

However, high caseloads, stressors and pressure to perform 
and be successful in treating clients often have a negative 
influence on empathy levels17. Clients, or patients, who are 
dissatisfied with practitioners due to a lack of empathy, 
lead to feelings of distress and this may cause them to lose 
faith in the healthcare system, whereas the presence of 
empathy results in feelings of satisfaction, relief and trust13. 
Furthermore, it has been noted that in addition to empathy 
declining during the course of studying in a healthcare-
related field, countless students fail to recognise the value of 
this important skill concerning their future profession18. Thus, 
it is important to encourage and inculcate the importance of 
empathy among students before these pressures take hold 
and control their quality-of-service delivery19. 

Contrary to the literature indicating a decline in empathy 
during the course of study, multiple other studies have 
produced results suggesting that not only is the decline in 
medical students’ empathy levels “over-exaggerated”, but 
it also oscillates in the opposite direction, with empathy 

levels having been reported to increase as students’ 
progress through the years of medical training20–23. These 
contradicting results from multiple studies provided a rather 
unclear conclusion pertaining to the possible increase and/
or decline in the empathy levels of medical and health 
sciences students.

The available literature further demonstrates a lack of 
research with regard to the levels of empathy among 
occupational therapists (and particularly students) within the 
South African context. When searching the literature, only 
a single study conducted at an Australian University in 2010 
that measured the empathy levels of occupational therapy 
students, could be located20. More recently, another study, 
also from an Australian University, using the Emotional and 
Social Competency Inventory to compare the emotional and 
social competence among the baccalaureate occupational 
therapy students across four academic year levels24, was 
published. The results indicated that subscale scores on 
teamwork, empathy and achievement orientation were the 
three competencies receiving the highest scores24. 

These contradictory results and inadequate research in 
a South African context indicated the need to measure 
empathy levels to implement changes to the curricula based 
on the findings and instill the importance of empathy in 
students. The value of this study as a mechanism for skills 
development in student training is founded on the notion 
that empathy is a skill. As early as 1976, Keefe25 suggested 
that empathy is a set of behaviours that accounts for a skill 
crucial to the successful treatment of a patient. He went 
on to say that behaviours constituting the empathic skill 
are acquired throughout life and include feeling, thinking, 
perceiving, and communicating25. Thus, empathy used 
to be considered as merely an innate characteristic that 
could not be taught, but studies have indicated that this 
essential human capacity is susceptible to change, therefore, 
progressing to a characteristic capability that can be taught19.

This study aimed to measure, describe and compare the 
levels of empathy of all four undergraduate year groups 
at the University of the Free State by using a standardised 
empathy measure, the Interpersonal Reactivity Index (IRI), 
as well as a questionnaire developed by the researchers. 
The study sought to determine whether differences in the 
empathy levels of the different year groups were present, 
and which year groups, respectively, had the highest and 
lowest empathy levels. 

LITERATURE REVIEW
Empathy
Empathy is considered a complex and multidimensional 
concept to define3, mostly due to various schools of thought 
(i.e., sociological, psychological and medical fields), each 
having their own perspective and understanding thereof. For 
example, in the 1950s, Carl Rogers, an influential psychologist, 
dominated the formulation of the definition of empathy in 
social services. Most of the definitions of empathy at that 
time were derived from Rogers’ explanation of empathy 
as the therapist’s ability “to sense the client’s private world 
as if it were your own, but without ever losing the ‘as if’ 
quality”26:99. Furthermore, the definition of empathy in the 
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context of client care and medical education assumed a 
more “component-based” perspective of empathy, with 
Hojat and Gonnella27:344 describing it as “predominantly a 
cognitive attribute (as opposed to affective) that involves 
understanding (as opposed to feeling) of the patient’s pain, 
experiences, concerns, and perspectives combined with 
a capacity to communicate this understanding and an 
intention to help”. Theorists and seminal authors of empathy 
have come to a relative consensus, implying that there are 
various components to empathy28. 

Components of empathy
As previously mentioned, empathy is not an exclusive 
phenomenon, as it comprises different forms and aspects8. 
Many theorists have proposed that various “components” 
are part of empathy, namely those of affective (empathy 
related to emotions and one’s emotional state), cognitive 
(the intentional and conscious act of perspective-taking 
and thinking), behavioural (the act of showing empathy, 
such as attentive listening, for example) and moral empathy 
(the willingness of an individual to care for and improve an 
individual’s situation through altruism)8,17,18. As empathy is such 
a complex and multidimensional concept3, it is necessary to 
identify the different components that empathy consists of, 
and to understand each component individually and how it 
contributes to empathy as a whole, in order to comprehend 
and react to the hardships experienced by another person17,29. 
These components facilitated the identification of factors 
that required focus when attempting to measure empathy 
levels among students. 

The measurement of empathy introduces a burdensome 
task that originates from the lack of a clear, universal 
definition of empathy30. The measures used in investigating 
empathy levels can be separated into three classes: self-
report instruments, behavioural observational techniques 
and neuroscientific procedures30. 

Empathy and occupational therapy 
World Wars I and II created a significant demand to develop 
the speciality of rehabilitation medicine in order to aid 
returning war veterans with disabilities and help them to 
recover function and reintegrate into society31. The early 
growth and development of occupational therapy as a 
health-related discipline occurred within this culture of 
rehabilitation medicine31. In occupational therapy, the 
therapist-client relationship is characterised by a blend of 
competence and caring or empathy31. Pierce believed that 
the humanistic values, that exist within occupational therapy 
culture, are in direct opposition to the values of medicine 
and that an even balance of competence and caring results 
in the highest quality of a therapeutic relationship31.

In many settings where occupational therapy services are 
provided, the delivery thereof is guided by the Occupational 
Therapy Practice Framework: Domain and Process 
(OTPF)9. The OTPF was designed not only for occupational 
therapists and occupational therapy students, but also for 
other healthcare practitioners, educators, researchers and 
consumers. The OTPF provides a summary of interdependent 
concepts that are relevant to occupational therapy 

practice9. It emphasises the importance of the inclusion 
of possessing empathy, practising client-centred therapy 
and collaborating with the client32. Thus, according to this 
framework, an occupational therapist needs to possess 
empathy when providing services to clients.

Additionally, the Health Professions Council of South Africa 
(HPCSA)  formulated and presented thirteen core ethical 
values and standards required for good practice. One of 
the core ethical values required is compassion, which the 
HPCSA describe as health care practitioners’ ability to be 
sensitive to, and empathise with, the individual and social 
needs of their patients, as well as to create mechanisms 
for providing comfort and support where appropriate and 
possible33. These specific values are perceived as all-inclusive 
ethical aspects required of a healthcare practitioner to 
maintain good professional practice, therefore, compassion 
or empathy is viewed as a necessity in practice in any 
healthcare setting. 

Previously, empathy was regarded as an instinctive, inborn 
characteristic that could not be taught. However, research 
has indicated that this essential human ability is capable of 
change, which contributes to its teachability17. Viewed as 
a range of behaviours, the empathic skill becomes more 
attainable, in the sense that like all behaviours, it can be 
taught and learned. As early as the 1970s, various approaches, 
some using the empathy scales of Truax or Carkhuff, for 
example, have been established for teaching empathy in 
practice, such as providing students with feedback on the 
level of empathy they were demonstrating in role-played 
or recorded interviews situations25. Hegazi, Hennessy and 
Wilson23 emphasised the fundamental significance of 
schools educating students on the significance of empathy. 
The acquisition of relevant knowledge and the application 
of this information in the intervention of clients is vital, 
although an equally essential skill in treatment is the ability 
to relate successfully to one’s clients23. Students’ capability 
for effective communication during interviews with 
clients requires a different skill set, including the capacity 
to comprehend patients’ emotions and circumstances 
(i.e., empathy) and the ability for introspection and 
understanding one’s own feelings and emotional reactions 
in response to patients’ circumstances and actions (i.e., 
self-awareness)23. Furthermore, Hegazi et al. stated that 
empathy in a medical setting is an essential skill and a core 
component of “professionalism”23.

In addition to empathy being considered a professional 
virtue, many studies reported multiple benefits experienced 
by both healthcare practitioners and their clients when 
empathy had been demonstrated in a therapeutic 
relationship. Research has produced conclusive evidence 
suggesting that empathy is a “powerful tool”, with many 
positive advantages in client care23. For example, for both 
therapists and students, it is of particular value to be 
empathic as it facilitates a client-centred understanding 
to ensure that the client pursues meaningful occupation 
and attains all therapeutic outcomes19. Additionally, having 
empathy also provides one with job satisfaction11. Moreover, 
empathy in client care, such as verbal communication and 
understanding non-verbal cues, as well as time spent with 
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the client, can increase client satisfaction and compliance34. 
Empathic care enhances clients’ perceptions of being 
helped, improves their feelings of empowerment and 
increases their experiences of a support network34. 

Concerning an example that is fitting to recent 
circumstances, research has indicated that the COVID-19 
pandemic had influenced empathy levels globally35. In 
the present healthcare setting, affective empathy, more 
specifically, was suggested to enhance health-related 
outcomes. Additionally, it was found to encourage 
healthcare practitioners’ compliance with handwashing in 
order to protect others in hospitals36. Additionally, literature 
emphasised the importance of maintaining a balance by 
ensuring that healthcare practitioners are equally provided 
with sufficient support, care and empathy from their 
establishments, to enable them to provide high-quality, 
empathic services, and to ensure that they experience the 
benefits of empathy themselves37. 

Furthermore, the absence of empathy in healthcare 
negatively impacts the therapeutic relationship8,13,25. It has 
been suggested in the literature that occupational therapy 
students’ style of clinical practice is influenced by their 
empathy levels, whereas lower levels of empathy ultimately 
make them more vulnerable to work-related stress and 
consequent burnout38. Consequently, a lack of empathy can 
result in clients becoming reluctant to return and adhere 
to their treatment programmes13. Furthermore, inadequate 
empathy can lead to disappointment in the healthcare 
system or an increase in malpractice litigations13. Research 
has emphasised that a practitioner who is non-empathic 
could potentially cause more harm to a client’s wellbeing 
and health than not consulting a practitioner at all39.

Hence, as noted above, high caseloads, stressors and 
pressure to perform and successfully treat clients are 
factors that have been proven often to negatively influence 
empathy levels19. Additionally, studies have shown a 
probable trend of decline in empathy levels not only among 
medical students, but healthcare students in general. This 
observation has been attributed to several reasons, such 
as extreme emotional and academic pressure, exposure 
to clinical settings, burnout and dissatisfaction with one’s 
chosen profession or field of study15. The concepts of 
empathy and the ability to “experience” and relate to 
another individual’s pain, becoming eroded could be found 
to be prominent, not only among physicians, but also among 
other healthcare professionals. In their daily business of 
treating clients, occupational therapists and students are 
also exposed to the pain and traumatic experiences of these 
individuals. Thus, occupational therapists are also at risk of 
being “emotionally exploited” within clinical settings, which 
may lead to a decrease in their levels of empathy. 

On the contrary, other studies have suggested that 
the empathy levels of students in various healthcare 
professions may remain unchanged or that it may oscillate 
in the opposite direction, with empathy levels having been 
reported to increase as students progress through the 
years of medical training23. Such contradictory information 
indicates that no firm and conclusive evidence has 
been drawn to determine whether a definite increase or 

decrease in the level of empathy occurs among students 
in healthcare professions, specifically in the occupational 
therapy profession. 

It is evident from the literature that empathy in a 
healthcare setting has multiple benefits for both healthcare 
practitioners and their clients. This knowledge contributed 
to contextualising the study, as it had been identified 
that empathy is a necessary component for client 
care, consequently demonstrating the importance of 
investigating the empathy levels of occupational therapy 
students at the University of the Free State. The study would 
ultimately contribute to ensuring that these students will 
approach their clients with the necessary empathy when 
providing their therapy. 

Doris Pierce, a renowned occupational therapist, stated 
that to understand the occupations of others better, “… we 
must become very skilled at methods to gain access to the 
perspectives of others. Such methods include empathy, 
reflection, interview, observation, and rigorous qualitative 
inquiry.”40:304. From the literature, it is evident that empathy 
necessitates careful consideration, not only in practice with 
clients, but also in the training of occupational therapy 
students. 

METHODS
Study design
An observational, cross-sectional study methodology was 
used by employing an electronic survey of the Interpersonal 
Reactivity Index (IRI) and a questionnaire custom-
developed for the purpose of the study, both of which were 
administered to the students. 

Research participants
All the undergraduate students enrolled in the occupational 
therapy course at the UFS were requested to participate. 
Because the entire population was represented, no sampling 
method was necessary. The population of 159 occupational 
therapy students included both male and female students 
between 18 and 38 years of age. The UFS offers a four-year 
Bachelor of Occupational Therapy degree. 

Measurement instruments
The IRI and the questionnaire that was developed by the 
researchers were used to measure and determine the 
empathy levels of the students. Table I (page 36.) lists the 
references used for the compilation of the questionnaire.

The standardised IRI, with proven validity and reliability, is 
a 28-item scale including four subscales, each comprising 
seven items. The four subscales include the Fantasy scale 
(FS), Perspective-Taking (PT) scale, the Empathic Concern 
(EC) scale and the Personal Distress (PD) scale. FS explains 
the probability of an individual relating to a fictional 
character; it measures respondents’ tendencies to transpose 
themselves imaginatively into the actions and feelings of 
fictitious characters in movies, books and plays4,5. PT relates 
to the cognitive component of empathy as it evaluates 
unintended, spontaneous efforts to assume others’ points of 
view4,5. EC scale refers to individuals’ feelings of compassion 
and concern for others, thus, assessing “other-orientated” 
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feelings of concern for unfortunate others4,5, which relates 
to the affective component of empathy. PD indicates the 
extent to which an individual feels uneasiness, or worry 
when exposed to the negative experiences of others, thus, 
measuring “self-orientated” feelings of personal anxiety 
and unease within tense interpersonal settings4,5, which 
relates to the moral component of empathy. Therefore, this 
empathy measurement instrument covers three of the four 
components of empathy described in the literature review 
(affective, cognitive, behavioural and moral empathy).  

Additionally, the IRI was chosen as it is the most frequently 
used self-report measure of its kind and purportedly 
addresses the emotional as well as the cognitive aspects 
of empathy5,29,43, which are not covered by most other 
empathy measures. The IRI was developed by Mark H. 
Davis5, a professor of psychology at Eckerd College, thus, this 
empathy measure originated from the Psychology discipline. 
However, since the IRI was intended to be a multidimensional 
measure of empathy, designed to measure individual 
disparities in cognitive, perspective-taking proclivities, 
as well as variations in the sort of emotional responses 
typically demonstrated6, it would be relevant to measure the 
empathy levels of occupational therapy students.  The IRI has 
been extensively utilized within medical and health contexts, 
on a variety of individuals (e.g. residents, medical students, 
nurses, physicians, dentists), with several fascinating results, 
indicating its utility and validity within these milieus44.

Students rated their level of agreement with each 
statement on the IRI on a 5-point Likert scale (1 = strongly 
disagree, 5 = strongly agree). Nine of the twenty-eight 
questions are negatively worded in order to decrease the 
confounding effect of submissive responding, which were 
reversed afterwards for analysis. Thereafter, the mean score 
for each subscale was calculated. These scores were used to 
determine the mean scores for each year group that were 
compared to reveal differences and similarities in empathy 
levels among the different year groups.

Secondly, concerning the self-developed questionnaire, 
information was obtained from the respondents’ feedback 
provided to the questions included in the questionnaire. The 
questions were both open- and closed-ended questions 
aimed to determine the demographic characteristics of 
the students (e.g. age, year of study, having to repeat a year 
of study), background information (e.g., their knowledge 
about the subject of empathy, their attitude towards 
empathy) and students’ perceptions of the impact of the 

COVID-19 pandemic on their empathy levels. Participants 
were asked to select options that were the most applicable 
to themselves, and to provide more information by typing 
in certain answers. 

Measurement procedures
A pilot study was conducted with eight students (two from 
each of the year groups) to determine possible errors in the 
data collection, administering and scoring of the IRI and the 
self-developed questionnaire. Additionally, the pilot study 
provided the researchers with an understanding of the 
students’ comprehension of the questions and the ability 
to provide accurate responses. These students’ findings 
were included in the data analysis as no changes to the 
questionnaire were required.

When invited to participate in the study, students were 
provided with an explanatory statement and informed that 
participation was voluntary and anonymous, through the 
use of an information and consent form made available 
by means of email and WhatsApp messages to each of 
the year groups. A link to the online survey was included in 
these messages. Consent was implied by the completion of 
the questionnaire. The researchers administered the survey 
online via the EvaSys platform. 

A total of 43 questions (IRI and questionnaire combined) 
were completed, which took approximately 20 minutes. The 
online survey was available for completion by the students 
for two weeks. The researchers invited the participants via 
email and WhatsApp messages weekly to complete the 
survey and also one day before the cut-off date. 

Data analysis
The data were collected via the EvaSys online survey 
platform, which ensured the confidentiality and anonymity 
of all the information obtained. The data were available for 
download from EvaSys as a CVS file, i.e., an Excel spreadsheet. 
Thereafter, the data for each year group were typed into a 
Microsoft Excel spreadsheet, thereby de-identifying the 
data obtained. The completed questionnaires were divided, 
among the researchers, as per the respective year groups. 

Data analysis was performed by the Department of 
Biostatistics, UFS, using SAS software version 9.4 (SAS Institute 
Inc.; Cary, NC). Descriptive statistics, namely frequencies 
and percentages for categorical data, and medians and 
percentiles for numerical data, were calculated. A chi-
squared test was conducted with p<0.05 regarded as 

Table I: References for the sources that informed some of the questions included in the questionnaire developed by the 
researchers

Sources used to compile the self-developed questionnaire Questions informed by the specific 
sourceRef. No. Reference

41 Komeda H, Kosaka H, Fujioka T, Jung M, Okazawa H. Do individuals with 
autism spectrum disorders help other people with autism spectrum 
disorders? An investigation of empathy and helping motivation in adults 
with autism spectrum disorder. Frontiers in Psychiatry. 2019;10:376. 

Question 1.8: Have you been formally 
diagnosed with an autism spectrum 
disorder?

42 Hojat M, Spandorfer J, Louis DZ, Gonnella JS. Empathic and sympathetic 
orientations toward patient care: conceptualization, measurement, and 
psychometrics. Academic Medicine. 2011;86(8):989–995. 

Question 2.1: What is your understanding 
of empathy? Please select the relevant 
option. 

17 Riess H. The science of empathy. Journal of Patient Experience. 
2017;4(2):74–77. 

Question 2.3: Do you regard empathy as a 
skill, or is it an inborn trait?
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statistically significant.

Ethical considerations
The study adhered to the ethical guidelines set by both 
the Department of Occupational Therapy at the UFS and 
the Health Sciences Research Ethics Committee (HSREC) 
of the university. Ethical approval to perform the study 
was obtained prior to the commencement of the research 
(ethical clearance number UFS-HSD2021/0103/2004). 

RESULTS
A total of 112 students from the total population of 159 
participated in the study (70.4% response rate). The majority 
of students were between the ages of 18 to 23 years (90.2%). 
Students from each of the four year groups were adequately 
represented in the sample for statistical analysis, with 22 
(19.6%) first-year, 17 (15.2%) second-year, 38 (33.9) third-year 
and 35 (31.3%) fourth- (final-) year students. 

The scores of each of the IRI subscales were determined 
for the respective year groups. Table II  (above) indicates the 
mean scores for each of the four subscales of the IRI per 
year group and the combined mean score for a particular 

subscale. 
A chi-square test was performed to determine whether 

significant differences between students’ empathy levels 
occurred. The variables included repeating a year of 
occupational therapy training, treating clients, occupational 
therapy training and the COVID-19 pandemic. Referring 
to the first-mentioned variable, repeating a year(s) of 
occupational therapy training increases the total time spent 
in the program, thus, the potential of that having an influence 
(whether positive or negative) evoked investigation. 
Secondly, as described in the literature review, encounters 
with patients influence the empathy levels of healthcare 
practitioners, thus, an association with this variable urged 
an investigation. Thirdly, as this study aimed to determine 
the empathy levels of occupational therapy students, the 
influence of occupational therapy training on empathy 
levels had to be inspected. Lastly, as the study was executed 
amidst the global COVID-19 pandemic, the authors wanted 
to investigate the association between the pandemic and 
the students’ empathy levels. The results are summarised 
in Table III (above).

The mean scores for each subscale were averaged to 
reveal the aggregate score for each of the respective year 
groups’ empathy levels. Figure 1 (above) illustrates the 
average empathy level of each year group. 

Of the 112 participants, nine students have repeated at 
least one year of occupational therapy training (first-year n=3 
[2.7%]; third-year n=2 [1.8%]; fourth-year n=4 [3.6%]). Of these 
nine students, six (66.7%) participants felt that repeating 
a year of occupational therapy training might have had a 
positive impact on their empathy towards others. 

Ninety-two (82.1%) of the students reported having worked 
with a patient or client as part of their occupational therapy 
training. Overall, most students (n=102, 91.1%) indicated a 
good understanding of the concept of empathy, namely 
that empathy is “the ability to understand and share the 

Table II: Mean scores* for each of the subscales of the Interpersonal Reactivity Index (IRI) per year group

Subscale of the IRI 
Year group

Total group 
(n=112)

1st (n=22) 2nd (n=17) 3rd (n=38) 4th (n=35)

Fantasy Scale (FS) 3.92 3.87 3.64 3.81 3.81

Perspective-Taking Scale  (PT) 3.87 3.88 3.97 4.14 3.97

Empathic Concern Scale (EC) 4.29 4.12 4.23 4.40 4.26

Personal Distress Scale (PD) 2.56 2.61 2.67 2.73 2.64

*Converted from a 1–5 Likert scale to summed scores.

Table III: The probability (p-value) of an association between student empathy levels and different variables

Variables
p-value per year group

1st (n=22) 2nd (n=17) 3rd (n=38) 4th (n=35)

Repeating a year of occupational therapy training 0.5518 – 0.3339 0.4101

Treating clients 0.4685 0.6711 0.7541 –

Occupational therapy training 0.3021 0.3854 0.6780 0.1346

COVID-19 pandemic 0.4267 0.2670 0.2377 0.7161

Note: Where a dash (–) has been used, the variables could not produce results of association with any other variable, due to those respective 
values being single numbers in the data set. 

Figure 1: Empathy level scores per year group (n=112).
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feelings of another.”
Seventy (62.5%) students indicated that they regarded 

empathy as a specific skill that can be taught to people, 
whereas 42 (37.5%) students felt that empathy is an inborn 
trait and a person is either born with or without it. The 
majority of students (n=107, 95.5%) felt that empathy is 
important in pursuing a career such as occupational 
therapy. Of these 107 respondents, 60 (56.1%) attributed 
the importance of empathy to the fact that it enables an 
understanding of your patient or client. 

The students were asked, using an open-ended question, 
to elucidate why they chose to study occupational therapy. 
The responses provided served as categories; respondents’ 
answers were grouped under the various categories that 
emerged from the data based on the similarity of the 
responses. New responses served as additional categories. 
The two most frequent reasons that informed their choice 
of study are indicated in Figure 2 (above). 

Overall, students’ perceptions of their empathy levels 
were indicated as having either an excessive (n=43, 38.4%) 
or sufficient (n=68, 60.7%) level of empathy. Only one (0.9%) 
student perceived their empathy level as poor. The majority 
of students (n=92, 82.1%) felt that the way in which they 
responded to people or patients had changed since they 
started studying occupational therapy. Students from each 
of the four year groups were adequately represented in this 
response (first-year 17.39%, second-year 16.30%, third-year 
31.52%, fourth-year 34.78%). 

Eighty-four (75.0%) students indicated that they expect 
their empathy levels to increase during the course of study, 

six (5.4%) students believed that empathy levels will remain 
unchanged and 22 (19.6%) students expected their empathy 
levels to decrease during the course of their study. 

Of the 84 students that indicated that they expect 
empathy levels to increase across the years of study, 44 
(52.4%) respondents attributed this anticipated increase to 
exposure to patients, which would have contributed to them 
developing the skill of empathy. The second most frequent 
response (n=18, 21.4%), pertaining to why empathy levels are 
expected to increase, was that a holistic understanding of 
a person is likely to have developed over the years, which 
would increase their level of empathy.

Table IV  (above) indicates the percentages of respondents 
for each of the three most common reasons provided for the 
increase or decrease in empathy levels during the COVID-19 
pandemic. These percentages per reason are categorised 
according to the respective year groups. 

The majority of students (n=74, 66.1%) felt that the 
COVID-19 pandemic had impacted their empathy levels. 
Students from each of the four year groups were adequately 
represented in this response (1st-year = 21.6%, 2nd-year = 
18.9%, 3rd-year = 29.7%, 4th-year = 29.7%). The remaining 38 
students believed that the COVID-19 pandemic did not have 
an impact on students’ empathy levels. The specific impact 
that students believed the COVID-19 pandemic had on their 
empathy levels is represented in Figure 3 (above). 

DISCUSSION
This study had a good response rate (70.44%) in comparison 
to the only other available study19 that measured levels of 

Figure 2: Most common reasons for choosing to study occupational 
therapy.

Figure 3: Students' perceptions of what impact the COVID-19 
pandemic had on their empathy levels (n=74). 

Table IV: Most common reasons provided for the increase or decrease in empathy levels during the COVID-19 pandemic

Year group

1st 2nd 3rd 4th

Reasons why empathy levels increased during the pandemic and percentage (%) respondents (n=46)

All faced the same hardships/experienced similar things. 9.1 18.2 15.9 18.2

Many people (or they) lost loved ones to Covid-19. 11.4 4.6 0 0

Increased awareness of other people’s experiences and  
situations. 0 0 6.8 13.6

Reasons why empathy levels decreased during the pandemic and percentage (%) respondents (n=21)

People became more self-absorbed – focusing on their own  
problems and experiences. 14.3 4.8 9.5 4.8

Decreased clinical exposure – decreased contact with patients. 0 14.3 4.8 23.8

Less contact with people. 4.8 0 19.1 0
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empathy in undergraduate occupational therapy students. 
In this mentioned study by Brown et al,92 out of a total of 
169 occupational therapy students participated in the study 
(54.4% response rate)19.

The results demonstrated that undergraduate occupational 
therapy students enrolled at the UFS had an acceptable level 
of empathy, as measured by the IRI. The scores reported in 
this study were higher than those reported in the original 
IRI validation study, involving the University of Texas 
undergraduate students6. Davis6 reported a mean FS score 
of 4.47, PT score of 3.49, EC score of 3.91 and PD score of 2.55. 

Referring to the results indicated in Table II (page 37), in 
terms of the mean scores for each of the subscales of the IRI, 
the fourth-year students obtained the highest score for each 
of the subscales, except for the FS. The first-year students 
obtained the highest score for the FS. When considering the 
average empathy levels per year group, it ranked as follows 
from the highest to the lowest level: fourth-, first-, third- and 
lastly, second-year. 

The chi-square test proved no statistically significant 
difference between students’ empathy levels and the four 
variables that could potentially influence one’s empathy 
level, as indicated in Table III (page 37). Thus, according 
to the results, there was no significant association 
between students’ empathy levels and repeating a year 
of occupational therapy training, treating clients, the 
commencement of occupational therapy training or an 
association with the COVID-19 pandemic.

The fact that 82.1% of respondents reported having worked 
with a patient or client as part of their occupational therapy 
training was a noteworthy finding. The result could either be 
attributed to a misinterpretation of the question, or students 
experienced their clinical fieldwork exposure differently. For 
instance, some of the first-year students might have felt that 
they had worked with a patient after their community service 
learning, which entailed a visit to a rural town, Trompsburg, 
located in the Free State Province. On the contrary, other 
students in the first-year group might not have experienced 
this aspect of their training as having worked with a patient 
or client due to the nature of the visit. 

It has been suggested that once students progress from 
their first year of academic education and subsequently 
acquire hands-on experience through the completion of 
clinical fieldwork placements, their views of their chosen 
fields transition from an “idealised perception” to a more 
“realistic perception”45,46. Moreover, exposure to the realities 
of working with clients and patients, which might sometimes 
be quite challenging, may result in students developing a 
“professional or clinical distance” as a coping mechanism to 
deal with stressors19. Hence, with more advanced academic 
education and clinical fieldwork experience, healthcare 
students’ empathy levels may decrease47. 

The literature discussed might support the findings of 
the lower levels of empathy among the second- and third-
year students. As a result of the COVID-19 pandemic in 
2020, both of these year groups unavoidably lost valuable 
clinical fieldwork experience and patient contact, despite 
already being limited in the first years of training. With 
the commencement of 2021 and the return of students to 

campus, these year groups were possibly overwhelmed 
when confronted by the evident gap in their experience 
and knowledge, when they were expected to perform 
assessments and treatments on real or simulated patients, 
with limited prior experience in clinical fieldwork. Thus, the 
COVID-19 pandemic could be suggested as a factor that 
influenced students’ empathy levels within this specific 
period and context. 

Additionally, when asked to indicate the impact of the 
COVID-19 pandemic on their empathy levels, it was also the 
third-year students with the highest indication that it had 
resulted in a decline of their empathy levels (n=9). Moreover, 
two third-year students (5.3%) indicated that at the time 
of participating in the study, they had not yet worked with 
clients as part of their occupational therapy training, which 
raised some concerns (n=38). This could be attributed 
to a poor understanding of the question or it could be a 
reflection of their lack of clinical exposure, possibly due to 
the COVID-19 pandemic. 

The two most frequent reasons given by the students 
pertaining to why they decided to study occupational 
therapy are that (i) they have a passion for helping people, 
love for people or serving people (n=63, 56.3%) and (ii) being 
able to make a difference in someone’s life or bringing about 
change (n=16, 14.3%). Empathy is an element that inclines 
people to pursue helping professions and contributes to 
comprehending others’ experiences. However, self-empathy 
is a much-forsaken domain. It is essential, nevertheless, 
to guarantee that healthcare practitioners have 
sufficient resources to continue being empathic toward 
others17. When one is emotionally exploited, overloaded, 
overwhelmed or burnt out, the capability for an empathic 
approach towards others decreases17. 

Recommendations and future research
When discussing the results of the IRI, it is important to note 
that it is a self-report questionnaire. Therefore, one needs to 
be mindful when interpreting these results that they are the 
participant’s responses and not undoubtedly predictions of 
their behaviour when practising as occupational therapists. 
The findings from this study will possibly allow the positive 
qualities identified (e.g., that most students believe 
that empathy is important in pursuing a career such as 
occupational therapy and that empathy is a specific skill) 
to be promoted in the curriculum. Regarding the negative 
findings (e.g., perceptions of empathy decreasing or changing 
since they have started studying or due to COVID-19), it is 
suggested that the Department of Occupational Therapy 
at the UFS develops alternative education and training 
processes to address the challenges that have surfaced. 
Additionally, it would be important for the Department of 
Occupational Therapy at the UFS to take special note of the 
findings, as these could possibly suggest that second- and 
third-year students feel inept to work with patients, which 
might have resulted in lower empathy levels in comparison 
to the other groups. As previously mentioned, research 
indicated that substantial workloads and expectations to 
be successful in treating clients are proven elements that 
often negatively influence empathy levels19. Furthermore, the 
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importance of cultivating an awareness of the concept and 
significance of practising self-empathy should be conveyed 
in student training. 

Current evidence confirms that training can enhance 
healthcare practitioners’ empathy and compassion48. 
Medical education research regarding skills and behaviours 
that promote empathy and provide a framework from which 
researchers and educators can develop evidence-based 
curricula is available in recent literature48.

This study possibly forms the foundation for further 
research investigating undergraduate occupational therapy 
students by undertaking a longitudinal study of students’ 
empathy levels from the first year of enrolment to graduating 
as a qualified therapist. Additionally, future research would 
benefit from a larger scale exploration through collaboration 
across several occupational therapy programs on a national 
and possibly an international level. 

Limitations of the study
Potential limitations of the study include that the IRI is a self-
report scale and it is possible that participants might have 
been biased in their responses. A further limitation is that 
all participants were from only one South African university 
baccalaureate occupational therapy course. Therefore, 
the relatively small population size potentially might have 
impacted the findings, as the generalisability of the results is 
limited to groups of participants with similar characteristics. 
Furthermore, the context within which this study was 
conducted - in the midst of a global pandemic - potentially 
impacted students’ responses, and subsequently the results, 
and should, therefore, be recognised as a possible limitation. 
Lastly, a methodological limitation was the manner in which 
some of the questions in the self-developed questionnaire 
were phrased. It is suggested that for future studies, all 
questions are phrased in a straightforward manner that is 
not open to inaccurate interpretation.

CONCLUSION 
The findings from this study suggest that occupational 
therapy students at the UFS have a good and acceptable 
level of empathy, although the second- and third-year 
students demonstrated slightly lower levels of empathy. 
However, factors such as the COVID-19 pandemic, lack of 
clinical fieldwork experience, repeating a year of training 
and the commencement of occupational therapy training 
were identified as factors that influenced students’ empathy 
levels. Therefore, if educators were to promote empathy 
among students as a beneficial professional characteristic, 
the primary areas to focus on would be the teachability of 
empathy as a skill, the benefits of empathy in healthcare 
and the concept of self-empathy. Further investigation 
into the trends of empathy levels in occupational therapy 
students across the four years of training (particularly in a 
South African context) is recommended.  

Doris Pierce believes that occupational therapists and 
occupational therapy students “… are special people: 
creative, caring, intelligent, empathetic, playful and 
humanistic.”40:308. From the literature and the findings of 
this study, it is strongly recommended that more attention 

should be given to empathy, as it plays an integral role not 
only in practice with clients, but also in the curriculum and 
training of occupational therapy students.
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Decolonial turn of collective occupations 
in post-apartheid South Africa: Young 
people’s voices of occupational legacy 

Background: Collective occupations are a vital part of the post-
apartheid South African context because they enable parents 
and grandparents to pass on their legacies to the young people 
in families and communities. However, there are social inter-
generational problems such as corruption, unemployment, 
family conflicts and poverty that disrupt the actions of inculcating 
occupational legacy.  
Aim: This study explored young people’s voices of occupational 
legacy in a post-apartheid South African context.
Method: A socio-narratology qualitative inquiry was employed 
to gain insight from eight participants who were recruited using 
purposive sampling. Semi-structured interviews were conducted to 
collect data, which were analysed thematically in a credible process.
Results: Five themes that amalgamated collective occupations 
with occupational legacy were identified: decoloniality of 
‘knowledge generation and transfer’, decoloniality of ‘doing’, 
decoloniality of ‘being’, decoloniality of ‘becoming’ and 
decoloniality of ‘belonging’. 
Conclusion: The findings add to our understanding of the power 
of occupational legacy in ameliorating the problematic situations 
that enabled the young people’s continuity, social change and 
transformation through collective occupations. It is evident in 
the findings that the young people exerted maximal efforts to 
engage in occupational decision-making activities that were 
guided by the available opportunities so they may transition to 
the different contexts.

IMPLICATIONS FOR PRACTICE 
Continued efforts for promoting coping mechanisms are needed 
in occupational therapy services provided in communities to 
develop targeted intervention aimed at fostering resilience among 
young people to adapt from the stressful situations and adverse.

Ensuring appropriate wellness systems and intergenerational 
support for youth development should be a priority for 
occupational therapists to promote mental health and strengthen 
relationships and interdependence through collective actions to 
decrease anxiety, depression and stress. 

INTRODUCTION 
Collective occupations play a significant role in the post-apartheid South 
African context where parents and grandparents are expected to pass on 
their family legacies to the younger generations. In the post-apartheid 
era, socio-intergenerational problems such as corruption, unemployment, 
hunger, family conflicts and poverty tend to influence families who need 
to inculcate in young people the importance of legacies in townships, rural 
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and urban areas1,2. It is evident that parents, grandparents 
and young people are still experiencing the wounds of 
South African Apartheid and colonial history. Persistence 
of health, racial, political and economic inequalities 
perpetuates a legacy of family disruption3. This indicates 
that parents and grandparents pass on the legacy of family 
disruption and poverty to the young generations as a part 
of intergenerational transmission. However, little is known 
about young people’s voices regarding their family and 
occupational legacies. 

In the post-apartheid South African context, occupational 
therapists need to have a better understanding of 
the performance patterns that are transmitted from 
one generation to another through engagement in 
collective occupations between parents, grandparents 
and young people to impart family legacies4-6. These family 
legacies comprised health related, role related, personal 
qualities, legacy of blame, and an emotional legacy and 
intergenerational activities6,7. Yet, there is a lack of literature 
focusing on a strategy of occupational legacy from a 
family and an occupational therapy perspective, where 
occupations are passed on to the younger generations. The 
rarity of insight into occupational legacy influences how 
young people apply their occupational potentials to make 
occupational choices that invigorate occupational decision-
making. Therefore, acknowledging occupational legacy as 
an occupational therapy strategy contributes to the richness 
of the profession in enabling occupational therapists to 
gain insight into the performance patterns such as habits, 
routines, roles, rituals, and practices8.  

Intergenerational transmission of cultural resources to 
generations through the education system raised more 
critiques of the habitus because it does not focus on the 
family context9. Bourdieu’s work resonates with the new 
strategy of occupational legacy that promotes not only 
knowing but doing or not doing9. This strategy contributes to 
occupational science and by exploring the young people’s 
voices of occupational legacy as part of collective occupation 
in a South African context could guide professional practice. 
For the purpose of this paper, occupational legacy refers 
to passing and doing valued occupations that are socially, 
culturally and historically defined within a set of traditional 
beliefs, practices, values, attitude, knowledge and skills from 
one generation to another generation through connections 
and social participation. However, occupational legacy is a 
double-edge strategy that has positive and dark sides that 
might influence young people’s human occupation and 
lives. An example of positive consequences of occupational 
legacy is evident within the Biko’s family, as their mother 
passed on the caring ethic to her children, which is grounded 
on interpersonal relationships and morals10. Biko’s mother’s 
acts influenced each of her children to choose the caring 
professions later in their lives and uplifted others through 
socialisation irrespective of racial backgrounds, which 
resonated with the morality of duties that support the 
strategy of occupational legacy10,11. Conversely, there are 
dark sides of occupational legacy that involve continuity 
of engagement in unhealthy occupations that perpetuate 
substance abuse, economic instability, domestic violence, 

criminal activities, imprisonment and vulnerabilities in 
families12. Consequently, it is important that young people 
should learn to refine, reject, or modify their occupational 
legacies13, which could be done by adopting the critical 
border thinking that facilitates decolonial turn efforts. 

Embracing teleological suspension disciplinarity, the co-
authors have shown willingness to go beyond the discipline of 
occupational therapy to produce knowledge from different 
voices of young people14. This strengthens the epistemic 
decolonial disobedience that enables decolonial turn when 
shifting through the geography of reason14-17. Decolonial turn 
refers to a “family of diverse positions that share a view of 
coloniality as a fundamental problem in the contemporary 
world”17:2. This indicates that young people should advocate 
for their existence by engaging in critical reflections that 
challenge the legacies of the South African Apartheid and 
colonised history that result in coloniality of power, being 
and knowledge during the period of post-apartheid18. 
Therefore, decolonial turn plays a crucial role in assisting 
the young people to reflect on how colonial memory and 
footprints influenced their family and occupational legacies 
that were passed on to them18. It is evident that decolonial 
turn might open the doors to the healing process where 
the young people could learn tacit knowledge, patterns, 
processes, practices, and survival skills through a strategy 
of occupational legacy5,19. Additionally, decolonial turn is 
supported by the morality of duty that accentuates other-
regarding morality that promotes relational duties such as 
“values of compassion, solidarity, reciprocity, cooperation, 
interdependence, and social well-being”11:17. Moreover, the 
morality of duties involves the importance of relationships 
with others to promote the well-being of all, which supports 
personhood that is achieved through reaching out to 
others and helping them11. Decolonial turn and morality of 
duties are perceived as enablers of collective occupations 
that facilitate occupational legacy, however, there is little 
research that has focused on the young people’s voices of 
occupational legacy that has been passed on to families. 
Thus, this paper responds to the question: What are young 
people’s voices of occupational legacy within a post-
apartheid South African context?    

Democracy was implemented to dismantle the legacies 
of apartheid; however, it is noted that in the post-apartheid 
era the colonised families are still entrenched in the colonial 
practices and patterns of power that result in a family 
disruption and inequalities, which is perceived as coloniality 
of families20. In the post-apartheid era, families and young 
people are still experiencing occupational injustices, 
inequalities, and breathing under colonial conditions21. 
This resonates with Frantz Fanon’s theory of the zone of 
non-being in Black Skin, White Mask, which accentuates 
that people continue to live in “an extraordinarily sterile 
and arid region”22:10 where indigenous cultures of the 
colonised families have been subverted by the “political, 
capital and educational dominance”23:487. The subverting 
actions of the coloniser persist in environments filled with 
social and economic inequality, dehumanisation, racism, 
and a capitalist agenda emanating from colonisation24,25. 
Dehumanising actions of the coloniser have not only 
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influenced the colonised families’ health, quality of life and 
well-being, but also the young people living in adverse 
and challenging environments affected by corruption, 
unemployment and poverty1,2,26. The young people living in 
the zone of non-being are exposed to precarious activities, 
despair, idleness, and negativity, which perpetuate not being 
in education, employment, or training (NEET) and their 
personhood and dignity are questioned27,28. Consequently, 
decolonial thinkers argued that institutions such as families, 
communities, churches, schools and government persist 
with the coloniality of dehumanising the imagination 
and minds of indigenous people29,30. This indicates that 
decolonial efforts should address the intergenerational 
transmission of poverty that perpetuated the legacy of 
coloniality young people. 

Young people need to achieve open, non-oppressive 
identities through their connections with others, which 
further echoes Dr Cornel West’s introductory words in 
Black prophetic fire “I am who I am, somebody loved me, 
cared for me and attended to me”26,31,32. Therefore, family 
is an institution that promotes decolonial love through 
connectedness to others to liberate the young generation 
from the horrible legacy of colonial violence33. Yet, it is 
inexplicit how the decolonial love, connectedness to others 
and morality of duties were transmitted to the younger 
generation to address the complexity of colonial differences 
that persisted to influence their understanding of the 
humanity and intersubjective relations in terms of power 
and hierarchies resulting to oppression and inferiority34-36. 
Acknowledging the young people’s voices will emancipate 
them to reflect on the process of rehumanisation of 
the world at individual, family and society level, which 
accentuates the importance of interdependence35. 

Young people depend on their parents and grandparents 
to transmit occupations related to socialisation, child 
upbringing, transfer of cultural activities and knowledge as 
well as practical skills needed for their survival in society and 
future37. The transmission of practical skills and knowledge 
contributes to the strategy of occupational legacy that 
enables families to impart occupations to the young 
generations. Irrespective that the transmission is pertinent in 
colonised families, the South African Apartheid and colonial 
history of race, class, gender, ethnicity and geography 
persist to influence the young people’s self-esteem whilst 
pushing them to the zone of nonbeing26. This necessitates 
a decolonial epistemic perspective of human occupation 
so that the young people and their families may develop 
the capacities to attain a personal and group sense of 
belongingness15,37-40. 

Decolonial epistemic perspectives
Decoloniality is an epistemological movement that promotes 
the liberation, thinking, knowing and doing of colonised 
communities and families who were affected by the global 
coloniality systems like apartheid23. The epistemological 
movement facilitates critical border thinking by focusing on 
the religious, political, economic, linguistic, epistemic, and 
cultural influences15,23. In decolonising human occupation, 
there is a need of a decolonial turn approach to dismantle 

the coloniality of knowledge, being and power in the era 
of post- apartheid18,15,41. Coloniality of knowledge asserted 
that the young people are the victims of the South African 
Apartheid and colonial structures of knowledge, as objects 
of deceit, oppression and exploitation16. Therefore, a 
decolonial turn approach is needed to consider the multiple 
contributions of young people’s voices from racialised and 
colonised families to the production of their knowledge 
and critical thinking, which is resonant with pluriversality 
that raises awareness of repressive forces of coloniality20,41. 
Hence, the process of co-construction is important in the 
occupation-based community development (ObCD), as 
the production of knowledge emanates from the multiple 
of realities in a context42. This addresses coloniality of 
knowledge by viewing young people as part of assets-based 
community development (ABCD) whereby relationships are 
built with the intentions to recognise individuals with gifts 
and skills21.

Contrary to this, the coloniality of being has been masked 
by the traumatic effects that emanated from the Manichean 
misanthropic scepticism, which were constructed to 
question personhood and dignity of colonised families 
and young people20. Coloniality of being as a condition 
influenced young people born from colonial and racial 
families who are marked as dispensable20,41. This further 
supports Fanon’s explanation of le damné de la terre (The 
Wretched of the Earth) that the colonised families and young 
people in underdeveloped countries are still struggling 
because of scarcity of resources, unemployment, death rate, 
inferiority complex and hopelessness about their future20. 
Hence, the coloniality of being has been associated with the 
zone of non-being because of the persistence of invisibility 
and dehumanisation, intergenerational poverty, exploitation, 
displacement, dispossession, brutalities and violence which 
violated the meaning of humanity alterity20,41. Brutalities 
related to the coloniality of being influenced young people’s 
aspirations to realise that they have potential to flourish and 
shape their future41. This appears as a problematic situation 
that guides people’s collective and socially transformative 
actions to remake their lives and worlds, which resonates 
with the theory of occupational reconstruction43,44. Thus, the 
epistemic perspective of decoloniality45 assists in rescuing 
subjectivity, creating strategies to interrupt the cycle of 
social inequalities and violence, resilience, and protagonist 
influencing young people’s lives.

METHODS
Study design and ethical considerations
A socio-narratology qualitative inquiry as a non-invasive 
method was used to explore young people’s voices of 
occupational legacy in the post-apartheid South African 
context. The socio-narratology was employed because it 
provides different subjectivities that underpin understanding 
of and experiencing the world through companionships 
of stories46. The socio-narratology invigorates symbiotic 
dependency whereby the young people share stories about 
their living in the past, present and future47. The collaborative 
nature of the narrative inquiry engendered an opportunity 
for the young people’s stories to reconstruct and construct 



Volume 53 Number 2, August 2023   |  South African  Journal of Occupational Therapy© SA Journal of Occupational Therapy 46

meaning about life while engaging with each other’s help 
in building their lives and communities47. This animated 
the young people and collectivities through a dialogical 
interaction between the researchers and participants46.

Ethical approval was obtained from the Biomedical 
Science Research Ethics Committee of the University of 
the Western Cape (Ethics Reference Number: BM18/5/17). 

Sampling
Purposive sampling with maximum variation48,49 was 
employed to recruit eight participants (n=8) from four 
different districts in the Western Cape; representing diverse 
races (i.e., Black, Whites, and People of Colour), cultures and 
socio-economic statuses. The participants between the 
ages of 13 and 19 years old from both genders (i.e., female 
and male) were recruited. Participants were informed 
that participation in the study is voluntary then they and 
consented to be audio recorded and they were free to 
withdraw at any time. Anonymity was enhanced through 
pseudonyms to protect the confidentiality and privacy of the 
participants during reporting and publishing, as mandated 
in section 19 of the POPI Act 201350. 

Data collection and analysis
Semi-structured open-ended interviews were conducted 
with participants (n=8) who were afforded with a space 
within their time to share their stories and experiences 
related to socio-historical events, which lasted 25-40 
minutes51. The semi-structured interviews were chosen 
so that the dialogical reflections about existence within 
the microsystem while focusing on participants’ family 
life, traditional beliefs, values, dreams, hopes, interactions 
with others and their aspirations to participation in a 
range of occupations during the post-apartheid period. 
Data redundancy was reached during data collection and 
analysis when the authors noted that the new data repeated 
what was shared in the previous data. All semi-structured 
interviews were audio-recorded and transcribed verbatim. 

Applying a dialogical narrative analysis46 with thematic 

analysis51,52,53 resulted in identification of the stories related 
to existing concepts, theories and conceptual structures 
of dimensions of human occupation. The transcripts were 
read several times which assisted in the familiarisation with 
the stories of the young people. This led to stage coding 
where stories were coded individually by the authors to 
gain understanding of the reflections. The codes were 
grouped into categories and consensus was reached after 
the discussion of the codes. The co-authors searched for the 
themes and had a collective discussion, which resulted in 
an agreement that supported the interpretations as well as 
defining and naming the themes. The themes were named 
and linked based on in-vivo quotes from the participants. 
Subsequently, the co-authors asked dialogical questions 
related to resource questions, affiliation questions and 
identify questions. This assisted in pulling the analysis 
together by using the dimensions of occupation comprising 
doing, being, becoming and belonging to contribute to 
human occupation36,54. 

FINDINGS
A total of eight participants engaged in the present study. 
The participants were between 16 and 18 years of age with 
mean and standard deviation of 17±0,755. There were four 
female- and four-male participants who consented to be 
part of the interviews. In relation to race, more than half of 
the participants (n=4, 50%) were coloured. The participants 
expressed themselves in their home language and they were 
all at different high school  grades. Five of the participants 
shared that they live within a low-middle class. Participants’ 
family structure involved grandparents, and parents; 
however, there were participants that stayed with mother 
or father because of the family disruptions such divorce, or 
an absent father.         

* Pseudonyms
Five overarching themes were identified: i) decoloniality 
of ‘knowledge generation and transfer’ of occupational 
legacy, ii) decoloniality of ‘doing’ in collective occupation, 

Table I: Participants’ demographic information

Participants* Age Gender Race Home 
Language Grade Socio-

economic Family Structure

Shaun 17 Male Coloured Afrikaans 10 Middle Biological parents divorced 
Residing with mother

Cecilia 16 Female Coloured Afrikaans 9 Low-Middle
Father is absent from home 
environment (Mon.-Fri) due to 
work responsibilities

Lauren 17 Female White English 11 Low-Middle Biological parents divorced
Living with biological father

Michael 17 Male White English 11 Middle Parents married
Only child

Octavia 16 Female Coloured Afrikaans 10 Middle Biological parents absent 
Living with grandmother

Nehemia 18 Male Coloured English 11 Low-Middle Living with parents at 
grandparents’

Thando 18 Male Black isiXhosa 10 Low-Middle Living with parents & siblings

Aviwe 17 Female Black isiXhosa/Sotho 10 Low-Middle
Biological parents divorced.
Living with biological father 
and 3 stepmothers
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iii) decoloniality of ‘being’ in collective occupation, iv)
decoloniality of ‘becoming’ in collective occupation, and v)
decoloniality of ‘belonging’ in collective occupation.

Decoloniality of ‘knowledge generation and 
transfer’ of occupational legacy
This theme is made of three stories that focus on the 
participants’ understanding of occupation, legacy and 
occupational legacy. Participants’ knowledge about the 
things that they do that form part of their occupations. This 
was explicit from the participants’ voices, they perceived 
occupation as a job or career that sustains living through 
providing income for the family. 

“Occupation, to my own understanding I would say 
occupation is something that you do for a living… My 
occupation recently has been schooling and teen 
parenting” (Aviwe)

“I would think it would be a career or a job that your family 
or that a certain person does to earn an income, work, 
that sort of thing.” (Michael) 

Languages played an important role in the participants’ 
understanding of occupation. Both Shaun and Cecelia 
highlighted that occupation is perceived as “aktiwiteit reeks” 
in Afrikaans. As a result, the participants tried to deconstruct 
the word into “aktiwiteit” (activity) and “reeks” (range) to have 
a better understanding of occupation. 

“It is almost like a range of activities in terms of different 
sorts of activities… two or three times a week I will be at 
church, I will do youth, spiritual dancing and then I will be 
very involved with chess at school.” (Shaun)

“It is where you do a lot of activities, but in a specific range 
or something… at the moment what I do is, I am mostly 
in music, the music industry. Like I blow my instrument” 
(Cecelia)

It was clear in the participants’ voices that occupation had 
an influence on their health. Shaun and Cecilia shared 
that occupational engagement in meaningful activities 
enhanced their mental wellbeing because they were able 
to cope with stressful moments and problems. Additionally, 
the participants had a sense of contentment because their 
occupations contributed to their spiritual health and they 
were able to connect with self and God. 

“For me, it is a type of stress reliever, so I do it for that… 
not for fun, but to get away from my problems.” (Shaun)

“It makes me feel very good because I don’t do it for 
people. I do it for myself, to make myself feel good and 
to give praise to the Lord through the instrument I play.” 
(Cecilia)

With the story of understanding legacy, few of the 
participants shared their insight into the concept of legacy. 

Aviwe shared that legacy “it can be something that you give 
a piece of yourself”. This is reverberated in Lauren’s example 
of legacy “I would say legacy is what you leave behind… if 
you have a career in something that you started and you 
love. Basically, you passed that on to your family... like family 
business sort of thing. The family members as they get old 
enough they work into the family business and it carries on 
like that but I guess it could be something else but to me 
that’s what it would mean.” 

Shaun said it is “the footsteps in which you need to 
follow… I thought that my grandpa liked fishing, my father 
liked fishing, so why can’t I like it, because after my father 
no one like fishing”

“Legacy that would be something that’s passed down 
from one generation to another generation ... that’s 
influenced you either as a person or as a group ...” (Michael)

“Legacy? I would say it is something like inheritance. 
Maybe your parents or someone in the family passes 
away and they leave you money or some property for you 
to… Or maybe a business for you to carry on for the other 
generations.” (Aviwe)

It was noted that economical inequalities perpetuated 
intergenerational poverty because some of the participants 
were living below the poverty line. For instance, Nehemiah’s 
story highlights that poverty was passed on within the family. 

“Basically, from where our family started, how my parents 
got together before they were married. Even then they 
struggled, and us as well, getting me my brothers and 
sisters because they struggled” (Nehemiah)

Decoloniality of ‘doing’ in collective occupations
This theme accentuates the participants’ endeavours to 
engage in a variety of collective occupations which are 
transmitted by their families, as part of occupational legacy. 
Participants shared that the strategy of occupational legacy 
exists in different families to guide social transformation and 
reproduction. Michael shared that occupational legacy is 
“passing it down to future generations and leaving a legacy”. 
The participants acknowledged that there are positive and 
dark sides of occupational legacy guided their occupational 
choices and decision-making. Drawing from the voices of 
decision-makers (Thando and Cecilia), they highlighted that 
they were not willing to engage in unhealthy occupations 
such drinking alcohol and unacceptable behaviours such 
poor anger management that they felt form part of the dark 
side of occupational legacy.  

“She (Mother) used to drink a lot. So, my thought is that I 
shouldn’t even go near alcohol nor should I abuse alcohol 
because it is going to make me lose my path. Most of the 
youth here smoke and do funny things ... I am not judging 
them but that is my opinion and as a result I decide not to 
engage myself and separate myself from such.” (Thando)
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“I will also live like them, but then there is also something 
about my grandfather that I don’t want to follow...not 
to be like him, but definitely like my grandmother...my 
grandfather is someone that gets angry easily and I don’t 
want to be like that …” (Cecilia)

In Octavia’s and Nehemiah’s stories, the dark side 
of occupational legacy included dehumanising and 
interpersonal violence related to gender-based violence, 
which affected their family relationship and cohesion. 
Octavia said, “They did drugs and my father always abused my 
mother and they always argued and now they are separated”. 

“Basically, arguments and stuff that my parents had 
gone through. Some type of abuse, verbal and physical, 
not just between my parents, but between all of us, and 
which created conflict and stuff, so that’s basically what 
happened”. (Nehemiah)

An occupation of sharing one’s life story with others 
was identified in the stories of Thando and Nehemiah, 
which show the generative and continuity aspect of their 
families. The stories were used to share traditional beliefs, 
knowledge, values, wisdom, humour, encouragement 
and histories of families of the young people which also 
guide them to occupational choices. The sharing of stories 
resonates with the concept of altericity, which supports 
the sense of generosity of colonised families to give and 
receive freely in societies20,59. According to Nehemiah, “So 
the stories that they’ve been telling is to teach you respect”. 
On the other hand, the stories promoted decolonial love 
and understanding through engagement in collective 
occupations such as family dinner, which enabled the 
positive part of occupational legacy that enhanced family 
cohesion, resilience and sense of hope. 

 “On Sundays we have a family dinner...We sit together 
as a family and we just chat. Stories from my parents 
were around me not giving up and knowing that I’m 
not perfect and neither are they. In everything that I 
do, I must work hard and try my utmost best. I must 
learn from my own mistakes and their mistakes...Lastly, I 
shouldn’t allow my family circumstance pull me down...
my grandmother used to share with us tales because 
we didn’t have story books, these tales were about life, 
wisdom, respecting elders, being a good child and the 
value of family”. (Thando)

“That it (legacy) is not just physical things, but it is also 
the lessons that you learn along the way ... the lessons 
could be your legacy, what you have learned and what 
you have gained and what you have drawn from the 
examples around you... Like maybe being a role model 
to them, like how the struggle I came through and I still 
made it at the end of the day, see, so basically that legacy 
of persevering through”. (Nehemiah)

Octavia’s story revealed that through doing and sharing 
the wellbeing of others is enhanced to bring a sense of 

fulfilment and contentment. Therefore, occupational 
legacy has been passed on through knowing and doing 
occupations such as playing, cooking, cleaning and 
gardening: “I would say my grandma, because she has 
been there most of my life and teaching me how to do 
specific things. My mother...she liked playing netball. I am 
good at netball ... how to make a specific dessert or food 
or how the house should be cleaned bottom to top and 
keeping a neat garden”. (Octavia)

Despite the fact that some stories highlighted positive 
occupational legacies, the stories of Aviwe and Lauren 
however, evidently show the zone of non-being. They 
were occupationally restricted because their occupational 
choices were influenced by the social environment and 
adult-child power relational forces. This perpetuated the 
poor communication between the participants and their 
parents, which resulted in a sense of silence. 

“I had that grudge so I didn’t really click with lots of 
people. I didn’t even socialise, I was just that girl who sat 
at the corner and put earphones, that’s it...I’ve become 
matured from that and also how to take care of things and 
how to solve problems whenever there is one ...growing 
up with my grandmother who was very much strict, 
whenever you wanted someone to talk to, you couldn’t 
open up to her. I didn’t really let people in. I used to bottle 
up a lot and sometimes I still do.” (Aviwe)

In Lauren’s story, the coloniality of religion perpetuated 
the experiences of living in a zone of non-being because 
the parents restricted Lauren’s occupational choices of 
socialising with friends.  

“It was definitely not being able to live like a normal life...
but in the sense of not being able to experience what 
other people were experiencing or other kids my age 
because of the religion that my parents were in and how 
they raised me according to that religion...Grade 7, I would 
always be invited out and my parents would be like oh no 
we have to go to church tonight or like you can’t because 
of that …” (Lauren) 

Decoloniality of ‘being’ in collective occupations
This theme deals with the participants’ occupational legacies 
that were imparted from their families to strengthen 
their personal identity and inner being that provided 
meaning, direction and coherence in their life. The efforts 
of decoloniality of ‘being’ that appeared to incorporate 
the things that the participants do as part of collective 
occupation to rejuvenate their existence, wellbeing and 
health. Five of the participants (Michael, Aviwe, Thando, 
Shaun and Cecilia) shared who they are in life using different 
types of voices of how they connect with God and express 
their spirituality. For instance, Michael used a religious voice, 
“We are religious in the sense that we do certain things and 
celebrate like big days and that together.” 

Three of the participants (Aviwe, Thando and Cecilia) in 
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voices of God-fearing and Christian mentioned that they 
engage in a variety of traditional religious and spiritual 
occupations such attending church, prayer and reading a 
bible, which were incorporated in their daily routines.  

“I’m God-fearing…every day before we go to sleep we 
pray” (Aviwe)

“We are Christians, we don’t do cultural things. When 
we’re about to sleep we pray and in the morning as well, 
when we are about to go to school we pray again…. My 
mother was Christian but she did not attend church 
by then. Then when I started going to church a lot, my 
mother and brother decided to come with me to church. 
So I am the one who influenced my parents to go to 
church… I think I have to do it with my children because I 
need to do something that I never got from my parents.” 
(Thando)

“We were taught to read Bible” (Cecilia)

It was noted from the stories of Michael and Shaun that 
psychological material such as values and traditional 
celebration formed part of their social identity.  For instance, 
Shaun with a voice of a committed and spiritual person 
shared that “My grandfather always taught me a lot of values 
like loyalty, always be honest. And to be attached to an item is 
how you can actually remember what you have been taught… 
at least two or three times a week I will be at church, I do 
spiritual dancing”. The engagement in these occupations 
such as attending church, prayer, reading a bible and spiritual 
dance provided the participants with a sense of inner peace 
and renewal in times of stress and demands of their daily 
activities.
The story of Aviwe regarding sexuality highlighted that some 
families were deeply entangled within the coloniality of 
parental power and patriarchal structures that perpetuated 
coloniality of being, gender oppression and social 
inequality. However, it should be noted that Aviwe’s efforts 
emancipated a decolonial attitude towards self-discovery, 
self-love and understanding, which provided possibilities 
of intersectionality to reinforce the inner voice and agentic 
role. Aviwe said, “I would say from my father I learnt self-
love, because at times when I was young I was a tomboy 
and my father and I didn’t get along because of that… from 
my father I’ve learnt to stand up for myself. Like if maybe at 
school you’re being bullied you have to stand up for yourself 
and listen to the inner voice in you because you can never 
go wrong with it”. Aviwe’s self-reflexivity resulted in a sense 
of inner peace and internal capacities that supported good 
health and quality of life.

Decoloniality of ‘becoming’ in collective 
occupations
This theme deals with the conscious efforts that emanated 
from the generative parents who guided their children’s 
occupational choices, emancipation and transformation, 
which indicated that ‘becoming’ contributes in relational 
and occupational decision-making. Shaun shared that 

generative parents have a role to play in personal decision 
making because “they are also part of the choices that I 
make, I also consider them when I make decisions… my way 
of thinking is similar to my mother’s, because it is actually 
values that will actually open doors for me in the future”. This 
echoed by Thando and Michael’s voice of self-improvement 
reflected on the occupational need of coherence that 
connected present moment with the past and future to 
enable emancipation from the oppression of poverty 
resulted in a sense of continuity and gratitude.  

“My parents encourage me to focus on education and 
school. Although they never went to school and they are 
uneducated, they always encourage me to focus on my 
academics so that I can be able to give them a better 
quality of life and move them out of poverty. We live in an 
informal settlement and I want to make something out of 
my life so that I can remove them from that environment 
and find a better one.” (Thando)

“It wasn’t just my choice, they (parents) helped me 
towards but I’m very thankful they did because if not I 
could still be wondering where I would go or do...I would 
obviously spend a lot of time with my children and family 
because I feel like that’s the most important thing, your 
family is the closest people and you should always be 
spending time with them, getting good bonds between 
them” (Michael)

From Nehemiah’s voice, it was clear that inner dialogue 
raised a positive creative response with aspirations for 
transformation of the challenges related to intergenerational 
poverty. However, Nehemiah’s voice revealed a need for 
agency, problem-solving and goal-setting skills in setting 
priorities to break the cycle of intergenerational poverty for 
a better future in a zone of being. It was clear that Nehemiah 
aspired for a generative lifestyle to improve his health, well-
being and quality of life of his family and future children, 
which reveal the understanding of positive occupational 
legacy and contribution to others.

“In my case, passing through all these obstacles and 
going through each and every one of them to reach 
my occupation will be my legacy and I’ll probably tell 
my children. I went through this and that, like my father 
told me, they can basically use that as a motivation for 
themselves. I actually want to provide for my family one 
day and even though my parents didn’t always have for 
me. To go places or stuff like that or even being in a better 
school, I would help them anyway, and financially… having 
no traditions and stuff, urges me to do it with my family 
one day, so I would want to have traditions with them, 
when I have my own family.” (Nehemiah)

Decoloniality of ‘belonging’ in collective 
occupation.
The last theme deals with the ubiquitous efforts, capacities 
and moral duties that enabled participants’ creative 
participation in collective occupations that promoted 
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belonging, connecting and contributing to others. This 
theme is resonant with Nehemiah’s and Michael’s view of 
generative efforts within families that cultivated a sense of 
belonging through “inclusivity within the family and creating 
bonds and also the importance of family.” Hence, Michael 
concurred that families’ inclusivity involves capacities of 
accommodating each other as part of their “Legacy that 
would passed down from a generation to another generation 
... that’s influenced you either as a person or as a group... We 
all have an equal view and that obviously sometimes you have 
to sacrifice because you can’t always want...so at the end of 
the day you have to sacrifice for one another and see what 
outcome will benefit everyone the best.” 

This theme provides evidence of asset-based community 
development and a sense of pleasure and joy among 
the participants who engaged in collective occupations 
that contributed to others in the community as part of 
volunteer efforts passed on by their generative parents. 
Irene shared, “As a family we contribute to charity and I think 
that is a very nice thing because I can also say that growing 
up without a mother, you are an orphan because a mother 
plays a big role in your life. My father is giving to charity and 
sponsoring organizations’’. The involvement of the father 
figure in passing on a positive occupational legacy to young 
girls appeared as a capacity building strategy to develop 
their communication, networking and investment skills. 
Occupational modelling was evident in Aviwe’s story “I 
always tell myself that whatever I do, I do it for my father…I can 
communicate with people and socialise, learning that from 
my father because he’s a priest and investor too. So, he does 
a lot of that and he even takes me to some of his meetings 
to learn some business stuff”   

There were three stories that emerged from the young 
people’s voices, which engrained in the importance of 
imparting morality to other-regarding duties as part of 
psychological material that promotes “decolonial love and 
its ethics of all humans living together harmoniously”43:384. 
The critical reflections highlighted that a morality of duties 
forms part of a positive occupational legacy that is firmly 
entrenched in personhood and collective occupations of 
connecting to others. Octavia said that there is a need “to 
always respect people and if people needs your help you 
shouldn’t say no, because one day you might need them 
too.” This is echoed by Michael who said, “...things such as 
like integrity, respect, always learn to respect your elders, do 
the right thing when no one’s looking as it’s easy to do the 
correct things when people are watching and that but the 
real value comes when none’s looking.” Subsequently, Shaun 
said that “legacy is the moral values which were given to you 
and how you use it in your daily activities and how you will 
influence someone’s lives positively…” 

Despite the fact that the participants were living in 
under-resourced townships with structural constraints 
related to social and economic inequalities; however, they 
managed to engage in occupations that enhanced their 
internal capacities such as resilience, internal motivation, 
and presentation as well as people skills. Drawing from 
the voice of a diplomat, it was evident that Nehemiah’s 

creative response to the obstacles showed that he was 
tactful and skilful in managing social relations, handling 
people in the community, which resulted in a sense of 
community.  “I have learned to pass down as a youth 
ambassador. I went to camps, I spoke to the youth and 
we created awareness for youth to be uplifted in the 
community not to choose wrong or not to follow the 
influence of the world… but to choose for themselves 
and to know what’s right for them. I draw my influences 
from the strongest friends that we gather with almost 
every weekend, and we speak about different stuff that 
we value most and the progress between us and that’s 
kind of an upliftment on myself”. (Nehemiah) 

One of the eight participants shared that some of the 
things related to the occupations that they used to engage in 
tend to evoke pleasant memories of their grandparents. This 
is evident in the voice of a reminiscer known as Cecilia who 
shared that “the way how I do things, it is like my grandmother 
or my grandfather did it too, so it reminds me of them”

DISCUSSION
The findings emerging from this study demonstrated that 
occupational legacy is a strategy of human occupation that 
resonates with the meliorism and knowledge mobilisation 
that enabled young people to engage in hopeful efforts 
to solve problems that influenced their daily lives55. It was 
evident that the young people had hopes and aspirations 
to improve their capacities to live healthy, satisfying lives 
through trajectories of solving problems for themselves 
and involvement of others55. Consistent with the melioristic 
intent44,55, our findings indicate that the young people 
consciously used the lessons learned from the occupation 
of storytelling that they engaged in with their grandparents 
and parents. It was further noted that the occupation 
of storytelling enabled the young people to rethink and 
reconstruct their future possible selves so that they may 
liberate themselves from the oppressive social structures 
and conditions that are existing in their present moments. 
However, this study also offers an understanding of the 
significance of the principle of continuity of change 
that emanated from the transactional perspective of 
occupation56. Specifically, the findings from all the themes 
indicated that the young people used their time and space 
to reflect on their challenges that stemmed from the social 
and economic inequalities. The findings revealed that the 
young people’s human agency was unmasked in their critical 
reflection because they had melioristic intent to empower 
and transform their lives. It was evident in the stories of 
Nehemiah and Thando that occupational reconstructions 
opened up spaces so that they could use their concerted 
efforts and new ways of thinking that honed their problem-
solving capacities. The findings heighten that the young 
people’s human agency was mobilised to the extent 
that they were able to use knowledge learned from their 
obstacles and involvement in youth camps to influence 
others in their families and community. In supporting the 
meliorism perspective, our findings indicated that the young 
people were intrinsically motivated and exercised their 
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freedom to engage in social participation with friends to 
share their occupational legacies. Ultimately, these findings 
contribute to the body of occupational science because 
social participation as an occupation contributed to the 
efforts and capacities of the young people, as they were 
able to adapt to the environmental changes and obstacles, 
and to flourish57. 

Problematic situations related to health compromising 
occupations, such as substance use, smoking, and drugs 
were dark sides that perpetuated interpersonal violence, 
family conflicts and parents’ separation among the families. 
These findings pointed out the dark side of the occupations 
that seem to influence the young people’s family function, 
emotional, physical, psychological, social, and spiritual 
capacities58. However, the findings indicated that the young 
people had high efficacy, which enabled their occupational 
choices so that they set goals and exert more effort with 
persistence to achieve future goals. The problematic 
situations seem to have assisted the young people to 
understand their everyday life and adjustments that were 
needed to experiment and solve problems56. Our findings 
add valuable contribution to occupational resilience59, which 
suggests that occupational therapists should consider the 
capacities, talents, skills and aspirations of the young people 
living in problematic situations so that they may successfully 
perform their valued occupations. The findings of the current 
study show that the young people developed habits and 
behavioural strategies that supported their engagement 
in spiritual occupation such as prayer, bible reading, and 
spiritual dance to deal with the stresses emanating from 
intergenerational poverty. These findings further show that 
the young people’s capacities to deal with their lives were 
enhanced, which resonates with occupational resilience59. 
This is further consistent with the efforts of problem-solving 
that corroborate with the decoloniality of belonging in 
collective occupation, which supported optimistic thoughts 
that were not only enhancing but preventing debilitation. 
The young people learned to implement the strategies of 
problem-solving that involved identification of the barriers, 
creation of action plans, and evaluation of the outcomes 
and change of plans56,60.

The findings of the current study are consistent with 
collective occupations that contribute to others and 
advancement of common good61. This is evident in the 
decoloniality of belonging in collective occupation that 
promoted compassion and solidarity morale. Our findings 
further contribute to Smith’s expression of  “We all Bantu. 
We have each other”62:476, which highlighted the importance 
of giving back to the community as a collective occupation 
providing the young people with opportunities to learn 
altruistic capacities and form social networks. These findings 
supported the contributing occupation that enabled young 
people’s sense of meaning and purpose in life36. These 
findings further suggest that families are repositories of 
personhood, relational virtues, kindness and generosity that 
entails morality of duties that prioritises the well-being of 
all11,24. This might explain the melioristic intent and agentic 
efforts that motivated the young people to engage in 
meaningful occupation, which supports occupational 

decision-making63. Additionally, the findings highlight that 
the young people leveraged in the contextually driven cluster 
of opportunities and choices to address their problematic 
situations through hope and engagement45,63. Thus, the 
findings suggest that occupational legacy is a strategy that 
might be used to preserve collective occupations in families.       

The strategy of occupational legacy contributes to the 
decolonial turn of collective occupations because the 
young people’s engagement assisted in the reconstruction 
of their upbringing complexities such as family disruptions, 
strict parental practices, relational power between parent-
child relationship and patriarchal hegemonies. The 
findings support occupational reconstruction because the 
young people engaged in social changes to address the 
hetero-patriarchal gender roles and bullying43. However, 
these complexities did not create only occupational 
opportunities and occupational reconstruction but also 
social transformation in the families. The stories of Aviwe’s 
family conflicts with her father and grandmother provided 
an example of continuity and change, family cohesion, 
peace and harmony. Hence, the findings show that the 
stabilisation behavioural patterns of the family members 
illuminated healthy social relationship and interaction, which 
enabled occupational modelling. This is also consistent 
with the findings that demonstrated that family members 
influence one another to shape their moral values, which 
can be used for decoloniality of belonging in human 
occupation. In the present study, young people were willing 
to learn, which enhanced the decolonial attitude to love 
their parents who exposed them to opportunities that were 
motivated by personal capacities, socio-cultural values 
and beliefs57. Therefore, occupational therapists should 
consider legacies that add to a growing body of collective 
and intergenerational occupations that may be guided 
by the theory of ObCD and occupation-based groups for 
young people who need to enhance their capacities64,65,66. 
Occupational legacy should be integrated with the ABCD 
and sustainable goals of good health and well-being, quality 
education, gender equality, reduced inequalities, sustainable 
cities and communities, peace, justice and strong institutions 
as well as partnership67.     

Limitations of the study
The scope of this study was limited in terms of time 
constraints, school schedules and understanding of 
occupational therapy terminology, as the co-authors were 
attempting to apply pluriversality which entails inclusivity, 
fairness and respect of multiple views. With regard to 
research setting, only young people from the Western 
Cape Province were recruited which might be a limitation. 
However, an institutional ethnography study that focuses on 
young people’s everyday lives, how their lives are organised 
and what people do as knowers and doers in relation to 
occupational legacy is needed68. 

CONCLUSION
This study provided an insight into the importance of 
occupational legacy strategy in facilitating a decolonial turn 
of human occupation that enable people to use their physical, 
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psychological, emotional, spiritual and cognitive capacities 
to ameliorate their problematic situations emanating from 
the South African Apartheid and colonial historical events, 
social and economic inequalities. The findings of the study 
indicated that greater efforts are needed to ensure that 
occupational legacy embraces decolonial attitudes of love 
and understanding with a melioristic intent to contribute to 
human occupation and altericity. The findings heightened 
that occupation is important in continuity and change 
through decoloniality and the dimensions of occupation 
that intrigued the meaning and purpose of occupational 
engagement in storytelling, prayer, spiritual dance and 
social participation. Overall, the study provided evidence 
that problematic situations did not debilitate the young 
people; however, they motivated them to be agentic and 
optimistic then engage in morality of duties that enabled 
occupational reconstructions and occupational resilience.  
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Experiences of online occupational 
therapy education during the COVID-19 
pandemic at a South African university

Introduction: The COVID-19 pandemic resulted in a worldwide 
shift of academic programmes towards a predominantly online 
forum. There was therefore a need to explore how students 
experienced these shifts to ensure optimal learning. This study 
describes students’ experiences of online teaching, learning and 
assessment and perception of their mental health during the 
COVID-19 pandemic. 
Methods: A descriptive cross-sectional quantitative study was 
employed using a four-part self-administered online survey. 
Following a pilot study with 11 community service occupational 
therapists, the survey was sent to all eligible participants (N=118) 
with a response rate of 85% (n=91). Data were collected from 
second to fourth year registered occupational therapy students 
at the University of KwaZulu-Natal in 2021. Data were analysed 
descriptively using R Studio Suite. 
Results: Over 50% of the students reported a positive online 
experience. Adequate access to infrastructure enabled optimal 
online learning. However, students experienced difficulty with 
structuring self-study time, theoretical application and time 
allocated for online tests. Additional challenges included stress 
and time management and managing the increased requirements 
for self-directed learning. Coping was enhanced by the availability 
and access to student support services. 
Conclusion: The key issues identified in the study need to be 
addressed to enhance online delivery of the curriculum.

IMPLICATIONS FOR PRACTICE 
Online teaching, learning, and assessment in occupational therapy 
curriculum requires review and adaptation to facilitate optimal 
student learning

On an online platform, or with digital learning, students require 
support with aspects such as structuring of their self-directed 
learning time, personal time and stress management

An understanding of the online experiences of students may 
assist in the development and revision of curricula that are 
responsive to students‘ needs and which may aid in optimal 
learning outcomes. 

INTRODUCTION
The World Health Organization (WHO) declared the coronavirus 
outbreak (COVID-19), a global pandemic in March 20201. Following this, 
the president2 announced that South Africa would go into a nationwide 
lockdown. With this health crisis, the government initiated precautionary 
measures and implemented restrictions that mandated all higher 
educational institutions to shut down. This necessitated a transition from 
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an environment of conventional face-to-face learning to 
remote and virtual learning, teaching and assessment for all 
students. This transitional process posed challenges for all 
South African Universities, especially in health professional 
education and training3,4,5 due to the need to rapidly 
implement an alternate format of teaching and learning5.

Additionally, the health science programmes had difficulty 
developing effective methods to present both theory and 
practical aspects of courses6. The University of KwaZulu-
Natal (UKZN) has students from diverse socio-economic, 
educational, and cultural backgrounds therefore, the authors 
anticipated that the students’ experiences with online 
teaching, learning, and assessment might vary. Additionally, 
it was expected that access to laptops, networks, support 
systems and a conducive learning environment could 
influence students’ online learning experience. Moreover, 
the students ’learning experiences could vary according to 
their mental health during the COVID-19 pandemic. 

Occupational Therapy students at UKZN enrol in a 
four-year degree programme that comprises theoretical 
and practical or fieldwork components. The fieldwork 
components at non-governmental organisations and 
government hospitals allow for the integration of theory 
into practice7,8. The delivery of both the fieldwork and 
theory components required adaptation in response to 
the challenges posed by COVID-19. There was a need 
to investigate the UKZN occupational therapy students’ 
experience of teaching, learning and assessment. This study, 
therefore, aimed to (i) describe the students’ experiences of 
teaching, learning and assessment, (ii) describe the students’ 
mental health experiences, (iii) to explore the barriers and 
enablers to teaching, learning and assessment of the 2nd-, 
3rd- and 4th-year Occupational Therapy students’ at UKZN.

Following the lockdown, all of the universities in South 
Africa resumed their academic programmes at different 
times, which resulted in delays; UKZN was further delayed 
due to a lack of infrastructure, as previously noted. At the 
onset of the pandemic, universities were mostly focused on 
establishing infection control protocols and attending to 
the biomedical aspects of COVID-19, rather than the effect 
the pandemic was having on students mental health9,10. 
Students in Higher Education Institution’s  (HEIs) experienced 
increased anxiety11, due to the effect of the pandemic on their 
livelihoods; in terms of their families financial well-being, 
meeting the requirements of their bursaries and maintaining 
their mental health; more so than their academic work12. The 
students’ anxiety was further exacerbated by concerns over 
having accommodation conducive to learning and gaining 
access to funding. This is particularly relevant at UKZN as 
the enrolment policy prioritises students from previously 
disadvantaged backgrounds3. Due to lockdown, the entire 
UKZN student population had to return home. UKZN’s 
transitional approach was slower as blended learning was 
not uniformly used prior to COVID-19. There was a need to 
adapt the curriculum and teaching methods so that the 
online androgogy maintained the university’s standards of 
producing competent graduates3. Occupational Therapy is 
considered a ‘hands-on’ profession thus, several adaptations 
had to be made, by educators, to ensure that professional-

specific knowledge and skills were achieved13. UKZN offered 
online student support services to ensure that students’ 
mental health needs were addressed. There was limited 
accessibility and availability to psychological support for 
students within their living situations, further heightening 
mental illness vulnerability10. 

Challenges Experienced
Abbasi4 highlighted that the drawbacks to online learning 
included: (i) lack of infrastructure, training, and resources 
(ii) displeasure with keeping up with the course schedules
and deadlines, (iii) psychological distress and mental illness
among students, and (iv) lack of effectiveness in acquiring the
practical skills due to limited clinical exposure. Additionally, 
online learning disadvantages include: (i) network instability, 
(ii) unilateral interaction, (iii) reduced concentration for
extended periods, and (iv) lack of communication with
teachers14. Furthermore, students complained of social
isolation15. A study conducted in India found that students
had reservations about virtual learning. Some of the reported
challenges that the students faced included: lack of access
to internet facilities, proper interaction and ineffective
technology16. Similarly, a Chinese study14 reported unstable
digital infrastructure and lack of holistic quality assurance
systems negatively influenced online teaching and learning. 
A Canadian study17 identified that the increasing demand for 
access to online resources increases concerns of exploitation
of resources and the transformation of our perceptions of 
education. In Nigeria, reduction of international education, 
disruption of the academic calendar, teaching and learning
gap and loss of workforce impacted HEI during the
pandemic18. In the South African context, many students from
low socio-economic contexts lacked conducive learning
environments and were dependent on financial aid, thus
required support to gain access to online learning resources
and materials, which limited online learning feasibility6,19. 

Advantages of Online Teaching, Learning and 
Assessment in Higher Education 
The transition to the online platform created an opportunity 
for telehealth3,20 within health science programmes13. 
Additionally, the more extensive use of online learning 
management platforms such as Moodle and Blackboard21 and 
using newer technologies such as polls, Zoom, voice recorded 
PowerPoints, and tutorials21 have allowed HEIs to upgrade 
education delivery methods to incorporate new emerging 
learning technologies. The use of new technologies allows 
for increased participation and the ability to revisit material10. 
The additional planning, infrastructure and technology 
investment ensured a successful transition to the online 
platform and has allowed for long-term implementation of 
online teaching into university curricula22. Several advantages 
included22 (i) comfortable, educational environment6,19 (ii) 
reduced travel time; (iii) improved interactions and (iv) 
satisfaction with academic performance. Academic staff 
were forced to re-evaluate the curriculum as the transition 
to an online platform encouraged “problem-solving, critical 
thinking and applied understanding, by using a holistic and 
integrated approach” to teaching, learning and assessment 
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methods and approaches 6:1. Three main principles applied by 
higher education institutions to provide support engagement 
in online learning included, (i) equitable access to online 
resources through data provision and zero-rated resources, 
(ii) adapting the academic programme to ensure students
meet the clinical requirements of the respective regulatory 
bodies and (iii) ensuring mental health preservation3. Success
was achieved by HEIs through23 (i) identifying the independent
needs of students, (ii) understanding the unique personal
and academic circumstances, and (iii) supporting student
time management. Students returning to the residence or 
on-campus was the most probable solution for students
who could not access information and laptops for online
learning24. HEI’s needed to provide accessible mental health-
related services and make the curriculum responsive to the
changing times24. It is essential to investigate the experiences
and perceptions of students to examine the challenges faced
to further improve the effectiveness of online learning15,25.

As a result, the various highlights and challenges 
experienced by occupational therapy students from a 
specific and unique context in South Africa during the 
COVID-19 pandemic were explored. The experiences would 
provide insight and lessons to improve online learning and 
well-being amongst students in a rapidly changing HEI. 

METHODS 
Study Design
This quantitative descriptive study used an online self-
administered survey. The survey was designed by the 
authors using relevant pre-existing literature. The study 
explored occupational therapy students’ experiences on 

their teaching, learning and assessment experiences and 
mental health experiences during the COVID-19 pandemic. 

Study Setting 
The study was located in the province of KwaZulu-Natal, South 
Africa at the only institution that offers occupational therapy 
training in the province, namely, the University of KwaZulu-Natal. 

Study Population and Sampling
The target population for this study included second-, third- and 
fourth-year students who were enrolled in the occupational 
therapy programme at the institution for the 2021 academic year 
(N=118). This included 37 second-year students, 47 third year and 
34 fourth-year students. Non-probability census sampling was 
used to access all eligible students for the study. The pilot study 
participants (n=11) included community service occupational 
therapists who were registered students at UKZN and completed 
their final year of study in 2020. The minimum response rate 
required for the study to be reliable was 70% (n=83) students 
according to the Cronbach’s Alpha Interval Estimation26. The 
final sample size was n=91. Of these, 93.45 (n=85) were female, 
and 6.6% (n=6) were male. The mean age was 19.97 years (range 
18-28 years). More than half of the students (54.9%) lived at home 
during the online education period. National Student Financial 
Aid Scheme (NSFAS) funded the majority of the students (54.9%) 
across the years (Table I, above).

Data collection and ethical considerations 
Potential participants were sent an invitation via email, 
which included attachments of the information document, 
consent form; gatekeepers’ permission and ethical approval 

Table I: Demographic profile of students (n=91)

Characteristics
2nd year

n (%)
29 (31.9)

3rd year
n (%)

37 (40.7)

4th year 
n (%)

25(27.5)

Overall
n (%)

91 (100%)

Gender Male 4 (13.8) 0 (0) 2 (8) 6 (6.6)

Female 25 (86.2) 37 (100) 23 (92) 85 (93.4)

Marital Status
Single 23 (79.3) 25 (67.5) 14 (56) 62 (68.1)

Married 0 (0) 1 (2.7) 0 (0) 1 (1.1)

In a relationship 6 (20.7) 9 (24.3) 10 (40) 25 (27.5)

Engaged 0 (0) 2 (5.4) 1 (4) 3 (3.3)

Funding
Private/self-funding 11 (37.9) 13 (35.1) 6 (24) 30 (33)

NSFAS 17 (58.6) 21 (56.7) 14 (56) 52 (57.1)

Bursary 1 (3.4) 3 (8.1) 5 (20) 9 (9.9)

Residence 
before COVID-19 

outbreak

With my family/ at home 16 (55.2) 20 (54) 13 (52) 49 (53.8)

On-campus housing 6 (20.7) 6 (16.2) 5 (20) 17 (18.7)

Off-campus; far from 
campus

5 (17.2) 1 (2.7) 3 (12) 9 (9.9)

Off-campus; close to 
campus

2 (6.9) 10 (27) 4 (16) 16 (17.5)

Current 
Residence

With my family/ at home 16 (55.2) 20 (54.1) 14 (56) 50 (54.9)

On-campus housing 7 (24.1) 8 (21.6) 4 (16.8) 19 (20.9)

Off-campus; far from 
campus

4 (13.8) 1 (2.7) 2 (8) 7 (7.7)

Off-campus; close to 
campus

2 (6.9) 8 (21.6) 5 (20) 15 (16.5)
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(reference HSSREC/00002508/2021). Informed consent was 
mandatory prior to accessing the survey. A non-pervasive 
incentive (as approved by the ethics committee) was offered 
to increase voluntary participation. The survey was hosted 
on Google Forms. Three areas were investigated using a 
four-point Likert scale ranging from strongly agree (1) to 
strongly disagree (4). Section A included seven demographic 
questions, section B included 24 questions related to 
teaching and learning experiences at an undergraduate 
level, section C included 10 questions on experiences of 
students related to the structure of online assessment and 
section D included eight questions on students’ mental 
health and coping during the COVID-19 pandemic. The 
survey was opened for a period of six weeks within the mid-
year period of the academic programme (June-July 2021).

Data analysis
The data from Google Forms were imported to a MS Excel 
spreadsheet in preparation for analysis which was conducted 
in R Statistical computing software of the R Core Team, 
2020, version 3.6.327. The demographic profile data were 
converted into categorical data, and the remaining three 
sections were converted into statistical data for interpretation. 
The categorical variables were described as counts and 
percentage frequencies. Likert plots were used for handling 
the multidimensional presentation of the categorical data. 
To determine the association between categorical variables, 
Chi-Square Test was used. When the distribution of the cross-
tabulations contained an expected value of less than five, 
Fischer’s exact test was applied. The internal consistency of a set 
of items was assessed using the Cronbach alpha and the item-
rest correlation. To improve the Cronbach alpha, items with 
opposite scale direction were reversed and those suppressing 
the Cronbach were dropped. All the inferential statistical 
analysis tests were conducted at 5% levels of significance. 

Validity and reliability 
This study included the quantitative measures of (i) 
internal validity; (ii) external validity, (iii) reliability. and (iv) 

objectivity28. Internal validity was measured by achieving 
a Cronbach alpha >0.729. This including the confounding 
variable, COVID-19 pandemic, as it impacted the individual’s 
experiences of online teaching, learning, and assessment. 
The effect modifiers in this study were the different 
experiences between the second-, third- and fourth-year 
students; measured using Fisher’s p-value, where p<0.05. 
External validity can be achieved through generalisability 
as findings and deductions from a smaller sample (n=91) 
can be used to deduce a larger sample30, however, within 
the South African context. In terms of reliability, this study 
aimed to have the same responses each time the test is 
completed by providing a consistent rating scale throughout 
all sections (excluding the demographics sections) within 
the survey. The structure of the questions was stated directly 
to limit the participant’s interpretation of the meaning of 
the question31. Measures of anonymity, confidentiality, and 
objectivity were used to reduce researcher bias. The survey 
was developed using pre-existing relevant literature, and the 
findings were verified with alternate literature pertinent to 
the South African context. The authors, with support from 
a consulting biostatistician, completed the analysis of the 
survey responses. 

RESULTS 
A total of 91 students (n=29) second year, (n=37) third year, 
and (n=25) fourth year voluntarily participated in the study. 
This correlated to a response rate of 85%. 

Students access to resources
Most of the students across the years were satisfied 
with their access to an operational laptop (89%; n=81); 
operational smartphone (95.6%; n=96); availability to the 
internet (68.1%; n=62); accessibility to online resources (87.9%; 
n=80); substantial data provision (58.2%; n=53) and having a 
conducive learning environment (65.9%; n=60). More than 
half of the students across the years (59.3%; n=54), found it 
challenging to work around electricity disruptions such as 
load-shedding (Table II, above).

Table II: Students’ access to resources (n=91) per level of study

Satisfaction
2nd year

 n (%)
29 (31.9)

3rd year
  n (%) 

37 (40.7)

4th year 
n (%)

25 (27.5)
p-value

(Fischer’s)
Overall 

n (%)
91 (100)

Operational 
laptop

Agree  27 (93.1) 32 (86.5) 22 (88)
p= 0.808

81 (89)

Disagree 2 (6.9) 5 (13.5)  3 (12) 10 (11)

Operational smartphone
Agree  27 (93.1) 35 (94.6) 25 (100)

p= 0.729
87 (95.6)

Disagree 2 (6.9) 2 (5.4) 0 (0) 4 (4.4)

Availability of internet
Agree 18 (62) 27 (73) 17 (68)

p= 0.472
62 (68.1)

Disagree 11 (38) 10 (27) 8 (32) 29 (31.9)

Substantial data provision
Agree 15 (51.7) 21 (56.8) 17 (68)

p= 0.889
53 (58.2)

Disagree 14 (48.3) 16 (43.2) 8 (32) 38 (41.8)

Learning environment
Agree 15 (51.7) 25 (67.6) 20 (80)

p= 0.123
60 (65.9)

Disagree 14 (48.3) 12 (32.4) 5 (20) 31 (34.1)

Ability to work with electricity 
disruptions

Agree 12 (41.4) 14 (37.8) 11 (44)
p= 0.931

37 (40.7)

Disagree 17 (58.6) 23 (62.2) 14 (46) 54 (59.3)

Online Resource accessibility
Agree 28 (96.6) 32 (86.5) 20 (80)

p= 0.247
80 (87.9)

Disagree 1 (3.4) 5 (13.5) 5 (20) 11 (12.1)
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Students’ online teaching and learning experience 
More than half of the students across the years felt that 
they transitioned easily (53.8%; n=49), could actively 
participate in lectures (65.9%; n=60), could approach their 
lecturers easily (61.5%; n=56) and understood the course 
expectations (65.9%; n=60). More than half of the students 
were self-motivated (59.3%; n=54); however, there were a 
large percentage of students who experienced difficulty 
in structuring their self-study time well (51.6%; n=47) and 
found inadequate time provided for self-study (65.9%; n=60). 
Most of the students found it difficult to concentrate during 
online learning (62.6%; n=57). Although the students across 
the years found that their learning style was conducive 
to online learning (64.8%; n= 59) and found it easier when 
using online resources (51.6%; n=47) and visual aids (78%; 
n=71); they felt that the online tutorials were not adequate 

(61.5%; n=56) and struggled to understand the content 
(73.6%; n=67). Although the students found it challenging to 
apply the theory (61.5%; n=56), a large percentage felt they 
had sufficient clinical experience (74.7%; n=68) and that the 
clinical experience enhanced their learning (82.4%; n=75). 
All of Fischer’s p-values were above p>0.05, except where 
the students felt they had enough self-study time and a 
conducive learning style (p<0.001), indicating a significant 
difference between years (Table III, above). 

Student’s online assessment experience
Most of the students across the years (63.7%; n=58) felt 
that they had enough time to complete assignments and 
the online calendar was adequate (51.6%; n=47); however, 
majority of the third year (70.3%; n=26) and fourth year (52%; 
n=13) students felt that they did not have enough time for 

Table III: Online learning experiences of students in this study (n=91)

Online learning and teaching experience
2nd year 
n (%)
29 (31.9)

3rd year
  n (%) 
37 (40.7)

4th year
 n (%)
25 (27.5)

p-value
(Fischer’s)

Overall 
n (%)
91 (100)

Easily transitioned
Agree 16 (55.2) 21 (56.8) 12 (48)

p = 0.608
49 (53.8)

Disagree 13 (44.8) 16 (43.2) 13 (52) 42 (46.2)

Effective learning in online tutorials
Agree 14 (48.3) 13 (35.1) 8 (32)

p = 0.545
35 (38.5)

Disagree 15 (51.7) 24 (64.9) 17 (68) 56 (61.5)

Actively participate in online 
lectures

Agree 20 (69) 27 (73) 13 (52)
 p = 0.273

60 (65.9)

Disagree 9 (31) 10 (27) 12 (48) 31 (34.1)

Understood content
Agree 11 (37.9) 7 (18.9) 6 (24)

p = 0.372
24 (26.4)

Disagree 18 (62.1) 30 (81.1)  19 (76) 67 (73.6)

Easier learning with visual aids
Agree 25 (86.2) 31 (83.8) 15 (60)

p = 0.258
71 (78)

Disagree 4 (13.8) 6 (16.2) 10 (40) 20 (22)

Structured self-study time well
Agree 14 (48.3) 19 (51.4) 11 (44)

p = 0.880
44 (48.4)

Disagree 15 (51.7) 18 (48.6) 14 (56) 47 (51.6)

Easily approached lecturers
Agree 18 (62.1) 25 (67.6) 13 (52)

p = 0.051
56 (61.5)

Disagree 11 (37.9) 12 (32.4) 12 (48) 35 (38.5)

Easier to study with online resources
Agree 17 (58.6) 19 (51.4) 11 (44)

 p = 0.245
47 (51.6)

Disagree 12 (41.4) 18 (48.6) 14 (56) 44 (48.4)

Easily concentrated
Agree 10 (34.5) 16 (43.2) 8 (32)

p = 0.903
34 (37.4)

Disagree 19 (65.5) 21 (56.8) 17 (68) 57 (62.6)

Learning style was conducive
Agree 25 (86.2) 18 (48.6) 16 (64)

p < 0.001
59 (64.8)

Disagree 4 (13.8) 19 (51.4) 9 (36) 32 (35.2)

Grasped and applied content
Agree 18 (62.1) 16 (43.2) 11 (44)

p = 0.281
45 (49.5)

Disagree 11 (37.9) 21 (56.8) 14 (56) 46 (50.5)

Self-motivated
Agree 16 (55.2) 24 (64.9) 14 (56)

p = 0.910
54 (59.3)

Disagree 13 (44.8) 13 (35.1) 11 (44) 37 (40.7)

Enough time given for self-study
Agree 16 (55.2) 5 (13.5) 10 (40)

p < 0.001
31 (34.1)

Disagree 13 (44.8) 32 (86.5) 15 (60) 60 (65.9)

Understood expectations
Agree 18 (62.1) 27 (73) 15 (60)

p = 0.305
60 (65.9)

Disagree 11 (37.9) 10 (27) 10 (40) 31 (34.1)

Easily applied theory
Agree 13 (44.8) 14 (37.8) 8 (32)

p = 0.451
35 (38.6)

Disagree 16 (55.2) 23 (62.2) 17 (68) 56 (61.5)

Sufficient experience in clinical 
fieldwork 

Agree 20 (69) 30 (81.1) 18 (72)
p = 0.215

68 (74.7)

Disagree 9 (31) 7 (18.9) 7 (28) 23 (25.3)

Enhanced learning at clinical site 
Agree 23 (79.3) 33 (89.2) 19 (76)

p = 0.678
75 (82.4)

Disagree 6 (20.7) 4 (10.8) 6 (24) 16 (17.6)
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online tests. Most of the students across the years (69.2%; 
n= 63) felt that the online test format was well structured 
and that the format was realistic (68.1%; n=62), resulting in 
better test performance (78%; n=71). Most of the students 
felt tempted to access their notes (52.7%; n=48), especially 
the fourth-year students (72%; n=18); although 51.6% (n=47) 
of all the students found that it was not easy to access 
their notes during the online tests. Most of the students 
across the years felt that it was easy to submit online 
assessments (80.2%; n=73) and that they were competent 
in computer literacy (92.3%; n=84). Fischer’s p-values were 
above the recommendation of p>0.05; except submission 
of assignments (p= 0.007), which indicates a significant 
difference in experiences of the ease in submissions 
between the years (Table IV, above).

Student mental health
Although a large portion of the students across the 
years felt that they coped well with the unexpected 
implementation of online learning (56%; n=51) and with 
balancing their personal lives and studies (65.9%; n=60), the 
results revealed that the students did not cope with time 
management and planning (63.7%; n=58) and increased 
self-directed learning (83.5%; n=76). The students felt that 
they were informed on how to access online resources for 
mental health assistance (89%; n=81); however, Fischer’s 
p-value was p=0.021, resulting in a significant difference
between the years. Many of the students felt that they
did not manage their stress well (58.2%; n=53), despite
having good support systems (79.1%; n=72) and being
able to build and maintain their relationships (78%; n=71)
(Table V, page 61).

DISCUSSION
This study provided insight into students’ experiences 
of teaching, learning, assessment and mental health 
during their transition onto a complete online platform 
during the COVID-19 pandemic at one higher education 
institution in South Africa. The study identified that most 
students had access to infrastructure and resources such 
as an operational laptop/ smartphone and Wi-Fi, which 
facilitated engagement with online learning. Existing 
literature indicates that adequate internet connections have 
predominantly been a challenge in rural and marginalised 
communities15. Access to Wi-Fi and provision of data were 
part of the university’s initiative, in collaboration with network 
service providers, to support students’ engagement in 
their online learning tasks. The partnership with network 
service providers ensured zero-rated access to learning 
management systems such as Moodle platform3. The 
students reported that they had access to conducive 
learning environments, despite more than half of the 
students living at home and funded by NSFAS, indicating 
that they belonged to a lower socio-economic context. 
This finding contrasts with Karthard, Galvaan and Kleintjes23 

assertion that students from low socio-economic contexts 
lacked conducive learning environments that limited the 
feasibility of online learning. However, load shedding was a 
significant factor in hindering online learning. This affected 
the students’ internet connectivity and ability to charge their 
electronic devices to remain on the learning platforms. This 
may have exacerbated their stress due to falling behind in 
their academic programme. 

Less than half of the students found the sudden 
implementation and transition to online learning difficult15, 

Table IV: Online assessment experience of students in this study (n=91)

Online assessment experience
2nd year
 n (%)
29 (31.9)

3rd year 
 n (%) 
37 (40.7)

4th year
 n (%)
25 (27.5)

p-value
(Fischer’s)

Overall 
n (%)
91 (100)

Sufficient time for assignments
Agree 24 (82.8) 16 (43.2) 18 (72)

p = 0.198
58 (63.7)

Disagree 5 (17.2) 21 (56.8) 7 (28) 33 (36.3)

Sufficient time for online tests
Agree 18 (62.1) 11 (29.7) 12 (48)

p = 0.108
41 (45.1)

Disagree 11 (37.9) 26 (70.3) 13 (52) 50 (54.9)

Online test format was well structured
Agree 21 (72.4) 23 (62.2) 19 (76)

p = 0.920
63 (69.2)

Disagree 8 (27.6) 14 (37.8) 6 (34) 28 (30.8)

Easy access to notes during tests
Agree 14 (48.3) 17 (45.9) 13 (52)

p = 0.992
44 (48.4)

Disagree 15 (51.7) 20 (54.1) 12 (48) 47 (51.6)

Tempted to access notes during tests
Agree 13 (44.8) 17 (45.9) 18 (72)

p = 0.151
48 (52.7)

Disagree 16 (55.2) 20 (54.9) 7 (28) 43 (42.3)

Performed better in online tests
Agree 20 (69) 30 (81.1) 21 (84)

p = 0.412
71 (78)

Disagree 9 (31) 7 (18.9) 4 (16) 20 (22)

Easy submission
Agree 24 (82.8) 32 (86.5) 17 (68)

p = 0.007
73 (80.2)

Disagree 5 (17.2) 5 (13.5) 8 (32) 18 (19.8)

Computer Literacy
Agree 27 (93.1) 33 (89.2) 24 (96)

p = 0.846
84 (92.3)

Disagree 2 (6.9) 4 (10.8) 1 (4) 7 (7.7)

Adequate online calendar 
Agree 15 (51.7) 15 (40.5) 17 (68)

p = 0.312
47 (51.6)

Disagree 14 (48.3) 22 (59.6) 8 (32) 44 (48.4)

Online test format was realistic
Agree 17 (58.6) 27 (73) 18 (72)

p = 0.255
62 (68.1)

Disagree 12 (41.4) 10 (27) 7 (28) 29 (31.9)
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resulting in varied online learning experiences amongst the 
students6. The fourth-year students found the transition to 
online learning more complex than the rest of the students. 
This could be a result of time pressure and increased 
requirements of practical learning in the final year of study. 
Student’s felt that they were able to utilise online resources 
effectively and efficiently. This could be due to conducive 
learning styles and approaching lecturers easily regarding the 
course content, which directly contributed to their positive 
online learning experience23. This can also be attributed to 
the rapid adaptation and adjustment of lecturers to online 
learning methods and their ability to load their course content 
onto various online platforms, which provided easy access for 
students. Despite the challenges some students experienced 
in transitioning to online learning, students still reported that 
they were self-motivated to complete their academic year3. 
More than half of the students felt that they did not receive 
adequate time for self-study tasks prior to online tutorials; 
this may have directly impacted their ability to understand 
and apply content into practice22, and their engagement with 
lecturers on the course content. The study found that most 
of the students had difficulty with regards to self-directed 
learning; application and understanding of course content 
and poor time management, especially around their self-
study schedule22. These authors suggested that being able 
to manage your time and be an autonomous, self-directed 
learner are factors necessary for successful distance learning22. 

Challenges in students maintaining their attention for 
extended periods of time22 which would have directly 
impacted their learning and understanding of concepts 
with incompletion of self-study tasks, ineffective learning 
during online tutorials, and limited interaction with lecturers 
and peers during tutorials was noted. This is aligned with the 
available evidence indicating that students become tired 

and less enthusiastic about learning content with continuing 
lectures24. Students had difficulty applying the theory taught 
online into clinical practice, a finding acknowledged in the 
literature prior to COVID-19. Clinical experience during the 
pandemic enhanced students’ learning and acquisition of 
professional skills to allow for the development of competent 
students to implement occupational therapy service delivery7. 

Saleh32 reported an increased number of assignments 
given to students during online learning instead of 
traditional face-to-face learning. Despite this, students 
have had an overall positive experience in terms of online 
assignments as they felt they received sufficient time for 
completion with an uncomplicated submission process. 
Students found that they performed better in online tests 
as opposed to traditional face-to-face tests. This could be 
associated with the easy access to notes during the online 
tests. To mitigate this, lecturers removed/restricted access 
to notes from learning platforms to prevent access to notes 
during test completion. However, students expressed issues 
over the time allocated for the online tests. This could be 
as a result of test structure and competency with computer 
literacy and efficiency. To mitigate this limitation, students 
commented that they would prefer to have reading time 
prior to online tests due to the need to read case studies and 
answer essay questions in a realistic time period32. A change 
in approach to planning and implementing assessments 
could facilitate enhanced performance and alleviate stress 
caused by time constraints.

Overall, more than half of the students felt that they 
did not manage their stress well. This could result from 
the sudden implementation of online learning, trying to 
manage their time and increased self-directed learning. 
Kathard, Galvaan and Kleintjes23, reported that students’ 
stress during the COVID-19 pandemic was exacerbated by 

Table V: Mental Health experience of students in this study (n=91)

Mental health experience
2nd year 
n (%)
29 (31.9)

3rd year  
n (%) 
37 (40.7)

4th year
 n (%)
25 (27.5)

p-value
(Fischer’s)

Overall
 n (%)
91 (100)

Coped well with unexpected 
implementation

Agree 18 (62.1) 21 (56.8) 12 (48)
p = 0.919

51 (56)

Disagree 11 (37.9) 16 (43.2) 13 (52) 40 (44)

Coped well with time 
management and planning

Agree 11 (37.9) 10 (27) 12 (48)
p = 0.136

33 (36.3)

Disagree 18 (62.1) 27 (73) 13 (52) 58 (63.7)

Coped well with balancing 
studies and personal life

Agree 18 (62.1) 24 (64.9) 18 (72)
p = 0.648

60 (65.9)

Disagree 11 (37.9) 13 (35.1) 7 (28) 31 (34.1)

Managed stress well
Agree 13 (44.8) 13 (35.1) 12 (48)

p = 0.332
38 (41.8)

Disagree 16 (55.2) 24 (64.9) 13 (52) 53 (58.2)

Informed on accessing online 
resources

Agree 28 (96.6) 33 (89.2) 20 (80)
p = 0.021

81 (89)

Disagree 1 (3.4) 4 (10.8) 5 (20) 10 (11)

Good support system
Agree 22 (75.9) 27 (73) 23 (92)

p = 0.222
72 (79.1)

Disagree 7 (24.1) 10 (27) 2 (8) 19 (20.9)

Built and maintained friendships
Agree 19 (65.5) 30 (81.1) 22 (88)

p = 0.054
71 (78)

Disagree 10 (34.5) 7 (18.9) 3 (12) 20 (22)

Coped well with increased 
independent learning

Agree 5 (17.2) 8 (21.6) 2 (8)
p = 0.648

15 (16.5)

Disagree 24 (82.8) 29 (78.4) 23 (92) 76 (83.5)
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the additional stress of their family’s physical health and 
financial stressors. Copeland et al33 noted that the COVID-19 
pandemic had increased the prevalence of depressive and 
anxious symptoms among university students. More than 
half of students felt that they had a good support system, 
which is essential in alleviating mental stress caused by the 
implications of the pandemic11. The students felt they were 
informed about accessing online mental health resources, 
such as the telehealth support platform and student support 
services, which aim to provide accessible interventions 
and address their mental health concerns3. Additionally, 
students felt that they were able to build and maintain their 
friendships easily, however, the comments denoted that 
due to social isolation, this further impacted the student’s 
anxiety; motivation and coping skills7. 

CONCLUSIONS AND RECOMMENDATIONS
The COVID-19 pandemic brought about a rapid shift in 
the way that teaching, learning, and assessment were 
conducted. In this study, we found that overall, students 
adapted to online learning and had notable experiences 
at their HEI during the pandemic which has implications 
for online learning and blended learning approaches 
in occupational therapy education. In terms of online 
assessments, students mostly had a positive experience, and 
this was reflected in their performance. With regards to the 
student’s mental health, they felt that they coped adequately 
and found that their learning style was conducive. However, 
issues arose as a result of having increased self-directed 
learning and in managing their time and stressors. Providing 
students with adequate online learning infrastructure; 
online resources; continuous communication, and mental 
health support will help ensure optimal and effective online 
learning. Moreover, further consideration is required around 
learning during tutorials; understanding content; applying 
theory into practice; and managing self-study time.

A number of specific recommendations have emanated from 
this study. These include student assessment which may be 
enhanced by limiting accessibility to learning materials during 
the test period and in regulating the duration of online tests. 
Students should be guided on how to optimise self-directed 
learning, with particular focus on increased structure10, including 
study breaks into the daily plan; which will optimise attention and 
promote stress and time management skills3,22.  Future research 
should focus on exploring means to optimise effective online 
teaching and learning by restructuring of theoretical content of 
the curriculum and delivery of online tutorials. 

Limitations of the study
We acknowledge several limitations of this study. Firstly, 
exploration of students mental health could not be 
adequately captured using quantitative methods and 
therefore in-depth exploration via qualitative methods 
may provide a more comprehensive and authentic picture 
of students’ mental health and challenges. Thus a future 
studies could delve deeper into the lived experiences 
of students. Secondly, the timing of the study can be 
considered as a limitation as the initial experiences of 
online learning had passed; most students were already 18 

months into this process and it is very likely that the more 
positive experiences were as a result of initial challenges 
being addressed. The results may rather then reflect residual 
challenges that students had experienced. 
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ISSN On-line 2310-3833 INTRODUCTION AND LITERATURE REVIEW
Prevention of mother-to-child transmission programmes (PMTCT)1 have led to the 
wider provision of antiretroviral therapy (ART) and, as a result, more children with 
Human Immunodeficiency Virus (HIV) are reaching school-going age2. In South 
Africa, an estimated 260,000 children (aged 0 to 14) live with HIV3. Their academic 
learning success is negatively impacted by delays in their motor and neuro-cognitive 
functioning4,5,6,7,8. 

Studies comparing the HIV-infected child’s functional and intellectual abilities to 

Comparing the impact of two occupational 
therapy interventions on academic 
learning outcomes for children with Human 
Immunodeficiency Virus

Introduction: The strong association between perinatal HIV infection and poor 
performance in academic learning is further challenged by various barriers to 
learning in the South African context of basic education. This study investigated 
the efficacy of a novel play-informed, caregiver-implemented, home-based 
intervention (PICIHBI) for improving academic learning in HIV-positive children. 
Methodology: A single-blinded, randomised comparison group design was 
selected to compare PICHIBI with conventional one-on-one occupational 
therapy interventions. Children with HIV aged 5 to 8 years old on ART and their 
primary caregiver (N=23) were randomly allocated to an intervention group. 
The primary outcome of academic learning was measured using the Griffiths 
Mental Developmental Scales-Extended Revised and the short form Beery-
Buktenica Visual Motor Integration test, 5th edition at baseline, mid (5 months) 
and post-intervention (after 10 months). 
Results: At baseline, the total sample (n=23) presented with below-average 
performance in all assessed academic learning outcomes. Between-group 
differences for all academic learning outcomes were not significant at mid or 
post-test assessment points. A statistically significant within-group change in 
visual motor integration was noted in the PICIHBI from baseline to mid-test 
(p=.019). In the conventional group, there were statistically significant changes 
in visual perception from baseline to mid (p=.001) and baseline to post-test 
(p=.009). The sub scale Performance in the conventional group improved 
significantly from baseline to mid-test (p=.027). 
Conclusion: While improvements were noted, children in both groups 
continued to present with academic learning concerns at post-test. These 
concerns motivate the need for continued monitoring and further investigation 
into the feasibility and effectiveness of occupational therapy interventions 
targeting the academic learning challenges of this population.

Implications for practice
This paper adds to an emerging body of evidence aiming to demonstrate 
the effect of occupational therapy interventions on occupational outcomes 
for children with perinatal HIV infection. The paper presents a detailed 
overview of the conceptualisation of learning as an occupational outcome. 
The paper further presents consideration of the practical challenges linked 
to the implementation of, adherence to and sustainability of rehabilitation 
interventions in low to middle-income countries. 
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their HIV-uninfected peers9,10, 11 support the call for children 
with HIV to receive intervention12,13. HIV is particularly 
prominent in low-income countries like South Africa, where 
its negative effect on neuro-cognition and visual perceptual 
skills is undoubtedly exacerbated by contextual barriers to 
learning14. Despite this, at the time of this study, only one 
intervention study focused on promoting developmental 
outcomes in an HIV-infected paediatric population in 
South Africa could be sourced. In this study, a home 
stimulation programme taught to the child’s caregiver 
significantly improved the developmental progression of 
HIV positive children who were younger than 2 years and 
6 months15. Occupational therapists promote a child’s 
ability to engage in academic learning, often using play 
as a means to address barriers limiting their engagement 
and performance in academic learning 16. Descriptions of, 
and studies exploring the effectiveness of occupational 
therapy interventions for HIV-positive children are scant. 
This paper presents the results of a postgraduate study 
 investigating and comparing the effect of two occupational 
therapy interventions on the academic learning of HIV-
infected children. The hypothesis for the study was that 
HIV-positive children on ART aged 5-8 years, taking 
part in the novel play-informed caregiver-implemented 
home-based intervention (PICHIBI), would demonstrate 
more improvement in their academic learning outcomes 
than those children receiving conventional one-on-one 

occupational therapy intervention. The conceptualization 
of academic learning outcomes to guide the development 
of the PICIHBI is presented in Figure 1 (above).

MATERIALS AND METHODS

Design and ethical considerations
Drawing on the CONSORT statement, a single-blinded, 
randomised comparison group design17 was used to report 
the effectiveness of the novel PICIHBI. Ethical approval 
for the study was obtained from the University of Cape 
Town Human Research Ethics Committee (HREC/REF: 
772/2014). The study was a sub-study nested in a larger 
study registered with the South African National Clinical 
Trial Registry through the National Health Research Ethics 
Council (Trial number: DOH-27-0115-4892). The larger study 
is registered with the South African National Clinical Trial 
Registry through the National Health Research Ethics 
Council (trial number: DOH-27-0115-4892).

Participants
All children aged between 5 years 0 months and 8 years 
0 months and their caregivers attending the monthly 
outpatient paediatric anti-retroviral (ARV) clinic at Groote 
Schuur hospital, a tertiary hospital based in Cape Town, 
were considered eligible to participate in the study. 
Caregiver participants were those persons who spent 

Figure 1: Conceptual map of the targeted academic learning outcomes informing the development of the content of the PICIHBI
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no less than seven hours of direct contact time a week 
with the child, and who were able to attend at least five 
out of the ten intervention sessions. All child participants 
lived in low-income areas and were HIV positive following 
vertical transmission. The clinic database consisted of 60 
participants who met these criteria. A translator fluent in 
isiXhosa assisted in contacting the potential participants. 

Sample size and power
A convenient sample of 27 dyads (caregiver and child) 
was arrived at to align with 90% power at a non-inferiority 
difference of 6 points between groups with a standard 
deviation of 10. This power was retained even after a 15% 
loss to follow-up, reducing the chance of a Type II error.

Randomisation
Using a random sequence generator, participants were 
assigned to treatment groups. Randomisation was 
completed after the participants had consented to 
participate and conducted their baseline assessments. All 
researchers and assessors were blinded to the allocation 
process.

Measures (Instrumentation)
A background information questionnaire completed 
by caregivers collected data relating to caregiver and 
child socio-demographics, the developmental history 
of the child, an overview of medical and rehabilitation 
interventions provided to the child up to this point, the 
child’s ART treatment regime, and their schooling, play, 
and television viewing habits. Caregivers were asked to 
comment on their child’s learning and bring copies of their 
school reports to provide information about their academic 
learning progress in the school context.

The Griffiths Mental Development Scale-Extended 
Revised (GMDS-ER) version for children aged 2-8 years 
consists of six subscales. Four of the six subscales were used 
in this study: language (subscale C), eye-hand coordination 
(subscale D), performance (subscale E) and practical 
reasoning (subscale F). Functional age in each subscale 
can be obtained through computation and developmental 
quotients for each subscale can be calculated by dividing 
the functional age of the child by their chronological age 
at the time of testing18. The GMDS-ER is used in South Africa 
as well as internationally and is considered to be a valid and 
reliable tool to use with diverse populations2,19,20,21. 

The Beery-Buktenica Developmental Test of Visual Motor 
Integration 5th edition (DTVMI)22 was used to assess the 
child’s ability to coordinate their visual perception and 
motor abilities. The DTVMI is frequently used in South Africa 
23,24,25. The DTVMI has high reliability and validity across a 
3–18-year age range and adequate cross-cultural validity 

22,26,27. Standard scores were calculated from raw scores 
using USA norms.

Academic learning outcomes were represented by 
standardized scores with a mean quotient of 100 (15) for 
the GMDS-ER and a mean standard score of 100 (15) for 
the DTVMI. Scores between 90-109 are considered average 
and <70 as intellectually impaired22,19.

Procedures
A pilot study was conducted prior to the baseline to 
ensure inter-rater reliability. Five assessors, all occupational 
therapists trained in using the GMDS-ER, assessed sixteen 
children from a local tertiary children’s hospital. The raw 
scores of these assessments were correlated with the aim 
being to achieve a minimum level of 90% agreement. 
Cronbach alpha coefficients were calculated to ensure 
internal consistency and the coefficients all exceeded the 
value of 0.70, an acceptable minimum value of reliability19. 
Raw scores differed by a maximum of two to eight points 
between any two assessors. There was 100% agreement on 
the age calculations. The reliability measure between the 
other GMDS-ER scores (quotient, age-equivalent, z-score, 
percentile) varied between 0.99 and 1. 

Data were collected at three intervals, baseline test 
(before the intervention had started), mid-test (at five 
months) and post-test (at ten months). The caregivers 
completed the background information questionnaire 
at baseline assessment. Data were also collected on 
intervention session attendance rates and participant 
dropout rates for both intervention groups.

The therapists and researchers met monthly throughout 
the intervention period for group meetings to ensure the 
intervention was being carried out as documented. In these 
spaces, the challenges and successes related to designing 
and implementing this intervention were discussed within 
the methodology of a cooperative inquiry28. 

PICIHBI group: Play informed, caregiver 
implemented, home-based intervention 
(PICIHBI)
The intervention design team drew on the National 
Curriculum Statements29 to guide the determination of 
the specific academic learning-related skills (literacy, 
numeracy, gross motor, fine motor, and language) to 
be focused on in each of the intervention sessions. 
Additionally, research focused on child development and 
play theory guided how to make optimal use of play as a 
means to guide the development of the afore-mentioned 
academic learning skills in the intervention30. Both the 
child and the caregiver attended the monthly 90-minute 
PICIHBI intervention sessions. During the first 45 minutes, 
while the children were cared for by the clinic-appointed 
childminder, the caregivers engaged with the occupational 
therapist, and other caregivers in the group, learning how 
to promote their child’s engagement in play, learning and 
development. The remaining 45 minutes were experiential. 
Children joined in the sessions and caregivers were guided 
to apply the knowledge they had learned practically using 
play items provided to them in each session. At the end 
of each session, the dyad was given the play item (for 
example, crayons, scissors, puzzles etc.) that was used in 
that session to add to their ‘Go Box’, a take-home tool kit 
consisting of age-appropriate stimulation items. Caregivers 
could also use play items they had at home. Each group 
consisted of approximately five caregiver-child dyads, 
an occupational therapist, and a translator/facilitator. 
Caregivers were encouraged to implement the weekly 
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group activities at home with their children. At the following 
group session, feedback from the caregivers was given and 
then documented, along with attendance, in the therapist’s 
notes. This feedback was used to inform and build on the 
design of the intervention manual, which included the 
intervention sessions and protocols for implementing the 
intervention.

Comparison Group: Conventional one-on-one 
occupational therapy 
Conventional one-on-one occupational therapy 
intervention was the comparison intervention. In this 
intervention, the child was the direct focus and although 
not compulsory, caregivers were welcome to sit in on and 
observe the sessions. Each child was offered ten 45-minute 
sessions. At the end of the ten sessions, once post-test had 
been completed, the child was issued with a ‘Go Box’ to 
take home with them. 

Data collectors were blinded to the allocation of 
participants throughout the intervention period. Codes 
for each dyad were used to ensure blinding. Un-blinding 
occurred once all post-tests had been completed and all 
assessments had been scored. The participants and their 
caregivers were not blinded to the intervention, but to the 
hypothesis of the study. All assessments were administered 
outside intervention periods one and two.

Statistical Analysis
All data were analysed using the Statistical Package for the 
Social Sciences (SPSS)31 at 95% confidence interval and a 
significant p-value of ≤0.05. Performance below normal
functional limits was rated as a score <-2 SD or <70, for 
both assessment tools. Univariate (descriptive), bivariate 
(correlations) and multivariate (regression) analyses took 
place. As the total sample size was less than 50, (N=23) the 
Shapiro-Wilk Test of Normality was used to determine the 
distribution of the sample. The Levene’s Test for equality 
showed equal variances for all subscales during the 
test periods. Since there were no statistically significant 
differences between the groups using the 2-sample t-test 
(independent t-test), paired t-tests (dependent t-test) 
were conducted to determine whether any significant 
within-group changes had occurred. Analysis of Covariance 
(ANCOVA) was used where indicated, to establish which 
factors had the greatest relationships on variables of 
interest. Intention to treat (ITT) analysis was carried out 
in this study. The participants who did not attend all 
intervention sessions were still tested at post-test and their 
results were captured and analysed.

RESULTS
The baseline test sample size consisted of 27 dyads (n=27). 
One participant was transferred to a home of safety, leaving 
26 participants who underwent randomisation following 

Figure 2: Participant Flowchart 
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baseline assessment. The small sample resulted from dyads 
not meeting the inclusion criteria, not wanting to participate 
or not being contactable for assessment dates. Two 
participants were lost to follow-up after the baseline test, and 
one was transferred to a home of care. The total sample at the 
end of the study was n=23. Please refer to Figure 2 (page 67).

Baseline demographics
Baseline demographics are presented in Table I (above). 

Mothers were the main caregivers, with the majority 
attaining a high school level of education. Participants 
in both groups generally had low viral load LDL* The 
independent t-test showed statistical significance for a 
time in which participants had been on ART (p=.021) with 
the comparison group being on ART longer. The Levene’s 
Test for equality of variances was used on baseline test 
demographics to test if both groups had equal variances. 

Table I: Demographics for participants at baseline test (N=26)

Variable PICIHBI group     
(n=13)

Conventional 
group
(n=13)

Total
(n=26)

Levene’s Test 
for equality of 
variances
p-value

2-Sample t-test

Mean (SD) Mean (SD)
p-value

Age (months) 76.5 (4.35) 78.6 (4.39) 0.206 0.149

Time on ART (months) 52.5 * (13.4) 67 * (9.8) 0.318 0.021

No. (%) No. (%) No. (%)

Gestation (weeks) 0.706 0.969

24-29 0 (0.0) 1 (8.3) 1 (4.3)

30-36 1 (9.1) 1 (8.3) 2 (8.7)

37-40 9 (81.8) 8 (66.7) 17 (73.9)

40-41 1 (9.1) 2 (16.7) 3 (13.1)

Total 11 (100.00) 12 (100.00) 23 (100.00)

Gender 0.572 0.267

   Male 7 (53.8) 5 (38.5) 12 (46.2)

   Female 6 (46.2) 8 (61.5) 14 (53.8)

   Total 13 (100.0) 13 (100.0) 26 (100.0)

Caregivers 0.142 0.484

   Mother 11 (84.6) 12 (92.3) 23 (88.5)

   Granny 1 (7.7) 1 (7.7) 2 (7.7)

   Aunty 1 (7.7) 0 (0.0) 1 (3.8)

   Total 13 (100.0) 13 (100.0) 26 (100.0)

Level of primary education 0.909 0.351

   Grade R 6 (46.2) 5 (38.5) 11 (42.3)

   Grade 1 7 (53.8) 7 (53.8) 14 (53.9)

   Grade 2 0 (0.0) 1 (7.7) 1 (3.8)

   Total 13 (100.0) 13 (100.0) 26 (100.0)

Caregiver’s level of education 0.454 0.687

   Primary School 4 (30.8) 3 (23.1) 7 (28.0)

   High School 7 (53.8) 9 (75) 16 (64.0)

   Tertiary 2 (15.4) 0 (0.0) 2 (8.0)

   Total 13 (100.0) 12 (100.0) * 25 (100.0)

Viral loads 0.003 0.269

   LDL1 (<40) 9 (75) 10 (76.9) 19 (73.1)

   40<VL<1000 3 (25) 0 (0.0) 3 (11.5)

   1000<VL<10 000 1 (7.7) 3 (23.1) 4 (15.4)

   Total 13 (100.0) 13 (100.0) 26 (100.0)

*The acronym LDL stands for Lower than Detectable Level. LDL is a term used to describe the amount of HIV in one’s blood, i.e. one’s viral 
load of the HI virus. The more HI virus there is in your blood, the higher ones viral load will be. http://www.aidsmap.com/Viral-load

*Missing data: Time on ART- 2 in PICIHBI group; 4 in comparison conventional group; Caregiver level of education- 1 in comparison 
conventional group; Bold = statistically significant result

http://www.aidsmap.com/Viral-load
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Intervention attendance
The session attendance rates varied across the intervention 
period with participants reporting that transport and 
employment factors affected their attendance at the 
intervention sessions. Various measures were put into 
place to reduce the effects of varied attendance; including 
reimbursing the participants for their transport costs to and 
from the hospital and providing the caregivers with letters 
to give to their employers for the days of work missed. Table 
II (above) shows the intervention attendance.

Aim 1: Academic learning profile of children with 
HIV 
The academic learning profile of the total sample measured 
at baseline is presented below in Table III (above). The 
standard means of the DTVMI, and the quotient means of 
the GMDS-ER showed that the total sample presented with 
below-average scores for all academic learning outcomes 
measured at baseline. Standard mean and quotient mean 
scores below 70 indicate the presence of significant 
challenges. The academic learning outcomes most affected 
were visual perception, language, and practical reasoning.

Aim 2:  Preliminary effectiveness of the PICIHBI 
for improving academic learning
The preliminary effectiveness of the PICIHBI for improving 
academic learning is represented by the presentation of 
Table IV and V (page 70) describing the between-group and 
within-group changes in both the PICIHBI and comparison 
conventional group for both the DTVMI and GMDS-ER.

Overall change in DTVMI scores over time
There were not statistically significant between-group 
differences at any time point in the intervention (p>0.05). 
Statistically significant within-group changes were noted. In 
the PICIHBI group, VMI improved from baseline to mid-test 
(p= .019). In the comparison conventional group, there was 
a statistically significant improvement in VP from baseline 
to mid-test (p= .001). While the mean VP standard score 

decreased from mid-test to post-test (88.7), the overall 
change in VP from baseline to post-test remained significant 
(p= .009). The only decrease in mean standard scores from 
baseline to post-test was seen in the PICIHBI group for motor 
co-ordination. In the other subtests, both groups improved 
throughout the intervention period. These changes were not 
statistically significant. None of the children in the PICIHBI 
scored <70 (severe delay) at post-test. 

Overall change in GMDS-ER scores over time
No statistically significant between-group differences were 
found for any of the GMDS-ER outcomes at any time point 
(p>0.05). One within-group change was noted. A statistically 
significant improvement in performance was observed for 
the conventional group from baseline to mid-test (p=.027). 
While not statistically significant, changes were noted within 
the two groups. Except for language and practical reasoning 
in the conventional group, all post-test assessment scores 
were higher than the baseline assessment scores in both           
groups. Scores generally improved from baseline to mid-
test except for eye-hand coordination in the PICIHBI group 
and language, practical reasoning, and general quotient in 
the comparison conventional group. Eye-hand coordination 
and general quotient improved at post-test and were higher 
than the baseline assessment, while language and practical 

Table II: Intervention attendance per child (N=23)

Child Total amount of sessions attended

PICIHBI group (n=11)
No. (%)

Comparison group
(n=12)
No. (%)

Child 1 6 (60.0) 3 (30.0)

Child 2 2 (20.0) 5 (50.0)

Child 3 1 (10.0) 7 (70.0) 

Child 4 2 (20.0) 6 (60.0)

Child 5 4 (40.0) 1 (10.0)

Child 6 6 (60.0) 5 (50.0)

Child 7 8 (80.0) 6 (60.0)

Child 8 3 (30.0) 6 (60.0)

Child 9 6 (60.0) 5 (50.0)

Child 10 2 (20.0) 5 (50.0)

Child 11 2 (20.0) 1 (10.0)

Child 12 7 (70.0)

Table III: Baseline standard means (DTVMI) and quotient 
means (GMDS-ER) for total sample (n=23 children)

Outcome 
measure and 
sub scales

Standard 
mean

Classification 
scale

Children 
scoring below 
70 (%)

Developmental 
Test of 
Visual Motor 
Integration

Visual motor 
integration*

77.9 Low 3 (13.6)

Visual 
perception*

74.0 Low 9 (40.9)

Motor 
coordination

86.3 Below 
Average

3 (13.0)

Quotient 
mean

Classification 
scale

Children 
scoring below 
70 (%)

Griffiths Mental 
Developmental 
Scales-
Extended and 
Revised

Language 71.6 Borderline 
delay

16 (69.6)

Eye-hand 
coordination

80.2 Low average 13 (56.5)

Performance 81.6 Low average 7 (30.4)

Practical 
Reasoning

75.4 Borderline 
delay

18 (78.3)

General 
Quotient

80.3 Low average 15 (68.2)

*Missing data: one child from comparison conventional group 
missed baseline assessment for these subscales (n=22 children
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Table IV: Changes in Beery VMI subtests mean standard scores in both groups over time (N=23)

Baseline Mid-point Post-test

Visual Motor Integration (VMI) mean SD mean SD mean SD

PICIHBI group 81.0 15.86 90.3 8.39 87.5* 10.10

Comparison group 81.8^ 13.90 85.1 13.55 84.3 10.36

Between group differences at each point p-value (95% CI) p-value (95% CI) p-value (95% CI)

0.899 -14.1-12.4 0.287 -4.7-15.1 0.503 -6.4-12.5

Visual perception (VP) mean SD mean SD mean SD

PICIHBI group 85.1 26.15 90 18.50 96.1 12.06

Comparison group 69.9^ 15.41 94.1 17.42 88.7 18.80

Between group differences at each point p-value (95% CI) p-value (95% CI) p-value (95% CI)

0.107 -3.6-34.5 0.591 -19.7-11.5 0.277 -6.4-21.3

Motor co-ordination (MC) mean SD mean SD mean SD

PICIHBI group 91.1 10.55 91.5 8.41 90.9 9.57

Comparison group 81.8 13.24 83.8 12.83 83.8 8.23

Between group differences at each point p-value (95% CI) p-value (95% CI) p-value (95% CI)

0.079 -1.2-19.87 0.110 -1.9-17.1 0.07 -0.6-14.8
Missing data:
*Two children from the PICIHBI group for VMI at post-test (n=9)
^One child from the comparison conventional group for VMI and VP at baseline (n=11)

reasoning continued to decline, and post-test scores were 
lower than baseline.  

Aim 3: Grade progression
The third objective was to track the grade progression of the 
children in each group. Only one child in the comparison 
conventional group repeated a grade, grade one, the 
second year of formal schooling in South Africa.

Adverse Effects
No adverse effects were noted or documented.

DISCUSSION
At the time, this study was novel in its exploration of the 
impact of an occupational therapy intervention on the 
academic learning outcomes of the HIV-infected child 

Table V: Changes in GMDS-ER mean quotient scores for both groups over time (N=23)

GMDS-ER subscale Quotient Mean (SD) Number of children with z-score 
below -2 (%)

Group Baseline Mid Post Baseline Post

PICIHBI (n=11)

Language 70
(10.27)

76.6
(10.18)

74.4
(7.71)

8 (72.7%) 6 (54.5%)

Eye-hand co-ordination 82.3
(15.74)

80.2
(8.22)

84.8
(7.71)

6 (54.5%) 1 (9.1%)

Performance 86.5
(23.10)

90.7^ (21.23) 87.1
(18.97)

2 (18.2%) 1 (9.1%)

Practical reasoning 75.1
(10.1)

75.3
(7.05)

78.6
(11.77)

8 (72.2%) 6 (54.5%)

General Quotient* 80.3
(9.76)

83.3
(7.51)

86.1
(11.86)

7 (63.6%) 3 (30.0%)*

Comparison conventional (n=12)

Language 73.2
(10.75)

68.4
(12.90)

69.6
(10.17)

8 (66.7%) 6 (50.0%)

Eye-hand co-ordination 78.4
(11.53)

80.5
(16.63)

79.9
(10.17)

6 (50.0%) 3 (25.5%)

Performance 77.1
(21.84)

90.1
(19.95)

85.8
(17.86)

5 (41.7%) 2 (16.7%)

Practical reasoning 75.7
(8.36)

72.1
(10.64)

72.7
(11.49)

10(83.3%) 9 (75.0%)

General Quotient 80.3
(11.14)

79.8
(14.19)

89.7
(13.31)

8 (66.7%) 5(41.7%)

*Missing data: One child from the PICIHBI group GQ, at post-test (n=10)
^Statistically significant change (p>0.005)
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on ART. Baseline results showed that the total sample 
all performed below average on all academic learning 
outcomes as measured by the DTVMI and the GMDS-ER. 
The academic learning outcomes most affected were 
visual perception, language, and practical reasoning. For 
visual perception, 40.9% of the total sample scored <70 at 
baseline. The high percentage of children experiencing 
difficulties with visual perception correlates with the results 
of a study by Laughton et al 32. showing the negative impact 
of HIV on visual perception, regardless of the ART regime 
provided. Visual perceptual difficulties are a concern as 
a visual learning approach is dominant in many school 
environments33. For practical reasoning and language, 78.3% 
and 69.6% respectively of the children scored <-2 z-scores, 
which was also consistent with prior studies describing 
neurodevelopment in HIV children 2, 7, 11,21.  

Between-group analysis showed that there were no 
statistically significant differences in the performance of 
the groups at all measurement points for all academic 
learning outcomes. This showed that PICIHBI had 
equivalent effects on the academic learning outcomes for 
HIV-positive children aged 5 – 8 years, on ART and living 
in low SES families, when compared to the comparison 
conventional group. 

Within-group analysis showed some statistically 
significant results. PICHIBI was significantly more effective 
(p=.019) in improving visual motor integration over a five-
month intervention period, from baseline to mid-test. 
The positive change in a group format intervention over 
a five-month period is encouraging as well-developed 
visual motor integration skills have been linked to the 
development of effective handwriting in children34 and 
high levels of academic performance25. The conventional 
intervention was significantly beneficial in improving visual 
perception over a five- and ten-month intervention period, 
which could possibly be linked to the more intensive focus 
placed on specific visual perceptual skills within the format 
of the individual conventional intervention approach. A 
statistically significant improvement in performance was 
observed for the comparison conventional group (p=.027) 
from baseline to mid test. While there were decreases and 
increases in other academic learning outcomes, between 
assessment points for each group, none of these changes 
was statistically significant which supports specific time 
points were not more viable to effect changes in these 
outcomes. While there was a decrease in the number of 
children scoring <70 seen from baseline to post-test in both 
groups, children continued to present with difficulties in 
academic learning outcomes at post-test. 

Limitations 
A small sample size (n=23) resulted in wider confidence 
intervals affecting the generalizability of the results. No 
follow-up assessments were conducted, and this limited 
the researcher’s discernment if the improvements or 
digression in scores in the various academic learning 
outcomes, were purely due to intervention or in addition to 
the natural maturation of a child over time. Not all variances 
measured in the two groups were equal and this may have 

affected a Type I error rate. Attaining participants’ recent 
school reports would have allowed for further comparisons 
to be made between academic learning outcomes 
assessed in the intervention, and the child’s engagement 
and performance in academic learning in the context of 
the school classroom.

CONCLUSION
This article highlighted the delays in various academic 
learning outcomes of HIV-positive children which will 
assist in informing occupational therapy practice protocols, 
policies, and legislations, relating to academic learning for 
children with HIV on ART in South Africa. Delays in the areas of 
language and practical reasoning should urge occupational 
therapists to partner with communication science therapists 
and educational specialists to design interventions which 
support the academic progress of children with HIV living 
in the multi-lingual context of South Africa. Rehabilitation 
in South Africa continues to be undermined by staffing 
constraints limiting access to services. The group format 
of the PICIHBI holds the potential to have a greater reach 
when compared to conventional one-on-one intervention35. 
Attendance was however problematic with a slightly higher 
level of attendance in the comparison control group. Further 
investigation into the feasibility and effect of PICHBI within 
a larger multi-site study, drawing on mechanisms to build 
on attendance, is thus recommended.

Lessons learnt
During the process of planning and implementing the RCT, 
the following lessons were learnt:
• Diligent reporting of all aspects of the process of

the study must take place in line with the CONSORT
statement17 to ensure all decisions made and actions
taken, are documented. 

• Although the RCT took place in a central site which
participants were already accessing for other health
services, regular attendance was still a challenge.
Researchers planning RCTs need to consider the
existing health, employment and personal schedules
of participants when planning sessions and factor in
reimbursement for travel to and from appointments, to
encourage more regular attendance. 

• Researchers planning RCTs should plan to conduct post
trial follow up assessments to monitor the sustained
impact of the interventions.
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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.

RESEARCH ARTICLE

ABSTRACT

https://orcid.org/0000-0002-3316-5907
https://orcid.org/0000-0003-3155-3743
https://orcid.org/0000-0002-6535-3662
https://orcid.org/0000-0002-3658-4453
https://orcid.org/0000-0001-6877-6938
mailto:naidoopg@ukzn.ac.za
https://orcid.org/0000-0003-1067-9494


South African  Journal of Occupational Therapy  |  Volume 53 Number 2, August 2023 © SA Journal of Occupational Therapy75

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)   
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in clinical 
practice

Level of 
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KZN District Tertiary 
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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. 

Author Contributions
Ayesa Dawood completed this study as part of a masters 
study and was responsible for drafting the manuscript. 
Pragashnie Govender was the principal investigator of the 
larger study and primary supervisor of the study. Samantha 
York assisted in the data collection and analysis. Gina 
Rencken and Michael Ogunlana were co-supervisors and 
collaborators on the larger study. All authors contributed to 
critical review and revisions of the manuscript.

Acknowledgements 
The authors wish to acknowledge Ms NN Khanyile for 
her assistance in data transcription. The authors also 
acknowledge author Samantha Jo York, posthumously (1993-
2023) for her contributions to this study.

Declaration of Conflicting Interests
The authors declare that they have no competing interests.

REFERENCES 
1. United Nations Children’s Fund (UNICEF). Nurturing care 

for early childhood development: A framework for helping 

children survive and thrive to transform health and human 

potential. World Health Organization, Geneva; 2018. 



Volume 53 Number 2, August 2023   |  South African  Journal of Occupational Therapy© SA Journal of Occupational Therapy 84

Available from: https://apps.who.int/iris/bitstream/hand

le/10665/272603/9789241514064-eng.pdf 

[Accessed 21 April 2020]

2. Aylward GP. Neurodevelopmental outcomes of infants 

born prematurely. Journal of Developmental & Behavioral 

Pediatrics. 2014; 35(6):394-407. 

https://doi.org/10.1097/01.dbp.0000452240.39511.d4

3. Mwaniki MK, Atieno M, Lawn JE, Newton CR. Long-term 

neurodevelopmental outcomes after intrauterine and 

neonatal insults: A Systematic Review. The Lancet. 2012; 

379(9814):445-52.  https://doi.org/10.1016/s0140-6736(11)61577-8

4. Gagliardi AR, Dobrow MJ. Identifying the conditions needed 

for integrated knowledge translation (ikt) in health care 

organisations: Qualitative interviews with researchers and 

research users. BMC Health Services Research. 2016; 16(1):256. 

https://doi.org/10.1186/s12913-016-1533-0

5. Jacobs L, Casteleijn D, Lubbe W. Neurodevelopmental 

supportive care in South African NICUs - An essential change 

of attitude. World Federation of Occupational Therapists 

(WFOT), Johannesburg: University of the Witwatersrand; 2018. 

Available from: https://congress2018.wfot.org/downloads/

presentations/SE77/lizelle_jacobs.pdf [Accessed: 21 April 2020]

6. Hardy M, Govender P, Naidoo D. Novice occupational 

therapist's experience of working in neonatal intensive 

care units in KwaZulu-Natal. South African Journal of 

Occupational Therapy. 2021; 51(1):27-35. 

https://doi.org/10.17159/2310-3833/2021/vol51n1a5

7. Thomas A, Law M. Research utilisation and evidence-based 

practice in occupational therapy: A scoping study. American 

Journal of Occupational Therapy. 2013;67(4):e55-e65. 

https://doi.org/10.5014/ajot.2013.006395

8. Hockenberry MJ, Wilson D. Wong's nursing care of infants 

and children-e-book: Elsevier Health Sciences; 2018.

https://doi.org/10.1097/00001163-199110000-00015

9. Nightlinger K. Developmentally supportive care in the 

neonatal intensive care unit: An occupational therapist’s role. 

Neonatal Network. 2011; 30(4):243-8.

https://doi.org/10.1891/0730-0832.30.4.243

10. Royal College of Occupational Therapists. Occupational 

Therapy in Neonatal Services and Early Intervention. Practice 

Guideline. 2017:1-52. Available from:  https://www.rcot.co.uk/

practice-resources/rcot-publications/downloads/neonatal-

services [Accessed: 25 April 2020].

11. Craig JW, Smith CR. Risk-adjusted/neuroprotective care 

services in the NICU The elemental role of the neonatal 

therapist (OT, PT, SLP). Journal of Perinatology. 2020; 

40(4):549-59.   https://doi.org/10.1038/s41372-020-0597-1

12. Sherry K. Disability and Rehabilitation: Essential 

considerations for equitable, accessible and poverty-

reducing health care in South Africa. South African Health 

Review. 2014; 2014(1):89-99.

13. Hoque M, Haaq S, Islam R. Causes of neonatal admissions 

and deaths at a rural hospital in KwaZulu-Natal, South Africa. 

Southern African Journal of Epidemiology and Infection. 2011; 

26(1):26-9.  https://doi.org/10.1080/10158782.2011.11441416        

14. Robinson JE. Access to employment for people with 

disabilities: Findings of a consumer-led project. Disability 

and Rehabilitation. 2000; 22(5):246-53. https://doi.

org/10.1080/096382800296818

15. Lubbe W. Best practice guidelines for neurodevelopmental 

supportive care of the preterm infant: North-West 

University; 2010. Available from: http://repository.nwu.

ac.za/bitstream/handle/10394/3656/Lubbe_Welma.

pdf?sequence=3&isAllowed=y [Accessed: 18 May 2020].

16. Graven SN. Sound and the developing infant in the NICU: 

Conclusions and recommendations for care. Journal of 

Perinatology. 2000; 20(1):S88-S93. 

https://doi.org/10.1038/sj.jp.7200444

17. Lloyd LG, De Witt T. Neonatal mortality in South Africa: How 

are we doing and can we do better? South African Medical 

Journal. 2013; 103(8):518-9. https://doi.org/10.7196/samj.7200

18. Lubbe W, Van der Walt CS, Klopper HC. Integrative literature 

review defining evidence-based neurodevelopmental 

supportive care of the preterm infant. The Journal of 

Perinatal & Neonatal Nursing. 2012; 26(3):251-9. 

https://doi.org/10.1097/jpn.0b013e3182650b7e

19. Hinchliffe SR, Seaton SE, Lambert PC, Draper ES, Field DJ, 

Manktelow BN. Modelling time to death or discharge in 

neonatal care: An application of competing risks. Paediatric 

and Perinatal Epidemiology. 2013; 27(4):426-33. 

https://doi.org/10.1111/ppe.12053

20. Butler ML. The self-reported perceptions of the 

multi-disciplinary team regarding standards of 

neurodevelopmental supportive care in the neonatal 

intensive care unit; 2018. Available from: 

https://wiredspace.wits.ac.za/bitstream/handle/10539/25338/

ML%20BUTLER%20(MSC.%20OT)-%20THE%20SELF-

REPORTED%20PERCEPTIONS%20OF%20THE%20MULTI-

DISCIPLINARY%20TEAM%20REGARDING%20STANDARDS%20

OF%20NEURODEVELOPMENTAL%20SUPPORTIVE%20CARE%20

IN%20THE%20NEONATAL%20INTENSIVE%20CARE%20UNIT.

pdf?sequence=1	[Accessed:	15	February	2022]

21. KwaZulu-Natal  OT Forum. Annual provincial report 

Pietermaritzburg; Greys Hospital. 2019.

22. Cameron KAV, Ballantyne S, Kulbitsky A, Margolis-Gal M, 

Daugherty T, Ludwig F. Utilization of evidence-based practice 

by registered occupational therapists. Occupational Therapy 

International. 2005; 12(3):123-36.

https://doi.org/10.1002/oti.1

23. Korner-Bitensky N, Wood-Dauphinee S, Teasell R, Desrosiers 

J, Malouin F, Thomas A, et al. Best versus actual practices 

in stroke rehabilitation: Results of the Canadian National 

Survey: 57. Stroke. 2006; 37(2)

https://doi.org/10.1016/j.apmr.2007.01.005

24. Chard G. Adopting the assessment of motor and process 

skills into practice: Therapists' voices. British Journal of 

Occupational Therapy. 2006; 69(2):50-7. 

https://doi.org/10.1177/030802260606900202

25. Bennett S, Tooth L, McKenna K, Rodger S, Strong J, Ziviani J, 

et al. Perceptions of evidence-based practice: A survey of 

Australian Occupational Therapists. Australian Occupational 

Therapy Journal. 2003; 50(1):13-22.

https://doi.org/10.1046/j.1440-1630.2003.00341.x

26. Copley JA, Turpin MJ, King TL. Information used by an expert 

paediatric occupational therapist when making clinical 

decisions. Canadian Journal of Occupational Therapy. 2010; 

77(4):249-56. https://doi.org/10.2182/cjot.2010.77.4.7

27. Lyons C, Casey J, Brown T, Tseng M, McDonald R. Research 

https://apps.who.int/iris/bitstream/handle/10665/272603/9789241514064-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/272603/9789241514064-eng.pdf
https://doi.org/10.1016/s0140-6736(11)61577-8
https://doi.org/10.17159/2310-3833/2021/vol51n1a5
http://repository.nwu.ac.za/bitstream/handle/10394/3656/Lubbe_Welma
http://repository.nwu.ac.za/bitstream/handle/10394/3656/Lubbe_Welma
https://doi.org/10.1038/sj.jp.7200444
https://wiredspace.wits.ac.za/bitstream/handle/10539/25338/ML%20BUTLER%20(MSC.%20OT)-%20THE%20SELF-R
https://wiredspace.wits.ac.za/bitstream/handle/10539/25338/ML%20BUTLER%20(MSC.%20OT)-%20THE%20SELF-R
https://wiredspace.wits.ac.za/bitstream/handle/10539/25338/ML%20BUTLER%20(MSC.%20OT)-%20THE%20SELF-R
https://wiredspace.wits.ac.za/bitstream/handle/10539/25338/ML%20BUTLER%20(MSC.%20OT)-%20THE%20SELF-R
https://wiredspace.wits.ac.za/bitstream/handle/10539/25338/ML%20BUTLER%20(MSC.%20OT)-%20THE%20SELF-R
https://wiredspace.wits.ac.za/bitstream/handle/10539/25338/ML%20BUTLER%20(MSC.%20OT)-%20THE%20SELF-R
https://wiredspace.wits.ac.za/bitstream/handle/10539/25338/ML%20BUTLER%20(MSC.%20OT)-%20THE%20SELF-R


South African  Journal of Occupational Therapy  |  Volume 53 Number 2, August 2023 © SA Journal of Occupational Therapy85

knowledge, attitudes, practices and barriers among 

paediatric occupational therapists in the United Kingdom. 

British Journal of Occupational Therapy. 2010; 73(5):200-9. 

https://doi.org/10.4276/030802210x12734991664147

28. Petzold A, Korner-Bitensky N, Salbach NM, Ahmed S, Menon 

A, Ogourtsova T. Increasing knowledge of best practices for 

occupational therapists treating post-stroke unilateral spatial 

neglect: Results of a knowledge-translation intervention 

study. Journal of Rehabilitation Medicine. 2012; 44(2):118-24. 

https://doi.org/10.2340/16501977-0910

29. Menon A, Korner-Bitensky N, Kastner M, McKibbon K, Straus S. 

Strategies for rehabilitation professionals to move evidence-

based knowledge into practice: A systematic review. Journal 

of Rehabilitation Medicine. 2009; 41(13):1024-32. 

https://doi.org/10.2340/16501977-0451

30. Green L, Gorenflo DW, Wyszewianski L. Validating an 

instrument for selecting interventions to change physician 

practice patterns. J Fam Pract. 2002; 51(11):938-42.

31. Tong A, Sainsbury P, Craig J. Consolidated criteria for 

reporting qualitative research (COREQ): A 32-item 

checklist for interviews and focus groups. International 

Journal for Quality in Health Care. 2007; 19(6):349-57.      

https://doi.org/10.1093/intqhc/mzm042

32. Govender P. Identifying and bridging the knowledge-to-

practice gaps in rehabilitation professionals working with 

at-risk infants in the public health sector of South Africa: A 

multimethod study protocol. BMJ Open. 2021; 11(5):e039242. 

https://doi: 10.1136/bmjopen-2020-039242

33. Ludema JD, Cooperrider DL, Barrett FJ. Appreciative inquiry: 

The power of the unconditional positive question. Handbook 

of Action Research. 2006:155-65. 

34. Guest G, Bunce A, Johnson L. How many interviews are 

enough? An experiment with data saturation and variability. 

Field Methods. 2006; 18(1):59-82. 

https://doi.org/10.1177/1525822x05279903

35. Creswell JW, Creswell JD. Research design: Qualitative, 

quantitative, and mixed methods approaches: Sage 

Publications; 2017.

36. Braun V, Clarke V. Using thematic analysis in psychology. 

Qualitative Research in Psychology. 2006; 3(2):77-101. 

https://doi.org/10.1191/1478088706qp063oa

37. Fereday J, Muir-Cochrane E. Demonstrating rigor using 

thematic analysis: A hybrid approach of inductive and 

deductive coding and theme development. International 

Journal of Qualitative Methods. 2006; 5(1):80-92.  

https://doi.org/10.1177/160940690600500107

38. Koch T. Establishing rigour in qualitative research: The 

decision trail. Journal of Advanced Nursing. 1994; 19(5):976-86.

      https://doi.org/10.1111/j.1365-2648.1994.tb01177.x

39. Wallin L, Eriksson M. Newborn individual development care 

and assessment program (NIDCAP): A systematic review of 

the literature. Worldviews on Evidence-Based Nursing. 2009; 

6(2):54-69. https://doi.org/10.1111/j.1741-6787.2009.00150.x

40. Legendre V, Burtner PA, Martinez KL, Crowe TK. 

The evolving practice of developmental care in 

the neonatal unit: A systematic review. Physical & 

Occupational Therapy in Pediatrics. 2011; 31(3):315-38. 

https://doi.org/10.3109/01942638.2011.556697

41. Shung-King M, Lake L, Sanders D, Hendricks Me. Child, 

and adolescent health: Leave no one behind. Cape Town: 

Children’s Institute: University of Cape Town, 2019. 

         https://doi.org/10.7196/sajch.2020.v14i4.01853

42. Hodgetts S, Hollis V, Triska O, Dennis S, Madill H, Taylor E. 

Occupational therapy students' and graduates' satisfaction 

with professional education and preparedness for practice. 

Canadian Journal of Occupational Therapy. 2007; 74(3):148-

60. https://doi.org/10.1177/000841740707400303 

43. Robertson DM. Critical thinking and clinical reasoning in 

new graduate occupational therapists: A phenomenological 

study. 2012.

44. Müller M, Myburgh A, Stock R. The training and role of 

occupational therapists in South African neonatal intensive 

care units. [Unpublished]. University of the Witwatersrand 

Faculty of Health Sciences, School of Therapeutic Sciences: 

Johannesburg; 2016

45. van Wyk H, de Beer M. Inter-professional education: 

Healthcare students' experiences. South African Journal of 

Occupational Therapy. 2017; 47(2):35-40. 

https://doi.org/10.17159/231-3833/1017/v47n2a6

46. King G, Strachan D, Tucker M, Duwyn B, Desserud S, 

Shillington M. The application of a transdisciplinary model for 

early intervention services. Infants & Young Children. 2009; 

22(3):211-23. https://doi.org/10.1097/iyc.0b013e3181abe1c3

47. Vachon B, Durand MJ, LeBlanc J. Using reflective 

learning to improve the impact of continuing education 

in the context of work rehabilitation. Advances 

in Health Sciences Education. 2010; 15(3):329-48.   

https://doi.org/10.1007/s10459-009-9200-4

48. Sharoff L. Integrating Youtube into the Nursing Curriculum. 

The Online Journal of Issues in Nursing. 2011; 16(3):1-6.

49. Als H, Lester BM, Tronick EZ, Brazelton TB. Toward a research 

instrument for the assessment of preterm infants’ behavior 

(APIB). Theory and Research in Behavioral Pediatrics: 

Springer; 1982. p. 35-132. 

https://doi.org/10.1007/978-1-4899-0442-3_2

50. York SJ, Rencken G, Ogunlana MO, Dawood A, Govender 

P. Expert opinions on knowledge-translation interventions 

for occupational therapists working with neonates in South 

Africa: A delphi study. Health SA Gesondheid. 2022. 27-10.

https://doi:10.4102/hsag.v27i0.1724



Volume 53 Number 2, August 2023   |  South African  Journal of Occupational Therapy© SA Journal of Occupational Therapy 86

AUTHORS
Fasloen Adamsa,b

https://orcid.org/0000-0001-6742-3727
Daleen Casteleijnb

https://orcid.org/0000-0002-0611-8662

AFFILIATIONS
a Division of Occupational Therapy, Department 
of Health and Rehabilitation Sciences, Faculty 
of Medicine and Health Sciences, Stellenbosch 
University, South Africa.
b Department of Occupational Therapy School 
of Therapeutic Sciences, University of the 
Witwatersrand, Johannesburg, South Africa.

CORRESPONDING AUTHOR
Daleen Casteleijn
Daleencastleijn61@gmail.com

KEYWORDS
collective participation, co-occupation, 
VdTMoCA, creative ability, occupational therapy, 
health programmes 

HOW TO CITE THIS ARTICLE
Adams F, Casteleijn D.  Assessment of 
participation in collective occupations: Domains 
and items. South African Journal of Occupational 
Therapy. Vol 53 No2, August 2023. 
DOI: https://doi.org/10.17159/2310-3833/2023/
vol53n2a9

ARTICLE HISTORY
Received: January 2021
Reviewed: May 2022
Revised: June 2022
Accepted: Nov 2022
Published: August 2023

EDITOR
Blanche Pretorius
https://orcid.org/0000-0002-3543-0743     

DATA AVAILABLITY
Upon reasonable request from the 
corresponding author.

FUNDING
No funding was received for this research.

©Published under a Creative Commons License   
Creative Commons License 4.0 

ISSN On-line 2310-3833

INTRODUCTION
When the concepts of collective occupation emerged in occupational science theory, 
it was linked to the social development of human beings including the need to belong 
or be part of a collective1 , 2.  An important consideration in occupational therapy is 
the benefits of people participating in collective occupations and maintaining this 
ability2 , 3 , 4 , 5. Collective action and/or collective participation in occupations is seen as 
a powerful concept for communities to change their situation for the better. Linking to 
this, as a profession, occupational therapy can contribute to addressing determinants 
of health and to decrease social inequality by facilitating occupational participation. 
This role is often performed in a primary level of health care and community-based 
settings and includes working with individuals and collectives  through health 
promotion and prevention programmes6.    

In South Africa, services in communities and social development sectors4 , 7 , 8 focus 
not only on individuals but also on collectives of people to facilitate better health and 
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Introduction: Occupational therapists work with groups of people who 
engage in collective occupations to have a positive influence on their health 
and wellbeing. Although the concept of collective occupations is described 
and defined in occupational science literature, little has been done on specific 
assessment tools to guide clinicians on how well people are engaging in 
collective occupations.
Aim: This article describes the development of an assessment tool to assess 
participation in collective occupations in a South African context. 
Method: A mixed methods approach with a sequential exploratory design was 
used. Domains and items were generated from a literature review on collective 
occupations as well as semi-structured interviews with occupational therapy 
experts in community settings. Data were thematically analysed using a priori 
coding. The Vona du Toit Model of Creative ability was used to frame the coding. 
Domains and items emerged from the data.
Results: The result was the development of five domains and 19 items that 
could be used to measure and describe collective participation in occupations. 
Domains include collective’s motivation, ability to perform action, ability to 
form a collective, ability to produce and end product, emotional-cognitive 
functioning and collective relations.

Implications for practice:
To work with groups of people, clinicians not only need to understand the 
nature of collective participation but also need to understand why people 
participate in them. They should also have insight in the abilities needed to 
effectively participate as a collective. Understanding of a collective’s behaviour 
in the above-mentioned domains, could guide occupational therapists in 
planning intervention to enhance collective participation in occupations. The 
levels of collective participation could guide occupational therapists to gain 
insight into the potential and behaviour of collectives. Such understanding can 
enable effective intervention-, preventive- and promotive health programmes 
with collectives. 
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wellbeing. Additionally, many occupational therapists use 
community-based rehabilitation and development principles 
that advocate for intervention on a collective level rather than 
on an individual one. This focus on a collective level raises 
three concerns. Firstly, current profession-based theories, 
models and tools draw attention to the understanding of 
and working with the individual rather than with collectives9 , 

10 , 11 , 12 . Secondly, occupational therapy group related literature 
concentrates on therapeutic groups formed by clinicians. 
There is  little published in occupational therapy on naturally 
formed groups such as those formed by members itself due 
to shared needs 13  which are common to community and 
primary levels of care. Clinicians working with these groups are 
applying current theories and models to collectives without 
evidence to support the effectiveness of such application.  
Lastly, discourse around collective occupation has been 
focussed on definitions and descriptions of collective 
participation, with limited suggestions on classification and 
tools for measurement thereof4 .

 Several measurement tools are available to assess 
individual’s occupational performance14 . However, none have 
been developed with collective occupational participation 
in mind. Although there are  guidelines and measurement 
tools to describe community participation15 , none describe 
collective occupational participation. Similarly, group 
functioning scales and measurements of group processes, 
assess the group process from an individual point of view 
and do not emphasise the performance of the collective.

Fogelberg and Frauwirth16 developed a framework 
to describe collective participation in occupations as 
‘occupational systems’. They identified three levels to describe 
how occupation can be performed by collectives; group, 
community and at population level. Similarly, the Occupational 
Therapy Practice Framework17 describes performance patterns 
for groups and populations and includes group intervention as 
a type of occupational therapy intervention. Both frameworks 
give a brief description of collective behaviour on these levels, 
but these cannot be used to measure the ability or inability 
to collectively participate in occupations. There is thus an 
awareness of the importance of collective participation, 
but assessment and intervention guidelines of collective 
participation are areas that need further investigation.

The Vona du Toit Model of Creative ability (VdTMoCA) is a 
model often used by South African occupational therapists18. 
Although this model is used with individual clients, there 
are fundamental concepts in this model that recognise the 
importance of the collective. Du Toit 19 postulated that people 
on lower levels of creative ability are focused on egocentric 
needs while higher levels transcend the self and contribute 
towards communities and societies in a constructive, selfless 
way.  Higher levels of creative ability realise the benefits 
of working as a collective. Du Toit19:11 further explained 
mutuality as “being responsible together” and quoted 
Nel who said that “Man is only then a human being in his 
directedness towards other human beings”19:5. Humans thus 
have a need to communicate with others and to be part of 
a collective, but these needs only emerge from the level of 
Passive Participation (level four) and increase in quality and 
dimension in the higher levels.  The levels of creative ability 

show increasing amounts of motivation and action in people 
and these levels could be explored to measure collective 
participation in occupations.

Levels of community participation were described by 
Thomas and Thomas20  in five levels. The lowest level describes 
a community who receives services but contributes nothing 
in return (level 1), i.e. ‘passive action’, and then progress to 
a community where programmes are run by community 
members with financial and technical assistance (level 5), i.e. 
‘independent action’. These community participation levels 
are a general description and do not have specific items or 
descriptors for observations. Occupational therapists need 
a comprehensive assessment of the level of a collective’s 
participation in occupation. In addition, a scale with specific 
descriptors for each level on the scale, needs to be developed.   
This scale should also be based on a theoretical framework 
which speaks to the fundamental concepts of occupational 
science and occupational therapy.

This article reports on selected sections of a doctoral 
research study that aimed to develop and validate domains, 
items, and descriptors for levels of collective participation in 
occupations. 

METHODOLOGY

Research design
A mixed methods approach with a sequential exploratory 
design21  was used for the larger doctoral study. Phase 1 of 
the research was the ‘conceptualisation phase’ where the 
construct of collective participation was explored. The 
findings from the conceptualisation phase were used in 
the second phase which was the ‘operationalisation phase’. 
The development of the domains and items in phase 2 
and 3 of the study were guided by a process suggested by 
Hudak, Amadio and Bombardier2   namely:  domain and item 
generation, item reduction and  validation of items.  In this 
phase, domains and items were generated and framed by 
the VdTMoCA19. The third phase of the research validated the 
instrument and was reported in the original thesis 5  and is 
not included in this article.

Data collection procedure
In order to generate domains and items to assess collective 
participation in occupations, data were gathered through 
two sources namely: semi-structured interviews and a 
literature review.

Semi-structured interviews
Semi-structured interviews were used to explore participants’ 
perceptions of the concept of collective occupations and 
collective participation in occupations. Eleven participants 
were purposively selected to take part in the interviews. 
Occupational therapists who have worked in a primary 
health care or community setting for three or more years 
were invited to participate. Additionally, they had to be 
familiar with the concept of collective occupation and have 
experience in working in a community. This section of the 
research has already been reported in an article and the 
detailed information is available in Adams and Casteleijn4 . 
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Literature review
The second source of information was a literature review 
which followed the steps described by Brereton et al.23  as 
a guide. In Step 1, the review was planned by stating the 
research question and the review criteria were developed.  
The research question was two-fold:  firstly, how is collective 
participation defined in the literature and secondly, what 
are the characteristics and nature of collective occupation 
from occupational therapists’ point of view?  

A guide for reviewing the articles consisted of demographics 
of the article, type of article, the methodology followed and 
in the case of research articles, the detail of the sample, data 
collection and data analysis. Lastly, a comment was included 
on how the article linked to the research question of our study.  
Table I (adjacent) presents the guide.

Step 2 was the actual searching, identifying and selection of 
articles following the inclusion and exclusion criteria.  Inclusion 
criteria were that the article should have been written from 
an occupational science of occupational therapy perspective, 
collective participation should be the main focus of the article 
with specific reference to participation in occupations.  The 
articles should have contained clear definitions of collective 
participation.  Articles were excluded if the focus was on 
(a) critiquing individual participation in occupations and
(b) reporting on collective participation without discussion
characteristics of a collective from an occupational science
or occupational therapy perspective.

The search strategy occurred in three rounds with 
Boolean terms: Round one used the search term “collective 
occupation*”, the second search used the term “co-
occupation*” and the third search combined the terms “co-
occupation*” and “occupational science”.  The search time 
limit was 2006 to 2015 as the study concluded in 2015.  After 
the articles were identified, the first author completed the 
review guide (Table I. adjacent) for each article. The second 
author cross-checked 30% of the articles, using the same 
review guide to ensure that the review process was accurate.  

Step 3 was to extract the data to answer the research 
question and to document the findings. This was the analysis 
part of the literature review and is described below under 
data analysis.

Selection of domains and items for assessment of 
collective participation in occupations
After data were collected from the two sources: semi-
structured interview and a literature review, the findings were 
tabulated.  This information was then used to generate items 
for the assessment of collective participation.

Data Analysis
Semi-structured interviews were thematically analysed 
and findings were reported in Adams and Casteleijn4. Data 
analysis of the literature review comprised a description 
of the demographic information of the articles that were 
generated after the three rounds of searches. Data were 
extracted from the articles by identifying concepts used 
to define and describe the characteristics of collective 
participation in occupations.  Descriptions of core 
characteristics of collective participation from the authors’ 

Table I:  Review guide for included articles

Article characteristics Options Comments

Author(s): 

Reference: 

Type of article 
Editorial/
Opinion/
Research 

Phenomena/interest 
explored 

Qualification of 
author(s) 

Setting 

Methodology 

Is the evidence 
provided? 

Theory-based 
/ Experience-
based

Inclusion of literature 

Relevant to 
phenomena 
under 
investigation 

Relevant to 
occupational 
science 

Inclusion of 
research results 

If the type of article 
classifies as a research 
article 

Research 
methodology 

Congruity 
with research 
question and 
objectives of 
study

Participants Demographics 
and number

Data gathering 
method(s)

Congruity 
with research 
question and 
objectives of 
study

Data analysis

Congruity with 
methodology

Comprehensive 
description of 
results evident 
including voices 
of participants

Was ethical 
permission 
obtained and 
were ethical 
considerations 
adhered to? 

Is the link evident 
between results 
and conclusions 
drawn? 

General Special notes or 
observations

Relevance to research 
project

Conceptual 
definitions, 
possible items
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perspectives were noted and described.  
Possible domains and items were generated from the 

findings of the semi-structured interviews and literature 
review and then tabulated.  Domains were taken from 
constructs in the VdTMoCA.  The constructs included 
motivation, action, ability to handle tools, objects and 
materials in the environment, ability to relate to others, ability 
to show initiative, ability to exert effort, ability to control 
anxiety, ability to produce an end-product.  This model was 
selected to frame the domains in an occupational therapy 
perspective since it is a commonly used model in South 
Africa. The authors also are of the opinion that there are a few 
fundamental concepts that align with actions of collective 
participation and should be explored.  Furthermore, the 
model already describes levels of motivation and action in 
individuals and the researchers believed that the levels may 
also be suitable for levels of collective participation.  

To reduce items, the same framework as for domains were 
used.  Deductive content analysis was done by constantly 
comparing each possible item with the nine constructs 
suggested by du Toit.  If an item fit into a construct for 
example, the ‘ability to show initiative’ fits the construct of 
initiative in the VdTMoCA, it was retained.  If the item was 
similar to another item or did not fit into any of the constructs, 
it was deleted.  When all the items were deliberated, the final 
set of items were allocated to domains.  Domain names were 
selected from the VdTMoCA but adapted if the literature 
review and semi-structured interviews came up with a more 
suitable name for a domain.

Ethical clearance for the entire study was obtained from the 
Human Research Ethics Committee of the Faculty of Health 
Sciences of the University of the Witwatersrand. The ethics 
number is M110219. 

RESULTS

Literature review findings
Initially, 82 articles were identified, but on review only five 
articles adhered to the search parameters. The diverse 
definition of the word ‘occupation’ was found to be 
problematic when searching literature due to the various 
interpretations of it. Two additional articles that were 
not identified in the initial searches were identified by a 
colleague. One transcribed verbal conference paper was 
also added. All the identified articles were reviewed in order 
to extract and synthesise relevant data. Table II (above) 
presents the eight documents that were used for data 
extraction.

All the articles were published in the Journal of Occupational 
Science between 2009 and 2015. Only one article was a 
research article that used narrative analysis with one case 
study. Five articles were opinion pieces and one guest editorial 
which was a summary of the articles on collective occupations 
and co-occupations published in 2009 (volume 3) in the 
Journal of Occupational Science. Due to the low number 
of appropriate articles, a transcribed verbal presentation 
on collective participation at the World Federation of 
Occupational Therapy Congress in Chile in 2010 was included.  
It was difficult to judge the quality of the papers due to the 
narrative and qualitative descriptions but useful information 
for the purpose of generating items could be extracted. The 
first valuable concept was how and why collective occupations 
or co-occupations emerged in occupational therapy. There 
was an unease among occupational scientists with the focus 
on the individual persons engaging in occupations with little 
attention to socio-political and social justice matters that 
affect occupational participation2 , 28. 

Table II:  Documents selected for the literature review

Title Author(s) Reference Type of article

Guest editorial (no title) Noralyn Davel Pickens and 
Kris Pizur-Barnekow

Journal of Occupational 
Science, 2009, 16(3), pp 
138-139.24 

Guest editorial 

Co-occupation: Extending the dialogue Noralyn Davel Pickens and 
Kris Pizur-Barnekow 

Journal of Occupational 
Science, 2009, 16(3), pp 
151-156.25  

Opinion piece 

Co-occupation: The challenges of defining 
concepts original to occupational science 

Doris Pierce Journal of Occupational 
Science, 2009, 16(3), pp 
203-207.2 

Opinion piece 

A complexity science approach to occupation: 
Moving beyond the individual 

Donald Fogelberg and Stacy 
Frauwirth 

Journal of Occupational 
Science, 2010, 17(3), pp 
131-139.16 

Opinion piece 

Learning to promote occupational development 
through co-occupation 

Pollie Price and Stephanie 
Miner Stephenson 

Journal of Occupational 
Science, 2009, 16(3), pp 
180-186.26  

Research article 

Explaining collective occupations from a human 
relations perspective: Bridging the individual-
collective dichotomy 

Elelwani Ramugondo and 
Frank Kronenberg 

Journal of Occupational 
Science, 2015, 22 (1), pp 
3-16.27  

Opinion piece 

Enacting the critical potential of occupational 
science: Problemizing the ‘individualizing of 
occupation’ 

Debbie Laliberte Rudman Journal of Occupational 
Science, 2013: 20(4), pg. 
298-313.28 

Opinion piece 

Collective occupations: A 
vehicle for building and maintaining work 
relationships

Elelwani Ramugondo and 
Frank Kronenberg 

Verbal presentation. 
World Federation of 
Occupational Therapy 
Congress. Santiago, 
Chile, 2010.29 

Transcription of a 
verbal conference 
presentation
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The term ‘co-occupation’ was described by many of the 
authors and refers to a high level of interaction of two or 
more people engaging in occupation. This engagement does 
not need to be in the same space or same time but should 
shape or influence those involved in the co-occupation2 , 25 , 26. 

The term ‘collective participation’ was also used by many 
of the authors. Ramugondo and Kronenberg27  mentioned 
that intentionality behind the occupations needs to be 
acknowledged in any collective engagements. Their 
definition of collective participation was informative and 
comprehensive and explained it as “occupations that are 
engaged in by groups, communities and/or populations in 
everyday contexts, and may reflect the need for belonging, 
and a collective intention towards social cohesion or 
dysfunction” Ramugondo and Kronenberg29:12.  This definition 
of collective participation is thus more comprehensive than 
co-occupations.

Both Pierce2  and Ramugondo and Kronenberg27 , 29  pointed 
out that the intention to engage in a collective occupation 
may be constructive or destructive.  ‘Constructive collective 
occupations’ include a group of women who run a soup 
kitchen for homeless people while a ‘destructive collective 
occupation’ can be groups who destroy infrastructure to 
voice their dissatisfaction and frustration. Other useful 

concepts were mentioned by Pickens and Pizur-Barnikow25  
when they stated that a collective usually has shared 
emotionality (responds to others’ emotions), intentionality 
(understanding each other’s role and purpose) and 
physicality (reciprocal motor actions).  

Generation of domains and items
Concepts of collective occupation that derived from 
the literature review were combined with the concepts 
derived from the semi-structured interviews4. Due to space 
limitations, those findings are not repeated in this article.  
Altogether, 36 possible items were listed, 12 from the literature 
review and 24 from the semi-structured interviews 5.  These 
36 items were allocated to nine domains which were taken 
from constructs of the VdTMoCA (Figure 1a above). The 
first step in the development of the assessment was thus 
completed.  

Reduction of domains and items
The deductive content analysis eliminated 17 items and 
the final 19 items (Figure 2) were then allocated to five 
domains (Figure 1b, above). The domains are motivation, 
action, product, collective relations and emotive-cognitive 
functioning. 

Reflection and discussion of domains, their 
accompanying items and the process
This study proposes that motivation, action, product, 
collective relations, and emotive-cognitive functioning 
(Fig 1b) be used as the basis for assessment of participation 
in collective occupations. These domains are familiar to 
occupational therapists and are common domains in 
assessment of individual clients and although not yet 
applied to collective participation, they have the potential 
to accurately described the actions and behaviours of 
collectives.  This proposed domains, items and descriptors is 
a guide to clinicians to expand their understanding of these 
components in relation to collectives.

Initially, the study intended to use the nine constructs 
identified by du Toit as domains, however, through deductive 
content analysis of the data, these were reduced to five 
domains. By reducing the domains, the intention was to 
ensure that it is as practical as possible for occupational 

Figure 1b: Final domains    of  collective   participation

Figure 1a: Initial domains of collective participation   

Figure 2: Final domains and items allocated to each domain
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therapists to use in future.  The domains and items are 
discussed below.

Domain 1: Motivation
Motivation is defined as biological, social, emotional and/or 
cognitive forces that drive, guide, initiate and maintain goal-
directed behaviour 30 . It is considered to be the inner drive 
or internal state of a person that drives behaviour, action and 
initiation30. Motivation is dynamic  and is dependent on the 
stage of human development19 . 

The results of the thematic analysis of the semi-structured 
interviews linked the items of shared meaning and shared 
intentionality4 with collective motivation. Firstly, this means 
that a collective needs to have the intention to participate 
as a collective to address a problem or to achieve goals. This 
intention to participate acts as their motivator or drive to 
work collectively27 . Without a collective intention, collective 
motivation could be compromised. Shared meaning is one of 
the driving forces for shared intentionality. This means there 
needs to be a shared understanding of why individuals have 
to participate collectively in occupations. 

Questions that one can explore to identify the motivation 
of a collective may include what drives the collective to 
engage in specific occupations, what is their intention that 
drives the behaviour? It is also important to ask what the 
shared meaning that the collective experience is when they 
are motivated to engage in certain occupations.

Domain 2: Action
Action is defined as “the exertion of mental and physical 
effort which results in occupational behaviour”19:7. It is a 
process of being active or doing something and thereby 
translating motivation into effort. According to the VdTMoCA, 
motivation drives action and action results in doing and in 
the case of collective action, it leads to co-creation. 

Through thematic analysis and the literature review, items 
allocated to this domain were; co-creating, symbiotic action, 
equal action or symmetrical action, shared space and time,  
a collective’s ability to take initiative, ability to exert effort 
and lastly, the ability to handle tools and resources . Effort is a 
subjective feeling of exerting one’s self in activity participation31 
and implies the use of energy (physical or mental) to do or 
produce something. A person thus exerts physical or mental 
effort to perform action and this also applies to a collective 
who need to put in effort to get things done. 

Findings of step 1 of this research defined co-creation as “an 
active process where people in a collective create together”4:84 
. This ‘creating together’ and the outcomes of it should be 
beneficial to all parties involved, it is thus symbiotic in nature 
which implies that the effort that is exerted by all involved, 
should be equal or symmetrical in nature. When linking this 
information to the definition of action mentioned above, it 
can be said that collective participation in occupations is the 
exertion of collective mental and physical effort which results 
in occupational behavior. 

Within collective action, the collective should be able to 
take initiative thus starting and maintaining action and plans 
to achieve goals. Initiative is self-direction and self-application 
in activity participation usually in a new situation19. In laymen’s 

terms, initiative refers to a new plan or process to accomplish a 
goal or solve a problem32 . In the context of a collective, 
initiative is related to a collective’s readiness to take action 
and apply themselves to make the best decision in new 
situations. The level of the collective will determine whether 
they are able to take initiative or whether they are dependent 
on leadership for this. 

Results from the literature review suggest that shared 
physical space and time is needed for collective participation 
in occupations, although Pierce2   contradicts this information 
by saying that shared space is not essential. However, there 
is evidence in psychology literature that highlights the 
importance of a shared space and time for collective action33 .  

Handling of tools and resources is related to the manipulation 
and use tools and of resources within the community in which 
the collective is situated. The use of tools and resources is 
important for action19 . The absence of tools and materials 
could influence collective action negatively, however, to 
understand the collective participation of a specific collective 
one also needs to observe at how they handle tools and 
resources as the collective. Several questions need to be 
asked. For example: Are they using it for the benefit of the 
collective or only to the benefit of some individuals in the 
collective? Are they using tools for the benefit of the collective 
or more for the benefit of achieving outcomes related to all in 
the community? Additionally, are they only using the tools and 
resources within the collective or are they also using available 
tools and resources outside of the collective?

Domain 3: Product
A product is something that is made or achieved by humans, 
or produced through an industrial process, or something 
that is grown through a natural process32 . It is the outcome 
or consequence of action and effort. The product can be 
tangible or intangible. Within a collective the product should 
be related to their purpose (what they wanted to achieve) 
and their collective formation. The product of the collective is 
related to their vision and goals, meaning the collective action 
they participated in is aimed at achieving their vision and goals. 

Forming of a collective can be a product, but also an end 
result of a process (the process of collective formation). The 
mere formation of a collective could be a product if it is 
related to their goals. For example, women with disability 
forming a support group. The collective’s intention was to start 
a group where women with disabilities could support each 
other. Thus, collective formation was part of this intention 
and vision. How and why the collective formed as well as how 
involved external facilitators and /or community leaders were 
in this process, could enhance understanding of collective 
participation. 

Domain 4: Collective relations
This domain focusses on relations or associations between 

members in the collective. It includes how the collective 
relates to other collectives in their community. For example, 
how a collective liaises with other collectives to achieve 
objectives or gain information. The items of this domain all 
emerged from the thematic analysis of the semi-structured 
interviews which were  interaction, cohesion, communication, 

https://dictionary.cambridge.org/dictionary/english/plan
https://dictionary.cambridge.org/dictionary/english/process
https://dictionary.cambridge.org/dictionary/english/achieve
https://dictionary.cambridge.org/dictionary/english/solve
https://dictionary.cambridge.org/dictionary/english/problem
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mutual responsibility and mutual accountability 4. 
Interaction is mutual or reciprocal participation. Meaning 

that members in the collective need to respond to each 
other’s communication and/or actions. This response is 
reciprocal in nature and not only one person acting and 
communicating.  It is similar to the symmetrical co-creation 
that was described earlier. Without the interaction there is no 
collective participation. This needs to be an active process 
as people need to respond to each other. Preferably, there 
needs to be mutual benefit and the relationship needs to be 
symbiotic. Interaction also needs to be part of the values of 
the collective and needs to occur continuously for a collective 
to be successful. Initially this might be leadership driven but 
as a collective develops and their cohesiveness is established, 
members should be more comfortable interacting without 
the intervention of the leader34. 

Cohesion was described by participants in the semi-
structured interviews as a connection that is crucial for 
collective participation4. The level of cohesion within a 
collective will enhance elements of effort, action, motivation, 
and relations, to name a few. Cohesion is depended on 
members connecting with others, mutual vulnerabilities and 
needs that facilitates a need to connect and working together. 
There is a link between connecting with another (cohesion) 
and co-creating. Successful participation in a collective and 
co-creating can increase cohesion in a collective positively. 
Similarly, cohesion can make it easier for members of a 
collective to co-create or participate collectively. 

Mutual accountability is where members of a collective 
consider themselves to be answerable to each other in the 
collective. This could be a personal value of the individuals in 
a collective but can also be part of a collective’s norms and 
values. For mutual accountability to be successful, members 
in the collective need to accept responsibility (mutual 
responsibility) and account for their part. As a collective, they 
also must be accountable for the actions and results of their 
collective actions. Additionally, individual members and the 
collective as a whole must accept the obligation and duty to 
contribute to the achievement of the goals for the collective 
itself or for the collective’s community4 .

Lastly, communication, which is defined as the exchange of 
thoughts and ideas is important for collective participation 
as without this interaction, cohesion and co-creating is not 
possible. The act of communicating includes not only verbal 
and non-verbal communication skills but listening skills as 
well4 . Again, dependency on leadership needs to be explored 
here.  The following questions need to be answered: Can the 
collective communicate appropriately without guidance 
of a leader? Do they all communicate with each other or is 
communication more between members and the leader of 
the collective? Are there dominant members that do all the 
talking?

Domain 5: Emotive-cognitive functioning
This domain focusses on how the collective handles 

situations on an emotional level for example, handling 
of anxiety and conflict as well as their collective problem-
solving and decision-making abilities.  The balance between 
cognitive and emotive abilities could provide insight into 

the collective functioning. For example, can a collective 
control their emotions and affect to the benefit of collective 
decision-making and problem solving?

Additionally, participants suggested that openness of a 
collective to new members, situations and ideas also need to 
be explored. It was felt that the more confident and cohesive 
a group is, the more open they will be. Insecurities within 
collectives could influence this negatively4. This is similar to 
the VdTMoCA that suggests handling of situations and anxiety 
as important to consider when assessing individual clients19 
. Additionally, participants in the semi-structured interviews 
suggested that exploration of how collectives handle conflict 
situations, problem solving, and decision making should be 
considered when assessing collective participation4.  

Questions that need to be explored here are: Is the 
collective aware of the need for decision making, problem-
solving and conflict management? Can they do this as a 
collective or is it driven by the leader or dominant members. 
The five domains with its allocated items should not be viewed 
as separate constructs. From the discussion above, it is clear 
that different items influence each other across domains.  
One should thus be mindful of interactions between items 
and this will differ from collective to collective.

When comparing the suggested domains and items 
from this study to other measuring tools for collectives, 
there are some similarities. For example, the Group Climate 
Questionnaire is a self-report tool that aims to measure 
individual group member’s opinions of the group’s 
therapeutic environment35. Although it focusses on the 
individual point of view, it does include engagement and 
conflict management as domains and items for evaluation, 
which has similarities to this study. Similarly, the Curative 
Climate Instrument is also a self-report measurement that 
measures the helpfulness of therapeutic factors36 utilised 
in group therapy. This measurement tool focusses on the 
individual perspective, however it does include cohesion, 
and group belonging as part of the items, which is similar 
to this study.

This article does not present the observable actions for 
each item due to space. Adams5 describes observable 
actions for each item on the levels of creative ability from 
self-differentiation to contribution level which can be viewed 
in the original PhD thesis5.

Implications of the research
This research holds numerous benefits for occupational 
therapists working with collectives. Occupational therapists 
are familiar with and often work with therapeutic groups that 
are formed by clinicians to achieve common aims amongst 
individuals13 , 34, however, we are less familiar with groups as 
collectives in communities. These therapeutic groups often 
focus on individual clients and not on the achievement of 
collective goals. This research suggests naturally formed 
groups (formed by the members for achievement of 
collective and individual outcomes), that are more focused 
on the collective than on the individual are becoming a 
familiar intervention strategy in occupational therapy4. 

Occupational therapists working in community-based 
settings, often work with groups within communities 
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who choose to or are forced to participate in collective 
occupations to enhance the health and wellbeing of the 
group or community. To achieve this, occupational therapists 
do not only have to understand the nature of collective 
participation but also need to understand why people 
participate in them, and understand what abilities are needed 
to effectively participate as a collective. Understanding of 
a collective’s motivation, ability to perform action, ability 
to form a collective, ability to produce and end product, 
emotional-cognitive functioning and collective relations 
could guide occupational therapists in planning intervention 
to facilitate collective participation in occupations. 

The formulation of five descriptors for levels of collective 
participation according to the identified domains and 19 items 
allows clinicians to determine the current level of functioning 
of a collective on seven levels. Using VdTMoCA guidelines can 
then be used for planning community intervention. 

Now that the descriptors of levels for collective participation 
have been developed, field testing by clinicians needs to take 
place. Additionally, further exploration of how these domains 
and items will be assessed in practice, is needed. 

Limitations of the study
The literature review could have followed the steps of a 
scoping review but at the time of the planning of the study 
an adapted systematic review was selected before we had 
knowledge of which types of studies would have been found. 
The time frame for publications for the literature review fell in 
the time when the PhD study was done.  Several publications 
after 2015 about collective occupations were published 
which could have been included. It is recommended 
that an updated scoping review should be completed to 
update the findings and for consideration for inclusion in 
the assessment tool. 

CONCLUSION
Through this research project domains and items for the 
understanding of collective participation were developed. 
Five domains namely motivation, action, relations, product 
and emotional-cognitive functioning were developed. 
Collectively the domains have 19 associated items. The 
VdTMoCA was used to guide the development of domains 
and items. 

This study brings together occupational therapy 
epistemology and African philosophy.  The understanding 
that humans find purpose in communicating with their fellow 
man19, and are inextricably connected with each other27 should 
shift our focus from individual to collective participation in 
occupations. Collective participation is a common occurrence 
in South Africa. It is a dynamic process that sees symbiotic 
interaction between individuals and groups of individuals. 
The mutual vulnerabilities, visions, benefits, and accountability 
within collectives create a change agent that could surpasses 
the effectiveness of individuality.

A healthy collective holds the potential to benefit 
individual within the group as well as the collective as a 
whole. Understanding a collective is the bedrock of effective 
intervention to address and solve many of the problems 
affecting the health of all South Africans.  This study developed 

domains and items that can be used to understand a 
collective’s participation in occupations. This would enable 
occupational therapists to harness the power of collectives.
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INTRODUCTION
Employee wellness is central to meaningful engagement in work 
occupations and contributes positively to conflict resolution, stress 
management and productivity in the workplace1. An employee who 
experiences wellness in the workplace will thus act accordingly with 
confidence; demonstrate emotional regulation skills, creativity, and 
resilience. This sentiment is supported by the South African Framework 
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for the Employee Health and Wellness in Public Service1, 
which stives to support healthy and productive employees. 
Employee wellness manifests through physical, intellectual, 
social, emotional, spiritual, moral, ethical and occupational 
well-being1:291.

Factors influencing wellness have been identified as 
a person’s cultural-, personal and temporal context and 
environment, meaningful occupational engagement2,3, 
pos i t ive emotions , engagement , re lat ionships , 
accomplishments4, work demands, and organizational 
influences1 to name a few. These factors are all subjective 
to the person and depend on the internal and external 
resources of the person1.

As occupational therapists we focus on the health and 
wellness of our clients, but do we afford ourselves the 
same focus? How mindful are occupational therapist of 
the factors influencing their wellness and their responses to 
those factors? In response to growing concerns regarding 
wellness of occupational therapists, OTASA conducted an 
online survey during 2020 to obtain an understanding of 
the perceptions of occupational therapy staff regarding 
their wellness.

SURVEY RESULTS
A total of 562 responses to the survey were received. The 
results of the survey are presented below.

Demographic information
The demographic information regarding the respondents 
is presented in Table I (adjacent).

Employment sector
In terms of employment sector, most of the respondents 
reported working in the private sector (64.41%), of which 
most worked in private practice (58.72%) and for private 
hospital groups (4.09%). Many respondents reported working 
in the public sector (35.94%) of which most worked in the 
Department of Health (20.28%), Department of Education 
(9.79%), and the Road Accident Fund (5.16%). The respondents 
who reported working in Higher education accounted for 
6.41%.

Geographical location
Approximately 80% of the respondents were employed in 
three provinces, namely Gauteng (51.15%), Western Cape 
(18.12%) and KwaZulu-Natal (10.48%).

Years of experience
The majority of respondents had up to ten years of 
experience (38.37%), of which most had between one and 
five years of experience (23.27%) and the remainder had 
worked as occupational therapists for between six and ten 
years (15.10%). The percentage of respondents generally 
decreased with increasing number of years of experience, 
with 29.13% reporting having worked for between eleven and 
twenty years, 20.60% reporting having worked for between 
twenty-one and thirty years, and 11.37% reporting having 
worked for more than thirty years respectively.
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Personal life
The majority of the respondents were married (61.46%), 
female (97.69%) and had no dependents (43.69%) or two 
dependents (27.18%)

Health and wellbeing
Physical health and wellbeing
As shown in Figure 1 (page 96)  most respondents rated their 
general health and wellbeing as good, while many rated it 
as fair. Only a limited number of respondents rated their 
general health and wellbeing as excellent.

Most respondents rated their weight as normal, while 
some indicated they were slightly overweight. Similarly, 
many respondents indicated that they followed a healthy 
and balanced diet most of the time, while most reported that 
their diets could be improved. Drinking water on a regular 
basis “most of the time” was reported by the majority of the 
respondents, while many reported doing so for “more than 
eighty percent of the time”.

With regards to having an active lifestyle and exercising 
regularly, most respondents indicated they exercised 
approximately once or twice weekly, while many stated that 
they exercised three or more times per week. Of concern 
was the significant number of respondents who indicated 

they exercised twice a month or less.
In terms of sleep and rest, many respondents reported 

sleeping well and waking up rested most of the time, while 
a number indicated only sometimes sleeping well and 
waking up rested.

Mental health and wellbeing
A visual presentation of mental health and wellbeing, social 
support, and financial status is presented in Figure 2 (above).

It was of concern that feeling anxious and afraid up to 
twice weekly was reported by most respondents, and that 
many respondents experienced these feelings up to three 
times daily. On the other hand, many respondents reported 
not having feelings of fear or anxiety at all (24.09%).

Irritability was being experienced up to twice weekly 
by most of the respondents, while many others reported 
experiencing irritability more than three times daily. A lack of 
energy and motivation was experienced up to twice weekly 
by most respondents, while these feelings were experienced 
more than three times daily by numerous others. Stress 
and feelings of being overwhelmed or overloaded were 
experienced up to twice weekly by half of the respondents, 
while a third of the respondents experienced these feelings 
more than three times per day.

Figure 1: Physical health and wellbeing.

Figure 2: Mental health and wellbeing, social support and financial status.
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Social support
Half of the respondents indicated that they always had good 
family support systems, while many others reported that 
they often had good family support systems. In addition, 
more than half of the respondents reported that they often 
visit family and friends, while a small percentage did so all 
of the time.

Most respondents often participated in hobbies or 
activities that they enjoyed, while relatively few reported 
that they did so all the time. It was of concern, particularly 
given the philosophical basis of the profession, that many 
respondents rarely participated in hobbies or activities that 
they enjoyed (35.47%).

Financial status
An equal percentage of respondents reported that they were 
either debt-free and did not require any financial assistance 
or that they did sometimes worry about financial matters.

Work environment
The work environment consists of utilisation of leave 
benefits, physical work environment, organisational climate, 
and access to workplace wellness programme (see Figure 
3 above).

Utilisation of leave benefits
The results showed that most respondents took up to ten 
days of voluntary vacation leave during the year prior to the 
survey (43.33%), while just over a third of them took between 
11 and twenty days of vacation leave during the same period 
(27.85%).

Sick leave benefits did not appear to be over-utilised, with 
most respondents taking up to ten days of sick leave due to 
illness (48.75%), while a similar number reported having taken 
no sick leave during the same period (42.6%).

Physical work environment
Several of the physical work environment factors were 

identified as contributing a great deal to stress, namely 
access to transport, access to telephone and email facilities 
and adequate access to the internet. Adequate access to 
therapeutic equipment and having a manageable workload 
were reported to contribute a fair amount to stress.

Organisational climate
Most respondents indicated that they enjoyeded their work 
and felt that they were making a positive contribution. 
Working relationships with managers (41.81%) and with 
colleagues (66.67%) were reported to be good most of the 
time. In addition, an equal number of respondents indicated 
that the opportunity to discuss issues and solve problems 
as a team was rated as somewhat good and good most of 
the time.

Access to workplace wellness programme
It was notable that most respondents indicated not having 
access to a workplace wellness programme, while numerous 
respondents reported having some access to such services.

Summary of results
Occupational therapists in South Africa work in all sectors 
at present but are predominantly employed in private 
practice and the Department of Health. Physical health and 
wellbeing, access to social support, as well as organisational 
culture appear to be strengths, which may contribute to 
wellness of occupational therapists. On the other hand, 
mental health, physical work environment (particularly 
access to transport and telecommunications) and limited 
utilisation of vacation leave appear to contribute negatively 
to their wellness. In addition, while fulfilling an essential role 
and providing service delivery often under challenging 
circumstances, occupational therapists appear to have 
limited access to employee wellness services.

STATEMENT OF POSITION
OTASA believes that all occupational therapists should 

Figure 3: Work environment.
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have access to basic employee wellness services. It is 
recommended that occupational therapists:
• Advocate for implementation of a minimum standard

of facility, telecommunications, transport and therapy
equipment across all occupational therapy services;

• Offer CPD events related to wellness strategies and
development of resilience;

• Offer access to contracted wellness services for members
working in the private sector;

• Advocate for provision of wellness services for
occupational therapists working in the public sector,

• Support research into the causative factors of work-
related stress for occupational therapists, which is
warranted to inform sustainable, customised and
contextually relevant wellness programmes.

CONCLUSION
OTASA is concerned that the results of the employee 
wellness survey point to significant wellness challenges 
within the South African occupational therapy fraternity. 
Employee wellness is essential to ensure that occupational 
therapists continue to provide quality services across all 
sectors.
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BOOK REVIEW

The author of The POWER of WOMEN, Dr Denis Mukwege is a medical 
doctor who studied at the University of Bujumbura in Burundi and 
specialised in gynaecology and obstetrics in France. He returned to 
work in his home country, first at Lemera and then at Panzi Hospital, 
which he founded in 1999. Through his work with survivors of rape, he 
has become a campaigner for women’s rights and has won a Nobel 
Peace Prize for his activism and work. 

The setting for this book is the Democratic Republic of Congo 
(DRC), described as ‘an area the size of Western Europe’ and ‘close 
to the middle of the world and the heart of Africa’.  Although the au-
thor is of the opinion that the book is not autobiographical, it reads 
like an autobiography, with the history of the former Belgian Congo 
and the DRC interwoven with the author’s personal and professional 
journey, and the lives of the women he is dedicated to healing. The 
book is interesting, and disconcerting, to read owing to the theme 
of rape, which runs through it. It is well-researched and detailed, and 
the reader must therefore digest it slowly. Dr Mukwege penned the 
book after he had spent two decades caring for and treating survi-
vors of sexual violence, and had received a Nobel Peace Prize for his 
work. He describes the Congo as a “window into the extreme end of 
the global scourge of sexual violence”. As per the 1955 census, life ex-
pectancy for women there was only 38 years, and childbearing was 
the main killer. In fact, the author’s parents had both lost their own 
mothers in childbirth. 

Mukwege was born in 1955 in a humble “shack” and grew up in Ba-
kavu, a fishing village on the shores of Lake Kivu in what was then 
the Belgian Congo. In 1983 he began his career as a student medical 
doctor at the Swedish Mission in Lemera where, almost immediately, 
he had to assist the only other doctor on site with surgery, often by 
flashlight. He began specialising in obstetrics after witnessing the ex-
tent of the rape and maternal health crises in rural Congo and being 
inspired by the extraordinary women he encountered there. Describ-
ing the start of his journey, he says, “There was no prenatal care, all 
births were home births with no medical expertise”. Also, “the hard-
ships of life fell disproportionally upon women,” who had no break 
from childcare, planting, cultivating, carrying of crops to markets and 
performing all domestic chores.

The author describes the consequences of “the neglect of women 
at the moment of childbirth where the design flaws of human anat-
omy forced them to risk their own lives to deliver new ones”. Often, 
women in obstructive labour were carried to hospital through the 
jungle for days. Women were dying for lack access to a caesarian sec-
tion, which caused birth complications like fistulae, incontinence, re-
productive difficulties and then stigma and rejection. In Congolese 
society men are traditionally not involved in the childbirth process 
and there are societal sexist beliefs that perpetuate the problems 
described in the book. The author describes himself as an accidental 
feminist, a campaigner and advocate for women’s rights, fighting the 
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“deadly lottery of childbirth.” His outrage at the violence 
inflicted on fellow human beings is evident in the book as 
is his deep appreciation for the opportunity he has had to 
“amplify the voices of those whose marginalization de-
nies them opportunities to tell their stories”.  

Mukwege explores the influences of gender-based vio-
lence in the Congo, including the impact of the Belgian 
colonial system on the weakening of matriarchal roles, 
and the Congolese wars. He describes how rape became 
normalised during times of war and women were often 
subjected to destructive pelvic gunshot injuries. Victims 
of this violence also suffered from psychological disor-
ders as a result the trauma and societal rejection, since 
they were often blamed for their medical conditions. The 
second half of the book describes the author’s response 
to these atrocities. He becomes involved in establishing 
holistic care for women in the DRC and raising awareness 
internationally. He trains previous rape victims as grass-
roots workers, to mentor other survivors. Mukwege’s case 
report of a teenage survivor of rape and obstructed child-
birth and her journey from survival to healing and a pur-
poseful, productive life is central to this book. 

The author saw that the extreme violence and disloca-
tion had a profound impact on many activities of daily liv-
ing of survivors and concluded that this required redress 
through a holistic treatment approach and advocacy. In 
an action that will resonate strongly with occupational 
therapists, the author facilitates the setting up of small-
scale activity and vocational training programmes for 
rape survivors, to promote physical and psychological 
healing and wellbeing through occupation. Rape survi-
vors could graduate and, where possible, return to their 
villages and reintegrate and transform their communi-
ties.

The reviewers were intrigued by the author’s explora-
tion of the question: ‘Why do men rape?’ His research 
proposes and dissects a host of possible precipitating 
circumstances: the role of mineral exploitation and the 
links between violence against women and the manufac-
ture of goods like the cars and mobile phones were two 
such examples. Dr Mukwege supports the view that posi-
tive masculinity prevents rape. He discusses how rape is 
prevalent in societies where there is a sense of male im-
punity due to judicial failings. In response, he set up a ju-
dicial clinic at Panzi Hospital, to assist women survivors in 
their legal rights and to train doctors in forensic medical 
reporting. Sadly, women and men who speak out about 
rape often pay a price for their bravery. Dr Mukwege was 
threatened by his own government when he attempted 
to make a speech about rape at the UN in 2011 and he sur-
vived an assassination attempt in 2012. 

Although this book is not an easy read because of the 
brutality of the topic and the amount of detail the book 
contains, it is truly inspiring. The author’s wholehearted 
advocacy for women and his practical efforts to deal ho-
listically with the impact of rape and obstructed child-
birth in women and girls in war torn central Africa, gives 
the reader a sense of hope that change can occur in 
Africa. The book is not only about Africa though; it con-

tains insights and interventions useful to all communities 
and countries across the globe. Occupational therapists 
working throughout Africa, and especially those in rural 
settings, will greatly benefit from reading The POWER of 
WOMEN. 
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BOOK REVIEW

Tom Chapman is a UK award winning barber, author, public speaker and 
international educator. After losing a friend to suicide, he embarked on 
a campaign to reduce the stigma surrounding male mental health and 
suicide prevention. In September 2015 he founded a group called the 
Lions Barber Collective (LBC), which is a group of international barbers 
raising awareness about suicide prevention and mental wellbeing. Tom 
Chapman believes that the barber’s shop is a safe environment for men 
to talk, as barbers and hairdressers are in a unique position to listen to 
people. The LBC group helps to raise awareness of mental illness and 
aims to prevent suicide by creating training that enables barbers to 
recognise, talk and listen for symptoms of depression.

The Review
The book is an easy read, written in layman’s English. The introduction 
speaks to understanding men’s health, how men typically engage in 
the health system, gender biases and that it is important to note men 
do experience emotion as much as women do, although they are often 
reluctant to show their vulnerable side and may not appear to struggle. 
Mr Chapman highlights how barbers are well positioned to listen and 
observe, and how men will visit the barber more often in a year than 
their GP or other health professionals. In this sense, barbers can better 
establish rapport with their clients, and men are able to open up about 
feelings of loneliness, self-medication, relationships and substance 
use. The author founded an international group called the Lions Barber 
Collective (LBC), which focuses on raising awareness about suicide 
prevention and mental wellbeing. The book is based on the four-step 
training programme, created by the author, and inspired by the LBC’s 
work. The reader is taken through the four steps chronologically. Each 
step is covered in a chapter and will guides the reader to:
• Recognise if someone is struggling with their mental health.
• Ask the right questions. 
• Listen in an engaged and empathetic manner, with patience and

without judgement. 
• Help through guiding the person to the appropriate/ relevant

resource.
 Although the title of the book gives the impression that it is focused 
on men, the content is relatable to all genders and can extend beyond 
the barber shop. What I enjoyed about the book was that it was not just 
theory but also included activities and opportunities for the reader to 
reflect on how they are using a skill or how they may apply the skill to a 
specific person. The book does not specifically speak to occupational 
therapists, but it did, however, resonate with me as an occupational 
therapist working in a psychiatric hospital and is applicable to all health 
care professionals. The content was a reminder to me of how to actively 
listen and ask the right questions to get clients to open up. As I read the 
book, I reflected on how occupational therapists are viewed within the 
health system and how the occupational therapy space tends to be one 
that offers comfort and a safe space. As in a barbershop, this creates 
opportunities for our clients to open up, disclose difficult emotions and 
talk about their fears and future plans. It is not uncommon to find clients 
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who will disclose suicidal ideations, trauma experiences, 
self-harm, and even homicidal ideations, to their treating 
occupational therapists whom they see regularly and with 
whom they have developed a trusting relationship. I found 
myself thinking about adolescents, the high rates of bullying 
and suicide amongst teens and how this age group, in a 
way, is similar to men and their reluctance to seek help. 
As occupational therapists, we are resourceful and are 
often positioned to recommend that our clients seek the 
appropriate assistance, therapy or intervention.  These are 
also the qualities promoted and described in this book. 

For me, the content of the book is relevant to all health 
professionals and can be used across cultural contexts. It 
is especially relevant to clients’ return to social contact. 
It serves as a reminder during times of increased stress, 
bullying and unemployment, to be mindful of those we 
engage with, so we are able to recognise, listen, ask for 
and offer help. Offering help does not mean we need to 
have the answers or that we will necessarily stop a nega-
tive outcome, but it may mean steering the person to-
wards a service where they can benefit and gain support.

Another valuable aspect of the book is that it encour-
ages readers to consider their own mental health and 
gives examples of ways to maintain mental health. Exam-
ples include connecting with others, engaging in physical 
activity, rest and sleep, continuous learning, giving, and 
participating in leisure pursuits. These are, after all, as-
pects that are considered by occupational therapists in 
managing clients and a reminder to occupational thera-
pists and other health professionals to strive to maintain 
their own mental health. 

I conclude with a quote from the book:  If you are pre-
pared to hold out a helping hand to a man who needs it, 
you will make a difference. Whether that is simply cheer-
ing their mood or letting them talk through and resolve a 
decision or guiding them to professional help for a seri-
ous mental health issue, all are equally valuable for the re-
cipient of your support. At the most extreme your support 
could be saving a life. (Page 164)
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