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Abstract

Vocational rehabilitation offered by occupational therapists in Gauteng’s public healthcare is an
essential service. Adult public healthcare users expressed being able to return to work or find work
as an important need, however the efficiency and scope of vocational rehabilitation offered by
occupational therapists in public healthcare was problematic. Introducing the research question: Can
an action learning, action research approach transform the vocational rehabilitation practises of

occupational therapists in Gauteng public healthcare?

The aim of the enquiry was to empower clinical occupational therapists, working in Gauteng public
healthcare, to transform their vocational rehabilitation services using action learning action research
(ALAR). The researcher, an outsider, integrated herself into a pre-exiting insider group, the
Vocational Rehabilitation Task Team (VRTT). They formed a collaborative research team and used
ALAR as a transformation agent. Multiple action cycles and action learning opportunities took place
in four phases. The initial phase was to observe the status quo of the vocational rehabilitation
services. This was followed by a planning phase in which a framework of what vocational
rehabilitation occupational therapists should be doing at different levels of service. The action phase
involved transformative actions that addressed service needs as identified by the collaborative
research team. The research concluded with a reflection phase where the four years of research
tenure were reflected upon. This reflection took the form of a meta-reflection considering the

service transformation that had taken place and the impact of ALAR.

When linked with mentoring, the multiple cycles of collaborative learning and action brought
improvement of the quality and scope of occupational therapists vocational rehabilitation. The
approach also resulted in the development of a Vocation Rehabilitation Practice Profile (VRPPT) tool
and user documents for report writing, screening ability to drive, using MODAPTS in clinical practice,
how to do a basic work assessment and supervise students. In addition four peer-reviewed journal
articles appeared and the knowledge generated was presented at workshops and congresses. ALAR
was instrumental in transforming clinician vocational rehabilitation practice while creating

knowledge and enriching individuals who took part in the research.
Key words

Action learning, action research, occupational therapy, vocational rehabilitation, public healthcare,

service transformation, mentoring.
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Operational definitions, terms and abbreviations

Definitions, terms and abbreviations as used in the context of this research are presented in

alphabetical order:

Action learning (AL) is a form of experiential learning. As opposed to passive learning which is
associated with students passively absorbing knowledge imparted to them, active learning requires
active engagement of students to acquire knowledge. There are different forms of experiential
learning but action learning is defined by continuous questioning and reflection while engaging in
real tasks. Zuber-Skerritt’s (2009) definition of action learning was best seen during this enquiry.
Working on real issues, in real conditions occupational therapists learnt from action and concrete
experiences while transforming personal practice problems. They learnt from and with each other,

guestioning and reflecting in meetings and used trial and error approaches.

Action research (AR) is defined by Reason and Bradbury (2007) as the integration of research and
action and theory and practice while creating practical knowledge and improving practice. In this
enquiry AR was used as a systematic approach that enables clinical occupational therapists to find
effective solutions to vocational rehabilitation problems they experienced in their practices
(Stringer, 2014). It is a participatory, democratic worldview renowned for a cyclical iterative process
of action and reflection on and in action (Zuber-Skerritt, 2009) that always makes its results public

(Coghlan & Brydon-Miller, 2014).

Action learning action research (ALAR) Zuber-Skerrit (2007)(p423) indicates that “The very nature of
action research is open-ended, collaborative, situation specific, methodologically eclectic, and thus
not prescriptive in its use of methods and processes or final goals.” Action learning (AL) is
philosophically rooted in the theories of learning from experience, as practiced collaboratively with
others through some form of action research (Marsick & O' Neil, 2010). Both AR and AL have the
same philosophy and paradigm (Zuber-Skerritt, 2009). ALAR combines the benefits of experiential
learning with the academic values of rigour and publication, found in action research (Zuber-Skerritt,

2009).

Basic work assessment refers to assessment of ability to work of injured or sick adults of working
age (Beukes, 2011). It is often undertaken concurrently with acute rehabilitation to inform clinical
occupational therapy’s acute intervention and to cut down the time absent from work and loss of

work conditioning and habits (Ross, 1982).
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Community Service Occupational Therapists are collegially referred to as com serves. Compulsory
community service in South Africa was implemented in 2003 for all graduates in the medical and
allied health fields as a means to retain human resources as well as overcome the mal-distribution of
personnel between the private and public sector, urban and rural areas. This compulsory
requirement entails one year of practice in the public sector for all health professionals following

their graduation (Maseko et al., 2014).

Critical Friends are objective experts in the field of vocational rehabilitation who could offer
constructive advice. The selection criteria for the critical friend used in this enquiry were
occupational therapists with experience of working in South Africa’s public healthcare and who had

more than five years of working in and/or teaching vocational rehabilitation.

Driver Screening refers to the process of screening a person with a disability, injury or illness, ability
to drive a motor vehicle. This can be done by any occupational therapist and no additional skills or

knowledge other than basic occupational therapy is necessary.

Introductory Vignette is also known as the positioning of the researcher. It is used in chapter one to
give the reader insight into the back ground of the researcher and why she became involved in this

research.

Labour market refers to work settings in the formal or informal sector where remunerative work is

performed. This can be open labour market, protective or sheltered environments.

The La Leche League principle of do not offer and do not refuse was used by the researcher to wean
her presence from the collaborative research group after four years. It refers to the La Leche
organisation’s simple technique of weaning a breastfed baby with the least possible physical and/or

emotional trauma.

Two tiers of management are referred to in this enquiry by the collegial terms used for them
amongst clinical occupational therapists. Head office management refers to national and regional
level management and departmental management to managers of clinical occupational therapy,

such as heads of departments and chief occupational therapists.

MODAPTS stands for M O D u la r Arrangement of Predetermined Time Standards. Pre - determined
Motion-Time- Standards comprise a list of motions by which work may be described. A time has
been established for the completion of each motion. Thus the time a task should take may be
established by identifying and listing all motions each time they occur in the task and totalling the

times (Farrell, 1993).
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Mentoring is a voluntary relationship formed between individuals, of whom one usually has more
experience or knowledge, who share a desire for development of career goals and objectives
(Fletcher & Mullen, 2012). In this research it took the form of informal small group sessions and
ALAR principles were applied through mentoring sessions. The content of the mentoring was mostly
clinical task related but with some mentees it developed beyond this to include professional and

personal development aims (O' Neil & Marsick, 2009).

National Health Insurance (NHI) In South Africa the NHI derives its mandate from the National
Development Plan and is a governmental initiative to reorganise the current health care system,
both public and private. The goal is to realise the constitutional right to access health care services. It
is a health financing system that is designed to pool funds to provide access to quality, affordable
personal health services for all South Africans based on their health needs, irrespective of their

socioeconomic status (Republic of South Africa, 2015).

Occupational therapy (OT) is a client-centred health profession concerned with promoting health
and well-being through occupation. The primary goal of occupational therapy is to enable people to
participate in the activities of everyday life. Occupational therapists achieve this outcome by working
with people and communities to enhance their ability to engage in the occupations they want to,
need to, or are expected to do, or by modifying the occupation or the environment to better support

their occupational engagement (WFOT 2012).

PILIR stands for Policy and Procedure on Incapacity Leave and lll-Health Retirement. Reports
indicated that the abuse and poor management of sick leave has had serious financial implications
for the State and a negative impact on service delivery due to the lack of capacity resulting from a
high rate of absenteeism. The objectives of PILIR are to set up structures and processes which would
ensure suitable interventions and management of incapacity leave in the workplace to
accommodate temporary or permanently incapacitated employees and to provide for appropriate
consequences on such incapacity where necessary. The implementation of PILIR is intended to
address challenges and contribute to an improvement in the management of sick leave in the Public

Service (Mgijima, 2010).

Public Healthcare In South Africa there are two healthcare sectors; public and private. Government
funds all public healthcare services with tax money and private healthcare is funded by private
citizens from a variety of sources such as medical aids, insurance funds or out-of-pocket.

Government also funds private health care to an extent via medical aid subsidies provided in the
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form of benefits to public service employees. Two thirds of public employees’ contributions are paid

for by government.

Public Private Partnerships (PPP) is a long-term contract between government, in this enquiry the
department of health and a private entity where they jointly invest in the provision of public
services. The concept was introduced by the national treasury of South Africa in 2007 (Manual,

2007).

The adage, “See One, Do One, Teach One” is often used to teach practical skills in healthcare and is
a simple teaching concept based on the observation of a particular procedure, followed by the
performing of that procedure followed by being able to teach another trainee how to conduct that

procedure.

The Socratic method of critical questioning was used throughout this enquiry. It is a planned
method of teaching where by asking the right question allows the truth to emerge while both the

guestioner and the questioned further their understanding of the discussion matter (Mason, 1960).

Stakeholders are people who have a vested interest in the research and its outcome. In this study
stakeholders are occupational therapists working in Gauteng’s public healthcare referred to as

insider stakeholders and the PhD researcher, referred to as an outsider stakeholder.

Student Supervision refers to clinical occupational therapists being part of a process of professional

support and learning in which undergraduate occupational therapists develop their clinical skills.

Structured and unstructured reflections refer to the two reflection methods used in this enquiry.
Unstructured reflections were when reflection was encouraged by two questions, what should
change and what should stay the same. The reflective process was then left to evolve of its own
using only prompts to guide the reflection if necessary. Structured reflections were more ordered
and directed by written and verbal questions involving for example Likert scales and contingency

questions.

Transformation in this study refers specifically to occupational therapists vocational rehabilitation
services. In line with the Batho Pele approach the first transformation consideration is the positive
change of such services to benefit public healthcare users (Republic of South Africa, 1997). It also
refers to positive change in services peripheral to clinical contact such as research, student
supervision and to enrichment of clinicians as action learning comes about. The reason being that

such transformation will eventually also impact on public healthcare users experiences.
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Vocational Rehabilitation (VR) — Vocational rehabilitation is a multi-professional service provided to
individuals of working age with health-related impairment, limitations or restriction within work
functioning. Vocational rehabilitation’s primary aim is to optimize work participation in spite of

illness or activity limitations (Escorpizo et al., 2010).

Vocational rehabilitation services — This refers to therapeutic assessments, interventions and
programs that occupational therapists offer. Which aim to enable adults of a working age to work.

These can be prevention, assessment, remedial, restorative or compensatory (Buys, 2006).

The Vocational Rehabilitation Task Team, Gauteng (VRTT) is an interest group formed in 2011 and
headed by Simon Rabothata, Assistant Director of Rehabilitation Gauteng. The group consists of
occupational therapists from Gauteng public healthcare who are interested in and concerned with

vocational rehabilitation.

Ubuntu is an ancient African philosophy that includes the virtues of compassion and humanity

advocating a universal bond of shared community.

XX



Chapter One: Orientation to the Study

“Ubuntu speaks particularly about the fact that you can’t exist as a human being in isolation. It
speaks about our interconnectedness. We believe that a person is a person through another person,
that my humanity is caught up, bound up, inextricably, with yours.”  Archbishop Emeritus Desmond

Tutu (Tutu, 2012)

1.1 An Introductory Vignette

In 1988, Apartheid was statutory in South Africa. Legalised racial segregation dictated there had to
be separate facilities for black and white people and public services, such as healthcare, led by
example in this racial segregation. In 1988, living in South Africa was stressful; limpet mines, hand
grenades, land mines and car bombs exploded in private and public places. The banning of artists
and archbishops, international sanctions, detention without trial and suppression of free speech was
rampant. In 1988, Nelson Mandela was moved from Robben Island, where he had been imprisoned
for 26 years, to a prison on the South African mainland, starting negotiating processes that would

lead to a democratic South Africa in 1994 (Mandela, 1995).

In 1988, the researcher started working at Hillorow hospital in the occupational therapy
department’s work unit, doing vocational rehabilitation. Hillborow hospital was a public healthcare
hospital designated for black people and was situated in the centre of Johannesburg. The hospital’s
infrastructure was derelict and therapists worked with limited resources. Vocational rehabilitation
was challenging, as legislation to protect injured or ill workers was sparse and there was no incentive
for employers to employ disabled workers (Strasheim & Buys, 1996). The general profile of
healthcare users at Hillorow hospital was manual labourers, with little or no technical or professional
work skills and severe financial restrictions. Despite these challenges, the work unit, headed by the
researcher and the occupational therapy department in Hillorow Hospital, was proficient. The
vocational rehabilitation services offered in this work unit received national and international
recognition (Naik & van Biljon, 1991, Birkhead, 2009). The first VALPAR work sample system in South
Africa was bought and used in this work unit (van Biljon, 1994); functional capacity evaluations and
medico legal assessments were done (van Biljon, 1997); weekly group therapy sessions offered
support and training in job seeking skills, work readiness, work hardening and home industry. Work-
site visits were done and workers were assisted in returning to work, to access sheltered or

protected workshops or develop their work skills at training centres and look for suitable alternative



work. The researcher was involved in starting and hosting interest groups and workshops on
vocational rehabilitation, which were attended by occupational therapists and other professionals

from a variety of vocational rehabilitation settings.

The researcher left public healthcare in 1995 to raise her family. Working part time, she started a
private practice specialising in vocational rehabilitation (Buys & van Biljon, 1998, Buys & van Biljon,
2007) and medico legal work (van Biljon, 2013). In 2013, she returned to work units and vocational
rehabilitation services in public healthcare through this research. Reflective journaling notes, in
November 2013, showed the researcher’s comments after visiting a work unit in a central

Johannesburg public healthcare hospital:

“| feel like a time traveller. Here are all the old files and work samples we used (at Hillbrow Hospital)

20 years ago. Neatly packed away in cupboards and covered in dust. Have they not been used?”

1.2 Background and Rationale of the Study

In 1996, the Constitution of a new democratic South Africa was promulgated by President Nelson
Mandela (Republic of South Africa, 1996). As the highest law of the land, the constitution is generally
regarded as the defining transformation between the apartheid and post-apartheid era. The South
African Constitution indicates that everyone who lives in South Africa has the right of access to
health services and that the Government should apply all reasonable measures within its means to
ensure this right is achieved. There are two healthcare providers in South Africa: public and private.
Gauteng province, where this study is situated, is one of the country’s nine provinces and home to
30% of South Africa’s total population, with an age distribution indicating 73% of this population is of
working age (Lehohla, 2012). This province is the hub of South Africa’s commerce and industry and
experiences the highest population influx of all provinces. People from across Southern Africa come
to look for work in Gauteng and the prediction is for this influx to increase and with it, the demand

on Gauteng’s resources (Republic of South Africa, 2011b). One of these resources is healthcare.

The ideal, to provide healthcare to all citizens, is challenging in South Africa, as 68% of the
population depends entirely on public healthcare. Adding those who are partially dependent on
public healthcare, this figure rises to 84% (Ataguba & Akazili, 2010). In addition, 41% of all
healthcare expenditure is attributed to the public healthcare sector and 59% to the private
healthcare sector (Mclntyre & Thiede, 2007). Most healthcare workers work in the private sector. In

2015, only 15% (N=242) of the 1 618 occupational therapists registered with the Health Professions



Council of South Africa who resided in Gauteng (Health Professions Council of South Africa, 2015),
were working in public healthcare. Despite this, Gauteng is considered better off than the rest of the

country regarding healthcare resource distribution (Ataguba & Akazili, 2010).

The quality of publicly funded healthcare is an ongoing global concern (Blendon et al., 2002), as the
nature of such healthcare is fraught with problems ranging from global generic to culture specific
(Halverson et al., 1998). In many countries, including South Africa, an ongoing public-private sector
divergence discourse further complicates matters (Nichols et al.,, 2004). Despite 20 years of
democracy in South Africa, the health system's effectiveness and efficiency remains a challenge
whereby the poor, who are predominantly dependent on public healthcare, are largely marginalised

(Republic of South Africa, 2015).

To address these challenges and in response to the World Health Organization’s health funding
policies (2013) the National Health Insurance, commonly referred to as the NHI (Republic of South
Africa, 2011a), was launched. The NHI promotes equity, efficiency and effectiveness, ensuring
everyone has access to quality health services, regardless of their socio-economic status or
geographic location. This initiative is currently being phased-in and will entail major changes in
service delivery structures and administrative and management systems (Republic of South Africa,
2011a). Another initiative that affects public healthcare services is the ‘Batho Pele’ (People First)
principle to improve the quality, accessibility, efficiency and accountability of service delivery in the

public sector (Republic of South Africa, 1997).

In his National Assembly address, on 14 August 2012, Dr Aaron Motsoaledi, South Africa’s Minister
of Health said, “The quality of healthcare in our public hospitals has been a thorn in the flesh of our
country for quite some time.” Within South Africa, public healthcare has a myriad of problems
(Thom, 2012) and occupational therapy services are not exempt from this with services requiring

specialised knowledge and experience, such as vocational rehabilitation, being mostly affected.

Vocational rehabilitation is a multi-professional service provided to working-age individuals with
health-related impairments, limitations or restrictions within work functioning. Vocational
rehabilitation’s primary aim is to optimise work participation in spite of illness or functional
limitations (Escorpizo et al., 2011). The unique focus of occupational therapy involves functional
ability and purposeful activity which allows the profession an important place in vocational
rehabilitation practice (Beukes, 2011). These services typically include injury prevention, vocational
assessment, - guidance, - intervention and training, placement in the open labour market or an

alternative work environment and follow up (Buys, 2015). An effective occupational therapy



vocational rehabilitation service assists the transition between injury/illness which resulted in
hospitalisation and returning to the labour market. Through prevention programmes, assessment of
ability to work, various intervention strategies, placement and follow-up, occupational therapists
offer preparation for return to work programmes, job seeking and/or support groups, workplace
visits, ensure accessibility and ergonomic compliance, implement the use of assistive devices and
work station adaptations, act as counsellors and/or advisors regarding aspects of disability in the
workplace to employers/employee’s/trainers/unions. In the case of unemployment or inability to fit
the requirements and demands of the open labour market, occupational therapists guide and assist
clients to explore entrepreneurial, sheltered or protected work options (Buys, 2006). This in turn has
social and fiscal significance to the individual, his/her family, their community and the national

economy (Buys & van Biljon, 1998).

Occupational therapists in Gauteng’s public healthcare have a history of offering outstanding
vocational rehabilitation services (Buys & van Biljon, 2007). Working in Pretoria in the 1960s, Vona
du Toit and Judith Farrell established occupational therapy’s role in vocational rehabilitation, or
work rehabilitation as it was then known (1991). In the 1970s and 1980s work units offered services
which included advocating for the rights of their clients despite a lack of legislative protection for
workers and apartheid policies (Naik & van Biljon, 1991). In the 1990s, South Africa underwent
much needed transformation to become a democracy. To address gross inequalities of service and
resource distribution, legislative and infrastructural changes had to be made in all service sectors,

including vocational rehabilitation (Strasheim & Buys, 1996).

An unfortunate casualty during this transformation was the vocational rehabilitation services of
occupational therapists in Gauteng’s public healthcare. The infrastructure of the previous vocational
rehabilitation services still existed, but the services were scarce and insufficient to meet the needs of

the population it served.

One strength of a professional discipline is its ability to critically re-examine and re-form itself and
address the need for change (Gibson, 2015). Ramukumba demonstrates this strength in his Vona du
Toit memorial lecture (2015). In a post-apartheid South Africa, he had hoped that as part of the
transformation process, the democratic Government would address poverty, but concluded that not
much had changed for the historically disadvantaged. He appeals to occupational therapists to
address the needs of their clients for economic occupation and calls this the foundation upon which

all their other needs rest (Abasa et al., 2010).



In February 2011, the Assistant Director of Rehabilitation services in Gauteng started a Vocational
Rehabilitation Task Team (VRTT) to resuscitate occupational therapy’s vocational rehabilitation
services in Gauteng. Meeting minutes provided evidence of investigation of vocational rehabilitation
units with various attempts to align and designate services. Most notable were the development of
a screening tool and the start of a vocational rehabilitation orientation workshop for all new
occupational therapists in Gauteng public healthcare. Of importance to this research was that in
meeting minutes of March 2011 it was noted the VRTT felt they should ask vocational rehabilitation

experts to assist them.

In June 2013 an independent private occupational therapist (the researcher), with 20 years’
experience in vocational rehabilitation, joined forces with the VRTT for her PhD research. The focus
of her research supported the work of the VRTT in line with the National Government’s National
Health Insurance (NHI) plan. A collaborative research team was formed, consisting of the PhD
student, an outsider and the VRTT, an interest group of insiders. The research team agreed to adopt
action research and its epistemological framework for all aspects of their interaction and

transformation work.

1.3 Problem Statement

The Vocational Rehabilitation Task Team (VRTT) and other healthcare professionals expressed a
concern that vocational rehabilitation services in public healthcare were showing low patient
statistics, not providing evidence they were addressing the needs of users and were not contributing
to vocational rehabilitation forums. In addition, important aspects of holistic vocational
rehabilitation services were missing, students were unable to do fieldwork in vocational

rehabilitation settings in public healthcare and no research or publications were being generated.

The resources of the work units of 20 years ago were still available, but the services were offered
partially or not at all. The Assistant Director for Rehabilitation in Gauteng, during an interview,
indicated the work units used to have designated occupational therapists doing only vocational
rehabilitation, however the number of patients seen and the services offered did not justify a
designated post. Therapists employed in acute and pathology specific rehabilitation services were
now required to do vocational rehabilitation in addition to acute rehabilitation. They reported only
providing vocational rehabilitation if and when their work load afforded them time to do so. He
noted that additional challenges to vocational rehabilitation service delivery were in-experienced

staff and a high staff turnover. Occupational therapists with an interest in vocational rehabilitation



usually left once they had adequate experience and additional vocational rehabilitation
qualifications to start their own or join existing private practices. In South Africa, private vocational
rehabilitation practices were lucrative and often offered the opportunity of doing medico-legal work
(van Biljon, 2013). Experienced occupational therapists who stayed in public healthcare were usually

promoted to managerial positions, which reduced their time in clinical practice and patient contact.

Vocational rehabilitation is an important part of any adult healthcare user’s occupational therapy. In
a commercial and industrial province such as Gauteng, with a high prevalence of injury at work,
crime and motor vehicle related injuries, the impact of HIV Aids and pressure to return to work as
quickly and effectively as possible, it is an essential service. An effective vocational rehabilitation
service, which assists the transition between injury and hospitalisation and return to the labour
market, typically includes injury prevention, vocational assessment, guidance, intervention and
training, placement in the open labour market or an alternative work environment and follow up
(Buys & van Biljon, 1998). Occupational therapists support their clients to move from the hospital
environment into the labour market. Doing workplace visits, ensuring accessibility, ergonomics,
implement assistive devices, work station adaptations and counselling/advising employers regarding
‘reasonable accommodation’ in keeping with South Africa’s labour laws, they enable clients to return
to work. In the case of unemployment or inability to cope in the open labour market, assistance is

given in exploring entrepreneurial, sheltered or protected work options.

In Gauteng, where more than half the population depends entirely on public healthcare, the need
for vocational rehabilitation services, as offered by occupational therapists, are vital. The absence of
or inadequacy of such services directly impact on the quality of life of individuals, the health of
societies they return to and increases the burden on state resources such as grants and health

support structures.

1.4 Research Question

From the background given above, the following question emerged: Why are occupational
therapists, working in public healthcare, not offering efficient and effective vocational rehabilitation

services?’

For several years the question was asked and discussed at all levels of occupational therapy society
in South Africa, as the lack of these services were being felt on an inter-sectorial level. Although

attempts were made to address the problem, the problem persisted. This incited the researcher to



become involved through a PhD study. Formalising efforts to address the practice problem of poor
vocational rehabilitation services in public healthcare brought to light the research question: Can an
action learning, action research approach transform the vocational rehabilitation practises of

occupational therapists in Gauteng public healthcare?

1.5 Research Paradigm

Research is a form of disciplined enquiry leading to the generation of knowledge (Koshy et al., 2011).
Guba and Lincoln (1985) support this, indicating that when conducting research of any kind, a
consideration of philosophical stance or world view is important, as this affects all aspects of a
disciplined enquiry. Referring to such philosophical stances or worldviews, Trochim notes that
nobody really knows how best to perceive and understand the world and philosophers have been
arguing about it for millennia (2006). The best a researcher can do is declare their chosen and
identified world-view so that readers can evaluate the process, methods and outcomes, using

relevant criteria from the researcher’s particular perspective (Zuber-Skerritt, 2001).

This researcher declares the following four worldviews that influenced the research: the research
framework, the physical context within which the research was conducted, the professional context
within which the research was conducted, the collective and individual researchers’ bio-, socio-,
cultural and religious grounding. Within an unstructured and subjective enquiry such as this, it is
important to note not only the common ground the various worldviews share, but also their
differences. Ultimately both commonalities and differences influenced each other as well as the

larger enquiry.

1.5.1 The Research Framework used: Action learning action research

(ALAR)

All aspects of this research were permeated by the action research (AR) paradigm, which Zuber-
Skerrit describes as plural way of knowing (2007). It falls in neither the positivist nor the interpretive
paradigms as neither have sufficient epistemological structure to incorporate it (Bergold & Thomas,
2012) and it can be conducted from a qualitative, quantitative or combined approach (Koshy et al.,
2011). As a member of the AR family, ALAR is located in the social sciences, as researchers deal with
sentient human beings, groups of people and organisations, whose characteristics, ideas, strategies

and behaviour are complex and not easy to predict, if at all (Zuber-Skerritt, 2001).



Reason and Bradbury’s (2007) definition of action research best suits the context and milieu of this
research. They state action research is a participatory, democratic worldview and is concerned with
developing practical knowledge. Zuber-Skerritt’s (2007) working definition of ALAR expands on this
and describes what took place in this research. Participants participated in and learned from
collaborative problem identification, planning, implementation of actions, data gathering, data
analysis and knowledge dissemination. Zuber-Skerrit (2007)(p423) indicates that “The very nature of
action research is open-ended, collaborative, situation specific, methodologically eclectic, and thus
not prescriptive in its use of methods and processes or final goals.” Action learning (AL) is
philosophically rooted in the theories of learning from experience, as practiced collaboratively with
others through some form of action research (Marsick & O' Neil, 2010). Both AR and AL have the

same philosophy and paradigm (Zuber-Skerritt, 2009).

O’Brien (2001) feels that a paradigm of praxis is where the main affinities of action research lie.
Praxis, a term used by Aristotle, is the art of acting upon the conditions one faces in order to change
them; it deals with the disciplines and activities predominant in the ethical and political lives of
people. Aristotle contrasted this with Theoria, where the concern is with knowing for its own sake
(Kielhofner, 2006). A cornerstone of action research is that knowledge is derived from practice and
practice informed by knowledge, in an ongoing process. Action researchers also reject the notion of
researcher neutrality, understanding that the most active researcher is often one who has most at
stake in resolving a problematic situation (O' Brien, 2001). Eberséhn et al (2010) state that action
research mirrors assumptions related to post-positivist, interpretative and constructivist
epistemological paradigms. It honours the tradition of applied research, which is situated between
knowledge creation, dissemination and practical application (Maree, 2007). Accordingly, process,
choices and knowledge creation were perceived through the following paradigmatic lenses: Multiple
realities exist, research and intervention can coexist, blurred boundaries exist between aspects of
the research process, subjectivity is a strength and central to the research process, quality criteria

exist to ensure rigour within a flexible research design.

1.5.2 The physical context within which the research was conducted: South

African public healthcare

All efforts of transformation in public service delivery should be grounded in reform that will
promote service proficiency, equity and efficiency. The South African Constitution (Republic of South
Africa, 1996), the National Health Insurance plan (Republic of South Africa, 2011a) and the public

healthcare Batho Pele principles (Republic of South Africa, 1997) all impact on this research. The



underlying philosophies of these three frames of principles are that all South Africans should have

access to affordable quality healthcare services, regardless of their socio-economic status.

1.5.3 The professional context within which the research was conducted:

Occupational therapy and vocational rehabilitation

The profession of occupational therapy is essentially practical and humanistic in nature (Kielhofner,
2006), with client-centred practice embedded in its values and beliefs (Sumsion, 2006), all of which
are shared values with action research. Occupation based practice is the core of the profession’s
paradigm and the focus for service (Kielhofner, 2009), with the occupation of work being recognised
as the most important occupation in an adult’s life (Schultz-Krohn & Pendleton, 2013) as it provides

a life role (Ross, 2007).

1.5.4 The collective research group: The Vocational Rehabilitation Task

Team (VRTT) and the researcher (the PhD candidate)

All the above formed and directed the researchers’ worldview, both individually and as a collective.
There were however additional nuances that needed consideration and cognisance taken. South
Africa is richly diverse in its cultural and religious make up, leading Archbishop Desmond Tutu to coin
the term Rainbow Nation describing the new South Africa after the first fully democratic election in
1994 (2012). The Vocational Rehabilitation Task Team (VRTT) reflected this diversity as its members
were from seven different cultural groups, four different religious beliefs and gender and age
diversity. The VRTT took time to discuss and reflect on its chosen worldview and agreed the
philosophy of Ubuntu best represented the group’s worldview as occupational therapists working in

public healthcare.

Discussing Ubuntu, Archbishop Desmond Tutu (2012) notes that a person with Ubuntu is open and
available to others, has a humble spirit with curiosity and compassion and a desire to learn from
others. In the spirit of Ubuntu, people do not feel threatened by other’s achievements, but affirms
and supports them, sharing freely from their own achievements. Embracing Ubuntu brings about a
self-assurance that comes from knowing you belong to a greater whole. A collective empathy
ensures that someone embracing the philosophy of Ubuntu will feel and own the humility,
oppression, or other forms of degradations of others (Lief, 2015). Ubuntu’s characteristics of
compassion, consideration, co-operation and a sense of community is found throughout Africa and

transcends cultural, gender and religious differences (Ndlovu, 2016). Both Zuber-Skerritt (2007)and



Whitehead (2009) refer to Ubuntu as representing values and qualities embodied in the living

meaning and practice of action research.

1.6 Questions and Aims of the Study

This research aimed to empower clinical occupational therapists, working in Gauteng public
healthcare, to transform their vocational rehabilitation services using action learning and action

research (ALAR).

Using action research to transform practice requires a democratic context which allows participants
to shape the research process (Bergold & Thomas, 2012) as their needs arise and new knowledge
emerges. In this way, aims and objectives could only be formalised in retrospect. Reflections of this
research showed an organic process that could be depicted in Lewins familiar phase of an action

research cycle: observe, plan, act and reflect (Kemmis et al., 2014).

The research began when the researcher entered the research environment as an outsider and
integrated into a pre-existing insider interest group. Four phases, each with its own question, aims
and objectives ensued. A premeditated withdrawal from the research environment concluded the

researcher’s tenure with the insider group.

Integration af

Withdrawal of researcher intothe
researcher fromthe WRTT, & pre-
YRTT ’ existing insider
Phase 1 group,

Obseryation
What is going

I "

Transfarming the wvocational

Phase 4 heta rehabilitation services of Phase 2
Fe I occupational therapistsin Flanning
Cauteng public healthcare Wikt should
happened? through action learning and be going on?

actionresearch (ALAR).

\ Phase 3 Action /

Transformative
Actions.

Figure 1.1: Diagrammatic presentation of the research process
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1.6.1 Integration

The question ‘Could we merge our efforts to transform occupational therapy’s vocational
rehabilitation services in Gauteng’s public healthcare and use action learning and action research
(ALAR) principles to do so?’ framed the aim of the researcher, an outsider, to integrate herself and
the action researcher paradigm into a pre-existing group of insiders. The aim was to form a

collaborative research group with an ALAR approach to motivate and navigate transformation.

1.6.2 The Observation Phase

The observation phase prompted the research question: What is happening in Gauteng public
healthcare regarding vocational rehabilitation? This outlined the aim to explore the status of
occupational therapy’s vocational rehabilitation services in Gauteng public healthcare using an ALAR

approach.

1.6.3 The Planning Phase

The planning phase followed with the research question: What should be happening in Gauteng
public healthcare regarding vocational rehabilitation? The aim was to have a framework within
which occupational therapists’ vocational rehabilitation services in Gauteng’s public healthcare

could be positioned.

1.6.4 The Action Phase

The aim of this phase was to set in motion transformational processes within the vocational
rehabilitation practice of occupational therapists in Gauteng public healthcare. Multiple practice
specific research questions were brought to the collaborative research team as they emerged from
clinical practice. The aim was to address these vocational rehabilitation practice problems using

ALAR to bring about transformation of clinical practice.

1.6.5 The Reflection Phase

The reflection phase was a meta reflection of the question: What was the transformation impact of
action learning action research on the vocational rehabilitation services in Gauteng’s public
healthcare? The aim was to explore what the impact had been of having used ALAR to transform

occupational therapy’s vocational rehabilitation services.
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1.6.6 Premeditated withdrawal from collaborative research group

An undertone to the previous phase was a withdrawal of the researcher from the VRTT group’s
activities as her research tenure neared its end. The aim was to withdraw from all activities and
action cycles the VRTT were engaged in, in such a way that it did not affect the ALAR process or the

transformational progress.

1.7 Significance and contribution of the research

This research project had practical and theoretical significance. The practical significance was the
transformation of vocational rehabilitation services and the clinical skills and confidence of
occupational therapists’ in Gauteng’s public healthcare. The theoretical significance was a typical
outcome of action research, namely the generation (Eberséhn et al., 2010) and dissemination of

knowledge (Zuber-Skerritt, 2009).

The practical and theoretical significance was in keeping with the ethos of client-centred practice as
the most important benefit was improved quality of care for public healthcare users. In Gauteng,
there are three medical training institutions relying heavily on the services in public healthcare to
educate their students. Functional work units would benefit all undergraduate and post-graduate
students from these faculties. In two of the four academic hospitals involved in this study, clinical
supervision of undergraduate occupational therapy students commenced during this research. In
addition the value of mentoring was experienced and espoused by the VRTT. The cohesion and
operation of the VRTT was improved. Awareness of vocational rehabilitation was increased on
multiple levels within and outside of public healthcare during the time of this research (van Biljon &

Parkinson, 2015, van Biljon et al., 2016).

Using ALAR as methodology, occupational therapists working in public healthcare in Gauteng
became fellow researchers, learning from the experience and producing knowledge that was
relevant to their practice situations and that they could relate to (Zuber-Skerritt, 2009). They were
part of a team that collaboratively worked towards the solution of self-identified practical problems
(Reason & Bradbury, 2007). Action research and an embedded action learning approach encouraged
a natural process for addressing practice problems based on the opportunity to acquire knowledge
and experience which continued after the researcher withdrew (Zuber-Skerritt, 2009). The research
showed that professional and personal benefits were experienced in the improvement of

participating therapists’ clinical skills, their confidence and enjoyment of their work (van Biljon &
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Parkinson, 2015). As the work environment within vocational rehabilitation practices in public
healthcare became more stimulating and the excellence of their services were acknowledged by the
occupational therapy fraternity, therapists chose to stay in their posts thus curbing high staff
turnover. Three of the VRTT members enrolled for postgraduate studies in vocational rehabilitation

during this research.

The collaborative and emancipatory research approach of ALAR had several beneficial outcomes. By
creating an opportunity where the researcher explored practice problems alongside practitioners,
and the research design focuses on translating research into practice, findings are generated and
implemented to facilitate a culture for self-empowerment. This motivated policies and strategy
development to get experienced occupational therapists back into the public healthcare in the form
of mentors. It improved other specialised occupational therapy services in South Africa’s public

healthcare and could be used for service improvement in other professional health fields.

Research findings, publications and the development of policy documents were generated during
this study. The knowledge generated in this study was disseminated through seven non-peer
reviewed publications, four peer reviewed publications, three congress presentations and at seven

workshops and interest group meetings.

The study was in line with the Government’s NHI plan to bring about reform that will promote
service proficiency, equity and efficiency and ensure all South Africans have access to affordable
quality healthcare services regardless of their socio-economic status (Republic of South Africa, 2015).
The study produced knowledge and understanding that was fed back to the league of occupational
therapists who would continue the work after the researcher left. It also created awareness and
dialogue within the larger national and international occupational therapy community. Evidence was
found that private public partnerships were emerging within the occupational therapy vocational
rehabilitation fraternity of Gauteng. Practical user documents, guidelines and principles that
enriched the profession and the public healthcare users they served were generated. For this reason

prominence was given to disseminate results in local and open access publications.

1.8 Layout of the Report

This thesis is a hybrid of the traditional thesis format and the thesis by publication format. The
structure of the report is the traditional introductory contextualisation chapters, followed by

chapters showing the process and results of the study and ending in concluding reflection chapters.
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Throughout the thesis, publications and presentations that emerged will be placed within the body

of the thesis as they relate to the reported context.

There is no designated literature section as continuous engagement with scientific and grey
literature will be seen throughout the body of the thesis. In action research, literature is
comprehensively and critically consulted as is relevant and as the study proceeds (Dick, 2013a),
which will be seen in this study. As the study progressed literature was used to illuminate findings,
deepen understanding, suggest direction for the next actions (Herr & Anderson, 2005) and as

support for the dissemination of generated knowledge.

This action research enquiry was done with a collaboration of insider and outsider researchers, the
Vocational Rehabilitation Task Team (VRTT). As the VRTT’s membership changed continuously,
multiple variations of this collaboration was experienced. The thesis will reflect this by being written

in a variety of ‘voices’ e.g. first person, second person and the objective academic person.

Two chapters which follow, contextualise and map the research for the reader.

Chapter One: An orientation to the research gives an introduction to and the context of the
research. The position of the researcher is given in the form of an introductory vignette. Background
and rationale of the study is provided and problem statements and research questions are

discussed.

The worldview and paradigm of this research is discussed in the introductory chapter, as the way the
researcher perceived herself within her physical and professional context precedes the engagement
in an action research enquiry. The researcher’s world-view was the reason for embarking on the
enquiry and influenced the research framework choice. As is typical in action research, this
worldview was then continuously challenged and shaped. The researcher became part of a multi-
dimensional collaborative research group. As the study developed reflections showed that
individually and collectively, perspectives of the world, within which the research group were

collectively immersed, changed as their understanding deepened.

Questions and aims of the research are given, the significance and contribution of the research is

discussed and the layout of the report provided.

Chapter Two: The methodology chapter explains the approach taken. It sets out the research design
and the setting and stakeholders. The research process is discussed and the trustworthiness of the

research and ethical considerations considered.
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The limitations of the study are not discussed in the introductory chapters but found in Chapter
Seven, where the results are reflected on and discussed. In action research, the researcher is
immersed in the study and the actions. Throughout the study critical reflection is done but objective
hindsight of the enquiry, as a whole, occurs at the end of the research. In the closure phase of an
action research enquiry, a larger retrospection of the whole study leads to objective insight and

discussion of the scope and limitations of the study.

Chapters Three, Four, Five and Six present the major findings of this study in the typical action
research phases of observe, plan, act and reflect. In each of these chapters, a discussion of the
findings and how they were derived is included, relevant literature engaged with, action learning

that took place is described and reflected on.

Chapter Three: The integration and entry of the outsider researchers into a pre-existing insider
group is shown. The observation phase, where the question: “What is happening in Gauteng public
healthcare regarding occupational therapy’s vocational rehabilitation services?” is described. Three
enquiries are used to identify the current status of vocational rehabilitation in the observation
phase: A Vocational Rehabilitation Practice Profile Tool (VRPPT) was designed for therapists to use to
profile their own practices while experiencing action learning. The designing of the VRPPT is
presented as a published journal article and a summary of the resulting practice profiles given. The
results of semi-structured interviews with the Heads of Department and interested occupational
therapists, to gauge their views of what their vocational rehabilitation services are, are given. Clinical
occupational therapists were co-opted as researchers to use convergent interviewing to establish
health care users opinions of the vocational rehabilitation services in their departments. These

results are presented in the form of a journal article.

Chapter Four: This enquiry had multi-layered planning to address transformation and enable action
learning. Clinical planning that addressed specific practice problems is described in association with
the action it took place in and is seen throughout chapters three, four, five and six. This chapter
specifically shows the planning of a framework within which occupational therapists could practice
their vocational rehabilitation. It naturally follows the observational phase to address the question:
“What vocational rehabilitation services should occupational therapists offer in Gauteng’s public
healthcare?” A literature search and an opinion survey and the VRTT’s collaborative reflections on

the results of these are shown.

Chapter Five: The action phase describes the transformative actions that took place and five action

cycles that concluded during the research are described: report writing, driver screening, using a
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time-method-study called MODAPTS, doing a basic work assessment in and supervising students.

The actions are described and the user documents that resulted are available as appendices.

Chapter Six: The reflection phase of the research was to answer the question: “What transformation
did ALAR bring about?” This meta reflection considers: annual reflection by the collaborative
research team, in the form of published newsletter articles, results of the 2013 and 2016 VRPPT are
compared and critically reflected on and the results of a vocational rehabilitation task team (VRTT)
meeting, which was dedicated to collaborative reflectivity on the transformative effect that ALAR
has had since 2013. The chapter concludes with a description of the withdrawal of the researcher

from the VRTT.

Chapter Seven: The concluding chapter shows the researcher’s personal reflections of the study and

recommendations. A conclusion of the research is given.
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Chapter Two - The Method

“Action without reflection and understanding is blind, just as theory without action is meaningless.”

Reason and Bradbury (Reason & Bradbury, 2008)

2.1 Introduction to the Method

Dick calls Zuber-Skerritt the midwife of Action Learning Action Research (ALAR), as she has first-hand
experience of the birth of ALAR (2009). Zuber-Skerritt describes ALAR as a method where
participants think, plan, observe and reflect while working together, solving practical problems and
creating new understanding. She calls it theory grounded in experience and collected data to
produce a widely accepted and sustainable outcome (2009). Visiting South Africa, she generated an
ALAR interest in the country that continues to date (Wood & Zuber-Skerritt, 2013). Action learning
(AL) is increasingly being used for improving healthcare practices (Brook, 2010) and action research
(AR) has been proven a successful methodology to use in public healthcare (Knowles et al., 2015) as
well as in clinical occupational therapy (Cockburn & Trentham, 2002) contexts. Both AL and AR are
reported to thrive in unpredictable and uncontrolled environments (Dick, 2013a),which are
commonly found in the clinical practices of occupational therapists in South African public
healthcare. The purpose of this research study was to transform vocational rehabilitation services in

occupational therapy departments in Gauteng’s public healthcare using ALAR.

Chapter One contextualised the research. Chapter Two is dedicated to the research approach. The
research design, setting and stakeholders and the research process are described, the
trustworthiness is discussed and the chapter concludes with the ethical considerations that were

taken.

2.2 Research Design

Lewin is generally considered to be the originator of a research approach that proved the
effectiveness of democratic participation, reflective thinking, discussion and decision making by
ordinary people, which in the 1930’s (Adelman, 1998) he called action research. Revans’ work in the
1940’s created the philosophy behind action learning (Welskop, 2013). In the 1990’s the combining
of action research and action learning was officiated and the field of Action Learning Action Research

(ALAR) came about (Zuber-Skerritt, 2009).
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Since its original emergence, action research has become a hybrid of different approaches
definitions and applications (Hart & Bond, 1995) creating considerable confusion. As an emergent
genre within the family of action research, the defining of action learning has also not been without
confusion as it often means different things to different people (Welskop, 2013). The combining of
action learning with action research brings about comments and questions about the similarities
between the two (Wood & Zuber-Skerritt, 2013). For this reason these concepts will be defined as

they are implicit in this research.

In this enquiry, Action Research (AR) is seen as a systematic approach that enables people to find
effective solutions to problems they confront in their everyday lives (Stringer, 2014). It is a cyclical
iterative process of action and reflection on and in action (Zuber-Skerritt, 2009) that has the capacity
for developing confidence in practical situations where there is uncertainty (McNiff, 2013). Action
research integrates research and action and theory and practice while creating knowledge and
improving practice (Reason & Bradbury, 2007) and always makes its results public (Coghlan &
Brydon-Miller, 2014). Ebersohn et al (2010) distinguish four types of action research, technical,
practical, participatory and emancipatory, and describe how the type of action research is
determined by the contextual variables within which the research takes place. As this research took

place in a variety of contexts, it was decided to describe the research design as AR.

In this enquiry, Action Learning (AL) is seen as a way of learning from and through actions and
experience, then taking action as a result of this learning (Zuber-Skerritt, 2009). Action learning is
about asking critical questions, learning from and with colleagues while working on matters of
mutual concern, sharing experiences and critically reflecting on these. Marsick and O’Neil (2010)
discuss four schools of action learning: scientific, experiential and critical reflective and tactical.
Reflection on this research showed how learning took place as a natural outcome of the
collaborative transformational process. In addition, the two common elements found in all the
schools of AL (Marsick & O' Neil, 2010) were present in this inquiry, namely opportunity for
discussion that included frequent use of practical and undefined problem solving. These reflections

led to the decision to describe the learning that took place in the inquiry as AL.

Action Learning Action Research (ALAR) as an integrated concept of inquiry, using AL processes and
AR principles, was adopted as the research design. ALAR combines the benefits of experiential
learning with the academic values of rigour and publication, found in action research (Zuber-Skerritt,

2009).
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Aiming to enable the transformation of occupational therapy vocational rehabilitation services in
public healthcare, the researcher recognised ALAR as a positive approach to a complex problem.
There was also evidence that South African occupational therapy researchers were using action
research (du Toit & Wilkinson, 2010) and specifically in relation to vocational rehabilitation (van
Niekerk et al., 2006). Lorenzo et al (2006) also advocate the importance of learning in the real life
situation for South African occupational therapy students, which is a fundamental attribute of action
learning. ALAR is an emancipatory way of changing a situation so that it empowered the people
concerned to take responsibility for their own destiny through self-directed learning and leadership

(Zuber-Skerritt, 2009).

Considering the definitions of ALAR draws attention to its collaborative participatory dimension
(Pedler & Burgonye, 2008), its focus on practical problems for which practical solutions are sought
(Ebersdhn et al., 2010) and the ability of participants to be active constructors and interpreters of
experiences, to personalise knowledge and make it relevant to practices (Zuber-Skerritt, 2009). The

following characteristics of ALAR were found in this enquiry:

e The aim of developing solutions to practical problems (Brockbank & McGill, 2004). In this
study the practical problem was the inefficient vocational rehabilitation services of
occupational therapists in public healthcare.

e The focus on change and its inherently transformative and developmental characteristic
which created new knowledge as change happened (Brook, 2010). This study aimed to
transform vocational rehabilitation practices and develop associated skills of occupational
therapists in public healthcare.

e The cyclical process of strategic planning, implementing action plans, evaluating and
observing the outcome and critical reflection on the results to make decisions for the next
cycle. Repeating the cycles of planning, action, reflection and observation as often as
necessary to address the problem (Pedler & Burgonye, 2008). In this study, the observe-
plan-act-reflect cycles were found as phases in the larger research design, within the
collaborative research team’s transformational planning and as multiple cyclical processes
when addressing specific practice problems.

e The participation of all role players and a democratic grounding allowing an equal
partnership between the researcher, an outsider and insider participants. In this enquiry, the
researcher became a member of a pre-existing insider group, the Vocational Rehabilitation

Task Team, sharing the same transformational goals.

19



e It was an interactive form of knowledge development with constant interaction between
theory and practice (Zuber-Skerritt, 2009). In this enquiry, the insider group identified the
issues, concerns and problems that were instrumental in deciding how to address these and
identified who was to take part in the actions to transform. All generated knowledge was

disseminated and shared within the local context.

The primary focus in ALAR is that people learn best when they do it themselves (Pedler & Burgonye,
2008) and that decisions are best implemented by those who helped to make them (O' Brien, 2001).
This focus echoes the basic principles of adult education, that adults learn by doing and solving
problems they associate with their reality and that they need real time feedback (Moon, 2004). ALAR
bridges the gap between learning and action, theory and practice and research and development

(Zuber-Skerritt, 2009), with the definitive aim of transforming practice.

2.3 Setting and Stakeholders

Zuber-Skerritt described the attributes of people who are attracted to ALAR as being collaborative,
open to criticism and self-critical, caring and appreciative, mindful of the needs of others and who
have a concern for the wellbeing of their collective group (2009). In 2013, the researcher joined the
VRTT to form a collaborative research team, with the shared aim of transforming occupational

therapy’s vocational rehabilitation services in public healthcare through action research.

Dick (2013b) uses the term ‘stakeholders’ in action research to describe an action research
population. He describes stakeholders as persons who have a stake in a programme and who are
affected by or able to affect practical change. Within a collective of stakeholders, there are
numerous forms of positionalities (Herr & Anderson, 2005) that influence the research. Two
positionalities will be referred to in this study, insiders and outsiders. Herr and Anderson (2005) view
‘insiders’ as practitioners who reflect on and learn from their practices to become better
practitioners. Outsiders are not related to the practice problem but interact for academic or other
interests, often bringing expert or organisation knowledge that insiders request (Herr & Anderson,

2005).

The insiders in this group were clinical occupational therapists working in Gauteng public healthcare
with an interest in vocational rehabilitation. They formed an interest group, the Vocational
Rehabilitation Task Team (VRTT). During the four years of this research, the Assistant Director of

Rehabilitation Services in Gauteng acted as chair and convener of the VRTT. VRTT meetings were
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held every two months and the venue was rotated between hospitals. The VRTT membership
fluctuated as new members joined and others left. The group size varied between five and 16
members, with the only three constant members throughout this research being the Chairperson, a

chief occupational therapist and the researcher.

Biographical and positional description of the VRTT group: the Chair was an African male with 23
years of occupational therapy experience, 15 of them in vocational rehabilitation. He had a natural
non-confrontational affiliative leadership style and went out of his way to be accommodating, to
soothe upsets and clear misunderstandings. By example, he placed emphasis on all conduct in the
group being respectful and politically correct. The bio-graphics of the rest of the group showed an
average of 5 years occupational therapy experience and 2 years vocational rehabilitation experience.
The gender distribution was predominantly female, with a variety of cultural and religious

backgrounds.

A continuum of outsider stakeholders was present during the research period. The primary outsider
was the researcher and her two supervisors. At the start of the research, the researcher co-opted a
dedicated group of 12 outsiders who volunteered to be critical friends. The concept of having critical
friends who offer constructive advice is well documented in AR (Herr & Anderson, 2005) and ALAR
(Zuber-Skerritt, 2009). The selection criteria for the critical friend group was occupational therapists
with experience of working in South Africa’s public healthcare and more than five years of working in
and/or teaching vocational rehabilitation. On various occasions, outsider experts were invited to
attend meetings and workshops as consultants for a specific problem. Towards the end of the study,
outsiders approached the VRTT requesting access to generated knowledge and offering to be

mentors and to help with future transformation actions.

The biographical and positionality of the researcher: a white female of Afrikaner descent, with 28
years of occupational therapy experience of which 22 years were in vocational rehabilitation and in
which she is considered to be an expert in the South African field. Asis common in action research,
this researcher had multiple roles and this needs to be acknowledged and described for the reader
to understand the impact it could have on the research (Herr & Anderson, 2005). Another reality of
action research is that the positionality of the researcher and the impact of her role changed
continuously through the four-year research period. At the beginning of the research, the
researcher was a ‘new’ member entering a pre-existing group of insiders, by the end she was seen as
an established VRTT member. The group dynamic changed as group members developed trust in her
presence. She had developed a good track-record and reputation, which prompted non-member

insiders requesting to become part of the VRTT group. In general, the researcher was viewed by
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VRTT members as a visiting expert and her knowledge of vocational rehabilitation was therefore
utilised within the group and by individuals. She also acted as a mentor to therapists who requested
this and held numerous training sessions both formally and informally. She was approached for
counselling with difficult cases and clinicians sent her reports to proofread and comment on. On
several occasions clinicians, who found themselves not confident, requested her
support/supervision with the functional capacity assessments of patients perceived to be
challenging. Within the clinical practice settings, the researcher demonstrated specific treatment
and assessment techniques on patients. She helped clinicians to negotiate student fieldwork
placement and showed them how to supervise students’ vocational rehabilitation clinical practice
blocks. She demonstrated how to write reports, went on work visits with them and she
demonstrated how to use, interpret and report the results of work samples. During the time spent
in the clinical settings, she demonstrated how to deal with difficult and abusive clients when such
occasions arose. When mistakes were made she started constructive critical reflections on how to
handle and correct these. She illustrated the use of MODAPTS within the clinical vocational

rehabilitation contexts to which she was invited.

Positive positionality considerations of the VRTT were that new members joining the group brought
new insights, fresh perspectives and energy once they had been orientated to the group’s working
aims and ethos. The management position of the chairperson was considered a negative
positionality that had to be taken into consideration and managed to ensure optimal ALAR benefits.
The fact the researcher was a private practitioner and had no stake in public healthcare was a
positive position. However, this benefit came to fruition only once the possibility of power positions
were acknowledged and negated. The possible power positionalities she had were that she was
older, had a higher academic qualification and more clinical experience compared to the other
members. She also had access to and regular contact with management and academic occupational

therapists who group members viewed as power figures.

Efforts were made by both the VRTT and the researcher to minimise possible negative positionality
impacts on the collective aim. One effective effort was having the chairperson endorse the
researcher’s position within the group; treating her as an expert, supporting all research efforts and
celebrating achievements, such as publications and international interest, were practical examples
of this. Additionally, attempts to equalise member positionality and reduced power relations was to
create a colloquial atmosphere during meetings. Values such as loyalty, respect and patience were
discussed and insisted on. Action research principles such as transparency and democracy were

upheld. The VRTT discussed and agreed to have the shared worldview of Ubuntu and upheld its
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principles within the group. When discontent arose, it was discussed and managed immediately and
in the spirit of Ubuntu. This approach requires awareness that it is more important to maintain a

relationship than to prove a point.

Approaches the researcher used to achieve a natural and conducive position within the group were
willingness to acknowledge when she made mistakes and free sharing of knowledge and
information, patience in repeating basic levels of knowledge, ability to demystify difficult aspects of
the practice and get the information across in a simple way that was understandable for all, with a
non-judgemental attitude. Other approaches were commitment to the group by attending all
meetings, paying attention to non-essential aspects, such as VRTT members’ birthdays or weddings,
professional conduct, such as being on time for appointments, and responding quickly to emails and

telephone calls.

At the end of each year, the VRTT undertook a structured anonymous critical reflection, which
included considerations of the positionalities of the group members and its activities. These
reflections were published in the national occupational therapy newsletter and discussed as a meta-

reflection in Chapters Six and synthesised as learning in Chapter Seven.

2.4 Research Process

Action learning action research (ALAR) takes time and should be allowed to dictate its own progress
and process. All this is difficult when combining it with the requirements of academic deadlines. The
researcher had to learn to trust the ALAR process, which meant allowing the research process to be
organic and abiding by the emancipatory and democratic principles of ALAR, letting the VRTT
nominate practice problems in the order of what they perceived to be most important, staying
engaged and supportive whilst allowing individuals to make mistakes they could learn from and
waiting for them to recognise an error and take the time they needed to acknowledge it. All of this

meant that phases did not proceed in a neat chronological order.

2.4.1 The Process

The research process was planned to have observe, plan, act, and reflect phases in keeping with
typical action research cycle phases. Within each phase, multiple ALAR cycles would take place. The
plan was to start with an observational phase in which the occupational therapy’s vocational
rehabilitation services would be observed to establish its current status. This would be followed by a

planning stage, in which a vision of occupational therapists vocational rehabilitation services could
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be established in order to act as an indicator of what services should look like. Once this was
established, transformative actions could be undertaken. At the end of the research tenure, there

would be a reflection of the transformation achieved and the effect of ALAR.

True to the nature of ALAR, the expectation was not for these phases to follow in a linear
chronological fashion. Allowance would be made for the collaborative research team to identify and
influence the content and progress of the cycles. In addition, cycles would be allowed to influence
each other. This resulted in phases and cycles within phases, on occasions running concurrently and
influencing each other. Furthermore, the VRTT used the last meeting of each year to reflect on the

years’ transformative actions with the aim of planning for the new year.

Keeping all this in mind, the research process can best be described accordingly:

e |t started with an integration phase, when the researcher, an outsider, entered a pre-
existing insider group and they formed a collaborative research team.

e Anobservation phase was launched in which three ALAR cycles were started and concluded.

e A planning phase with a literature review and an opinion survey continues to date.

e The action phase began whilst the researcher was integrating herself into the group, and
continues to date.

e The reflection phase was a meta-reflection of the researcher’s tenure with the insider group.
Consensual and gradual withdrawal of the researcher from the VRTT concluded the research

tenure.

This is illustrated in the form of a time line and shown in Table 2.1 below.
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Table 2.1 Research Timeline
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2.4.2 Data Collection

The researchers were in agreement with Koshy et al. (2011) that in action research it is important to
collect the type of data that best serves the transformative purpose of the study. Although action
research is popularly aligned with qualitative enquiry (Denzin & Lincoln, 2007) and its associated
data collection tools, it is more correct to see it as an approach to change (Hart & Bond, 1995) that
systematically draws on many ways of knowing, both qualitative and quantitative, in an iterative
fashion (Reason & Bradbury, 2007). In this enquiry, data were collected as the context and

framework of the particular ALAR phase and cycle required.

The data collected took the form of individual and group narratives, participant observations, field
notes, reflective journaling and critical reflection, written and verbal feedback from stakeholders,
meeting minutes, opinion surveys, semi-structured interviews, convergent interviews, the
Vocational Rehabilitation Practice Profile Tool, biographical questionnaires, photographs and

anonymous workshop feedback forms.

2.4.3 Data Analysis

In keeping with good research practice (Creswell, 2009) and in support of ALAR principles (Zuber-
Skerritt, 2009), analysis of data were done manually and directly after the conclusion of an event or
cycle. In action research this is especially important as data analysis guides further data gathering
and decision making (Herr & Anderson, 2005). As is required in ALAR, the researcher and
volunteering members of the VRTT conducted data analysis together (Marsick & O' Neil, 2010). An
important consideration for the researchers was the suggestion made by Winter and Munn-Giddings
(2005), that action research data should be analysed in such a way that it can be related, in an

appropriate fashion, to the community from which it was gathered.

In action research different cycles and questions required different analysis approaches and in this
research both quantitative and qualitative data analysis was used. Throughout the research
inductive and deductive analysis and thematic and content analysis as described by Creswell (2009)

were utilised..

Zuber-Skerrit’s (2005) suggestion of data analysis was followed for routine reflections, field notes
and personal journaling. At the end of each month raw data were summarised and categorised. For
specific actions such as a mentoring occasion, practice orientation action cycles, workshops or

interviews the data were analysed immediately after gathering. Throughout the research the
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summarised and categorised data were further refined and used for presentation as a journal or

newsletter article, feedback at a VRTT meeting or oral presentations on a variety of forums.

2.5 Trustworthiness of the Research

Throughout the study, efforts were made to build confidence in the research processes and results
(Lincoln & Guba, 1985). The research aligned itself with Guba’s trustworthiness criteria (1981) and
credibility, dependability, transferability and confirmability were used to describe the various

aspects of trustworthiness.

2.5.1 Credibility

Credibility addresses the question of whether the research established confidence in the truth of the
results (Lincoln & Guba, 1985). This was addressed by ongoing and extensive consultation of
scientific and grey literature to inform all planning and actions. Prolonged engagement was ensured
as the researcher was actively involved and attended all meetings for four years as a member of the
VRTT. The researcher and all members of the VRTT consistently practiced observation and
reflection. Routine, regular and immediate analysis of data by the researcher and volunteer VRTT
members occurred throughout the research. In the case of data analysis for scientific publications, a
VRTT member was used as a second analyst to co-code and authenticate coded data. Routine
member checking and participant validation occurred and involvement of critical friends where
possible. Active and equal participation of all VRTT members was seen as a priority. Formal and
structured reflections of the VRTT actions were held at the end of each year, summarised and used
to inform further action and shared on a national level with all South African occupational therapists
by publication in the National Occupational Therapy newsletter, FOCUS. Referential adequacy was
gained through VRTT meeting minutes, field notes, reflective journaling, debriefing summaries,
researcher and member transcription. Within the collaborative research group the experience and
educational qualifications of individual members was utilised and on several occasions, experts were
invited to the VRTT meetings to further enhance the quality of knowledge and participation in the
group. A variety of both qualitative and quantitative data collection methods were used throughout
the research. For several knowledge generating cycles, peer scrutiny was achieved through
publication in internationally accredited peer reviewed journals and at the National Occupational

Therapy Congress.
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2.5.2 Dependability

If the research and its findings could be repeated, and were consistent, indicates the dependability
of an enquiry (Elo et al., 2014). This was attended to with a dense description of the research design
and methodology. Further dependability considerations were, the code-recode data analysis
procedure and using VRTT volunteers to help analyse data. Triangulation, using a variety of
qualitative and quantitative strategies and data sources, participant validation, as well as the use of
critical friends also increased dependability. Submission to scientific peer reviewed journals and a

National Congress ensured additional reflective appraisal of the research.

2.5.3 Transferability

The degree to which findings can be applied to other contexts or with other respondents is called
transferability (Guba, 1981) and in action research, which focuses on unique and specific contexts,
this needs to considered with caution (Koshy et al., 2011). The aim of this research was to address
practice problems in a specific context and not to generalise the findings; this does not necessarily
mean the findings of one specific context cannot be applied to another. Note needs to be taken of
the context within which the research was done and considered by future researchers who want to

use the results.

Keeping this in mind, attempts were made to improve the transferability of the research by giving
thick in-depth descriptions of population samples, methods and data collection techniques. In
addition, dissemination through peer reviewed journal articles, professional newsletters, workshops
and congress presentations allowed objective interpretation and comparison of findings, thus

augmenting transferability.

2.5.4 Confirmability

Confirmability is the degree to which the results of the study are the product of the enquiry
(Ebersdhn et al., 2010). This was affected by the application of ethical conduct in all aspects of the
research and doing the research as a collaborative team. Literature was consulted as a prerequisite
to actions. The research was guided through regular contact with and active involvement of the
supervisors of the PhD study, who were from two different educational facilities (University of the
Witwatersrand, South Africa and University of Sydney, Australia). The University of the
Witwatersrand Ethics Board considered the research application and their guidelines were applied
throughout. All VRTT members and others who came in contact with the research had independent

access to the University’s Ethics Board, with contact persons and details provided. The ‘open to
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scrutiny’ policy of action research was applied throughout, participant validation, experts critical

appraisal and peer review were built into all aspects of the research.

VRTT meetings, workshops and mentoring sessions were registered with the Health Professional
Counsel of South Africa (HPCSA) as professional development sessions going through their formal
application system for accreditation. All these activities passed the review process and received
accreditation. Acknowledgement of the researchers pre-disposition was done throughout and

dissemination of the outcome was planned in advance.

2.6 Ethical considerations

Action researchers face a complex dimension to ethical issues (Koshy et al., 2011). In this research,
this complexity was fuelled by professional ethical and healthcare considerations. The research
included professional therapist-therapist-, therapist-patient-, supervisor-student- and mentor-
mentee liaisons. In this regard, the ethical consideration of Winter and Munn-Giddings (2005), that
the duty of patient care and protection from harm overrides all other interests, respect for cultural
diversity and for all individuals irrespective of their race, gender, age or pathology would be upheld
and that individual dignity will be respected at all times were used as a gold standard throughout the

research.

This research was reviewed and cleared by the University of the Witwatersrand’s Human Research
Ethics Committee (Medical) in August 2013 (see Appendix A. Ethic Clearance Certificate). Action
research has unique, often sticky, ethical issues (Zeni, 1998) because it is done in ‘real world’
circumstances, does not allow a predetermined design and requires multiple layers of participation
(O' Brien, 2001). To address this the researcher, assuming responsibility for all ethical aspects of this
enquiry, applied the moral principles of respect and beneficence in all interpersonal relations and
transparency, honesty and accountability in all practice. Once she was accepted by the group the
researcher found her positionality to be helpful. As an older more experienced therapist who, as an
outsider, had no vested interests in the context she had a certain value. Therapists used her as a
sounding board for their frustrations and problems. Offering an objective perspective on occasion
helped to restore working relationships and re-align professional commitments. On several
occasions non-judgemental and sincere discussions generated the courage in clinicians to own up to
deficient or incorrect practices. These core principles lay the foundation for credible and influential

research (Rallis, 2015).
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The research took place in Gauteng public healthcare facilities, during public healthcare therapists
working hours. The required clearance and consent to use the information for this research was
received for all meeting minutes, focus groups, semi-structured interviews, convergent interviews,
guestionnaires, surveys, profile tools, field notes, critical reflections and reflection reports and
journaling, workshops, demonstrating practical vocational rehabilitation skills on therapists, students

and healthcare users, group and one-on-one mentoring and students supervision.

The Socratic method of critical questioning was employed throughout this enquiry as it resonated
well with ALAR principles. Developing his philosophy within an Athenian democracy, Socrates
showed that by asking the right question you allow the truth to emerge while both the questioner

and the questioned further their understanding of the discussion matter (Mason, 1960).

2.6.1 Informed consent and autonomy

Participant information sheets were produced to give a clear and easily understandable description
of the purpose and nature of the research. In addition, notes about action research were included as
most occupational therapists have little or no knowledge or experience thereof. Examples of these

are attached as Appendix A.

Informed consent was signed by all VRTT members, workshop attendees, visiting experts and
presenters, students and public healthcare users who were involved in the research. Additional and
more specified information sheets and consent forms were used for audiotaping of semi-structured
interviews, photos taken, clinical work done by the researcher, mentors and critical friends. Verbal
consent was given and signed for by public healthcare users who agreed to convergent interviews
with their occupational therapists. Additionally, regular reaffirmation of consent already given was

done verbally and in the form of minute meetings with the VRTT.

All consent forms were kept chronologically sorted and in a safe private facility to which no
participant other than the researcher had access. Autonomy of participants and facilities where the
data were gathered was safeguarded. All participation was done and consent given on a voluntary
basis, without coercion, and the possibility of any kind of fear of penalty or repercussions for refusal
or withdrawal of participation was eased. All participants in this study were adults and compos

mentis (of sound mind).

2.6.2 Authentic Collaborations

The quality of the collaborative research team, the alliance between the VRTT and the PhD

researcher was considered important to the success of the research as a whole. The collaboration
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had to benefit the community of insider participants, the actions had to hold contextual relevance
for them and they had to feel ownership of all knowledge generated. It was believed to be important
for the insider participants to feel they benefited, personally and professionally, from being part of a
collaborative research team. To achieve this the researcher took time to teach them how to do
action research, to involve them, on a voluntary basis, in the collection and analysing of data and the

dissemination of generated knowledge.

Consideration of the fact that power relations could have a negative impact on action research
outcomes (du Toit & Wilkinson, 2010) were made. Feedback and transparency were applied to
address possible concerns regarding power relations within the collaboration. The researcher made
a point of avoiding condescending, patronising or pedantic behaviour. Regular journaling and
reflections helped her to identify, apologise for and/or correct any such approaches that occurred.
Such sensitivity and confessions were seen to set a positive tone in the group. In cases where clinical
occupational therapists worked with public healthcare users, the therapist-patient relationship could

also have been seen as a power relationship and this was taken into consideration.

No remuneration was given or received other than the benefit of CPD points the occupational

therapists received from the researcher for workshops, mentoring and meetings attended.

2.6.3 Dissemination of results

All writing and dissemination of results were in collaboration with volunteer vocational rehabilitation
task team (VRTT) members. Results were made available to VRTT members first, usually during a
verbal, PowerPoint or written presentation at meetings. Collaborative decisions were made as to
what to do with the data and then captured in meeting minutes. The decisions for dissemination
were in the form of articles written for peer reviewed journals or an occupational therapy
newsletter, to be shared with this research’s supervisors and presented at research days,

workshops, congresses and in this thesis.

In the case of co-authors and publications in journals, written permission was given for use in this

thesis (see Appendix B. Copyright Clearance from WORK, SAJOT and FOCUS).

2.6.4 Beneficence and doing no harm.

In action research, the principle of beneficence requires that research be undertaken in the interest
of the people involved and affected (Kemmis et al., 2014), which in this research were occupational
therapists in public healthcare and the public healthcare users they were seeing. This was addressed

by using the VRTT as the basis for all decisions made and actions undertaken and making it team
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practice to openly discuss negative experiences, possible frictions, disagreements, rumours and

misunderstandings.

In action learning there are multiple elements of risk which need to be considered (Marsick & O
Neil, 2010). Action learning takes place in actual work situations where a social laboratory is created
and the outcome can never be fully prepared for. In addition, the change that takes place happens
on a personal level generating insight, awareness of personal values and beliefs that could be
alarming. Some clinicians, especially those with limited clinical experience, could be distressed at
having to take charge of their own learning and doing so within actual clinical practice settings
where real time feedback occurs. This visibility is further enhanced when it happens within
collaborative learning situations such as the VRTT. AL brings about improved awareness of
organisational strengths and weakness. Within a large employer, such as public healthcare, this
could cause organisational discomfort resulting in negative feedback. AL also involves taking the risk
of making mistakes and the healthcare environment is notoriously unsupportive of mistakes. All
these had to be considered as possible harmful elements. Creating awareness and insight with

regular verbalisation and questioning addressed the issue.

The researcher took cognisance of the potential harm related to the relational bonding that takes
place during mentoring and four years of collaborative effort. At the end of each year she asked for
time on the agenda at the VRTT meetings to report back on the progress and future plans of the PhD
research, keeping participants up-to-date with the academic development of the project. The year
before termination, participants were told there were only 12 months left, the researcher’s tasks
had to be taken over and mentoring was on a needs only basis. The last year of the research applied

the La Leche League principle of do not offer and do not refuse to wean her presence from the

group.

2.6.5 Bias

The research was funded predominantly from the researcher’s private funds, assisted by a University
of the Witwatersrand, Faculty Research Committee Individual Research Grant in 2013. The
collaborative research team aggregated funds from the registration fees paid by attendees to the
annual vocational rehabilitation orientation workshop and this was used to reimburse the
researcher for some of the costs she had incurred relating to the registration of continuing
professional development (CPD) activities and the presentation of workshops. The researcher was
also financially assisted by one of the supervisors who contributed towards the cost of writer-

retreats they attended together when writing co-authored scientific journal articles and paying the
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registration fee for the researcher to present at the national Occupational Therapy Association of

South Africa (OTASA) congress.

2.7 Conclusion

Maguire (2005) warns PhD students that action research is never a neat academic exercise with
correct answers, but messy work done in relationship with other people. In addition, it is time
consuming and often develops a life of its own that is hard to reconcile with the expectations of an
academic institution. In the same refrain, Marsick and O’Neil (2010) warn that action learning
should not be entered into lightly as it is often a powerful and potentially frightening experience.
After many years of involvement with ALAR, Zuber-Skerritt (2009) (p200) reached the conclusion
that “evocative action is better than fear of failure; that taking risks and choosing high performance
goals of significance over mediocrity or complacency is more rewarding and pleasurable than being

too careful and hesitant”.

With this insight the next four chapters will show how ALAR allowed an outsider access to a pre-
existing insider group and was used to transform a service and the clinicians who offered it, by
crossing the gap between theory and practice and how, in the process, it enriched the lives of all

involved.
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Chapter Three: Observation Phase

“For as long as people have been interested in studying the social and natural world around them,
observation has served as the bedrock source of human knowledge.” Patricia and Peter Adler (Adler

& Adler, 1994)

3.1 Introduction to the Observation Phase

This chapter describes the observation phase of the research, where the question is asked: “What is
happening in Gauteng public healthcare regarding occupational therapy’s vocational rehabilitation
services?” However, in action research, before observation or any other form of research can be
done, a collaborative research team has to be formed. The quality of this collaboration will have a
significant impact on the progress and outcome of the research (Dick, 2013b). The forming of this
enquiry’s collaborative research team is discussed below. It illustrates how the researcher, who was
an outsider, integrated herself into a pre-existing insider group, the Vocational Rehabilitation Task
Team (VRTT) to form a collaborative research team. The remainder of the chapter is dedicated to the
observation phase. Figure 3.1 presents the entire study, with the highlighted sections indicating the

position of this chapter on integration and observation.

Integration of

Withdrawal of researcher intathe
researcher from the VETT, a pre-
YWRTT ' existing insider
Phase 1 group,
Observation

“What is going

Transfarming the wacational

rehahilitation services of Phase 2
occupational therapistsin Planning
Cauteng public healthcare What should
thraugh action learning and be gaing an#

action research (ALAR).

\ Phase 3 Action /

Transformative
Arctions.

Figure 3.1 Diagrammatic presentation of the research process positioning integration and the

observation phase.
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3.2 Integration into the VRTT and forming a collaborative research

team

Prior to the involvement of this research, there had been acknowledgment that the vocational
rehabilitation services of occupational therapists in Gauteng’s public healthcare were problematic
and consequently, the vocational rehabilitation task team (VRTT) was formed. At the time the
researcher joined this group, they had created a vocational rehabilitation-screening tool and offered
an annual vocational rehabilitation orientation workshop. To this pre-existing task team, and their
efforts to address vocational rehabilitation problems, this research offered the ideals of a
collaborative team approach, action learning and the methodology of action research, should they

accept the researcher as a team member.

Referring to the integration phase, Dick mentions that entry and contracting are crucial in an
effective action research project (2013b). Zuber-Skerritt (2009) elaborates on this by saying the most
problematic issue for an outsider researcher is to ensure that insiders take ownership of the
research problem. If this is not achieved, she warns, insiders may only pay lip service to the research
and not really be committed to taking action and achieving transformation. Taking heed of this
advice, the researcher scrupulously attended to the process of integration into the VRTT and the

formation of a collaborative research team.

The integration process was advantaged by the fact that in South Africa, the occupational therapy
fraternity is a small one and most occupational therapists are known to each other. Another
opportunistic situation was that at the time of this research, the head office management of
Gauteng Rehabilitation Services were predominantly represented by occupational therapists and the
Deputy Head of Gauteng’s Rehabilitation was the chair of the VRTT. This advantaged the initiation of
the research project as regional management and the researcher shared common views and ideals
for the development of vocational rehabilitation services within the province. Gauteng’s head office
management remained supportive of the research throughout the research tenure and assisted with
official clearance processes and the integration into the VRTT. Throughout the enquiry, an open-
door policy between the researcher and Gauteng head office management was maintained, which
proved to be of mutual benefit to both the researcher, head office management and the momentum

of the research project.

Dick describes how action research is an emergent process that gradually develops as understanding
grows (2013b) and the researcher anticipated the same would apply to the formation of a

collaborative research team. Whilst waiting official clearance for the research, the researcher
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attended the VRTT meetings as a guest of the VRTT’s chair, which allowed her to act as an observer
familiarising herself with members and proceedings. This also allowed VRTT members gradual and
non-threatening exposure to the researcher, reducing possible intimidation that could be caused by

the researcher’s reputation as an expert in the field of vocational rehabilitation.

Two constraints were found to affect the integration of the researcher into the group and had to be
overcome. One was the researcher’s preconceived assumptions about public healthcare as much
had changed since she worked in this environment 20 years ago and working in public healthcare
was different to working in private practice. The other constraint was the researcher’s positionality
as a private practitioner and her good relations with head office management, as discussed above. It
took some time for the VRTT members to overcome their unspoken concern that the researcher

would judge and/or check up on them.

Some features that helped with acceptance and authentic integration of the researcher into the
group warrant highlighting. One such feature was the bonding initiated by the researcher. She was
candid about her initial assumptions of public healthcare and verbalised her changed insights. Her
interest and positive acknowledgement of the VRTT's efforts in addressing their vocational
rehabilitation practice problems prior to her joining them was also seen to be appreciated. The
researcher purposefully applied her knowledge and experience of interpersonal social skills and
Dick’s suggested strategies for entry and contracting (2013b). Examples of these were an authentic
self-presentation, having an unassuming presence in the group and unprejudiced acceptance of all
group members. Another beneficial integration feature was the VRTT chairman’s sanctioning of the
researcher’s presence and the research and the extent to which he went out of his way to support
all research efforts. Of his own volition, he accompanied the researcher on visits to the four central
hospitals, orientated her to the hospitals, occupational therapy departments, work units and work
samples and introduced her to the heads of departments and therapists he knew were interested in
vocational rehabilitation. However the most effective integration action was when the group started

working together.

After the successful conclusion of the first action learning action research (ALAR) cycle, the
collaborative research team of the researcher and the VRTT was consolidated. This first ALAR cycle
was initiated during a visit to a central hospital where there were no vocational rehabilitation
services. The head of department asked advice on how to start a work unit. The researcher started
an action cycle with the VRTT, showing them how action research worked, allowing action learning
to take place and publishing the generated knowledge in the Occupational Therapy Association of

South Africa’s newsletter, the FOCUS. When the article appeared members experienced real time
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positive feedback from various sources. A task team, from the Office of the Deputy President of
South Africa, became aware of the article and visited the VRTT to discuss vocational rehabilitation
services. This article is still in use, often requested and sent to anyone who approaches the VRTT

asking for advice on how to start a work unit.

Once VRTT members had experienced ALAR they became interested in using it to address their

vocational rehabilitation practice problems.

3.3 Observation in action learning action research

Observation is commonly reported as one of the cyclical elements that characterises action
research; it is also an important component of action learning action research (ALAR), as it informs
the planning and reflection of learning and action. For the research aspect of this enquiry, scientific
observation, which requires a transparent purpose with systematic planned observations aimed at
understanding a specific phenomenon (Stein et al., 2013), had to be taken into consideration. The
challenge came when trying to combine objective scientific observation with the collaborative
characteristics of action learning action research (ALAR), especially when the collaboration is an

insider-outsider collective.

Within action research projects two types of observation are commonly referred to, participant
observation and non-participant observation (Koshy et al., 2011), and both types were used in this
enquiry. Johnson’s (2012) suggestion was also taken into consideration, that in an action research
study, the systematic collection of two to four sources of information will keep the research focused

while allowing for enough data to ensure the truth value of conclusions.

In order to transform their services, the status of occupational therapists vocational rehabilitation
practice in Gauteng had to be reviewed. Observation of practice can be threatening and in the
context of this enquiry, there was a history of judgemental accusations within the fraternity about
the status of occupational therapy’s vocational rehabilitation in Gauteng. ALAR would be a unique

approach and the researcher persuaded the VRTT to launch an observational phase for this aim.

Three observational approaches were used in this phase: the Vocational Rehabilitation Practice
Profile tool (VRPP tool), semi-structured interviews with occupational therapists managing and
offering vocational rehabilitation services, and public healthcare users were engaged in convergent
interviews. This provided multiple and varied sources of information allowing the observational

phase to come to a trustworthy conclusion of what is happening in occupational therapists
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vocational rehabilitation services in Gauteng public healthcare. In addition, the observation phase
allowed multiple levels of action learning to take place and it strengthened the collaborative bond of

the VRTT.

3.4 Overview of Tools and Processes used in the Observation Phase

Tools used to gather observation data in this phase were VRTT meeting minutes supported by the
researcher’s meeting summaries, individual and collaborative reflections, journaling and field notes,
formal and informal interviews in the form of one-on-one interviews, semi-structured interviews,

convergent interviews and a vocational rehabilitation practice profile tool (VRPPT).

Using ALAR principles, the Vocational Rehabilitation Practice Profile tool (VRPPT) was designed and
developed to meet the need for a systematic, comprehensive observation tool, which clinicians
could use to observe and reflect on the status of their vocational rehabilitation practices. To date the
VRPPT continues to be in use within Gauteng public healthcare, in the form of a user manual with an
introductory section, a structure, process and outcome section (Appendix D: The VRPP Tool user
manual). The tool consists of open and closed ended questions, nominal and ordinal scales, personal
opinion statements and reflective essaying. The development of the VRPPT was written up, peer-
reviewed and published in the South African Journal of Occupational Therapy (van Biljon et al.,

2015b) and the process and findings discussed below.

It was decided to use semi-structured interviews to gauge the opinion of clinical occupational
therapists and their heads of department as this type of interviewing is particularly useful when
exploring sensitive and personal issues (Greef, 2012), as are the observation of clinical occupational
therapy services offered. Most occupational therapists, in clinical as well as academic settings, are
familiar with this type of interviewing, due to its frequent use as a data collection tool in the
profession, as it allows for rapport building and detailed in-depth understanding of variables of
interest (Kielhofner, 2006). In addition, the interviews in this enquiry were to be held at four
different hospital’s occupational therapy departments. The flexibility offered by this type of
interviewing was necessary to enable the researcher to adapt the interview situation to meet the
uniqueness of each interview context. Discussed below is the process that was followed and

resultant findings.

The VRTT identified the exploration of healthcare users views of occupational therapy’s vocational

rehabilitation services to be a potentially problematic source of information to attain and research
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supported this opinion (Durieux et al., 2004). They decided to use a form of interviewing endorsed
by action research experts - convergent interviewing (Dick, 2012). Using ALAR principles, convergent
interviews were conducted with public healthcare users. The observational experience and results,
described below, were disseminated in the form of a peer reviewed journal article to enrich the

dissemination of the generated knowledge and broaden the AL experience.

3.5 Findings of the Observation Phase

Findings for each of the observation approaches are described and presented accordingly: The status
of vocational rehabilitation services in Gauteng’s four tertiary public healthcare hospitals, the views
of occupational therapy clinicians, their Heads of Department (HoD) and healthcare users on the

vocational rehabilitation services offered.

3.5.1 The status of vocational rehabilitation services in Gauteng’'s four

tertiary public healthcare hospitals

The journal article inserted below reported on the development of the VRPPT (van Biljon et al.,
2015b). The aim of the publication was to promote the ALAR process and address transferability and

dissemination of the tool.
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dissernination

outcome of oction research.
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INTRODUCTION

Background

WVecational rehabilitation is a multi-professional service provided to
individuals of working age with health-related impairments, limita-
tions or restrictions within work functioning. The primary aim of
such a service is to optimise work participation in spite of illness or
activity limitations'. In occupational therapy, concern with functional
ability and purposeful activity are unique features® that allew the
profession an impeortant place in vecational rehabilitation practice®.
An effective occupational therapy vocational rehabilitation service
assists the transition between injury, illness, impairment, disability
and return to optimal functional ability in a work sphere. It bridges
the gap between health institutions, which are usually the point of
entry for an injured or sick worker, and the labour market®.
South Africa’s Gauteng province has a high demand for voca-
tional rehabilitation services. It is the hub of the country’s commerce
and industry. Home to 30% of South Africa’s (SA) total population,
its age distribution shows that 73% of this population is of working
age®. In South Africa, 68% of the population depend entirely on
public healthcare®. The effect of no or poor vocational rehabilita-
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tion in public healthcare is obvious in a commerce and industry
driven province such as Gauteng, with a high prevalence of injury
at work, crime and motor vehicle related injury, the impact of Aids
and pressure to return to work as quickly and effectively as possible.

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

In keeping with the cyclical nature of action research (i.e. ob-
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quality mensurementl, MoTCASment o manzgamant tochniyguss,

‘Batho Peke’ (Paaple First) i 2 South Africe initiacve teimprove
the epuality, aroassibility, efficiency and secountdbiily of service dr-
livery in the mubdic secioe®, The Magoml Heslth nsurancz (M1 i
was kundhed o arsura et everpone Ing In Sowh Al gets
accwss o quality healtheass, regardlass of thair sodo-alonome
cratus’™. Thee resesrch mechod and aim ol this avudy areinline with
thise Tnitlaeives,

METHGD
Seudy design

Asian resancn phenomeralagy farms the Lask of Dl sty arc
a multi-callnhoragee and irterprativee actian rasearc approach
was woed ™ dcron research is mactice based and disee by s2ople
who wet to find cut resree abour their pracies with the viaw of
o % I places pracd foners acthe cecter of an enguiry’ al-
levwirig Lz oo be fllow rrsearchens and participars, le=arnig fraim
thuir exeparieross and precucing knowindge thal & relevancre rheis
pracrios sitetions ane vo which thoycan relae', Action research i
= emend patery Incereantinn s iings abour shared responsthlice
ard upen aceountabiline?®. Reasor and Bradbonand Reason’” of-
fer thren srategies of ctlon research pracics; firs-pesan acton
resgarch which e a persaral inguiry approach, sacondspemcn g20on
ressarc which Is 27 anilty o g e faze-to-face wifh atherz it
fegues of murual conoan @d third=person pracdoe which aims ta
Bxpend the resmarch 3 W ciar cormmunity l:lf-’ﬂq| Ty Thity suypesl
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that the most compelling and enduring kind of action research will
engage all three strategies, as this study does.

Critical reflection is an essential component of action research®.
It brings about the conscious questioning of practice®*, a collective
analysis of action®” and allows enquiry that leads to learning®. In so
doing it contributes to personal and professional development and
improvement®. This critical reflection can be done individually or
as a group with the distinguishing factor being to change practice®.
McNiff 3°22 notes that “Action researchers are real-life people who
wish to investigate their practices and offer explanations for what
they are doing so they can show how they hold themselves publi-
cally accountable”.

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

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

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

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

There were two groups of validation stakeholders:

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

A group of 39 pre-selected vocational rehabilitation experts
were identified by the authors for use
as ‘critical friends’. In action research

written and verbal feedback from stakeholders and experts.

The process
There were five steps to the research: the designing, the de-
velopment, the refining, the validation and the dissemination of
the profile tool.
Step |: (See Figure 1) The designing of the profile tool was done
by the first author, engaging in first-person action research. A
systematic search and study of literature relevant to objective
observation of occupational therapy and vocational rehabilitation
services was done. This included; audits, models, frameworks and
instruments concerned with quality control, practice standards,
service and outcome measurement tools and performance indi-
cators. Four sources as discussed above were identified®'®!%!7
to be relevant to the context and methodology. Donabedian’s
framework'?® was chosen to guide the systematic plotting of
all elements of occupational therapy vocational rehabilitation
services within the three categories of structure, process and
outcome. The elements were compiled based on information
from competencies identified by Buys'’; suggestions by Beukes?;
the Gauteng Department of Health’s standards and audit tool'5;
and the first author’s 20 years’ experience in the field of vo-
cational rehabilitation. Confirmation and expansion of these
elements were supplemented through additional (verbal and
electronic) discussions with Buys, Beukes, some of the authors
of the Gauteng standards and audit tool and in consultation with
colleagues of the first author who have experience in vocational
rehabilitation. A concept profile tool with three parts, namely the
structure, the process and an outcome was designed.

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

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

.the. concept of ‘critical friends’ is used to Py CAUTCOARES
indicate stakeholders who are invested P S Ty
in the field of knowledge and can offer - - s v g | ——
objective and expert feedback®. The | 5105 1 Berlgrig petlivior | % Bl X st P o B mﬁ::ﬁz
criteria for inclusion into this group were L g ’
occupational therapists with previous o
experience of working in South Africa’s
public healthcare and current experi- % il e =~ e
ence of more than five years of working : o e of ol Lo iyl
in and/or teaching vocational rehabilita- | Stro2: Devetoping tha profir Toot | | e JEDMER. | =8 Yk L
tion. The refined profile tool was sent to LA o ot SR ISR
them for critical reflection (see step 4). —

All participants were informed ver- s
bally and by a written pamphlet that they o b e
could keep, that this project was part A Fortd s o | - e
of a larger PhD study. How this project | Sep ) Rekrung the Profite Tool e MRIAKNS | o oons 1
fitted into the study was explained, how i - | o e e
the generated knowledge will be used Batins) e 5
was discussed and consent forms were o e sy
signed. The PhD research had university e ———> i
and hospital clearance. Stew 4: Valadation e hens

T —— :

Data gathering
Throughout the research, data were  ETPRT T PR— ‘
gathered in the form of field notes, i o :

reflective journaling, critical reflection,
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Figure I: A graphical representation of the five research steps
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resmarch cyuke al eact of the four academic haspitals in Gauteng
tha: oHer veoational sehabiliagon servizes,

Thezuthers parmed uransoonced vis'ts darlng working hours.
tn the fear armdemic hrspitzls in Gauseng wha had occuparicons
therapy departments with weork units. Warking in F< area whers
e voesiticnal i elabiliagan sevices were offered ce ool v
uzed geparaely by ezeh athor wo prodile the serdoe. Feld rotes
ware kepr, Acflocthee jourmaling done separesly by each sutor
wre enmpbetad post profiling, whila still e the pramises. This was
fallowezd by a fuce—o-face critizz! rellection, discussing their Find
s and experiences with eacn other Specilic attesdon was peid
e the deslgn anc onntent of the oo, Improwving and cheaging it for
the next visic. The final step of the dsic was 1o comolls an egreed
upan praofik: ol the wisited vorstional rehabiftation service. Incthis
wity their colectve experience, sxills and knowledge conribut=d
o ds nprowing the tocl and cormpiling a prodile of thevecat ozl
rahahilitztinn servica offerad,

Ater each oyl me firss zuthar studies ¢he ficld notes and
relective joumals, made e necossur y charges to the ool ool
surbed, savsd Al stoned all dats, Additivnal dees o corirment:
Bereszen tho visits waore shared elecrronlcaly Secseen the firs: and
Faurth authors ard changes incorpomtes &5 neorssany. Each new
cpcle thus starte with an improved orodile ool

Step 3 To rafing the profile rool 2 wior kshop inuroducing e poo-
Fila ol with & pracdcal session al applying 2ad oriically reflectig
an fr, weas plannes and preseetod by the firse auther, The werkshap
vt Far ary dinise’ acoapatioral thorspists inmrosbed inovocadonal
retiabsd aation. The third-pemson resesrch girg of che workshaps
wiers 12 Incorperae the wider cormmunigy of cinlcel cooupadenz]
thiesagry practitionars 0 Gauterg's pablic haaltheare as partrers in
the: dewcdopment of the tool and to eepasc ood aEhentlicam the
vostiorsd refadbilication sereico Fruﬁ':s that emerged froem the
develaprmesnGy sbep.

A Eraitaden to host the workshoo w thin their pracdoes wias
extarckes o the fnor scadarmes |'|$~:pi—.-i= in G:'.u:nng il had hesaa
usrd for the crveloprmen s of the prcdile tacd . They waers roquesoed
e irrvite all oceupagoral e apises in Lhe' s departments end sore
roanding hoespitals and clinics the referred cliens aed made we
of the specizlised vorztional rekabllizztizn equipr-ent and servioss
cdfcred mt the hosting hospiral

Faich works nop was pres=red in the farm af an arcion opcle.
Firsuy, the profile pocl was inprodwces by oecyiding the backg raund
21d conlexmual infermation. Pecipants thar used the pralile tool,
apobing i spatifically ra thair vooational rehabilitaticn sereoss,
wrhilz rmairtaining an cpan dialegue on an incividual andjor group
Liasis with the pregemter They ther divided inte somall proum wo
critlcalty reflecr and discuss the design and uss of the toolaswell ax
thi sare o8 prodiles that were genarated by the use of the tool, They
wrare askoed tn consider qos s e and resclis conkd mpacs an
therwecational rebabilivation proctices. Verba feed sack fram eack
oroup wes provdded, The workshop concluded with anciermaus
indradual cnzcal maliaction an cheoworkshop s the ooal fanms,

The expected outcome ef the workshop was ro cnakle slinizal
arcipstion] cherapists bo profile their vooticna e ision
zavices which halde practea’. thesredoal and research wzlue.
Implamaintng & compreharshae and conteemually relevanst profis
toanl that ;ll"l"nrril.-'nl_'.."r'rlira‘h:s'.-.'hn'r.'-n'n.'arimzl rehakilrannn servica
woks like, andicr sheuld look like, would be aelptul to cocapational
theer apists theet w e oflering, or wish ta olTae ozationa rebeldication
sarvices in public healchcare. The profile ool could alzo be uzad
o regaarch, oo ssslst with planning and poticy making and gual-

ty maragamet of aooopstional theramy woranons’ mehabiltation
sorvices, The workshoo was registered and accredited width the
Hewhth Professiore Counzil of Soudh &7 cas [HPCEA) continuing
prefessienal devalesment unis.

Adrer ezch worksheg de st author aralysed and sered the
cantrimmions, ferdback ardinfarmaticn. Tha oo was mavised and
impraved before prasesmtion ot the next worishops. Infarmation

South African Pownal of Qooupaticnal Therapy — Volume #5, Nomibser 3, December 20015

vas aded to expand the weaticoal rehahilicanon sardios prafiles of
thie hospitals that were devsloped during step twa. These prodies
were wed in the next skep.

Srapd: The vaiidatlon af the brofile 1om was dene In Dyvo sacrzre.

The vecational rehallliazkan serdcs preflles that emengzd
irom che dewvelooment and refbing steps of e reseach were
preganbed 2o the VRTT fer walidazion, by the first ard fowth
guchors, The therapiufs) received the orodle of the nosple! shef
he was waorkmg inoand wes gwen 30 minuess sy i oand ask
guestions il nocosmarg The instruction was o prq’\-'iq[n: COMIMmzTDs
arnd partivipest validation of the prale fenced to thern, This was
ool lected In the form of weiten cammente. reflecsve jpumaling,
verbal Inmerscdon with the primey and/or seccndary eudice and
geneR discussion in the grons

le furzmar validaze and enrich the credibility of the profile tool it
wt send for chiective critical appraisal @ exoent cpinicn b 2 pane
of pre~selacted “cnrcal friends’. The selkection crreria for thase
critical tricnds wrre thar theyrshould be Sauth African acoupasana
therapists that har exporicnos of wording in pablic bos e am
Frand ariewe than livs pears of ourient seperisnos in socatioral reha-
Giftaron. The expers were sent decrenlc formas of the teeland
askrd to ronsidar e, nes ir snd comrent an i weithin fes warks.

Al data From chis step waers considered, medlecred on and se
lecped changes were made oo the toeel.

Step B: The final slep of disvemizalion of e ool wes undes-
ralezn, The WRTT decdod thar the prefile ool wieuld be raughe ar
the: arnual worerioral mbahilitadon ericnbation wordshor, an awent
artended by newdy appoinred acoupat oml theanpises ta Gaureng's
public hezlthcare, The st awfe made anelecronic formar ol the
bl avaibable to share with ary ineresved cecupaticnal therassis
warking inwecanon:| neatilzaten, The fowrt aucher iIntroduced
the tnal gooall cocupational themapists werking i Gamang muklic
hema thzare through oficz | puhblic heatthears forums, The develos-
el orocess g pos! oot ane inoended foro pebicados nte
Torrnaf A scienific paser rea Scath African peer revieassd jouras
with nazioral ard intemational circalssian.

Data analysis

The Neld roues, refbecive joormaling, sweiter o vl fmedback
from the wierkshops and [iem the experis wera systainatically
analysed ty the researcher torough thamatic anc discourse arskysis,
I kegairg with good retearch practice and in support of aztien
research prindplas™, thematlc analysis of the raw datawas nanu-
all}' a-:f_',lm:rl immnd?-rrnl:,l after garhnriﬂg. Darm wara sommarsand
and capeaecised. These thematc susmaries influsnoed the pawt
acton rasearch phase.

Pantbertic, woices™ used in this artice will be indicaied as
FM e field notes, B) for reflecsive journaing. CR for oriticl
reflectan, WS for written feedback from staleeholdars, WS far
worhal fendhack from srakrhnoldars, WFE for wrirtan Facdback
frorm experts and YFE {or verbal freed ek fram esprrs acting
ab criica! friends.

RESLILTS

In stk cuie the ool was deslgred using firsc-pecson acilen ressanch
strarcpy. Through soveml acdon rescarcs oycles che firss authar
vontinuaus'y reflecsd on ber acbons and incormos aced e infor-
maran Inte the develepment of the concepr profl e tool.

Wiy ool s Roee o voriely of doba coltaring et s Ske Gstieg,
faterdows, shdlng scales. photss. Lke Conabodiae sows® - vorcely
showidf give oudier walichiy."” [R];

“F wash | had something (ke this when ) wos 7 poune QT L would Bave
Follen Lhes Ligger Liclare instecd of peLiing Goggea town with the srmall
stiF. " and Nit [the tool) mued e easy e wadesatadd ang weae e the meat
inzepercmocd oocupotianag theropisi cae asz ond heogl from e (R

Ceuring spep cne a tedwmical action research process divecoed
the initial desian of tha ceal, The firsc authes was irsounranial in
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chesigning the crafl formar of the e ard prepared itfor e actian
maszarch greosss angaped B dusing stap two.

I~ sliep Doz the wisits to vocacenal rehablitarios seioes at
feLe geadamic hospitals and the wse of the ol in thess sevices
brough: deeloprent of tre tool thraugh wing seconc-pemscn
action research strategies. Areas Icentified far chenges related to
the duplcativn of dac garharad; ambiguoles mstrocticns; and tire:
corcers. Tharefore the toel had to ba simplilisd, shortened =me
larguage and grammatical ercors addressed. Toe tive: ook o
ac raistar the predile teal depanded on the stze and sxent of the
warcztional relhabilitase service as well as familarty with the maal
The fimes varied between twes 1o fe fours, Tre acton research
cycles of Implementing the tonl and roflecting on it pravided &
profile of sach service. Simuftancously tha orofile teel errerged a5
a sz ndardsed Hstrumant,

AT we ke with Ds toe! 5 the idea! vooatinna! relabilitotizn
verlcn, it will De AiEe o VSR 15 0 FMedsircmsm i fure, " (FM]

"W rouat Dot fmmabilise £ sorvine with Laperwsrk, The core bushiess
& tharmists is vo see paricats,” (RN

ft i cacidnd b et Sinical occopational thempiss w use b
aned in 50 ding incorparats their fsedbadk inre the dewe apmant af
tha tonl and exsng profiles. The planning of o swarkaliop enseec;
ft was registersd with cne Health Frofossioral Counl of South
Afitsa (HPCEA) as an approved continued orofessiona Hevalon-
mrens [P actvity and rrarketed 1o occupanaral dieraplis at
the feur academic haspotals.

The workshaps ofared i step thron were w rafing the toel
a~¢ indude additicral aspests oo the profile. wsing rhird-peiscn
acticn rescatch stratene Theee of ghie feer aradrmic hosolls r
Gautang whe lad been usec farthe devetopraert.of the profilz too
aooeprod the inviczoen, Thefauth hospital declined the ineitaticr.
srxting that their nocumetiorsl dierapsos were rat intzrested in
wicaticngl rehabiation.

Cryerall the feedback from ther apists pamticipating (e work-
shops was That thay enjoped an opportunity Lo LEG S ol and
appdy il to their ewn sisuations, Thay felt thig offarad em the op-
permuininy ro reflect ared discoss specilic 22pocts of the servicr and
ro plan and set goals. They also enjoyed cistugng their practice
with (7 researchor and e paars, valuing the Impartial feedback,
The primary contribarion of e workshop weas that it caprured an
auwshentia pleturaed the ciadleng 2 and carcene inizal oroupational
theracists on grssmets kvel snperenced, For smmple:

“You curnDt 1158 part caa fprocess arefiling) if you de not kaow
worplicna rehabifiction ond wadersiand the aspec of o vodatienal
pefnkiBtation service and same of us ware nat trained sufficieatly i
vacatiedd! rehatlitarizn.” (WES)

I stef i Cres vaidasion ef 1e tond was undertaken, The pruliles
o the vocaronal refmbililaton sorvioss thal emerged in 28E W
arel there wore eangolidated imo asingle profile of each hosrsitals
wocstone ) rehabilliarion serdee. AL 2 WATT mestdng occapationd
the apists familiar wis 2 rekvant profiks coanibazed to toe valds
tiun of its autheatdeit: Disoumian inthegnzup and i-divicaal written
feodeek shrrwed thar ell profiles were sooopred te pe trum refieclions
i the services being cliered, The group disaussian and written Teed-
ik alsn reflecmed = dirnersion of greater transparency in the group.

“Plaw [T we Knmer whel the beableme ore wa ool wark togedher in
#ix tha: sad need fed Wy abowd trying 10 RERA AR O [ranc.” (WF S

Feflecdon on the prafle tocl isell showad that dhey falt the
firsr s psmucture rofiks] is bong 2nd tedious and the second part
{oracess mindile) was mare emoyade to complere, The auteone
orulie Irsrgated ananimated disgussion. Thersware srong feei ngs
meprassrd rogacing e abssnce of student maining, imarketing af
servires, reseach gnd PJHiGEﬂi‘I'I-

“ie Jg imposaile o ped erhinal oiroronce o da research if g o
cliician anag there i Nohody i i you or ghee acices i pont fad yauesel
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stwak. Tha only way pou con da resecech o8 © ciican is i yro eruali far
o unhvecsity bos! prod dagree or catese aad why shauld we do ! L
will rot affect oL pramseian ur aur smary snd mabody s dme. " WES
"o BLIC BOLIE ane fees of wiark dven it fwriting 3 jaurn! article) aird
thes f's ant aood eneugh. We dan't really ke what we o8 dmng
arpsap. It is easior 1wt for the FOEUS fnewsietier) bt con that
e considapedg leh'ira:l'u'lf“ F3)

"Thia is just abavt it. This shows cract!p what our prodifem is we frre
U mativatian bad 0L the know -kow™ (WF3)

Wiy ey changes were suggestad for the ol coiinznie and lay-
nut. lLappesres a5 f zhe groop kacked comfidence and exprosec that
their cpinicns an the 10l might net be “geed eough''. They sug
gested that 1t ba senk ke ‘acadent o8 ta take abook 20 Suggesions
ol sercing ir to = panel of axpsrs were Ananimeushy supportad.

Thiz ed was sear ta 39 cridead flenes far critical apprasal and
wwpert epinion. TH een of tem respandad wirhin the requastad
rmeframe. Changes suggested wers gammazical i fatere znd ne
shontalk wers identfed. A ctkal frend va privame veradonal reha-
idlitatizn practice noced: T mafes o radlise that it friddre Bractioe we
o e AT WitE and rot a reeotional repabEmion service” WFE)

A eritizal Triend in 3 poAdic hesitheare management positian
from a-wiber provinos indicated:

e papd pils ke of ol te ortically avaluata sad imbove aur
fracarionn! mhallitonion) seeaces in goldk Keaheare. Thank psu
tio evmrpams in Gauteng for ofl the hard wark onid shereg i wit s

Tie fith oad final step of disscminatan then folbowed, &5 3
peault inteerer and aaquiras inm L ool wern received from the
provirees ol KwaZulu maatal. Fraa Staze andd the Wastarn Cape.

Summary of the content of the finalised profile
toal

The Yocationa Rehakiltader Profile Tanl is wrilien In easy to
urderstand Eralish sa that therapists of all levals of experience
woul find it noeessible and ol @ consEs of four sectons: an
Inooducsion, stuccdre grofiling. process pradiing sns cumooime
oruliling, The fime it tukes to comalem the tool will b= influeced
tr the sz of the week practico. [t should @ two to fivie hicurs
ta complete the rocd for rhe frst tma, Thereatter an oocupades
therapist familiar with 2 taol and the wodk Uit wonk sske fess
Uz &1 how to update srd evpan It

The: irtrocuctony section is four pages leng. 1t icludes 2 caver
et wrime in o persanal ene suggesting why ceoupaticnal
therepks might consider using the profile tool to reflect an and
entaree their weoaronal ehebilliation practices, They are asked
s vae the tenl 2nd serd sugesrions. iteas aind questiors w the
authior 5o that the tool can contnue swoeldng acd ramsin ralessnoa.
Conset detalls for tuch feedbsck ars providec. Background ard
arreral ifeamation on the recanrch ord reason for the ceveloo-
vt af the tanl is given, & discussor on o to use the tecl and
sugpestions o what te do wilth (fe infrrmation generatcs from
the pralie fellows. it condudes with referapoes, reromrnznded
raading and the last review dan.

Tae stricure profiling socton (52 Toble () ewguires bt the
cantexL witln which vootional rehabifitation sarviers e ollzred,

These Include resceres avaiiable socsssibllicg tn de seevics,
appearmnos ol the acen, st tons and acrivities avalable, stafl,
rmanageriel and mainienance support far the service,

Tha proozss profiling sacron (se Sgune 2} onguirs abour the
accopatonal therapy practics of vorariensl mbubiliaden zd e
senpe of the sarvics comuzstinal therapis aHered, Itworks onthe
prerriss that in their vazadensl rehabilivaen sardcn, oooupalicnl
therapests offer prevenden of injury arel awarcncss of g prarrics
progrannmes; soreaning and msessriont of furctional ability; wariows
ferms of internentien: rvelvamant in the placemment of parsors Wit
njun asyrisztilities inoo open. sheliered, protacoed and ather attama-
tives inthe @noor market; wd offer felloweup seevices . Imeostigaticn
of theye sptvloes is gore in U fanm of sliding seales snd carmirmeints.
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Table I: A section from the Structure Profiling — An
investigation of resources available to the vocational
rehabilitation service

Table II: A section from the Outcome Profiling — An
investigation of student training in the vocational
rehabilitation service

6. Resources to support the Vocational Rehabilitation Service

3. Student training I

Are the following resources Describe and discuss Are there any undergraduates and/or post-graduate students being
available to the Vocational trained in the Vocational Rehabilitation Services? Yes/No
Rehabiiitation Service? If “Yes™: Answers and Comments
Social work services
(For referral of social intervention, iF ek Mieh
nstitution?
grants etc.) How many are
Referral resources for skills devel- undergraduates and
opment, (Training facilities etc.) how many are post-
Open labour market placement graduates?
support How many students
(Placement or personnel agencies does the service have
etc.) in a year?
Alternative placement options How often does the
and support. (Sheltered/protected service have students
workshops, self-employment.) in a year?
Motor vehicle driving assessment How long are they
and adaptations/customisation. here at a time?
Other Who supervises them?
If ‘No': Why not?
3, Intervention

3.1 Are work visits being done as part of the vocational rehabiica-
tion sardce’

4 JReSE| | I | I | i | 1 10

Hmaiub-agjnm“ | Excallent and

comprahensive serdce.

1.7 Are there work-hardening, work-readiness, conditioning and
raturn to work programs offered?

e e B s S [
[ Mone b5 being done Excellentand -|
comprehersive Servicas
3.3 Are there job-sesker programs and related support?
0 | . f=mmmeel lann==-| (1]
Mane is offered Ewosllent and
comprehensive pregrams exlss

3.4 Are there pre-vocatioral skills traifing programs and support
offered?

L it S 1]
Excellert and
comprehensive programs exists
1.5 Are sccupational therapists trained, mantored and supported in
such pregrams?
0 e O et me | ]
| Excsllent comprehensive
trainingmentoring'
FIPPOM eHists |
Dhizcuss and describi your opinions:
Figure 2: A section from the Precess Profiling - An
investigation of the intervention aspect of the vocational
rehabilitation service

Mo such programs
exists

| Mo training/ mentaring
suppart i provided

The cutenme profiling section (see Table [ /) enguires about the
effect of the services offered, Sarvice outcomes that were identi-
fled i be indicators of a matured and comprehensive oocupaticnal
therapy vecational rehabiliGation service are: genaral awareness of
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the services, user sathfaction, student training, research, publication,
statistics and future plars of the service and auto-reputation. Auts-
reputation being a form of self-gvaluation deseribed by Donabedian'™.

DISCUSSION

The netion of profiling is to record and analyse the current status of
services in a non-udgrnental, objective manner. Denabedian suggasts
that in studies of qualiny one needs toask “YWhat goes on here?” rthes
than "“What is wrong?” '™, The profile tool offers public healthcare
eccupational therapy vocational rehabilitation practitioners & struc-
tured and systematic observation of their practice, |¢ gives them
infarmaticn that they gather thermsebves to critically reflect on thesr
mmmpﬁnaﬂlmﬂ:hmhnﬂmhhﬁaﬁm
servics, Lsing 8 tool they were instrurnental in developing. In addition
the tod and resulting profiles will be used in further research aimed
at improving vocational rehabilitation services in thesa practices.,
It will also ba used to measure the affectiveness of the research
imervention at the conchsion of the research.

In action research the researcher is corsidered an equal part-
ner within & team, contributing knewledge and/ar cuperience and
acting as a catalyst in addressing practical problems®. Action re-
search is also essentially practitioner and practice-based research™
and fecuses en change and participation as an interactive form of
knowledge development®. The cyclical process of continuous
and structured planning, action and reflection characterise action
resmareh 4, Incorporating these elements n the design, develop-
ment and refining of the profile vool was brought about in a manner
sensitive ta context and perspectives of these directly imobed™,
In addition the potential banefits of participant empowerment and
accountabiliny® were incorporated.

As with all tools the question of standardisation and validaticn
arises™_ Linarature showed that ‘standardisation’ s a term generically
used by oocupational therapists when discussing validity and reliabilite
features of test and tools, Shenton® describes the use of all tha abowve
terrrs a8 ‘positvist terminology’ and propagaces the use of Guba's
constructs and terminalogy® for discussions of rigowr in qualitative
resaanch (suchas action researchi). Guba addresses criteria that ensure
trustworthiness) gour sirmilar to that pursued by positivists but com-
patible t qualitative research®, This paper chooses to align itsell with
this and use the word ‘rustworthiness” oo indicate the generic use of
standardisation, ‘credibiliy’ in preference to inernal validicy, ‘trarsfer.
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Ay’ I praferanca to mremal valid e ‘depandahilitg’ nprefesacs
e refinhiity and ‘cacfarratiliny’ in prafe-ence oo abjestivity ™.

The follewvd g criterta ol -ostwor thiness weare addressed curing
rthe dewelrmmrnt of the profie too

The credibiliy af the too! (jo. Daes the prafile toel measoref
shn wehaz 215 Interded oo show?] was considened ard addressed.
Participznt validation of the ancving profles was done, & wsriany of
dhita prlacton rechods and cwerlapping methads aod catasoorces
wene usad widy the generating ol the cel and designed in the
sodrrresteanicn of rtha toal itself, Tha intantian was oo clesin e
scrutmy shrowgh critonl appredsal of mapents and publication inn prer
resvigwed |ournal. The seckgreund, experience and qualificaticns
of tha avthers qualify thern & eqperienced prastidonss in ooow-
patiznal therapy, vostional rehabil tation ard eoal development.

The iraagfargbility and peneralzobiity af the moai e Te what de-
e cail the el 2 appled ce other shuatkers?) k affacied by the
meshoociogy used. The aritique that the knowedpe generated by
actioh research |f geeraliable aply withinthe contest of the reseaceh
populathor™ is noted b che auiors. The tool is resoicted for use n
wocstom rebubilteton practioes far cooupational thormosists, Withis
this practioe consed the suthors beleve that the too s genesdic
encigh oo hold porential for vse Inwomatons! rehabili@ocn services
outside of the pubdi: heatbom soring inowhich ic wee doesloped.
The dissenination o the findings af his research was cone within
the Souch Africen context a5 it oculd be of infanest oo eocupational
trecrapsts wha are interested invoctionzl rehabilitnticn or prackice
it girnibar contests. The process of peneraing the prodile tool could
b= tseful at [azal ar irteraztienal evel foe those who wsh oo applhy
the idicas endindings within smilar contoxts o to replicais the study.

The cheperidubitey o oie ool (e Wicald similar reaulus be foond
it i was usad by difarant cocuparienal charapisis?) wes amanded
oo Sy usng simplified instruzgicns and cffering wworkshops where
therapists were mvocduced awd instrected In ool use. The ol
weane thraugh dasign, dewalepmeant and refinemant phazes and was
pracrically implemesed by pvaricty af terapists curing soveml ac
tic research cpc'es. Participant validation of the resuling profiles
shonaad andissuna of Bre recalong practica peodila,

The confarmamaility of it tan! (e Whies eforts coemeds ohjscte-
ity and restrickon of researcher bias are In placaly was attended oo
threwe= purpasefd transparensy: Criticad reflaction & akey element
ik defines acen reseach™ and an operness w Feedback livan
‘rrifical Frinnck” anhances the confnrmehility of =9 sreearch™. In
thix research it was applied Shroughooe the action research cyches
ard enhanced with particlpam valldaden. constandy invidng pesr
reniowe and erports” orftice appraisal. The knowkedze poeoes aed
throush aclion researct has (o be Tad Back mo the garticioants®
ard mare |'||Jh|ir as this constitneas irs cha=crarisrcs of bRing
gerutinizable® which B encapeulates in the dizsemisaton ef e
aaowebaprivanc of the toal.

e prodile tood e pot been fnoese oulside ol the develoos-
mental stags 2nd the scers acknowledar thet mzme of I oust-
wearthiness chamcteristics will only comes 2o light oree i@ & being
ugad extensisehy and o diferent concexes. e In different coneses
weald stirniiate further rescarch and somrcpes aimnes ab bosting
e Liusbwos thiress,

Wi o bialsva that altheagh developed within 3 public beslit--
ke contaxt and bar specific rascarch purpogses it has the pot=ntal
fzr more exrershes Lse, The audwors wialkd ke oo encourege coi-
|EHEI:I."_§ o sk The prefile tool, test i, improwe ©and c:-c|:|.:|nd 14
uzelulimes Ly sharivg their indings e public erums. The hope
is that oventualhe the ral oon e used in wecarioral rehabilicatian
Sorvitis o help Lheragsts do guality massgement and provide T
Farmateon o planning ard cofcy making, Toel disseninaton could
also reEe an awarenes of the soope of woacacioml rehahilivedon
senvices that sccupational therapiams can offaras co rary practices
ar daing enly the ssscssment espect of vocat'onal rehabilimdo ¥,

Dhorabeadian bas contributed sipnilicantly 1o sirasegies for qualicy
of haalciczre bur his work i nat without criccier. Carayen ars™
ant Cewle and Bartles™ cmution that ising the sequertinl progressian
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from scructura to process oo cuoomes 5 oo linear a fremmeesrk
ard limits thz urderstanding of how the throe aspocts influsrce
epch oeien They propose chat use s acquire an anderstandivg of
bevw the thres aspeste of 1epdes influence and Interser with each
ather and with such conklderaton use then In warylng ordars &5
circumstances dickte. Thay also critizise tha maded o filing ta
Meorporte anbecadent characteristi=s &g environmertal Sztees,
culwral, beliel 2nd avwdin influsnces, A olwhich are imperant
pracurmars o quality, espedalkin 3 Sourch African simaatian

CONCLUSION

Thaultimars aim of healrthcara wark isto enhance tha quality of provi-
sie far the Leed? Managing and sddreesing the quealsaf seraoein
publlz healthears k an moarmadenal end ongeing carcam’’, InSauth
Alrica there are socreditatian committaes, natioral care standards,
audis and guided nes inplace e addrazs the qualiy of saize In pudlic
nealthcare'™>, All of ther wers developed and functkan externalky
o the prachen sotting they hapa to improve and arc nor servioe spo-
cific, The authoes have thes exoerisnce and ars of the apnicn thal itis
wery dlficulr to zddress the standard of a service By remore ocarnol”
By sharing the procoss of dovelopment of stool dat proficos o e
caticrial rehab e o service ssing sclion resesrch allswing sautng
peer revizwe and Imetng Tesdback. sudhenticity s dermcnsnaed which
arcimpartant aspects of Hgour in acdon rescarch 177

Acticn reses roh allowed the practiticres o ering e sesvice o
ke part of the process of deneloping & ool ey £an vse toprodile che
sarvices they off== Being able to PI"D‘"-C = vacabonzl rehabilizsiorn
sarvice holds practical, thecretical enc research bensfits. Hadng
A comprenans e and contecruzlle relevant tocl thar efecdwaly
irdicates wher o vacosioral rchasdlitation sorvios looks lilee, andizr
sticuld toak ke, will be heloful ta eocupatioral terapisis Lhat ae
afeErng. e wish to offen vecetional rehakiltsrion sepaces inpoblic
renlthonrn as well o5 in private pracsions. Ths allowes them to ser
goaks arwd develop their pracices indsystermaric ard mindful rmanmer.

Dranzbedize, ciing varans siuckes tosuppaen his cpsnien, states
that propds are aood judges of the: effectiveress of *he orpanisa
tions in which they work ™ and the services they render. Alicwing
cocupadcnal therapdsts b rieasure their v serdces withn cer
=in puided construcs brings abaous the actan research henalis of
Idertiiyirg and swnirg the prabler which In mcsr cases leads o
tne mcdwatlon o lock Tor sedudens of precdea preblems,
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The development of the VRPPT, in 2013, took place in Gauteng’s four tertiary public healthcare
hospitals and as part of the development process profiles were developed of the vocational
rehabilitation services offered there. These profiles showed a structure ranking range with Hospital
A being the best equipped, followed by Hospital C, then Hospital B, with Hospital D not having any
form of vocational rehabilitation structure. The services offered could also be ranked, with only
Hospital B offering comprehensive vocational rehabilitation, whilst Hospitals A, C and D offered only
screening and occasional assessment services. The outcome profiles indicated therapists were not
involved in research or publication based on their vocational rehabilitation practice, despite being
linked to academic institutions, and that only Hospital B was involved, to a minimal extent, in

student training.

3.5.2 The views of Gauteng’s public healthcare clinicians and their Heads of

Department on the vocational rehabilitation services they offered

The views of clinicians and heads of departments (HoD) of their vocational rehabilitation services are
the only observational approach not available in journal article format. It is presented in a typical
action research cycle process with results, discussion and conclusion included within the cycle
stages. The first stage was the collaborative buy-in stage, followed by the planning of the process,
the action stage shows the gathering and analysis of the results, the reflection stage is the discussion

of the results and concludes this observational approach.

3.5.2.1 The collaborative buy-in
Using semi-structured interviews to gather the views of public healthcare clinicians and their HoDs

was discussed with the Vocational Rehabilitation Task Team (VRTT), who sanctioned the concept. It
was decided to conduct the interviews at the four tertiary public healthcare hospitals in Gauteng, as
this was where the most vocational rehabilitation tests and equipment were and these were the
main points of referral for all vocational rehabilitation services. These hospitals are henceforth

indicated as Hospital A, B, Cand D.

The researcher extended an invitation to the VRTT to become part of the data gathering and
analysing for this observational approach. This was declined by all members as they felt
uncomfortable interviewing their peers about clinical services. The researcher was requested to
gather the data as an independent representative of the VRTT and she conceded. The researcher
then contacted the heads of department, explained the reason, aim and outcome of the semi-

structured interviews and made mutually acceptable appointments.
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3.5.2.2 Planning of the semi-structured interviews
The researcher planned the content of the semi-structured interviews. The nature of the approach

was to be inductive, allowing any form of information to emerge unrestricted and limiting researcher
bias as far as possible (Stein et al., 2013). The interviews were planned using the question design
strategy discussed by Dick (2013a); ‘What’ and ‘why’ questions were focused on. ‘What’ questions
covered the situation, consequence and intended actions and from ‘why’ questions emerged the
assumptions, and a combination of open-ended and probing questions were decided on. Two
framing questions were formulated and multiple options of probing questions were prepared for

possible use.

The interviews were audio recorded and the necessary ethical procedures planned. An email, sent to
interviewees 48 hours before the interview, contained the following: a reminder of the semi-
structured interview appointment, general information of the PhD study, a consent form addressing
the research and the audio recording for participants to consider and sign, the aim of the interviews,
what would be done with the interview content and who would have access to the interview results,
the two framing questions were also given for them to consider and prepare their thoughts for the

interview.

3.5.2.3 Actions and results of the semi-structured interviews
Cognisant of the fact she was an outsider investigating insider practice performance, the researcher

made efforts to keep the interviews as non-threatening as possible. The interviews were
purposefully held in the interviewee’s places of work. The audio recorder was demonstrated to the
participants, who were shown how to switch it off and given permission to do so at any stage during
the interview should they feel it necessary. The recorder was then placed out of view, to prevent
unnerving the interviewees, but within reach. With the exception of Hospital C, where the
interviewee was felt to be evasive and apprehensive throughout the interview, all interviewees

seemed at ease during the interviews and comfortable with the audio equipment.

Participants in the interviews ranged from three, at Hospitals B and D, to one at Hospital C. The HoD
was a participant in all the interviews. At Hospital C, the four therapists who were reported to be
involved with vocational rehabilitation services at this hospital had all taken leave, despite prior
knowledge of the interview, which was only discovered when the researcher arrived for the
interview. The time spent in the interviews ranged from 12 minutes at Hospital C to 60 minutes at

Hospital A.

All interviews were conducted in English. The interview began with a confirmation of the aim of the

interview and the first framing question. Conversation was allowed to flow freely with occasional
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probing questions for depth or focus of content. Participant validation was used throughout in the
form of a questioning statement, for example, “So you are saying ...” The interviews were concluded
when repetition of previous ideas or statements began to occur, or the interviewees indicated they

had nothing more to say.

All interviewees acknowledged their vocational rehabilitation services were inadequate.
Predominantly they were all doing screening and assessments and only Hospital B offered a form of
intervention. With the exception of Hospital D, they all reported having adequate equipment and
other resources to do vocational rehabilitation. They all felt conducting research, supervising
students and publishing was not a priority and several statements indicated problematic relations
with academic institutions with which they were affiliated.

“We do only assessment and screening and then nothing else is possible. We do not have time or the

knowhow for students and so on.”
With the exception of Hospital B, they all asked for assistance to improve their vocational

rehabilitation services.

The interview at Hospital A, who was the best equipped of all the hospitals, showed two concerning
discussions, one of which was calculated avoidance of vocational rehabilitation work:

“We cannot let them know we do this work (vocational rehabilitation). We will be overrun.”
Several statements were indicative of burnout:

“My hands are tied.” “I am fighting a losing battle.”

In all interviews, staffing for vocational rehabilitation was indicated as an ongoing problem. Finding
clinical occupational therapists who were interested and willing to do vocational rehabilitation and
had adequate skills and experience was one problem, keeping clinicians once they acquired the
necessary vocational skills was another. At Hospital A, a staffing conundrum was voiced:

“I need more therapists to do voc (vocational rehabilitation) but | have to show the stats (statistics)

to get posts and | cannot show this because we cannot do the work.”

None of the hospitals had goals for their vocational rehabilitation services.

“We do not have goals (laughter) we do what we have to get through every day’s work load.”

In all the interviews, the interviewees asked the researcher for her opinion on various vocational
rehabilitation related matters. The questions and discussions ranged from specific to their

departments to more general questions about vocational rehabilitation.
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“Who can do vocational rehabilitation? Is it not a very specialised practice and normal occupational
therapist cannot do it? Like you need a diploma or something to be able to do it and then you have to

go to court all the time?”

3.5.2.4 Reflection and discussion of the semi-structured interview results
Immediately after each semi-structured interview the researcher spent time reflecting on the

experience. Reflections were journaled and used to improve the researcher’s skill as an interviewer
and to enrich the discussion of the results. The audio recordings of the interviews were transcribed

by the researcher and analysis done.

The researcher felt the different hospitals response and participation in the semi-structured
interviews was in itself an indicator of the status of vocational rehabilitation at that hospital. With
the exception of Hospitals A and B, no clinicians experienced in doing vocational rehabilitation were
present at the interviews. The researcher felt the absence of such therapists in the interview at
Hospital C could be indicative of avoidance or lack of interest, all of which would have negative
impact on vocational rehabilitation services within a department. The short interview at Hospital C
was due to lack of vocational rehabilitation knowledge and substance. The short interview at
Hospital D was due to the absence of a work unit, vocational rehabilitation tools and equipment and

the restrictions this placed on them.

With the exception of Hospital D, all the hospitals had adequate equipment and space to offer
comprehensive vocational rehabilitation services. Staffing was the greatest problem as none had
therapists designated to do only vocational rehabilitation. Only two hospitals had therapists who
had vocational rehabilitation experience and both of these had to do managerial and clinical work in
addition to vocational rehabilitation. They all had close links with academic institutions that were

training occupational therapists, but there were collaboration problems.

The questions asked by the interviewees of the researcher indicated a general lack of knowledge and
misinformation about vocational rehabilitation. There were also no standardised vocational

rehabilitation goals or approaches to the service.

3.5.3 Public healthcare users’ observations of vocational rehabilitation

The collaborative research team now had profiles of the vocational rehabilitation services offered in
Gauteng and interviews had been conducted with clinicians offering vocational rehabilitation. The
most important observation of a healthcare service, that of the users of the service (Donabedian,

1992), was still needed.
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Abstract

Background: Occupational therapy clinicians working in South Africa’s public healthcare had
unsubstantiated views on what users thought about their vocational rehabilitation services.
Reliable information is important in client-centered practice and in the assessment of vocational

rehabilitation service quality.

Objective: Clinical occupational therapists used the convergent interviewing technique to

explore public healthcare users’ views of vocational rehabilitation services in their practices.
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Method: An Action Learning Action Research (ALAR) approach was used. Occupational
therapy clinicians, at three public healthcare hospitals used convergent interviewing to conduct

interviews with users of their vocational rehabilitation services.

Results: The majority (96%) of healthcare users interviewed were not aware that occupational
therapists offered vocational rehabilitation services. The convergent interview technique
allowed continued unrestricted discussion of the topic and provided evidence that public
healthcare users had significant concerns about their work. Critical reflection of the interview
experience and technique indicated therapists were in favour of using the convergent

interviewing technique with their clients as it was natural and efficient.

Conclusion: Establishing healthcare users’ views of a service has multiple values, but as
clinicians it is meaningless unless it is employed to pursue the welfare of those who provided
the views. Convergent interviewing was a valuable technique for occupational therapy clinicians

to incorporate users’ views of their services into service development.

Keywords: public healthcare, quality assurance, occupational therapy, vocational rehabilitation,

action learning and action research.
Introduction

In the South African public healthcare system specialized services like vocational rehabilitation
are often an inherent component within the range of services offered by occupational therapists.
Service delivery is complicated by high staff turnover and a yearly influx of newly graduated
community service occupational therapists [1]; making the quality of vocational rehabilitation
services offered a concern [2]. A collaborative research team in the Gauteng Province of South
Africa had been addressing self-identified gaps in the knowledge, skills and utilization of
equipment available for occupational therapists over the past 36 months as part of an action
research and action learning (ALAR) project. The research team consisted of a PhD candidate,
an outsider to public healthcare, who had joined a pre-existing insider group, and the Vocational
Rehabilitation Task Team (VRTT) to transform vocational rehabilitation services in Gauteng, a

South African province, public healthcare.

The evolving nature and cooperative processes of ALAR ensured that the VRTT included
occupational therapy clinicians and clients (who are referred to as healthcare users in South
Africa) within the public healthcare system. Engaging the voice of the client in action orientated
research has ethical and practical significance [3]. In South Africa specifically, healthcare

1
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clients engagement in their care is enshrined as a basic human right within the constitution [4].
Therefore, the needs and opinions of clients were a vital component for the transformation and
improvement of the quality of vocational rehabilitation services. These sentiments are reflected
by the work of Donabedian who noted that client’'s opinions of the healthcare services they

receive is a necessary component of any quality assurance enterprise [5].

Globally vocational rehabilitation is usually a multi-disciplinary service provided in a distinct,
equipped unit within which the occupational therapist is a well-established contributor [6]. In
vocational rehabilitation the occupational therapists addresses the human occupation of work,
using a knowledge of pathology, ability to analyze activity with an emphasis on occupational
performance and purposeful activity [7]. The occupational therapy profession views the
occupation of work as an integral part of the intervention process. [8]. Occupational therapy’s
vocational rehabilitation services can be offered within or outside healthcare facilities [9].
Within healthcare facilities occupational therapy assists with the transition from injury or illness

to returning to optimal performance in occupations such as work [10].

In South Africa, healthcare is often the first port of call for injured or sick workers and early
intervention is an important indicator for successful return to work [11]. Within a healthcare
facility, occupational therapists are usually the team members that identify and promote the
need to address, from the onset of intervention, the work associated aspects of care as part of
the holistic management of their client’s condition [12]. However, South African occupational
therapy service delivery is hampered by personnel shortages; there are only 2.6 occupational
therapists are employed per 100 000 people [13], and the public health system is renowned for
being underfunded [14]. Moreover, South African public healthcare often serves a marginalized
section of the population with multiple factors impacting on their ability to participate in paid

employment [15].

Not only does South Africa have one of the highest unemployment rates in the world [16] but it
also boasts 11 official languages. Providing vocational rehabilitation services to clients from a
diverse range of cultural backgrounds is an additional challenge to underfunding, poor therapist-
patient ratios and high staff turnover in public health care. A situation where demand surpasses
the ability to address needs, inadvertently directs the focus to short-term care where high
turnover is emphasized rather than quality of care. Research results have shown that the
perceptions of healthcare providers and recipients often differ [17], especially when working
across language, culture and education barriers, as occupational therapists in South Africa’s

2
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public healthcare often do. Collecting and reflecting authentic perceptions in an unbiased and
trustworthy manner would be challenging [18] and fraught with practical and credibility

problems [19] in such environments.

Public healthcare and occupational therapy services in South Africa have procedures in place
to gain the opinions of users [20]. Members of the VRTT however questioned the reliability of
the responses of healthcare users when using existing user opinion survey procedures. Within
disenfranchised communities, where healthcare is a scarce commodity, healthcare users
generally find it difficult to express dissatisfaction about healthcare services they receive [21,
22]. Such users often perceive themselves to be privileged to have access to healthcare and as

the services they receive are subsidized, may feel they have no right to demand or dictate.

This attitude of healthcare users is illustrated by the following vignette from a South African
public healthcare facility. During interviews in an outpatient clinic where healthcare users were
sitting in queues waiting to be seen by healthcare clinicians, they were asked how they felt
about the waiting periods; how they were treated by the clinic staff; and their opinion of general
facilities available to them at the clinic. The interviewer, who was a young male, was
reprimanded by an elderly female in the queue. She told him to stop making trouble by asking
such questions, the doctors were busy people and they (the users) had nice chairs to sit in while

waiting to be seen.

In a collective society, identity and meaning lie within the social collective rather than in personal
agency [23]. Therapist need to respect this social ethos and actively seeking to contain and
circumnavigate elements that promote historical power-relations to create a grass roots culture
for enquiry [24]. Coyle [21] felt that engaging healthcare users calls for researchers to adopt
strategies that are capable of exploring the complexity of opinions, as opinions are fluid,
changeable and based on behavior, expectations and emotions. Dick [25], an advocate of
ALAR, suggested that convergent interviewing is a technique designed for complex and
uncertain situations, that would promote inclusion and empowerment of research participants.
For the present enquiry both the interviewers and interviewees played an important role in
developing an in-depth understanding of vocational rehabilitation within the South African health
care context. Focusing on concrete experiences allows power sharing and learning from and
with one another [26]. Convergent interviewing is especially applicable in healthcare as it
requires attentiveness and empathic understanding from interviewers [27]. The VRTT also

anticipated that the characteristics of the convergent interviewing technique could be beneficial
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within the complexities associated with cross- cultural interviewing. The technique also reduces

the therapist-patient power imbalance.

Distinctive features of convergent interviewing are that it empowers interviewees by
encouraging them to do most of the talking and using their own words to dictate the direction of
the interview [28]. Concluding the interview by asking interviewees to validate the summary,
allows them ownership of the outcome [25]. This approach also resonates well with the ‘Batho
Pele’[29] (People First) initiative of South African public service. Donabedian captured the
spirit of both by stating that “interpersonal exchange is the measure of the humanity and dignity
of us all’ [5] [page 248]. She envisioned collaborative consent, where the clinician and
healthcare user actively engage, to be the most effective interaction mode for gathering users’
opinions of services when addressing the quality of healthcare [5]. Ramukumba [15] supported
this contention by urging South African occupational therapists to focus their approaches on
meeting the most important needs of their patients which, in his experience, is to be able to
work. He noted, “Undoubtedly, the inner world of the majority of the population in South Africa is
clouded by poverty and poor socio-economic conditions and income generation is viewed as a
priority. Despite their harsh realities, both urban and rural South African communities strive to
improve their lives by seeking employment and participating in income generating projects”
[30]p 397].

The aim of the present enquiry was to explore public healthcare users’ views of the vocational
rehabilitation services they received in occupational therapy. In keeping with the action-
research methodology of the larger enquiry, clinical occupational therapists were co-opted as
researchers to conduct the interviews. (Refer to Figure One. The Research Process.) Clinicians’
critical reflections on their interview experiences and the interview technique itself were
incorporated into the inquiry. This allowed action- learning, a natural outcome of systematic

reflection on concrete actions [26], to occur.

Method

Study design

A multi-collaborative action research approach [27] underpins the ontological stance of the PhD

research within which this inquiry is positioned. Good quality action- research empowers
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clinicians by involvement in the processes of data collection, analysis, interpretation, and
dissemination of results based on continuously stimulating self-reflections of their multi-level
efforts [31]. This precipitates action learning while presenting opportunities for clinicians to

embark on informed reflection of their practices and their relationship with their clients [32].

As a qualitative in-depth interview design, convergent interviewing is well suited to the early
stages of an action research project especially when involving stakeholders, in this case
occupational therapy clinicians, as co-researchers [33]. The technique is simple and easy to
master for occupational therapists who use interviewing on a daily basis in their clinical
practice[34, 35]. Convergent interviewing is regarded as a valid, reliable and rigorous process
of data collection [36]. As an interview method it is time and cost effective [37], characterized by
a structured process and an unstructured content[38]. Dick [25] describes it as emergent and
data-driven with inbuilt sources of research rigor allowing a high level of confidence in the data
and the interpretation of the findings [36, 39]. He described it as an interview procedure where
data collection and analysis happen simultaneously. In a convergent interview the interviewer
intervenes as little as possible, keeping the interviewee talking for as long as possible and using
the content of the discourse to drive and guide the interview process. In the present study the
time limitation of two weeks dictated the amount of interviews that could be completed. Data
analysis and validation of the summarized conclusion is done, onsite, immediately after the
interview. The researchers can then use the validated summaries to thematically analyze and

draw conclusions [33].

Considerations of Trustworthiness

Lincoln and Guba's [40] criteria for the trustworthiness of an inquiry were considered throughout
the various stages of this study. Confidence in the credibility, transferability, dependability and

confirmability of the findings were found in the following strategies of this inquiry.

Dependability was enhanced by training insiders, i.e., clinical occupational therapists, to use the
technique within their practice settings. The convergent interview technique prompted a
reduction in interviewer bias as the interviewer used only the words and concepts provided by
the interviewee for probing and focusing the discussion. Upon conclusion, interviewee validation
of the summary was done onsite. Clinicians’ critical written reflections of the interview

experience as well as the content of the interview were captured immediately after each
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interview. Peer-debriefing for clinicians were attended to in the larger group discussions
concluding the data collection phase at the end of the two week intervention. At this time results
were compared and findings checked between individual clinicians who participated in the large

group discussion.

The inquiry was repeated in three similar settings and the results triangulated. An approach of
purposeful transparency, the collaborative nature of the inquiry and submission to a peer

reviewed journal article increased the trustworthiness.

Trustworthiness of data analysis was addressed as two of the authors, working independently of
each other, transcribed the data and thematically analyzed it. They compared their

interpretations and reached a consensus Population and Sample.

Dick [41] describes stakeholders as persons who have a stake in a project and who are affected
by or are able to affect practical change. In the pursuit of transformation within a practice, local
as well as expert knowledge is often harnessed for diverse insider-outsider [42] collaborations.
Insider stakeholders were members of the organization where the research was conducted

and outsider stakeholders joined the organization (and research collaboration) temporarily for

the purposes of collaborative research [43].

For the larger action research enquiry aimed at transforming the vocational rehabilitation
services of occupational therapists in Gauteng public healthcare, an insider-outsider research
collaboration [44] was formed. This collaboration was between a pre-existing group, the
vocational rehabilitation task team (VRTT) and a PhD candidate from the University of the
Witwatersrand. The VRTT consisted of 14 occupational therapists, working in Gauteng’s public
healthcare sectors who were concerned with occupational therapy’s vocational rehabilitation
services in the province. Most of these therapists were clinicians who worked in public
healthcare. The PhD candidate had been a member of the collaborative research group for a
year at the time this enquiry was conducted. The VRTT decided to invite additional clinical
occupational therapists onto the research team. These additional members were clinicians
working in the four central hospitals in Gauteng public healthcare. They interviewed clienets
who visited their practices during the time of the inquiry. A total of 37 VRTT members and
invited clinicians were willing to be trained to conduct convergent interviews and to take part in

individual and group critical reflection.



The clients who were interviewed were the focal participants. Adults of working age who visit
occupational therapy in public healthcare usually do so because they do not have the fiscal
means to access private healthcare. They would be referred to occupational therapy for physical
impairments or disabilities, disabling iliness or psychiatric conditions that affect functional ability.
These participants were conveniently sampled within the two weeks allocated to the interviews

and provided informed consent.

The PhD candidate, who will hereafter be referred to as the first author, and her two supervisors
were ‘outsider’ stakeholders and everyone else involved in the research were ‘insiders’. The

first author acted as facilitator and mentor to healthcare clinicians during the inquiry.

Data Collection

A three-stage data-collection process was used: a collaborative planning stage, the interviews
(as the data collecting and processing stage) and a dissemination stage. The dissemination
stage was utilized for additional data analysis with the goal of publication. All the workshops and
interviews were completed in the period October to November 2014. Five sets of data were
gathered in this enquiry: (i) interviews with healthcare users; (ii) clinicians’ critical reflections on
the results of the individual interviews and (iii) of their interview experiences; (iv) large group

discussion and debriefing; (v) and the first author’s reflections.
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Artefact 1: Convergent interviewing fieldwork reminder.

Data analysis

At the end of an interview the clinical therapist summarized and validated the discussion with
the client. S/he critically reflected on the experience and content of the interview and further
validated the summary. Individual reflections of clinical occupational therapists were compared
to the content of the large group debriefing discussions within the relevant hospital context.

Finally the findings from the three hospitals were compared.

The first and fourth authors independently analyzed all interviews and critical reflections

thematically and then reached consensus on the conclusion.

The consensus results were captured, shared at a VRTT meeting and used to inform the next
action research cycle of the larger enquiry. Findings were also captured and presented for

publication in a peer reviewed journal article.
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Ethical considerations

The first author saw to it that research sites, clinicians’ involved and healthcare users were kept
anonymous and that all information was stored in sealed containers at a secure off site office

space. With the exception of large group discussions, all critical reflections were anonymous.

All participation was informed and voluntary. The position of the inquiry within the larger PhD
research was explained to participating clinicians, they signed consent forms and were

debriefed after the two weeks of interviewing.

Participation was without remuneration, with the exception of continuing professional

development points allotted to clinicians who took part in the study.

Results and Discussion

Three of the four hospitals accepted the invitation to take part in the study. Of the 37 clinical
occupational therapists that started the research, 22 (59%) completed the full research process.
The 22 therapists completed 46 interviews. However, only 27 interviews were considered valid
as 19 had to be discarded. The reasons for discarding interviews were numerous and included:
issues due to language barriers (in some cases an interpreter had been used, and in hindsight
this proved to be problematic), interviews could not be completed in one uninterrupted sitting, or

health conditions impacted the client’s ability to provide coherent dialogue.

Table 2: Interview information

Hospital A Hospital B Hospital C Total
Therapists who indicated interest in participating
in the research o 1 o d
Therapists who completed the full research 7 5 13 29
process
Number of Convergent Interviews completed 17 13 16 46

Thematic analysis of the 27 interviews indicated that 96% (N=26/27) of healthcare users did not
know occupational therapists could assist them with work related issues. One interviewee said

that she knew occupational therapists offered vocational rehabilitation but felt that she had not

received such intervention because she did not need it. Twenty-one interviewees (78%) asked

for vocational rehabilitation assistance from occupational therapists, due to concerns about their
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work. Four (15%) of the interviewed healthcare users indicated they thought social workers or

doctors were supposed to help them with work related matters.

After establishing the healthcare users’ opinion on vocational rehabilitation services, most of the
interviews continued with a more general discussion of work related issues Additionally,
analysis of the guided individual reflections were consistent with the content of the large group
discussions. No new information emerged from the large group discussions. In addition
comparison of individual reflections with the large group discussion results from the three

hospitals, revealed no important differences. Two themes emerged from a thematic analysis of

the interview data:

1. Desperation and worry about returning to or finding work after the illness or injury

2. Despondency and resignation

These three themes are considered separately, supported by selective quotations and

triangulated with the interviewers’ reflections and literature.

1. Desperation and worry about returning to or finding work after the illness or injury

The vast majority of comments indicated that interviewees who were previously employed were

very concerned about returning to work and contributing to the financial welfare of their families.

“I have to go back to work. If they tell me B you cannot work anymore my children will

not eat.”

Many seemed to/appeared to realize their positions could be jeopardized due to sustained
impairments and that they would compete poorly with healthy applicants also desperate to join

the workforce.

“If they (employers) see me walking like this they will chase me away and give my job to

another man.”

“Who is going to give me work with this arm? | am f#up. If you can help me, |... (patient

starts crying)”

Clinicians’ reflected the anguish voiced by interviewees and were concerned that patients were

not aware of their rights as employees and too overwhelmed by their immediate situations to

take action.
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“Our patients’ live too close to the breadline. They will do anything to work. He will

sacrifice his own health to ensure an income as an extended family depends on his

salary.”

“This patient is very concrete. Focused on the here and now and not planning or thinking

of the future. She has no understanding of her rights, at work or here in the hospital.”

Since 1996 the South African Constitution has enshrined the right of human dignity, equality and
freedom [4]. This cornerstone of South African democracy initiated several laws that protect
injured and or disabled workers [45]; that promote the equality and prevention of unfair
discrimination against people with disabilities [46]; that promote the employment of people with
disabilities [47] and that ensure safe and accessible working environments for injured or

disabled workers [48].
2. Despondency and resignation
Overwhelming desperation was experienced by the majority of patients.

“I could not find work when | was strong. Now | am a cripple there is no hope for me.”

“What can | do? Nobody can help me.”

In some cases the desperation resulted into a quiet resignation that employment will never be
an option, but hopefulness that a livelihood may still be generated through the country’s social

welfare system.
“l just want the disability (a governmentally supplied disability grant).”

In South Africa the social grant have been the single most effective anti-poverty tool deployed
since 1994 [49] and is often a sought after source of dependable income in poverty stricken
households. Clinicians were concerned about how poverty and poor education contributed to
healthcare users’ lack of insight and understanding about their own health, how to access

appropriate support services and their attitude towards remunerative work.
“These patients have no idea of what we can offer.”

In addition to the insights gained from the interviews, clinical occupational therapists reflections
on the use of convergent interviewing technique showed that all were in favor of its use in

clinical practice, despite the fact that a few challenges were also identified.

12
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Gains experienced using convergent interviewing

The practical and client-centered approach fostered by the convergent interviewing technique
mirrored an occupational therapy ethos. Clinicians indicated that it fitted easily into their clinical
routines and did not take much time out of actual clinical work. The natural character of the
interview technique was appreciated. In the large group discussion a therapist said; “/t was like

having a conversation with my patient.”

The ease with which in-depth and focused information could be obtained from healthcare users
in a relatively short time and with little effort on the clinicians’ side was noted. Other reflections
also indicated that incorporating this interview technique promoted therapeutic use of self in the
patient-therapist relationship, something that easily gets lots when a high turn-over rate is

expected of therapists.

“We tend to fall into a rut regarding our communication. We tell them (healthcare users)
and talk to them. We seldom make the time to listen to them and this interview technique

forces you to do so.”

“It was great to see how the patients start responding differently to you when you
encouraged them to talk and you then actually listen to them.”

“It was fascinating to see my profession through the eyes of my patient.”

In general clinicians felt enriched by having acquired the skill to use convergent interviewing.
Several even indicated they needed more practice with the technique and were planning to use
it in future. Through these comments, action learning is evident, as self-development with action

for change [50] was promoted through both concrete experience and critical reflection on this

experience [26].

Challenges experienced using convergent interviewing

Therapists shared difficulties they had experienced with convergent interviewing and reflected
on the perceived shortcomings of the technique. A significant problem was inability to do the
interview with clients who had limited ability to communicate with the therapist. Language
barriers in healthcare is a well-documented problem [51]. In some cases therapists tried to use
interpreters to overcome the communication problem, but felt this did not work. It was noted
that the interviews then became unnatural and that too much of the true meaning was lost in

the two way translation process. Another problem was that the therapist-patient relationships

13



prevented honest expressions. A therapist noted, “They want to please us because we are

rehabilitating them so they say what they think will make us happy.”

This enquiry set out to gather healthcare users’ opinions of vocational rehabilitation services.
The results of clinical occupational therapists using convergent interviewing techniques with
healthcare users in their departments achieved and exceeded this goal. There was a clear
indication of users’ views on vocational rehabilitation services in occupational therapy
departments. The interview technique also allowed clients to determine the direction of the
interview sharing their needs and concerns about generating an income to support their
families. This additional information should shape future therapeutic interaction and impact on
occupational therapy’s contribution to healthcare outcomes and management. Healthcare users

were engaged in their care as they were allowed to express their needs and opinions.

The result of the inquiry showed that the majority of public healthcare users (96%) in
occupational therapy departments had no knowledge of vocational rehabilitation services. There
could be various reasons for this lack of insight: they were not being offered vocational
rehabilitation; clinicians were not informing them that they could request the service; they were
receiving vocational rehabilitation, but did not recognize it as such and perceived it to be part of

primary therapeutic intervention.

Actions for the future

Further investigations to identify the reason for healthcare users’ lack of knowledge about
vocational rehabilitation services is called for. Although clinicians had suspected this, there was
no empirical evidence to support it. In addition the ability of occupational therapists to provide

such services in clinical public healthcare settings needs to be explored.

Limitations of this study

Interviewing skills are directly related to experience. Several of the therapists did only one
interview and this could have had an impact on the quality of the content of their interviews. Dick
suggests data saturation as the indicator of how many interviews should be done[25]. This study
used the time limitation of two weeks and availability of healthcare users to dictate the amount
of interviews done. It is suggested that data saturation should take precedence above time and

other constraints in future.
14
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3.6 Discussion of the Observation Phase

Various barriers to the formation of an effective collaborative transformation and research team
were overcome when Vocational Rehabilitation Task Team (VRTT) members became involved in
ALAR cycles. Once a collaborative research team was formed, the question of what vocational
rehabilitation services occupational therapists were currently offering in Gauteng’s public healthcare

was identified and approaches to attend to this problem defined.

The VRTT used three observation approaches to investigate the question. Complying with action
learning action research (ALAR) principles, they developed a tool that would allow clinicians to
observe, systematically, their own vocational rehabilitation practices and they explored the views of
clinicians and healthcare users of these services. Within the observation processes, participants
learnt tool development and systematic practice profiling skills; they acquired convergent
interviewing skills, critical reflection and publication skills and were involved in the analysis,
reflection and dissemination of the observational findings. This brought about the core values of
ALAR, as described by Zuber-Skerritt (2015), collaboration, synergy, openness, trust, honesty,
flexibility and mutual respect. The enrichment of action learning and the methodical action research
approach brought a positive contribution to the observation phase, despite the potential of strain

and harm associated with observation of personal professional practice.

The results from the three observation approaches showed occupational therapists in Gauteng were

not meeting the work needs of public healthcare users. Awareness of the services was limited and in

69



the case of one hospital, the creating of awareness was seen as a threat. The skills and confidences
of clinical occupational therapists to do vocational rehabilitation were seen as a problem, which was
further complicated by a high staff turnover. Healthcare user statistics were low. Clinical supervision
of students in vocational rehabilitation was only operational at one of the four academic hospitals.
There was no involvement in research or publication and there was no scientific evidence that
occupational therapists in public healthcare in Gauteng were involved in vocational rehabilitation.

None of the hospitals had guidelines or goals for their vocational rehabilitation services.

All the hospitals indicated problems with their vocational rehabilitation services. One hospital felt
they were doing the best they could, were satisfied with their vocational rehabilitation efforts and
did not need transformational assistance. The other hospitals all indicated they required assistance
to address their vocational rehabilitation. With the exception of one hospital, they all had adequate
equipment and resources to offer comprehensive vocational rehabilitation services, however only
screening and assessment of ability to work were being done at all the hospitals. One hospital did a
form of intervention, but nothing was undertaken at the others. There was no prevention,

placement or follow up services offered.

In addition to information of vocational rehabilitation practices, the observation also brought to light
several unforeseen problems in Gauteng’s public healthcare. One problem was the widespread
confusion and contradictory opinions about what vocational rehabilitation entails, what the role of
clinicians in public healthcare is within the field and how it fits into the different levels of service
delivery offered in Gauteng’s public healthcare. There was no framework or guidelines for the
implementation of vocational rehabilitation services, at all available levels of care in Gauteng, which

informed clinical staff.

It was obvious the levels of vocational rehabilitation skills, knowledge and confidence differed
significantly between clinicians and was directly related to the academic institutions in which they
were trained. In addition, where it applies to vocational rehabilitation, there were breaches in
communication and cooperation between clinicians in public healthcare, clinicians in private
healthcare and academic occupational therapists. All these could be contributing to the problematic
status of vocational rehabilitation services in Gauteng and need further investigation and

consideration.

In the light of such evidence it was vital for the researcher and the VRTT to uphold the Ubuntu spirt
by not igniting a judgemental and blaming atmosphere. Hiding or ignoring the evidence or explain it

away was also a form of avoidance that had no restorative prospective. The research group found
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the collaborative strength of ALAR beneficial. Choosing to standing together as a collaborative unit in
the face of negative evidence encouraged even the most inexperienced and diffident clinician that

the problems were not insurmountable and that transformation was possible.

3.7 Conclusion to the Observation Phase

This chapter described the observation phase of the enquiry as well as the important aspect of
integration of the researcher into the research setting. The outcome of this observation phase
explored the views of the most important participants of a healthcare service, that of the users and
the providers of the services. Combining this with a systematic profile of the service, offers a
comprehensive observation of the status of the vocational rehabilitation services that occupational

therapists offer in Gauteng’s public healthcare.

The observation phase provided evidence to inform and direct future transformational efforts. It was
realised that planning of such transformation had to take place on a clinical level, but there was also
a need for a framework and guidelines, which would inform occupational therapists what vocational
rehabilitation they needed to offer at the various levels of service delivery in Gauteng. The action
learning elements in the observational approaches enriched participants, leaving them motivated to

address future problems using the ALAR methodology.

This chapter discussed the integration of the researcher, an outsider, into a pre-existing insider
group and how a collaborative research group was formed, which observed the vocational
rehabilitation services offered in Gauteng. Chapter Four describes the logical successor to the
observation phase, planning. However the reader must note that while integration and observation,
as discussed in this chapter, were taking place, the collaborative research group called for ALAR
cycles addressing clinical practice problems to start. These actions were part of the action phase of
the research that was planned to happen after the observation and planning phases. In keeping with
the ALAR ethos, this enthusiasm to take action was not curbed. The result was what is often
described in action research literature as messiness (Townsend, 2013) when alluding to the
processes of action research. The action phase ran concurrently with the observation and planning
phases of this enquiry, as is shown in the timeline presented as Table 2.1 in Chapter Two. In this
thesis account of the research, is the planned order of observation (discussed in this chapter),
planning (discussed in Chapter Four) and action (discussed in Chapter Five) so as not to confuse the

reader.
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Chapter Four: Planning Phase

“A shared vision is like a beacon on a hill. It can be very useful for all to keep moving in the same

appropriate direction.” Bob Dick (Dick, 2013a)

4.1 Introduction to the Planning Phase

This chapter describes the planning phase where the question is asked: “What should be happening
in Gauteng’s public healthcare regarding occupational therapy’s vocational rehabilitation services?”
The preceding observational phase brought to light that there was no framework or guidelines of
what vocational rehabilitation services occupational therapists should be offering at the different
levels of service delivery in public healthcare. The decision was made by the enquiry’s collaborative
research group, the Vocational Rehabilitation Task Team (VRTT), to address this problem. The
creation of such a framework brought into motion the planning phase of the research. Figure 4.1
presents the entire study, with the highlighted sections indicating the position of this chapter on

planning.

Integration of

Withdrawal of researcher intothe
tesearcher from the VETT, apre-
WETT ' existing insider
Phase 1 group,
Cbservation
Wihat is going

I "

Transforming the vacational

Phase 4 Meta rehabilitation services of Phase 2
Reflecti occupational therapistsin Planning
Gauteng public healthcare What should
through action learning and be going any”

actionresearch (ALAR).

\ Phase 3 Action /

Transformative
Actions.

Figure 4.1: Diagrammatic presentation of the research process positioning the planning phase
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To plan a framework, within which the vocational rehabilitation services that were being
transformed could be positioned, two approaches were taken - a literature review and an opinion
survey. The literature review was done to assist with the planning of the framework, informing the
VRTT what vocational rehabilitation occupational therapists were doing and where, globally. The
second approach was an opinion survey, asking clinical, academic and expert occupational therapists
what vocational rehabilitation services they felt occupational therapy clinicians should be offering at

the various levels of Gauteng’s public healthcare.

This planning of a framework, within which transformational action could be positioned, was
however not the only type of planning that occurred in this enquiry. Donabedian (2003) indicates
the concept of quality healthcare needs to be monitored and measured against a standard. Having a
practice standard, adjustment can be made and quality can be assured. It is important for
occupational therapists to have a standard for their vocational rehabilitation practices so they can
meet the needs and expectations of public healthcare users, the multi-professional healthcare team,
governments and other stakeholders. This implied multi-layered planning at managerial level, which

was what the creating of a framework and guidelines implied but also at clinical levels.

The planning of a framework that would position the practice of vocational rehabilitation within
Gauteng’s public healthcare is shown in this planning phase, but clinical planning was seen
throughout the enquiry. Clinical planning took place within specific action cycles that addressed
identified practice problems and is seen predominantly in the action phase that follows this planning
phase. Having a framework that would inform occupational therapists what vocational rehabilitation
they should be offering at the different levels of service was felt to be important for the
sustainability of transformational actions, as it affected the distribution and co-ordination of services

and resources as well as the referral of healthcare users.

Additional planning in this research was to ensure the incorporation of action learning and action
research (ALAR) principles. In action learning (AL), participation in action and concrete experience is
necessary for learning to take place (Zuber-Skerritt, 2009), which required planning of future actions,

and action research (AR) required that planning had to be done collectively (Koshy et al., 2011).

4.2 Overview of Tools and Process used in the Planning Phase

The tools and processes used in this phase, for the planning of a framework were meeting minutes

supported by the researcher’s meeting summaries, individual and collaborative reflections,
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journaling and field notes and formal and informal interviews in the form of one-on-one interviews.
The two planning approaches aimed at creating a framework were a literature review and an

opinion survey with collective reflections of the approaches.

Trained in evidence based practice, it was a natural first choice for the VRTT to decide to turn to
available literature for the answer to the planning phase question. They commissioned the
researcher and the chair of the VRTT to consult the literature and inform them of available policy
and scientific evidence which could help with the planning of a strategy for vocational rehabilitation

at the various public healthcare levels in Gauteng.

A literature review team was formed, which consisted of the two supervisors of this enquiry, the
chair of the VRTT and the researcher, and they planned the search. A week long writers retreat, at
the University of the Witwatersrand, was identified and used to do the literature review. The team
reflected on the results and the researcher made the written account into a dissemination summary.
Enriched and motivated by this action learning experience, the researcher felt the need to acquire
more knowledge and experience on literature searching and attended a Joanna Briggs (2013)
training course. As an assignment of the course, she repeated the search. The results of the first and
second review were compared, shortened and summarised into a format that could be verbally

presented to members at the next VRTT meeting.

The second planning approach was an opinion survey. The democratic foundation of an opinion
survey suited the ALAR ethos and the VRTT decided to ask concerned occupational therapists their
opinion of where to position vocational rehabilitation services. This opinion would help to inform the
planning of a framework within which vocational rehabilitation could be practiced. To enhance
learning opportunities for the collaborative research team the opinion survey’s process and results
were disseminated in the format of a peer reviewed journal publication. The article was published in

the South African Journal of Occupational Therapy (SAJOT) and is presented below as 4.3.3.

4.3 Findings of the Planning Phase

Findings of the two planning approaches, the literature review and the opinion survey are given
below. After each planning approach, the collaborative reflections of the results are shown as these

guided and qualified the actions taken.
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4.3.1 Reviewing the literature

The summarised literature review and its results, as presented to the VRTT members, are presented

below.

Positioning Occupational Therapy’s Vocational

Rehabilitation Services in Gauteng’s Public Healthcare: A

Literature Review.

1. Background for the Literature Review

Since 1994 a constitutional, legal and policy framework that guarantees the right of access
to health care to all persons in South Africa, had come into being, but difficulties lay in its
implementation (Republic of South Africa, 2011). Twenty years later public healthcare in
Gauteng still reflect inequality of resource distribution, staff strain and inadequate service
(Dube, 2005) and the same applies to occupational therapy’s vocational rehabilitation
services. Schoeman (2009) notes that a lack of scientific evidence and the absence of a
culture of evidence-based policy-making in the disability sector was the precursor for policy
neglect and inadequate service delivery outcomes. An action research team, aiming to
address the vocational rehabilitation practice problems that occupational therapists had in
Gauteng’s public healthcare, decided to launch a literature review to look for scientific
evidence to inform them during the planning stage of their transformation. The objective of

this literature review was to look for evidence that will inform and advise on:

. The effective synthesis of operational structures and distribution of vocational
rehabilitation resources within Gauteng’s public healthcare (The structure within which the

service is rendered).

. The vocational rehabilitation services occupational therapists should be rendering at
the different levels of service delivery in Gauteng’s public healthcare (The process and

practice of the service).

. The results that could be expected from an effective vocational rehabilitation service
in Gauteng’s public healthcare at the different levels of service delivery (The outcome of the

service offered).

75



Vocational rehabilitation is a multi-professional service provided to individuals of working age
with health-related impairments, limitations or restriction within work functioning. Vocational
rehabilitations’ primary aim is to optimise work participation in spite of illness or activity
limitations (Escorpizo, 2011). The occupational therapy profession has a significant role to

play within the multi-disciplinary team (Buys, 2015, Buys, 2006).

2. Process of the Literature Review

The following review process was followed: a review question, aims and objectives were
formulated, data were collected, evaluated and analysed. The results were reflected on and
discussed by the collaborative research team.

2.1 The review question, aims and objectives of the literature review

The question: What is occupational therapy’s role regarding vocational rehabilitation at all

levels of service delivery in Gauteng’s public healthcare?

The aim: To review relevant policy documents and literature to create a framework that
would position the services of vocational rehabilitation as rendered by occupational

therapists in public healthcare.

The objectives: To describe the vocational rehabilitation services that an occupational
therapist must be able to render within specific levels of public healthcare in a practical and

accessible format.

To promote informed transformation, intervention, resource distribution, staff placement,

training and client referral

2.2 Data collection for the literature review

Data were evaluated for collection. Inclusion and exclusion criteria were agreed upon and a
search strategy was planned. Collected data were screened and selected. Two levels of the
collected data were identified; South African policy documents were one and were called first
level data; scientific literature was called second level data and was divided into local and

international literature.
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2.2.1 First level data - South African policy documents

The following search strategy was embarked on and the evidence gathered is illustrated.

Thirty sources of level one data were collected.

Governmental and related associations libraries and websites were searched for protocols,
strategies, policies, laws, reports, guidelines, strategic frameworks relevant to the review
qguestion. Thirteen documents were found. (Vocational Rehabilitation Task Team, 2013,
Office on the Status of Disabled Persons, 2008, Republic of South Africa, 2009, Republic of
South Africa, 2012, Republic of South Africa, 2013b, Republic of South Africa, 2003,
Republic of South Africa, 1998, Republic of South Africa, 1995, Republic of South Africa,
1993, Government, 2000, Government, 2010, DPSA, 2010b, DPSA, 2010a, Republic of
South Africa, 1996, Republic of South Africa, 2013a)

The Assistant Director of Therapeutic and Medical Support Services in Gauteng Health
Department sent an official request to designated persons (N=23) in the nine provinces of
South Africa, requesting any policy documents regarding occupational therapy's vocational
rehabilitation services. A due date for response was given and email reminders were sent
out two days before the due date. Four of the 23 responded. Three had relevant

documentation and one reported there was no such documentation/policy available.

The Occupational Therapy Association of South Africa (OTASA) was approached with a
similar request. Response indicated that OTASA is in the process of developing position
statements on various occupational therapy services. A draft document existed and sent to
the team accordingly. The only other policy document was on the role of the occupational
therapists in protective workshops from February 1988, which was also sent (Unknown,
1988, Unknown, 2012).

A chance meeting with a team heading a directive from the Deputy President of South Africa
to set up vocational rehabilitation centres for injured miners in four provinces brought to light
a report which contained relevant information and which was also included (Abrahams,
2013).

2.2.2 Second level data - scientific literature

The following search strategy was embarked upon and the gathered evidence is illustrated.

One hundred and eighty two sources of level two data were collected.

The following keywords were used randomly and with different Boolean operators:

occupational therap$, vocational rehabilitation, work rehabilitation, public healthcare. The
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following search engines and databases were used: Medline, CINAHL, Africa Wide,
OTseeker, EBSCO, Google Scholar. Hand searching of the references in journal articles

found was also done.

The date restriction was the period 1994 to December 2013, as we were looking for data that

coincided with South Africa’s democracy and new legislative era.

Reasons for exclusion of well-known articles: The date restriction ruled out articles still being
used extensively in support and validation of the occupational therapists role in vocational
rehabilitation and for training of postgraduate vocational rehab courses OT’s (Velozo, 1993,
van Biljon, 1994, Farrell, 1993, Rybski, 1992, Matheson et al., 1985, Bell, 1986, Mitchell et
al., 1989, Stockdell & Crawford, 1992, Naik & van Biljon, 1991). These are, however, 20
years old and South African occupational therapists have not produced new and updated

evidence in support of their role and work in vocational rehabilitation to replace them.

2.3 Data analysis for the literature review

Data analysis and results: The selected literature was read, relevant data extracted, sorted
into themes and synthesised. The articles, policies and documents that were chosen for data
analysis, synthesis and extraction had been read three times, to select them, critically

appraise them, extract data and check the outcome of the review’s conclusion against them.

1st Level South African policy documentation: All 30 documents gathered were read. Three

of them replicated information from the same source (Coetzee et al., 2008) and 17 made no
mention of occupational therapy or vocational rehabilitation, but generically addressed the
legal and constitutional rights of persons with disabilities. These were all excluded. Of the
nine remaining documents, only three met the inclusion criteria (Coetzee et al., 2008,
Rabothata, 2011, State, Undated) and were included. Seven other documents were included
(DPSA, 2010a, DPSA, 2010b, Government, 2010, Office on the Status of Disabled Persons,
2008, Republic of South Africa, 2012, Government, 2000, Republic of South Africa, 2013a)
and even though they did not mention occupational therapy, their content has an impact in
the manner in which we plan, design, finance, implement and monitor services or

programmes in public healthcare.

2nd level scientific literature documentation: All 182 documents were scan read. Twenty five

duplicates were removed; 157 abstracts were screened, 18 excluded, mostly because they
were not specific to occupational therapy; 126 full texts were collected and read; 59 were

excluded as they were not directly related to service but addressed students or therapists
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needs; 67 documents were felt to address the review question and were kept for re-reading

and data extraction.

3. Results and discussion of the literature review

1st level SA policy documentation: Of the three documents that met the inclusion criteria, the

most noteworthy was the Western Cape’s provincial strategy for work assessment (Coetzee
et al., 2008). It held information directly relevant to the review question and its content was
supported by an international presentation (Coetzee, 2008) and a journal article (Coetzee,
2011). The Gauteng document (Rabothata, 2011) addresses the status of occupational
therapy’s vocational rehabilitation services in Gauteng and proposes a plan to address the
shortfalls. The Free State (State, Undated) document describes the protocol of a public
healthcare work unit. All documents address occupational therapy vocational rehabilitation
services and skills. Only two place them within the various levels of healthcare (and in the
case of the Western Cape document also in the Department of Education, Labour and Social
Development) and skills. The Western Cape document offers a breakdown of work unit
activities and requirements, staffing requirements, space requirements, equipment and

consumables and the population serviced.

The seven other documents also included broadly facilitate the rights and equality of persons
with disabilities in keeping with our constitution and all mention work or employment matters;
none mentioned occupational therapy. The National Development Plan Vision of 2030
resonates well with occupational therapy efforts in vocational rehabilitation: “Due to various
barriers, many people with disabilities are not able to develop to their full potential. They are
often viewed as being unproductive and a burden, but this need not be the case. For most
adults, work is a fundamental component of life, which confers status and economic security
and opens up social networks. The most notable barriers to people with disabilities
accessing work are: physical barriers, information barriers, communication barriers and
attitudinal barriers”(page 10) (Republic of South Africa, 2013a).

It must be noted that the National Rehabilitation Policy (Government, 2000) and other
prominent documents (Coetzee et al.,, 2008), propagate that only vocational screening
services should be done in the Department of Health and that all other services and aspects

of vocational rehabilitation should be conducted within the Department of Labour.

2nd level scientific literature documentation: This literature was divided into international and

local research.
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Local scientific literature represented 13% (N=9) of the body of literature. Most of the
literature was pathology specific in relation to vocational rehabilitation e.g. return to work
programs for stroke survivors. Several articles addressed the assessment of ability to work.
There was also an indication that occupational therapists were involved in ergonomics,
supported employment, return to work programmes and occupational health and safety
issues. Two articles were related to more global vocational rehabilitation aspects, such as
professional competencies of occupational therapists in vocational rehabilitation (Buys,
2006) and inter-sectorial collaboration model for occupational therapy’s vocational

rehabilitation services (Coetzee, 2011).

Internationally, vocational rehabilitation is well represented and there is global support of the
occupational therapists role in vocational rehabilitation, most notably in assessment of ability
to work or functional capacity evaluation, case management, work environment intervention,
work readiness programmes and placement or return to work support. There is also
repeated indication that occupational therapists work in multi-professional teams and that
vocational rehabilitation services are mostly rendered in rehabilitation or end stage care
centres. Terminology discrepancy and different healthcare policies and legislation made
comparison of services difficult. In addition, professionals had different scopes of practice in
different countries. For example, in the USA physiotherapists perform the vocational
assessments that occupational therapists do in SA (Escorpizo et al., 2011). An interesting
commonality throughout the world seems to be the challenge of keeping policy and service

synchronised.

4. Conclusion of the literature review

South Africa’s constitution enshrines the rights of all persons living here to access the
intervention they need to live healthy prosperous lives. In Gauteng, there are policy
documents, strategic plans, position papers, practice profiles and models available in public
healthcare to guide general rehabilitation. It was concerning to see how many of them do

not mention or recognise the role of occupational therapy.

Policy documentation that addressed vocational rehabilitation indicated that only screening
should be done at the Department of Health and all other aspects at the Department of
Labour (Government, 2000). A local scientific article (Coetzee, 2011) agreed with this and
suggested an inter-sectorial collaboration model for such services, but reportedly this was
met with significant resistance due to the cost involved in relocation and redistribution of

existing services. International literature showed that vocational rehabilitation services are

80



mostly rendered in rehabilitation centres and end stage care centres within or beyond

healthcare systems.

No scientific vocational rehabilitation literature, which originated from occupational therapy
practices in Gauteng’s public healthcare, was found. This scarcity of contextual literature
implicated the difficulty of developing guidelines and framework for clinical practice in
Gauteng. It affected the aim of this literature review, to inform the process of service

application of occupational therapist’s vocational rehabilitation services.

The final stage of a good literature review is transferring the evidence and knowledge gained
in such a way that implementation of the revealed information is ensured (Pearson et al.,
2005). In this review, the aim was to inform the VRTT to develop a framework that positions
occupational therapy’s vocational rehabilitation (work as an occupational performance area)
at all levels of service delivery in Gauteng’s public healthcare to promote informed
transformation intervention, resource distribution, staff placement, training and client referral.
To achieve this, all role-players need to know what they should be doing when and where,
especially if there is a high turnover of therapists and those working in these facilities are
inexperienced. Having a framework written in accessible language would help minimise the
problems public healthcare currently experiences. It is also essential to co-ordinate and

sustain the transformation of vocational rehabilitation services.

4.3.2 Collaborative reflection on the results of the literature review

The results of the literature reviews were summarised and presented to the VRTT. They reflected on
and discussed the results and the implication they had for their framework phase. The result of this

collaborative reflection is summarised and given below.

The VRTT noted that the literature review showed evidence that occupational therapists have a role
to play in vocational rehabilitation. Literature indicates that the occupational therapist is an
important partner in a multi-disciplinary team addressing the occupational work needs of adults
whose ability to work is affected due to injury, illness, impairment or disability. The VRTT disagreed
with the policy document (Government, 2000) indicating such efforts should take place in the
Department of Labour. The feeling was that in public healthcare, the Department of Health was the
first point of call for most labourers who are injured or sick and that this should be the catchment

area where occupational therapists can start their vocational rehabilitation intervention.
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There was agreement that acute healthcare settings were not the ideal place to do vocational
rehabilitation and that specialised rehabilitation centres would be better suited. Unfortunately most
of the vocational rehabilitation resources are currently situated in hospitals that provide acute
healthcare. The VRTT discussed a concern which is expressed at occupational therapy forums, that at
present there are significant problems with Gauteng’s rehabilitation centres in public healthcare.
They agreed the current situation, concerning rehabilitation centres, would not allow for the

conducting of vocational rehabilitation.

It was felt that the scientific literature, both local and internationally, did not provide relevant
evidence for the group to create a framework that would answer the question of this planning
phase. A second planning approach was suggested and initiated - an opinion survey to gauge

occupational therapists opinion on the question.

4.3.3 Opinions of Occupational Therapists

The VRTT decided they should ask the opinion of expert, academic and clinical occupational
therapists what vocational rehabilitation services they felt clinical occupational therapists should be
offering at the various service levels of public healthcare in Gauteng. Using ALAR principles, the
collaborative research team planned and launched the opinion survey. The decision was made to
write up the survey results as a journal article to share the knowledge generated with the larger

occupational therapy community and to enhance the action learning experience.
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Introduction: A collaborative effort to transform occupational therapist's vocational rehabilitation services in Gauteng’s public
healthcare was hampered by the fact that role players were unclear as to what the scope of the service should be within the various
sectors and stdffing levels of public healthcare. This article reports on the opinions of occupational therapists on the positioning of
vocational rehabilitation services in the Gauteng Province.

Method: A collaborative action research team launched a non-experimental descriptive inquiry within the planning phase of a larger
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collected, i.e. clinicians working in Gauteng public healthcare, experienced vocational rehabilitation practitioners from all fields of service

ABSTRACT

delivery who acted as critical friends and occupational therapy academia.
Results: The purposive sample was composed of 307 potential respondents. A low response rate of 31% was achieved. There was a
lack of consensus as to which vocational rehabilitation services occupational therapists should render in public health care. The resuits

reflected the need to address the scope and position of vocational rehabilitation services in public health care.
Conclusion: Positioning of vocational rehabilitation services in public health care remains a point of contention. However, the
process of asking occupational therapists their opinion created awareness and directed continuous efforts to address the issues within

the field of practice.
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INTRODUCTION
In vocational rehabilitation occupational therapists focus on the hu-
man occupation of work, using their knowledge of pathology, ability
to analyse activity and concern with occupational performance
and purposeful activity'. The profession views the occupation of
work as an integral part of their treatment process and a planned
outcome of rehabilitation?*. Occupational therapy’s vocational
rehabilitation services can be offered in and outside of healthcare
facilities. Within healthcare facilities they assist with the transition
from injury or illness, to return to optimal performance in work.
Healthcare is often the first port of call for injured or sick workers
and early intervention is an important indicator for successful return
to work®. Within a healthcare facility, occupational therapists are
frequently the team members that identify and promote the need
to address the work of a patient as part of the holistic management
of his/her pathology®.

Occupational therapy vocational rehabilitation practices tra-
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ditionally offer a variety of services that can be found at various
levels of healthcare’. Literature notes that vocational rehabilitation
services offered by occupational therapists are not demarcated
and grouped® and that the categorising of healthcare facilities is a
challenging exercise’. This double conundrum could be contribut-
ing to the difficulties of organising and managing the vocational
rehabilitation services that occupational therapists offer in public
healthcare facilities in Gauteng. In South Africa, 68% of the popu-
lation depends entirely on public healthcare'® and injured or sick
workers who fall within this group, can only access occupational
therapy services through the various public healthcare facilities.
With the restructuring of public healthcare to meet the constitu-
tional ideals of a democratic South Africa, occupational therapy’s
vocational rehabilitation services in public healthcare became an
unfortunate casualty. In Gauteng, these services appeared to have
fallen into disarray.

In 201 | the Assistant Director of Therapeutic and Medical Sup-
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port Services in Gauteng Health Department assembled a vocational
rehabilitation task team (VRTT) to address vocational rehabilitation
service problems in the province. In 2013 a PhD student, the first
author, joined the VRTT as a member, with a research study titled:
Transforming the vocational rehabilitation services of occupational
therapy in Gauteng’s public healthcare through action research.
She had worked in and managed a public healthcare work unit in
the 1980’s and 1990’s and retained a concern for and an aware-
ness of the potential of vocational rehabilitation services in public
healthcare.

The PhD study consisted of four phases. The first phase was
observational in nature. The vocational rehabilitation practices
offered by occupational therapists in Gauteng public health care,
were observed. The second was a planning phase. The third phase
was the implementation of multiple action research cycles to
address specifically identified practice problems. The final phase
was a meta-reflection on all previous phases, actions and practice
transformation.

This article reports on part of phase two of the PhD study
i.e. the need for a collaborative action plan that indicates what
vocational rehabilitation services occupational therapists are and
should be offering at the various healthcare facilities in Gauteng.
The results would allow systematic and quantifiable actions such as
addressing service delivery problems; managing resource distribu-
tion; organising personnel training; mentoring and support; as well
as synchronising and coordinating service delivery to transform
the service.

Multiple discussions about what vocational rehabilitation
services occupational therapists should be offering at the various
public healthcare facilities were held within the VRTT. The VRTT
tasked the researcher to expand the discussion to public healthcare
managers on hospital, regional and national level. The outcome of
these discussions showed that previous attempts to address the
question were not evidence based and had not filtered through
to frontline clinical practice. During an interview with the Deputy
Director: Disabilities in South Africa, it was agreed that there was
no official demarcation of the vocational rehabilitation services
that occupational therapist should be offering in public healthcare.
He suggested that the occupational therapists that are, and should
be, offering the services be asked for their opinion on the matter.

This democratic management approach of involving practitio-
ners in the decision making process of their practice, is a funda-
mental characteristic of action research''. It allows for the devel-
opment of empowerment and ownership features in practitioners
and is beneficial in the transformation of professional practice'?.
Developing an opinion survey and circulating it to all occupational
therapists working in Gauteng’s public healthcare was discussed in
the VRTT. There was unanimous support for the idea and members
volunteered to be involved at all stages of the inquiry; designing the
opinion survey, distribution and gathering the survey responses,
analysing data, critical reflection on the process as a whole and the
dissemination of the results in the form of a peer reviewed journal
paper. To validate and strengthen the opinion of clinical occupational
therapists, the VRTT felt that academic occupational therapists at
the three universities in Gauteng and occupational therapists expe-
rienced in the field of vocational rehabilitation should also be asked
for their opinions. The latter group of occupational therapists had
already been co-opted as critical friends for the PhD study.

For the purpose of the opinion survey, vocational rehabilita-
tion services and healthcare facilities were each categorised into
six groups.

Types of vocational rehabilitation services offered
by occupational therapists

In her research Buys® identified professional competencies oc-
cupational therapists need for delivering vocational rehabilitation
services. She groups the competencies into aspects associated with
types of services namely Prevention, Assessment, Intervention and
Placement. These groupings were used in this research with two
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additional service groupings, Screening and Follow-up, that were
practiced within the Gauteng public healthcare’s practices.

Prevention is an educative service for the prevention of injury at
work and to create an awareness of good work practice, averting
the development and/or exacerbation of pathology'®. Such ser-
vices could include back programmes and spinal care education',
ergonomics'®, stress management'¢, energy conservation® and the
teaching of precautionary measures related to joint care and spinal
hygiene'”-'®.

Screening of general or specific work related skills is a short
prescriptive process used to filter and effectively refer patients
to more specialised therapists or facilities'” and supports efficient
service delivery. Examples of screening services currently in use in
Gauteng’s public healthcare would be screening of ability to work®
or ability to drive.

Assessment services involve the assessment of the ability of a
person who has an injury or illness’s, to be able to work and is a
popular reason for referral to occupational therapy?®?'. Such ser-
vices would include work-place assessment?, functional capacity
evaluations?, medico legal assessments?, pre-placement screening?
and disability determination?.

Intervention services are programmes aimed at correcting or
compensating for ability to work deficits®?’. There are a variety of
intervention programmes that can be offered to correct work defi-
cits or improve work performance. This is important in successful
and sustainable placement into the open labour market, sheltered
or protected work environments. Examples of such services could
be job modification?, case management?, pain management®, work
hardening®, work preparation or readiness®?' work visits®, work
guidance®, work-place accommodation®, work adaptation®, job
seekers groups®, self-employment initiatives®, support groups®
and other return to work efforts®.

Placement services are the returning of patients to their own,
alternative or new work in the open labour market; or to sheltered
- or protected workshops?®*. Work site visits would be essential
with for example services such as job analysis®*, accessibility and
ergonomic audits*. Additional placement services would be vo-
cational guidance and counselling®’, outpatient support groups®,
job acquainting®, adaptation and accommodation efforts and the
redesigning of architectural barriers®.

Follow up is done of patients who used the services offered?.
This could be with employers, referral sources, family members and
the patients themselves. It could be done telephonically, electroni-
cally or during physical work visits?. The follow up of users of the
vocational rehabilitation services demonstrates the occupational
therapist’s commitment to a case and conclude a comprehensive
service. This service is fundamental to a sustainable and successful
outcome.

Screening, follow-up and some of the intervention services
can be offered by newly qualified occupational therapists, with no
special skills or knowledge, but who have been orientated to the
relevant protocols. No tools, equipment or venues other than what
is available in a generic and basic occupational therapy department
are required. Such services could be offered as regular programmes
or as the need arises. The therapists could occasionally be expected
to do work site and resource Vvisits.

Prevention, assessment, placement and some of the interven-
tion services need to be offered by occupational therapists with
experience of a wide variety of pathologies?, good clinical reason-
ing skills and specialised knowledge and skills of work assessment
and the labour market®. The use of standardised assessment tools
and activities within a designated work area, work site visits and
resource visits would be necessary.

Public healthcare facilities in South Africa

The South African National Health Act® specifies district, regional,
central and specialised hospitals, with clinics for primary healthcare
as categories of public hospitals. In this study these categories were
used to group healthcare facilities.
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Clinics are facilities from which a range of primary healthcare
services are provided to out-patients or ambulatory patients. The
personnel who man these centres are focused on primary health-
care and are considered generalist in their professions. Clinics are
normally open only 8 hours a day*.

Specialised hospitals have a maximum of 600 beds and provide
specialised health services like psychiatric and rehabilitation services.
Patients are seen on an in- or out-patient basis and the personnel
specialises in the context of the hospitals service. Personnel is
specialised in rehabilitative and related practices®.

District hospitals are 50 to 600 bed hospitals that serve a
defined population within a health district and support primary
health care. Such a facility provides 24 hour care services that
include in-patient, out-patient and emergency health services.
They could offer training for healthcare service providers. Their
specialist services are limited and generally located at regional
and central hospitals®.

Regional hospitals are 200 to 800 bed hospitals and serve a
defined regional population, limited to provincial boundaries and
receive referrals from district hospitals. They provide 24 hour care
that includes in-patient, out-patient and emergency health services.
They could provide training for healthcare service providers. They
offer limited specialist services®.

Central hospitals, also known as tertiary hospitals are 400 to 1200
bed hospitals that provide a 24-hour care and a national referral
service. They provide highly specialised units that require unique,
highly skilled personnel. They must provide training for health care
providers, conduct research and must be attached to a Health Sci-
ence School or Faculty *.

An opinion survey was designed using the categories of voca-
tional rehabilitation services and healthcare facilities as discussed
above. Using this survey three groups of occupational therapists
were asked their opinion on where to position these services in
healthcare facilities.

METHOD
Study design

A multi-collaborative action research approach* is the underly-
ing phenomenology of the PhD project within which this inquiry
is positioned. Although action research is popularly aligned with
qualitative inquiry® it is more correct to see it as a democratic
and empowering approach to change'? that systematically draws
on many ways of knowing, both qualitative and quantitative, in
an iterative fashion®. The purpose of action research is to bring
about change in a specific context*. Depending on the context and
framework of the practice enquiry, action researchers use methods
which best suit their purpose. The context of the practice problem
associated with the uniqueness of the situation dictates the research
tools and methods used*'. Within healthcare is not uncommon to
utilise quantitative data to complement qualitative data in action
research projects'2*!.

Action research places practitioners at the centre of an
enquiry® allowing them to be fellow researchers, planners and
policy makers. Dick* notes that plans provide the means by
which the future can be influenced from the present and that if
the planning is done collaboratively the journey of bringing about
change is so much more efficient. A collaborative research team
launched this non-experimental descriptive inquiry within the
planning phase of a larger transformative action research proj-
ect. The team needed a cost effective study design that could
systematically and objectively collect the opinions of a selected
population of occupational therapists’. An opinion survey study
design was selected.

Population and Sample

Dick#” uses the term stakeholders in action research to describe a
population. He describes stakeholders as persons who have a stake
in a project and who are affected by or are able to affect practical

South African Journal of Occupational Therapy — Volume 46, Number 1, April 2016

52

change. In the pursuit of transformation within a practice, local as
well as expert knowledge is often harnessed. This could bring about
a variety of insider-outsider* collaborations. Insider stakeholders
are regular members of the organisation where the research is be-
ing conducted and outsider stakeholders join the organisation or
research collaboration temporarily for the purpose of a research
project®. In this research there are two groups of insider stakehold-
ers and two groups of outsider stakeholders. All of them were used
as consensus populations.

The one insider stakeholder group was the research collabora-
tion; the VRTT and a PhD student. The VRTT group consists of
14 occupational therapists, working in Gauteng’s public healthcare
sectors who are concerned with occupational therapy’s vocational
rehabilitation services in the province. The other three groups were
the occupational therapists whose opinions were being surveyed.
The first included the main insider stakeholder group, namely
all occupational therapy clinicians working in Gauteng’s public
healthcare - a potential group of 242 stakeholders. The second,
a pre-determined population sample, were a group of outsider
stakeholders. They were 26 occupational therapists working as
academics at the three universities situated within Gauteng; the
University of the Witwatersrand, the University of Pretoria and
the Sefako Makgatho Health Sciences University. The aim was to
collect opinions from all occupational therapy academics at the
three training institutions in Gauteng. The third pre-determined
population sample was also outsider stakeholders. A group of 39
pre-selected vocational rehabilitation experts identified by the first
author for use as critical friends in her PhD. In action research the
concept of critical friends is used to indicate stakeholders who
are invested in the field of knowledge and can offer objective
and expert feedback®. The criteria for inclusion into this group
the participants had to be occupational therapists with previous
experience of working in South Africa’s public healthcare system
and current experience of more than five years working in voca-
tional rehabilitation.

Data Collection Tool: The Opinion Survey

The opinions of all the stakeholders were gathered in the form
of a two page survey that was completed anonymously. The first
author designed a draft survey. The VRTT and the first author’s
PhD support group critically reflected on it and gave feedback for
improvement. Suggestions were incorporated, the survey was
finalised, language edited and made available in electronic and hard
copy format.

The first page of the opinion survey stated the research ques-
tion. In a collegial letter format the reader was given the reason
and background for the survey, the position of the survey within
the larger study and what the responses would be used for. The
ethical clearance number and the ethics committee contact details
were supplied. Instructions were given on how to indicate opinions
supported by an example. The return date for the survey was
highlighted. All opinion surveys were to be returned to the first
author. Four options for returning completed surveys were personal
hand-back, facsimile, electronic or postal.

The second page of the opinion survey was headed by three
demographic questions; place of work, number of years of experi-
ence in occupational therapy and in vocational rehabilitation. The
six vocational rehabilitation services were placed in a column on
the left side of the page with a brief definition and examples of the
service. On the right side of the same page six options of the five
public healthcare facilities and the option of none of the above was
placed in a column with a brief description as well as examples of
well-known facilities in Gauteng that qualify under the category.
The respondent’s opinion was indicated by drawing a line link-
ing a vocational rehabilitation service with a healthcare facility
where they felt it should be offered, giving a linear response.
An open section for comments was provided at the end of the
survey, providing opportunity for additional narrative responses
(see Table | on page 48).
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Table I: Opinions of Occupational Therapists on the positioning of Yocational Rehabilitation Services in Gauteng’s

Public Healthcare Institutions

Where do you work?

How many years of practice do you have?
In Occupational Therapy: years.

institutions of public healthcare in Gauteng?

In Vocational Rehabilitation: years.
From your experience, and/or opinion match the Vocational Rehabilitation Services that should be offered at the various categories/

Vocational rehabilitation services

Prevention:

Programs for prevention of injury and aware-
ness of good work practice e.g. joint care,
spinal hygiene, ergonomics, and energy-saving
practices.

Screening:
Using the Vocational Rehabilitation Screening
Tool with the Modapts Work Samples guide.

Assessment
Assessing ability to work e.g. FCE's, Pilir,
Progress

Intervention:

Work hardening, readiness, preparation,
visits, guidance, accommodation, adaptation,
job seekers groups, self-employment initia-
tives, support groups.

Placement:
Return to work (open labour market/shel-
tered/protected), Training and reskilling, sup-
port groups, guidance, counselling.

Follow-up:
With clients/employers/referral sources in the
form of telephonic, electronic, home and/or
work visits.

Public Hospitals/Healthcare Institutions

Clinics:

e.g. Alexandra, Birchleigh, Sonto Tobela,
Zamani, Chiawelo, Crosby, Crown gardens,
Diepkloof, Nokupila, Eldorado Park, Boph-

elong, Jeppe, Lenasia, Malvern, Mofolo South,

Senoane, Polla Park, Itireleng, Westbury.

Specialized Hospitals:
e.g. Sterkfontein, Tara H Moross Center,
Tshwane, Weskoppies, Cullinan Rehab Center,
Sizwe Tropical Disease

District Hospitals:
e.g. Mamelodi, Pretoria West, South Rand,
Heidelberg, Germiston, Carletonville

Regional Hospitals:

Kalafong, Coronation, Edenvale, Helen
Joseph, Tambo Meoriak, Far East Rand, Na-
talspruit, Pholosong, Tembisa, Leratong, Yusuf
Dadoo, Sebokeng, Kopanong.

Central/Tertiary Hospitals:
e.g. GaRankuwa (DGMAH), Pretoria (SBAH),
Soweto (CHBAH), Johannesburg (CMJAH)

None of the above:

This service should not be offered by occupa-
tional therapists and/or should not be offered
in public healthcare and/or should not be
offered in the Department of Health.

Do you have any additional questions or comments?

NOTE: If you have already filled in an opinion sheet. Please do not do so again.

Data Collection

The survey was distributed electronically and as hard copies by
hand. Distribution and follow up was done by all members of the
VRTT and the authors.

To maximise the response rate multiple distribution means were
used. Emails were sent with a read receipt delivery option, the
survey enclosed, a message explaining the inquiry and requesting as-
sistance with distribution. This was sent to all members of the VRTT,
the heads of occupational therapy departments in Gauteng public
healthcare, the heads of department of the occupational therapy
departments at the three universities in Gauteng and the individual
emails of the vocational rehabilitation experts. VRTT members were
given paper copies of the survey and asked to distribute them to the
target population through all and any other opportunity that they
could identify. Such forums were departmental meetings, interest
groups, support groups, study groups, informal occupational therapy
gatherings such as lunch breaks, continuing education and training
workshops and regional and national occupational therapy forum
meetings. Paper copies were also placed in the official personalised
pigeon holes of all academic occupational therapists.

Additional follow-up was done by the VRTT members and the
authors through telephonic and face to face awareness canvasing
and promotion of the survey. Gauteng Health Head Office and
management officially sanctioned the survey and contributed to
follow up efforts through official channels.

The initial distribution was done from August 2014 to Novem-
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ber 2014. A disappointing response saw a repeat of the distribution
effort from January 2015 to March 2015.

Data analysis
After the final due date responses were analysed and summarised.
Frequencies for each possible combination (36 combinations in to-
tal) in the linear responses were counted and presented in percent-
ages. Consensus was determined if a certain percentage of votes for
a specific combination fell within a prescribed range. These ranges
were arbitrary decisions made by the authors. Percentages above
80% were viewed as strong consensus, between 70 and 79% as
good consensus and between 60 and 69% as average consensus.
Anything below 60% was viewed as inconclusive. Literature to
support the authors’ decision on the ranges of levels of consensus
was scarce. Only one study by Hsu and Sandford®' briefly stated
that consensus above 80% in opinion surveys by means of Delphi
methods was good. These authors also mentioned that decisions
on levels of consensus are situation-dependent and most of the
time arbitrary.

The narrative responses were thematically categorised.

Results were shared at a VRTT meeting and kept for use in the
planning phase of the larger research project.

FINDINGS AND DISCUSSION

Of the potential 307 occupational therapist identified, 96 responded,
constituting a 319% response rate. This response rate is made up
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of 33% (n=79) occupational therapy clinicians working in public
healthcare Gauteng, 28% (n= 1) critical friends and 23% (n=6)
academics. Academic responses were received from only one
training institution.

The service sectors of respondents is presented in Figure [:
Service sector of respondents.

The linear responses were analysed for each group individually
and for all respondents as a whole. The combined opinion of the
three groups was rated from most preferred opinion to the least
preferred opinion and displayed in Figure 2.

Response rate and demographic information: There is no agreed
standard for an acceptable minimum response rate with mailed
surveys, but a range from 30% to 80% is generally found®2. This
inquiry’s response rate of 31% is at the bottom of the indicated
general range. This nonresponse bias could be due to various
reasons. Either occupational therapists do not have an opinion on
the matter and did not make the effort to respond, or a lack of
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knowledge about the field of vocational rehabilitation and/or public
healthcare could have prevented participation.

These assumptions are supported by the demographic resuits.
In the case of the clinician and academic populations an average of
two years’ experience in vocational rehabilitation was found. The
critical friends who were experts in vocational rehabilitation with
an average of 10 years’ experience in the field, had no current
experience of working in Gauteng’s public healthcare as they were
mostly in private practice or worked outside Gauteng. They thus
lacked knowledge of the various facilities and services offered in
Gauteng’s public healthcare.

Demographic information also revealed that the clinical occupa-
tional therapists with the most experience in vocational rehabilita-
tion were working at clinics and those with the least experience
were working in the central hospitals. At the time of the survey,
work units with standardised and commercial vocational rehabilita-
tion tests and equipment were located in central hospitals. Patients
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who needed more specialised vocational rehabilitation services
were referred to these work units. The clinics offered only screen-
ing and supportive vocational rehabilitation services.

Linear responses: The three groups of survey respondents’
were clinicians working in Gauteng’s public healthcare, academ-
ics, and critical friends. The group with the most respondents was
clinicians working in public healthcare. Of these respondents 49%
(n= 39) were community service occupational therapists who have
less than one year of experience in occupational therapy. Their
responses showed that with the exception of prevention services
done at clinics, assessment should be done at central hospitals and
screening at all other facilities. Of interest was a lack of consensus on
what vocational rehabilitation services specialised hospitals should
be offering. By a significant margin the least chosen response was
that no vocational rehabilitation services should be offered in public
healthcare. This leads to the deduction that most clinicians are of the
opinion that some form of vocational rehabilitation should happen
at the various public healthcare facilities.

Additional consideration of clinicians’ opinions showed that they
felt clinics should be doing prevention, screening and follow up.
District and regional hospitals should be doing prevention, screening
and follow up. Central hospitals should be doing screening, assess-
ment, intervention, placement and follow-up.

The academic opinion was from only one of the three univer-
sities and showed the lowest internal consensus, with no clear
agreement of what services should be offered where. They were
however unanimous in that none of them chose the option of
“none of the above”, indicating that they were of the opinion that
all forms of vocational rehabilitation services should be done in
public healthcare.

The other outsider group, critical friends, supported the
opinion that vocational rehabilitation services should be done in
public health care with one respondent being of the opinion that
prevention and placement services should not be done in public
healthcare. They felt that screening should happen at all facilities
but most prominently at district and regional hospitals. In their
opinion, assessment should be done at specialised hospitals and
central hospitals. Interventions should be done at all facilities with
the exception of district hospitals. Placement and follow up should
happen at all facilities except at clinics.

The three groups agreed with each other on one point: Eighty-
nine (93%) indicated that preventative vocational rehabilitation
services should be offered at clinics. Reflection on this strongly per-
ceived opinion raises concern. Arguing from the premises that |) the
aim of occupational therapy services should be to meet the needs of
the clients that visit the facility where they work®**, 2) the patient
profile that visit public healthcare clinics is usually the elderly, the
unemployed and mothers with babies or disabled children®*¢ 3) the
nature of vocational rehabilitation prevention services are aimed
at the prevention of injury at work and to create an awareness of
good work practice, which implies that clients should be employed
workers?***7. The conclusion must be drawn that the most strongly
perceived opinion in this survey has been influenced by respondents’
knowledge of the common clinical practice of prevention as part
of primary healthcare at clinics. Respondents appeared unaware
that prevention at clinic level would be an unsuitable option for
vocational rehabilitation services within that setting.

A high level of consensus was that screening services should hap-
pen at clinics (70%), district (72%) and regional hospitals (72%) and
that assessments should be done at central hospitals (75%). These
opinions were reflective of the current state of affairs in Gauteng
public health care facilities. There was no evidence of consensus
about where intervention, placement and follow-up services should
be offered. It is noteworthy that respondents reached consensus
on only five of the 36 (5/36) combinations of services and facilities
and poor consensus (ranging between four and 59%) for the rest
of the combinations (31/36).

Narrative responses: The option for narrative responses at the
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end of the survey was taken by 23% (n=72) of the respondents.
The narrative responses showed three emergent themes of which
the first two were contradictory. The contradictory themes, de-
spite being in direct contrast with each other regarding practical
implementation, deserve consideration as both schools of thought
hold valid points.

The first theme indicated that all vocational rehabilitation
services should be offered at all levels of healthcare and that all
occupational therapists should be involved in offering such services.
The suggestion was made that training of therapists, more equip-
ment and more space should be considered by public healthcare
management to ensure this. This opinion supports the constitutional
right of equal access to health. It shows insight and consideration
for the reality of public healthcare users when patients struggle
to afford the out-of-pocket expenses associated with referral be-
tween healthcare facilities and other resources. It also addresses
the sporadic problems of communication and service breakdown
that occurs within the current referral system.

The second theme was that vocational rehabilitation is a spe-
cialised service that needs a multi-professional approach, dedicated
posts, and implemented at a centralised location which is preferably
not linked to healthcare. One strongly worded narrative indicated
that vocational rehabilitation services cannot be categorised or
separated. The opinion was that there should be a central work
unit with a specialised multidisciplinary team attending to all aspects
of vocational rehabilitation. Clinical experience in vocational reha-
bilitation services supports this opinion. Every patient that is seen
has unique circumstances due to multiple variations of pathology
and specific work requirements. This is further complicated by
varying levels of prognosis, stages of recovery and availability of
socio-economic resources. The result is that vocational rehabilita-
tion services are often interlinked in clinical practice. Prevention
services could for example be part of an intervention programme
focused on returning to work.

The third theme identified current problems experienced with
vocational rehabilitation services. These were mostly related to
referral systems, problems with service efficiency and communica-
tion breakdown between healthcare facilities.

Both the linear and the narrative responses reflect the conflict-
ing ideals and realities associated with vocational rehabilitation in
public health. In order to provide affordable and accessible services
to the majority of the South African population and to meet the
rights of citizens, integrated service delivery models should be
considered. However, due to the complexity of cases, as identi-
fied specifically by the second and third narrative themes, only
highly trained and specialised staff with access to equipment and
resources and to support multiple site visits, could deliver relevant
outcomes. These contradictory expectations are evident within
the linear responses.

Several factors had an impact on the trustworthiness of this
inquiry. Respondents’ varied levels of experience, competence and
knowledge of vocational rehabilitation and the nature of public
healthcare facilities could have negatively affected the credibility
of the results. Practical challenges prevented the authors from
presenting instructive workshops as an alternative to provide more
detailed definitions of the various categories and using other data
collection techniques like focus groups was not pursued.

Due to the unique focus of the inquiry into positioning of
vocational rehabilitation services and its specific relevance for the
Gauteng Public Health Care system, no research evidence could
be accessed to support or contradict findings.

The trustworthiness of this inquiry was considered through-
out by the authors. With deference to internal validity, the design
and content of the opinion survey was standardised and critically
reflected on by independent but concerned parties. All partici-
pants received the same survey form and reasonable attempts to
avoid multiplications of a single respondent’s opinion were done.
Analysis of the results was done separately by the authors and then
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compared for final analysis. Purposeful transparency at all stages of
the research was maintained by researchers and authors. Insider
stakeholders were used as fellow researchers and were involved
in all aspects of the research from the design of the opinion survey
to the writing up of the results into a peer reviewed journal article.
Objectivity was attended to by launching the inquiry, which is part
of a PhD study, as an insider project through the VRTT. The survey
population was made up of both insider and outsiders. Comparing
the insider opinion results with two groups of outsider opinions
through triangulation further enhanced the objectivity element. The
aim of this survey was to use the emerging knowledge, occupational
therapists opinion of where their vocational rehabilitation services
should be offered, for future collaborative planning and policy mak-
ing to improve the service. This brings about an important action
research principle i.e. applying emerging knowledge within the
population it was generated from.

LIMITATIONS OF THE STUDY

Subjective opinion, that which was gathered in this inquiry, is influ-
enced by a vast variety of internal and external factors. This survey
did not attempt to control any of these factors. The low response
rate could also have affected the reliability of the results. These
limitations can only be effectively attended to by a much larger
scale of inquiry over a longer timeframe. Recognising this shortfall
and planning for this deficit with the use of the data is important.

CONCLUSION

The results of this survey showed a general lack of consensus
amongst occupational therapists about what vocational rehabili-
tation services should be offered at the different levels of public
healthcare. With singular exceptions the generic opinion was that
occupational therapy’s vocational rehabilitation services should be
offered in public healthcare. No other opinions from this survey
give guidance or insight to support planning and policy making.

Therefore, this research cannot be used in isolation to inform
planning and decision making regarding the positioning of vocational
rehabilitation services in Gauteng public healthcare. It could be
used in combination with other sources of information as part of
an informed decision making process. A systematic review of inter-
national literature on where occupational therapists are delivering
vocational rehabilitation services is suggested.

The benefit of this study does not lie in the content of the opin-
ion survey. It lies in the nature of the inquiry, namely that frontline
occupational therapists were asked for their opinion on matters
which will affect their service delivery in future. This approach con-
structs a collaborative relationship for future efforts to identify and
address problems with vocational rehabilitation services in Gauteng
public healthcare. It raised a general awareness of vocational reha-
bilitation, informed practitioners of a broader perspective of service
problems and allowed them to be included in planning and decision
making efforts to address these. Continuous transparency, keeping
all practitioners involved and informed, will maintain this sentiment
and collective energy for future transformational efforts.
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4.3.4 Collaborative reflection on the results of the opinion survey

Reflections on the result of the opinion survey left the VRTT feeling discouraged about being able to
develop a framework that would guide and position transformational efforts. There was no clarity on
what vocational rehabilitation services clinical occupational therapists should be offering throughout
Gauteng. In addition, the practical problems of unequal resource distribution and the lack of skilled
therapists who could do vocational rehabilitation complicated the planning. There was a general
attitude of, “We cannot do anything about this so let’s just get on with doing the things that we can

do something about.”

The VRTT decided to cease planning efforts towards forming a framework and guidelines that would
inform occupational therapists what vocational rehabilitation they should offer at the various levels
of service in Gauteng’s public healthcare. They decided to focus on addressing the vocational
rehabilitation practice problems they identified in their clinical work. Such ALAR cycles were already
in progress as part of the action phase, which will be discussed in Chapter Five. The action phase
was running concurrent to this planning phase and proving to effectively address clinical vocational
rehabilitation problems. While the results of planning approaches, taken in this phase, to create a
framework within which these clinical vocational rehabilitation services should be done, were

discouraging.

4.4 Discussion of the Planning Phase

The collective attitude of the VRTT was to abandon attempts at addressing the question of what
vocational rehabilitation services occupational therapists should be offering in Gauteng’s public
healthcare. While respecting and understanding this sentiment, the researcher had concerns
regarding the long-term effects of not having a framework or guidelines for the vocational
rehabilitation services of occupational therapists in Gauteng. She felt it was important for the
sustainability of transformational actions and continuously brought up the matter as a point of
discussion within VRTT meetings and with individual members or smaller groups of VRTT members.
It was found that younger inexperienced VRTT members were reluctant to offer suggestions or take
part in group discussions on framework, which inevitably ended up being between the chair of the
VRTT, the deputy director of rehabilitation in Gauteng, one or two senior occupational therapists
and the researcher. This negatively affected the ALAR nature of the process. It could be that the
VRTT, which consisted of predominantly clinical occupational therapists with limited managerial

experience, might not be the correct forum to address this type of planning.
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It was difficult for the researcher to leave this important aspect of transformation unfinished and the
temptation to revert to tactics that would violate the ALAR ethos was great. She had to caution
herself to trust the research method and allow the VRTT to take sufficient time to gain authentic
insight and understanding. Some progress was seen in this regard, albeit not at the rate the
researcher would have liked. During the June 2016 meeting a decision was made by the VRTT that
occupational therapists vocational rehabilitation in Gauteng’s should be offered at all levels of
service. They felt the work needs of the healthcare users should be met at the point of service, also
the referral of healthcare users to specialised work units for vocational rehabilitation should be
minimised as it caused out of pocket expenses and resulted in non-compliance or loss of referred
individuals. They agreed there had to be some specialised work units in the province where
specialised vocational rehabilitation clinicians, equipment and services, such as driver assessments,
could be offered. The discussion however concluded with a listing of restrictions and problems that

such planning would bring about.

At the end of the research tenure with the VRTT there was still no framework or guidelines in place.
Occupational therapists in Gauteng public healthcare still do not know what vocational rehabilitation
services they should be offering at the different levels of service in the province. This could have
been a contributory factor for the current state of vocational rehabilitation services and could hold
future problematic implications for the service. Future research and planning is needed to attend to
this. The researcher was of the opinion that discussions concerning an executive plan for vocational
rehabilitation services in Gauteng were becoming more informed and insight into the importance of
such a plan was growing. This indicated VRTT members had experienced personal learning about the

problem.

4.5 Conclusion to the Planning Phase

In ALAR, planning needs to be done with care, so the democratic grounding of actions and learning
do not get lost in attempts to achieve a pre-conceived objective. This was seen in this phase. Two
types of planning were identified in this enquiry, clinical planning and planning to create a
framework and guidelines. The membership profile of the VRTT made clinical planning an easy
exercise. As a result, transformational change of the vocational rehabilitation occupational
therapists was seen on a clinical level, however planning to create a framework was problematic and

remains so to date. It is the opinion of the researcher that without a framework and clear guidelines
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of what vocational rehabilitation occupational therapy should offer at the various levels of Gauteng’s

public healthcare, sustainable transformation cannot be claimed.

Although it is important to have such a framework plan, it is more important to have a plan that is
owned by the insiders group and not interjected by an outsider expert. Dick supports this by saying
that change occurs most effectively when those who are to carry it out are involved and committed
(2013a). Kemmis and McTaggart (2007) concurred saying that the success of action research is not
whether steps have been followed dutifully or planned outcomes have been achieved, but rather
whether participants have a strong feeling of authentic ownership and understanding of the

transformation process.

Leaving this phase un-concluded, the researcher realises that despite not having reached the desired
outcome of the phase, progress had been made and action learning had taken place on many levels
during this phase. In addition, the transformation of clinical vocational rehabilitation was taking
place as specific practice problems were being addressed by the VRTT in individual action cycles.
This reflects some of the mind-set and reality of many occupational therapists working in public
healthcare: they focus on getting the job at hand done. They work with what they have, where they

are, as best they can.

The next chapter shows these clinical transformative actions as the action phase. The action phase
illustrates the ALAR cycles that had taken place and concluded during the researcher’s tenure with

the VRTT.
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Chapter Five: Action Phase

“Action researchers recognize that theory informs practice and practice can generate theory.”

Coghlan and Brydon-Miller (Coghlan & Brydon-Miller, 2014)

5.1 Introduction to the Action Phase

This chapter shows the action phase of the research and describes action learning action research
cycles that took place during the research tenure. Ideally, the action phase comes after the
observational and planning phases. However before these phases had shown any conclusive
evidence, multiple action cycles were operational, addressing the practice problems clinicians
working in Gauteng’s public healthcare experienced. Throughout the research, one action cycle
would still be in progress when the next practice problem was identified by the Vocational
Rehabilitation task Team (VRTT), and planning was started to address it. The VRTT members valued
being part of clinical practice orientated action cycles. They grasped the action learning action
research (ALAR) methodology and ethos while planning, acting, learning and reflecting on vocational
rehabilitation practice problems they experienced and to which they could relate. Figure 5.1
presents the entire study with the highlighted sections indicating the position of this chapter on

action.

Integration of

Withdrawal of researchet intothe
researcher fromthe VRTT, apre-
WRTT ' existing insider
Phase 1 group,
Observation
What is going

I» on?” \

Transforming the vocational

Fhase 4 hMeta rehahilitation services of Phase 2
Re L occupational therapistsin Planning
Cauteng public healthcare What should
through action learning and be gaing and”

action research (A LAR).

\ Phase 3 Action /

Transfarmative
Arctions.

Figure 5.1: Diagrammatic presentation of the research process positioning the action phase
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Action cycles that were concluded during the researcher’s tenure with the VRTT are presented in this
chapter, in chronological order of when they started. Some cycles took longer to conclude than
others and often overlapped. This phase clearly shows how action and critical reflection brought
about learning and improved further actions. It also provided evidence of new knowledge that was

created and disseminated and the positive reaction this generated.

Five practice problems were identified by the Vocational Rehabilitation Task Team (VRTT). The ALAR
cycle was implemented to address each problem. These problems included poor report writing and a
lack of report template standardisation in the vocational rehabilitation practices. This was followed
by the question of what practitioners should do about addressing the question of ability to drive
with their clients. The VRTT felt the skill and practice of MODAPTS was underutilised in their
vocational rehabilitation practices. The need for a user manual on how to do a basic work
assessment was identified. The clinical supervision of undergraduate students was started and the

question of how to do this addressed.

5.2 Overview of Tools and Processes used in the Action Phase

Each ALAR cycle used tools and processes unique to the practice problem it was addressing and
these are discussed within the context of the cycle reported below. In addition to problem specific
tools, generic tools, such as VRTT meeting minutes supported by the researchers meeting
summaries, individual and collaborative reflections, individual, group and telephonic interviews,

guided reflection questionnaires, journaling and field notes were used.

The researcher guided the VRTT members to reflect on their action at the end of each year. This
critical reflection of action is discussed in Chapter Six as part of the reflection phase. These reflection
results were used to make decisions regarding the transformational actions in which the VRTT was
engaged. In 2014, the decision was made to use workshops as the tool to bring about learning and
transformation of services. Critical reflection proved this ineffective and the transformational tactic

was changed to mentoring in 2015.
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5.3 Findings of the Action Phase

5.3.1 Report Writing

The first ALAR cycles, addressing the practice problem of vocational rehabilitation report writing,
formed part of the successful integration of the outsider researcher into the insider VRTT group. In
addition, VRTT members experienced the benefits of action learning while doing research that
directly benefitted their clinical practices. The cycles concluded with a user manual titled Report
Writing Protocol and report templates, which would be reviewed annually to improve their content.
It was decided to write a journal article about the process, but no VRTT members were willing to be
part of this first peer reviewed journal article. They cited previous bad experiences, lack of ability to
write academic literature and being too busy, as excuses for not being co-authors. The researcher

and her supervisors wrote the article.
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ABSTRACT

Collaborative steps, as part of an action research inquiry were taken to compile a concept report writing protocol and report templates.
The concept protocol and templates were implemented in public healthcare vocational rehabilitation services. Critical reflection and
feedback on the trial applications took place to refine the protocol. The protocol consisted of a cover letter, background information,
legal and ethical considerations for reports, a step by step report writing guide including handy tips, report writing templates, and a
guiding checklist. It concluded with a request for feedback from users, an undertaking for annual revision and suggested readings and
skills training. Selected experts reviewed and critically appraised the final version. Dissemination of the final report writing protocol and

templates was done through public healthcare forums and the annual vocational rehabilitation orientation workshop for occupational

therapists entering public healthcare.
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INTRODUCTION

Professional report writing is a generic skill and its proficiency easily
assumed. In vocational rehabilitation, report writing is an essential
skill for occupational therapists as it directly implicates the outcome
of the intervention'. Once the skill is mastered, the process of ac-
quiring the experience and confidence for report writing is rarely
systematically captured and skilled occupational therapy clinicians
in public healthcare find it difficult to pass their skills onto less
experienced and less confident colleagues.

In South Africa occupational therapy services in public health-
care are complicated by high staff turnover and a yearly influx of
newly graduated community service occupational therapists who
are often expected to render services and tasks they lack confi-
dence and experience in. The general consensus from the Gauteng
Vocational Rehabilitation Task Team (VRTT), an interest group of
occupational therapists concerned with vocational rehabilitation
services in public healthcare, was that experienced occupational
therapists are usually in management positions and overloaded with
managerial tasks, mentoring of new and inexperienced therapists,
supervising students and carrying clinical patient care responsibili-
ties. Members of the VRTT were also of the opinion that vocational
rehabilitation report writing is an arduous task with potential conflict
and repercussions as the report can be used by employees and
employers for disputes and legal actions. As a result it appears that

in some hospitals newly appointed and inexperienced occupational
therapists refuse to write vocational rehabilitation reports, leaving
it to their more experienced colleagues and therefore perpetuating
the challenges and complications mentioned above.

The VRTT identified report writing as a priority practice prob-
lem to be addressed as a section of their bi-monthly meetings.
The aim of this study was to develop an easily understandable,
user friendly vocational rehabilitation report writing protocol
with standardised report templates for the type of reports most
commonly written in public healthcare. The reports identified to
be most commonly written in Gauteng’s public healthcare and for
which templates were needed were: Functional capacity evalua-
tion (FCE) reports; Policy and Procedure on Incapacity Leave and
Ill-health Retirement for public service employee’s (PILIR) reports;
Disability Grant (DG) reports; Vocational Rehabilitation Screening
Tool reports and medico-legal reports. The function of the report
writing protocol would therefore be to: set a standard for voca-
tional rehabilitation report writing; to standardise the format of a
report; provide practical guidelines for inexperienced occupational
therapists for writing vocational rehabilitation reports and thereby
to enable therapists to spend less clinical time writing reports.

This article forms part of a PhD study, the purpose of which is
to transform vocational rehabilitational services in Gauteng’s public
health care through action research. The article aims to describe

15

South African Journal of Occupational Therapy — Volume 45, Number 2, August 2015

97

© SA Journal of Occupational Therapy w



the process and outcome of developing a report writing protocol
and relevant templates using action research cycles to address a
practitioner identified practice problem.

LITERATURE REVIEW

Scientific and grey literature were searched for articles with the
key words; professional report writing, adult occupational therapy,
protocol, vocational rehabilitation and public healthcare. The
selected literature revealed that professional report writing skills,
therapists’ confidence and legal/ethical considerations were found
to be recurring themes.

In vocational rehabilitation, the report forms the basis of deci-
sion making?. Preparing a useful and effectively written report is
an important part of a therapist's work as it communicates future
intervention or the results of intervention®*. Buys identified
knowledge, skills and values required by occupational therapists
to deliver vocational rehabilitation services in South Africa. Among
the important skills that Buys identified were report writing and
competency in English as a business language. Beukes® formulated
a standard statement and measurement criteria for effective
vocational assessment. She indicated that a report is compiled at
the end of the assessment period and gives eight measurement
criteria for report writing, for instance, recommendations regard-
ing employability, a plan how to implement the recommendations
made, and reports the assessment results to the referring agency.
Her standard statement concludes that the report should focus on
a worker profile of the client, and indicate problem areas and as-
sets regarding the client’s work abilities. De Clive-Lowe’ indicated
that the ability to communicate the skills and techniques offered
by the occupational therapist, are essential in a report, both for
professional survival and for the long-term benefit of clients and
emphasises that practice and training are needed to prepare well
written reports.

The importance of accurate and skilled reporting of functional
capacity evaluations are highlighted in several articles which also
uses the ethical element of report writing'*®!, Escorpizo et al '*
indicated that a successful vocational rehabilitation programme
relies on the interrelationship between several elements and
they note that effective communication between the employer
and the healthcare practitioner is one such element. Reporting a
client’s work abilities accurately is essential in the rehabilitation
process"!®'¢, Buys and van Biljon' noted that reporting the results
of an occupational therapy functional capacity evaluation is often
frustrating and time consuming, but without this vital step, the
outcomes of the evaluation might not become a reality for the cli-
ent. A framework for improving occupational therapists’ opinions
on work capacity'” indicated |7 guiding strategies and principles.
Two of them are about report writing and advocate the practice of
adopting a consistent occupational therapy assessment and report-
ing template and to shorten reports by reducing detail.

All newly qualified occupational therapists have to face the
daunting transition from student to professional practitioner and the
work environment and support they receive during this time have
asignificant impact on their confidence'®. Developing and fostering
professional confidence should be nurtured and valued to the same
extent as professional competence, as the former underpins the
latter, and both are linked to professional identity'*%. The teaching
of structured writing, like report-writing, is important as a means
of teaching therapists and students how to express and present
information effectively, but also to facilitate scientific thinking?'22.

In South Africa there is legislation that impacts on the oc-
cupational therapist writing a vocational rehabilitation report.
All occupational therapists should have a sound knowledge and
understanding of the content and implication of such legislation
and comply with these in practice.

The Constitution of the Republic of South Africa?; the Bill of
Rights (Chapter 2) affirms the democratic values of human dignity,
equality and freedom. This holds implications for the content, the
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storage and the distribution of reports. The Promotion of Access
to Information Act?* gives effect to the constitutional right of access
to any information held by the State or any other person that is
required for the exercise or protection of any rights and to provide
for matters connected therewith. Informed consent, transparency
and objective professionalism should permeate every aspect of the
report and report writing practice.

Although report writing is not specifically mentioned in the
following acts, reports can be seen as a form of communication
with the client and this is addressed and outlined in the following
legislation: The National Health Act?® provides a framework for
a structured uniform health system within the Republic of South
Africa, taking into account the obligations imposed by the Constitu-
tion and other laws in the national, provincial and local governments
with regard to health services matters. The Health Professions
Amendment Act® led to the establishment of the Health Professions
Council of South Africa (HPCSA) and the latter provides control
over the training, registration and practices of health care profes-
sions and matters incidental thereto. The HPCSA has ethical rules
of conduct ¥’ that outlines the regulation of practice, including that
of report writing, for all professionals registered with the HPCSA,
including occupational therapy practitioners.

Occupational therapists need to be informed about legislation
that has implications for injured and disabled workers that would
affect the outcome of their vocational rehabilitation intervention.
Their knowledge of this legislation should be reflected in the rec-
ommendations and suggestions made in the report for example;
The Labour Relations Act?® which aims to promote economic
development, social justice, labour peace and democracy in the
workplace. The Employment Equity Act? is concerned with
promoting equal opportunity and fair treatment in employment
through the elimination of unfair discrimination and implement-
ing affirmative action measures to redress the disadvantages in
employment experienced by designated groups. The Employment
Equity Act ensures equitable representation of designated groups
in all occupational categories and levels in the workforce. The
Occupational Health and Safety Act*® provides for the health and
safety of persons at work, in connection with plants and machinery
and protection against hazards to health and safety arising out of
activities at work.

Van der Reyden® summarised the impact of legislation on occu-
pational therapy practice in general and this understanding sets the
tone for all report writing. She notes that acceptance of the client as
an important partner in the healthcare process and acknowledge-
ment of the individuals’ ability to not only participate in, but make
valid decisions about their lives, health, vocation/work and care is
now central to every intervention. Such a mind-set diminishes the
medical paternalism that formed the cornerstone of healthcare in
the past. This mind-set should be reflected in the manner in which
reports are written.

In the face of such challenges every effort should be made
to mentor and support inexperienced occupational therapists to
develop the relevant skills and confidence when writing vocational
rehabilitation reports. Developing an easy-to-understand and user-
friendly protocol with supportive templates and making sure that
all therapists entering public healthcare are acquainted with it was
directed at meeting the above challenge.

METHOD
Study design

The epistemology of action research permeated this study. Action
research facilitated a process for protocol and report format devel-
opment while simultaneously transforming practice. This process
relied on a collaborative effort between the practitioners and the
researcher adhering to an action research approach of working
towards practical outcomes while contributing towards human
emancipation and transformation®. It allows practitioners to be
fellow researchers and participants, learning from experiences and
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producing knowledge that is relevant to their practice situations
and to which they can relate®.

Population

In this study the researcher (first author) as an outsider was invited
to collaborate with a group of insiders as they shared the common
goal of developing a report writing protocol and templates for
the vocational rehabilitation services in Gauteng public healthcare.
These insiders are described by Dick* as stakeholders - persons
involved who have a stake in a programme and who are affected
by or able to effect practical change. In this research the VRTT
of Gauteng constitutes the stakeholders. The VRTT is a group of
occupational therapists with an interest in vocational rehabilita-
tion, working at four large academic hospitals in Gauteng’s public
healthcare sector in which vocational rehabilitation services are
offered. The group was formed in 201 |, by the Assistant Deputy
Director of Gauteng Health, to resuscitate and support occu-
pational therapy's vocational rehabilitation services in Gauteng
public healthcare.

The structure for participation that guided the action research
process was created when the researcher (first author) was al-
lowed entry into the VRTT as an honorary member. Her PhD,
titled ‘Transforming Vocational Rehabilitation in Occupational Therapy
Departments in Gauteng public healthcare through Action Research’
corroborated the VRTT vision.

A selected group of experts in vocational rehabilitation was in-
corporated as ‘critical friends' for their critical reflection, opinion
and comment of the final protocol and templates for report writing.
The selection criteria for inclusion into this group were occupa-
tional therapists with previous or current experience of working
in South Africa’s public healthcare and current experience of more
than 5 years of working in and/or teaching vocational rehabilitation.
Twelve such stakeholders were identified and 7 responded within
the requested time frame.

All participants were informed verbally and by a written pam-
phlet that they could keep, that this project was part of a larger
PhD study. How this project fitted into the study and how the

generated knowledge would be used was discussed and consent
forms were signed.

Data collection

After the VRTT members identified the practice problem of
vocational rehabilitation report writing the researcher suggested
addressing the problem through action research cycles®. Care was
taken to process all decision making through the VRTT to avoid
power relationships that could jeopardise the emancipatory nature
of action research¥. Data were captured in the form of the VRTT
meeting minutes. The researcher trained the participants in reflec-
tive journaling. They applied this technique and reflected after each
meeting. The researcher kept her own reflective journal. While
participants were using the report writing templates, they com-
municated through an e-mail group to clarify and discuss practice
issues. Participants were encouraged to keep field notes to capture
their experience and these were shared during the VRTT meetings
as verbal feedback and/or written notes.

The report writing protocol and relevant templates were re-
searched in the cyclical action research process of reflect-plan-act™.
Nine steps ensued. Figure | is a graphical representation of these
nine steps, encapsulating the natural progression of the reflect-plan-
act process that evolved during the research process.

In step one (Figure ) the researcher enabled informed reflec-
tion on report writing for vocational rehabilitation services as she
presented the results of a literature review in the form of a work-
shop to the VRTT. This workshop focused on report writing for
vocational rehabilitation in public healthcare.

Avariety of report writing templates were studied and discussed
and five service specific templates were compiled for FCE, PILIR,
DG, vocational rehabilitation screening tool and medico-legal re-
ports. Adraft report writing protocol with templates was planned
and drawn up in step two. The decision was made to test these in
the respective vocational rehabilitation practices, keep field notes
and report back at the next VRTT meeting. This step focussed on
the attainment of action-orientated outcomes and supported the
validity of the research process®,

This draft protocol and templates were

put into action and used for two months in

g ey
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vocational rehabilitation practices at public
healthcare hospitals as step three. The VRTT
members and their colleagues who offered
vocational rehabilitation services participated
in this action phase. Process validity was
promoted due to the active generation of
new knowledge by all stakeholders during
this step®.

The VRTT members brought their find-
ings and experiences back to the group in
the form of verbal feedback and field notes.
Analysis and critical reflection of the ex-
periences and feedback was considered
and discussed in step four. Therefore, the
promotion of democratic validity was an
inherent part of the process®.

Step five's planning took cognisance
of the feedback, field notes, reflections and
refinement of the report protocol and tem-
plates. This was done by the researcher and
presented for verification and approval by all
participants at the following VRTT meeting.

The action to validate and enrich the
credibility of the report writing protocol
and templates was in step six. The report
writing protocol was sent for objective and
critical appraisal to pre-selected vocational
rehabilitation experts who responded in
electronic format with their opinions and

o i

Figure |: Action research process of developing a report writing protocol
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Their opinions were considered, reflected on and incorporated
in step seven.

In step eight the report writing protocol tool and templates
were finalised. These were sent for language editing and compiled
into an easy to use, bound hard copy document and in electronic
format.

The dissemination of the finalised protocol and templates
comprised step nine. The electronic format of the report writing
protocol and templates were shared with all occupational therapists
doing vocational rehabilitation in Gauteng public healthcare through
official public healthcare forums. It was included as a training ses-
sion in the annual vocational rehabilitation orientation workshop
for occupational therapists entering the public healthcare for the
first time. They were given a paper copy with the option to request
electronic copies from one of the members of the VRTT (the
secretary). The process of developing the report writing protocol
will be more widely disseminated through this article in the South
African Journal of Occupational Therapy.

Data Analysis
The field notes, reflective journaling and meeting minutes were
systematically analysed by the researcher through thematic and
discourse analysis. In keeping with good practice, thematic analy-
sis and in support of action research principles®®* the raw data
were manually checked and analysed immediately after gathering,
throughout the process. Data were summarised and categorised.
These summaries drove and dictated the next action research
phase. For the results and discussion thereof in this article, data
used in the phases are indicated as M for meeting minutes, F for
field notes and R for reflective journaling.

The results and discussion are integrated to ensure a thick
description and to provide literature and investigators (both stake-
holder and researcher) the triangulation of findings.

FINDINGS AND DISCUSSION

I. Action cycle

The focus of the embedded action cycle was to address a lack of
professional standards in vocational rehabilitation reports within
public health care. The involvement of VRTT members ensured
that novice and expert practitioners contributed to a report writ-
ing protocol that would be accessible to all occupational therapy
practitioners. Attention was given to:

Table I: Checklist for report writing from the Report Writing Protocol

- Language proficiency: The finalised report writing protocol
for vocational rehabilitation services in public healthcare is
written in easy to understand English. A language editor was
an unplanned but valuable addition. This person added practical
suggestions and generic principles on report writing e.g. ‘use
polite language’ and ‘think before you type it out’.

- Design: [t consisted of a cover letter, background and general
information, legal and ethical considerations, a report writing
process, templates, report writing tips, a checklist, conclusion
and references (with recommended reading and skills training).
The cover letter was personalised with an informal tone to
introduce the tool. The authors, contact details and the date of
the document were included. Legal and ethical considerations
specifically referred to challenges experienced in public health.
Practical guidelines included how many pages the different
types of reports generally were and an estimated time an
experienced therapist would take to write such a report.

- Methodical instructions: The report writing process was
described systematically in 12 practical step-by-step instruc-
tions. A check list that therapists should check before and after
writing a report was included. Table | presents the checklist.

- Conformity: To ensure a degree of uniformity report tem-
plates were drawn up for FCE reports, PILIR reports, DG
reports, vocational rehabilitation screening tool reports and
medico-legal reports.

Using scientific literature is a well-known and respected prac-
tice when developing a protocol®#!, There are, however, several
reasons why this practice was not sufficient evidence to draw up a
protocol for occupational therapists’ report writing of vocational
rehabilitation services in the context of public healthcare in South
Africa.

The first reason is that there are limited literature, guidelines
and/or written instructions available on occupational therapy report
writing for vocational rehabilitation in South Africa. What there was,
are mostly used within universities and drawn up for the purpose
of teaching undergraduate occupational therapy students.

Secondly, the practical nature of report writing lends itself to be
investigated through methodologies such as action research. This
methodology allowed for the active participation and involvement
of practitioners in addressing their own practice problems and
developing appropriate solutions. This was affirmed in this study
when concerned occupational therapists developed a vocational

Before you start to write a report

Do you know why you are writing this report?

Do you know who is going to read this report?

Do you have the client’s consent to write and distribute this report?

Did you do a thorough assessment and do you have enough information to write the report and justify your conclusion?

Are all the tests marked and interpreted correctly?

Do you have a clear idea/opinion of the conclusion?

Do you have all the information for relevant referral sources and suggested accommodations, assistive devices, interventions?

Did you read and do you understand the ethical and legal issues relevant to writing this report?

Do your conclusion and suggestions hold the clients best interests at heart?

After you have written a report

Will the report be handled and stored with confidentiality and the patient/client’s right to privacy in mind at all times?

Has the language and contents been checked?

Has a colleague read and commented on the report?

Has the report been shared and distributed to all the relevant role players?

Do you have proof that they received the report?

Did you make a note of what you learned from this report?
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rehabilitation report writing protocol, using action research to
complement a literature review.

A third reason was that public healthcare is a unique working
milieu with opportunities and challenges that are not formally
documented and best known to practitioners working within the
context. This was constantly taken into consideration with the
development of the report writing protocol.

2. Research cycle

The focus of the embedded research cycle was to generate new
knowledge relating to setting professional standards for report writ-
ing protocols when working in collaboration with practitioners. The
generation of new knowledge was a collaborative effort between
vocational rehabilitation practitioners as insiders within the Gauteng
public health service and the researcher as an outsider. The action
research process promoted different modes of participation and
resulted in evolvement of relationships and associated actions of
the parties involved.

Evolvement of the insider perspective: The initial co-option
of the VRTT members meant they were chosen as mere repre-
sentatives of the interest group but through their collaboration as
stakeholders they could have felt that they had real power.

The VRTT had three meetings in which the need for standardi-
sation of vocational rehabilitation report templates and the report
writing process was noted. Meeting minutes (M1, 2, 3) showed
discussions related to problems of report writing i.e. the need to
write better reports, therapists feeling they should spend less time
writing and reading reports as it kept them away from client contact
and concerns about the quality of vocational rehabilitation reports
going out from public healthcare services.

After six months these identified problems had not been ad-
dressed and the researcher offered to present a workshop on cur-
rent report writing literature, legislation and ethical issues relevant
to report writing. Although requested to collaborate by bringing
existing documentation, none of the participants brought templates
or prepared for the meeting and a concept protocol could not be
drawn up. However, a discussion on the different types of reports
that were being written and the practice of report writing ensued.
This discussion ensured that the stakeholders felt consulted and
provided input. They realised the scope of their role as stakeholders.

Evolvement of outsider perspective: The researcher as an
outsider and well-established private practitioner in the field of
vocational rehabilitation was initially challenged by the potential
power relations between her and the rest of the VRTT members.
Her defined roles as catalyst and informed observer® were initially
undermined due to that fact that she was also acting as data col-
lector and offered to act as mentor throughout the process. The
latter could both be interpreted by VRTT members as authoritative
roles. However, active involvement in the action research process
allowed the researcher as an outsider to facilitate collaboration with
insider members that was more reciprocal in nature®,

The researcher shared and exposed her expertise during the
workshop covering current report writing literature, legislation and
ethical issues relevant to report writing. She promoted a situation
for co-learning and facilitated an agreement between all parties to

Table II: Collaborative efforts from insiders to pilot the initial report writing protocol tool

work on a joint aim: drawing up templates and a protocol that would
enable therapists to spend less time writing reports, set a vocational
rehabilitation report standard and give practical guidelines for new/
inexperienced occupational therapists to use. Her willingness to
support collective action ensured that the practice problem was
addressed. Electronic copies of report templates and suggestions
for the protocol were emailed to her so that she could initiate a
concept protocol and template for each of the types of report
discussed. Five of the seven therapists complied with the provision
of information (M6). Cooperative engagement was documented at
a follow-up meeting when a VRTT member expressed:

“l am glad we can share this (a report writing protocol and templates)
with therapists in secondary and primary healthcare facilities as they
will also benefit from it.” (R3)

At the same time reflective journaling by VRTT members
showed a positive disposition towards the process. The feeling was
that it was a worthwhile exercise for the group to engage in, espe-
cially as it would hold benefit for new and inexperienced therapists.

Reciprocal collaboration: Stakeholders were encouraged

by the achievement of the action-orientated outcomes and col-
laborated in discussing and brain storming options for the draft
protocol. Representatives from each hospital were given a file with
the draft protocol and electronic report templates were e-mailed.
All members agreed to trial the protocol and associated templates.
The researcher maintained her facilitative role and sent out two
emails and one text message as a reminder to the members of
the VRTT to use the templates and protocol and prepare for the
feedback. These messages were accompanied by an offer to assist
if there were difficulties.
Co-learning continued during the feedback session after the initial
report writing protocol tool was implemented (see Table Il). The
suggestions and feedback by VRTT members were analysed and
incorporated in refining and improving the report writing protocol
as well as the templates and represented for verification at the
following VRTT Meeting (M7). Progress towards the agreed aim
empowered VRTT members to the extent that one observed:

“It feels as if we are moving forward despite our current challenges
(practising in public health care)” (R5).

The extent of true ownership is most evidentin how the VRTT
agreed to disseminate the final protocol and templates. Reflective
journaling after this discussion showed that:

“The plan to publish what we have achieved as a team excites me. | feel
it is important to share our knowledge and skill with our peers and those
therapists with little or no experience in vocational rehabilitation” (R6).

To ensure ownership and as respect to the generation of new
knowledge the end of the document stated that the protocol is the
intellectual property of the VRTT, Gauteng Health and should be
acknowledged as such.

During the development of an audit tool for allied healthcare
professionals in Gauteng's public healthcare, Foote et al* noted
that quality improvement is a dynamic process and needs to be
incorporated on a broader basis with service improvement within

Hospital A [ No feedback could be given as no patients had been seen and thus no reports written.

Hospital B I Comprehensive written and verbal feedback was given. The written feedback was typed out and handed over to the author.

Changes to the protocol were suggested. Suggestions to simplify the process and timesaving tips were provided. Field notes
showed the following “It is taking us longer to write the reports probably because the templates were unfamiliar. Hope it gets

feedback had been lost.

better.” (F1)
i Hospital C | Verbal feedback (considered as field notes for the purposes of this article) was given. “The templates help a lot. It is a good
| thing.” (F2)
Hospital D | No feedback could be given as a staff turnover had taken place and the therapist who had attended the prior meetings was not

working there anymore. During hand over the instructions to use the report writing protocol and templates and prepare for
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the Department of Health. They advocate that service improve-
ment should be in line with the South African governments ‘Batho
Pele’ (People First) initiative for quality and accountability in the
public healthcare sector”*. Robinson and Botha®, in an article
on quality management in occupational therapy recommend that
increased standardisation for documentation, and its auditing,
should be promoted and advocated. The development of a report
writing protocol and templates echoes these sentiments and hoped
to encourage similar activities to improve occupational therapy’s
services to their clients in public healthcare.

The occupational therapists rendering the vocational rehabilita-
tion services actively participated in generating the knowledge and
practical solutions sought to address their report writing problem. In
the process they also experienced ownership of the outcome?*#%7,

The effectiveness of a protocol lies in the hands of the clinicians
for whom it was written. The accessibility of a protocol lies in the
hands of the authors who drew it up. A number of suggestions for
protocols to have a sustaining impact flowed from this research
and are given below.

Practice problems are often addressed by policy makers isolated
from the realities of everyday clinical practice. The authors of a
protocol and clinicians to whom it applies need to work together
to ensure that the content of protocols are relevant to the contexts
they apply to. Action research is suggested as a methodology to
drive the development of protocols as it ensures its authenticity®.
The data captured to form the content of the protocol will then
be relevant and meaningful to health practitioners who will be us-
ing it. Action research frames the solution to a problem within the
context it is to be used in*.

3. Anticipated future action cycles

Awareness and understanding of this newly developed protocol
would be essential. It could be introduced and taught to all occu-
pational therapy practitioners entering a vocational rehabilitation
service during orientation periods. Regular in-house workshops
need to be done to refresh the commitment and memory of ex-
perienced therapist who might have become trail-weary.

Clinical managers could find it a long term benefit to sporadically
monitor the practical application of protocol content and when
necessary mentor the implementation and application.

Where occupational therapists lack confidence and experience
it needs to be addressed within the practice and by the institutions
where they are employed. Holland et al'®. describe professional
confidence as a dynamic, maturing personal belief held by a pro-
fessional or student. This includes an understanding of and a belief
in the role, scope of practice, and significance of the profession. It
is based on their capacity to competently fulfil these expectations,
fostered through a process of affirming experiences. Having proto-
cols is one way to enable this®. Mentoring could also be considered
to facilitate the transformation.

Finally a protocol needs to be regularly revised to ensure
continuous evolvement to keep up with ever-changing healthcare
environments as well as client and practitioner needs. This can only
be done if there is feedback from the practitioners using it.

CONCLUSIONS

The action research design applied in this study suggested that a
combination of scientific information and practical experience re-
sulted in a trustworthy report writing protocol for the solution of an
occupational therapy practice problem. This reciprocal collabora-
tion is one of the inherent characteristics of action research. The
VRTT and the researcher endeavoured to continue to use action
research in future vocational rehabilitation practice transformation
in Gauteng’s public healthcare.

The authors would like to caution that a relevant and well re-
searched report writing protocol does not in itself guarantee good
practice. It should be accompanied and supported with mentoring,
effective management, regular training and updating of practitio-
ners’ skills. Once these are entrenched in practice, occupational
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therapists can say with conviction that their client’s best interests
are being place first: Batho Pele.

The Report Writing Protocol has information on the latest legal
and ethical consideration related to writing a report, a step by step
writing guideline, report templates, ergonomic considerations for
a computer workstation, some ‘golden rules and tips’ from experi-
enced report writers and checklists to use before and after writing
areport. An updated protocol is available to any interested person
from Naazneen Ebrahahim who is the designated Report Protocol
VRTT member. Her contact detail is nazneen.ebrahim@gmail.com
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The researcher made a point to share her writing experiences, the frustrations of writing and re-
writing, the distress of receiving peer review feedback, the joy of acceptance for publication. When

the article appeared it was celebrated by the VRTT as a collective achievement.

The user document Report Writing Protocol was, and still is, presented annually to all new
occupational therapists at the Vocational Rehabilitation Orientation Workshop and used in student
supervision. By word of mouth and after the journal article appeared interest in the outcome of this
action cycle expanded beyond Gauteng public healthcare. Requests for presentations and copies of
the Report Writing Protocol were received from private healthcare practices, the regional
occupational therapy association and from other provinces’ occupational therapy practices and
associations in public and private healthcare. The interest in the protocol expanded beyond the field
of vocational rehabilitation as occupational therapists in paediatric and general rehabilitation
practices requested it. In July 2016, the researcher and a VRTT member presented it at the South
African Occupational Therapy Association’s National Congress. This presentation elicited attention
from interest groups, private practitioners and occupational therapy management and practices in

other provinces. It was shared and electronically forwarded to all who asked.

The Report Writing Protocol 2015 user manual is Appendix E.

5.3.2 Driver Screening

The conundrum of occupational therapy’s role when assessing and addressing the ability of people
with disabilities to drive a motor vehicle is not a new problem, nor is it unique to public healthcare.
The medical team is often faced with this question and few of them feel confident, or adequately
equipped, to answer it (Sims et al., 2012). As driving often impacts on work and employment, the
guestion was being deferred to occupational therapists. Clinical occupational therapists approached
the VRTT asking what they should do with healthcare users who are referred with the request for
them to comment on their ability to drive. The first cycle to address this practice problem was
started in September 2013 and continued into 2015, when a user manual called Screening Ability to
Drive in Occupational Therapy concluded the conceptual cycles. This user manual is Appendix F,

which will be reviewed and improved annually by the VRTT.

The user document was distributed throughout Gauteng public healthcare to all occupational
therapy practices at all levels of care. It was, and will be, presented annually to all new occupational
therapists at the Vocational Rehabilitation Orientation Workshop and is used in student supervision.

The researcher and the chair of the VRTT also presented it at the July 2016 South African
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Occupational Therapy Association’s National Congress, which resulted in considerable interest from
interest groups, private practitioners and occupational therapy management and practices in other

provinces. It was shared and electronically forwarded to all who asked.

5.3.3 MODAPTS

In 2014, clinical application of occupational therapists MODAPTS knowledge was identified by the
VRTT as a practice problem. Asked why they were not using MODAPTS in their clinical practices,
clinicians reported lack of knowledge and confidence as the main reasons. The VRTT recognised the
value of MODAPTS in vocational rehabilitation as a low-cost and effective support to an existing
screening tool. It was decided to present MODAPTS workshops within clinical settings and develop a

MODAPTS user manual for clinicians to use.

Collectively the VRTT organised and hosted the MODAPTS workshop, but the researcher was the
only presenter. The other members declined offers to co-present reporting lack of knowledge and
confidence as the reason. The content of the workshop presentation was published in the National

Occupational Therapy newsletter, FOCUS. The article is available as Appendix G.

The FOCUS article received international interest and the researcher was contacted by the
International MODAPTS Association enquiring about the use of and interest in occupational therapy.

The article was re-published in the International MODAPTS newsletter of Fall 2015.

The MODAPTS user document was distributed throughout Gauteng public healthcare to all
occupational therapy practices, at all levels of care. It was, and will be, presented annually to all new
occupational therapists at the Vocational Rehabilitation Orientation Workshop and is used in
student supervision. Action learning took place throughout these cycles. This was demonstrated by
members of the VRTT creating a shared cloud address through which they could easily access and
share new MODAPTS activities. MODAPTS is now in use in various clinical settings and VRTT
members were planning and presenting MODAPTS workshops without the researcher. The

MODAPTS user manual is available as Appendix H.

5.3.4 Doing a Basic Work Assessment

Beign able to assess the ability to work of a person with a disability is commonly viewed as the most
important aspect of vocational rehabilitation (Beukes, 2011) and competency therein is seen as a
basic ability for occupational therapists doing vocational rehabilitation (Buys, 2015). During the
Observation phase, in 2013, the researcher recognised this as a vocational rehabilitation practice

problem amongst most occupational therapists, but there was reluctance amongst clinicians to
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report this. It could be they did not recognise it as being a problem, or were insecure in sharing their

inability to do what is considered a basic vocational rehabilitation competency.

As the ALAR and Ubuntu principles of collectiveness and transparency matured in the group, the
VRTT recognised and disclosed the problem. In June 2014, the VRTT identified this as a practice
problem to be addressed. How to address it remained a point of discussion in the group until the
decision was made to change their transformative interventions from doing workshops to mentoring
in 2015. The researcher offered her services as a mentor, using ALAR within clinical practice settings

to transform this problem. Three of the four tertiary hospitals that had work units invited her.

The researcher designed a guide and step-by-step process on how to do a basic work assessment.
This was implemented within the clinical practices where she mentored and put through several

ALAR cycles at the three work units.

The guide and process was made into posters and placed against a wall of the work unit. Using the
guide, while observed by the clinical therapists, the researcher demonstrated how to do a basic work
assessment with a patient booked for an assessment. After the patient left, the researcher and the
clinicians interpreted the results, reached a conclusion and using the report writing guidelines, wrote
a report of the assessment done and reflected on the use of the guide and process. This practical
demonstration of doing a basic work assessment while clinicians observed, was repeated several
times. Therapists often booked ‘difficult cases’ for the mentoring sessions they had with the
researcher. Action learning took place, as they were gradually included in certain aspects of the
assessment process. The process was repeated and their practical participation increased until they
felt confident to do a basic work assessment on their own. The action research cycles were seen as
the guide and the process was used, reflected on, improved and used again until all participants
were satisfied that the guide was implementable, understandable and effective within their

practices.

Thereafter, case discussion became a frequent feature in the VRTT meetings and at mentoring
sessions. Clinical therapists would bring problematic work assessment cases and ask for guidance
and advice and in the process, facilitate an action learning process for the whole group. In addition,
clinical therapists would email basic work assessment reports to the researcher for her to proofread

and give advice.

The user document, How to do a Basic Work Assessment, is still in use by VRTT members and is
Appendix |. It is presented at the annual Vocational Rehabilitation Orientation workshop, freely

shared with any interested occupational therapists and used in student supervision.
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5.3.5 Supervising Students

The findings of a study by de Witt (2015), that clinicians were reluctant to supervise students, was
confirmed in this research. Clinical occupational therapists were negative about student supervision
in their vocational rehabilitation services. In addition, academic personnel’s perceptions of clinicians
doing vocational rehabilitation supervision were found to be at best neutral and at worst hostile.
The researcher had had the personal experience, and which literature confirmed (Herbert &
Caldwell, 2015), that clinicians improved their own skills when supervising undergraduate students.
Additionally, clinicians who had had positive experiences of working with post-graduate students

were enthusiastic to continue and develop their own qualifications.

The observation phase of this study showed under-graduate students were exposed to vocational
rehabilitation services at only one of the hospitals. In the first two years of this research, multiple
discussions were held by the collective research team and with individual clinical therapists.
Meetings to bring about the practical implementation of students doing vocational rehabilitation in
public healthcare were held with the heads of occupational therapy departments in both the clinical

and academic fields.

Summary of informal discussions with clinical occupational therapists and their heads of

departments:

e They were working in academic hospitals with the mandate to educate students written into
their job descriptions but felt that this could be done “Only if our clinical load allowed it.”

o They agreed the concept of transferring knowledge to the next generation was important for
the continuation of vocational rehabilitation.

e They acknowledged that the current practice of training students in the private healthcare
sector was because there were no opportunities for academic institutions to place their
students into clinical practice in public healthcare work units. They agreed this practice could
be contributory to the reason why new graduates went into private vocational rehabilitation
practices rather than coming to public healthcare to do vocational rehabilitation.

e They told stories of how they had had no experience, as students, in vocational
rehabilitation practice and acknowledged the irony that they were perpetuating the problem
by not seeing students.

e C(linical occupational therapists often complained of the quality of graduate students and
that they had to teach them skills they felt they should have acquired as undergraduates at

academic institutions. A comment from a VRTT meeting minutes was “We cannot really
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complain about the quality of com serves’ (newly graduated occupational therapist doing
compulsory community service year) vocational rehabilitation if we are not doing our part in
training them.”

o Therapists expressed insecurity in doing student supervision saying; “They ask us questions
we cannot answer.”

e One Head of Department stated he ‘would not allow student supervision in the work unit’.
The reasons were it took too much time out of a clinical therapist’s day to supervise
students, students disrupted the general management of departments clinical therapists
were in-experienced and not adequately skilled in supervising students and academic
personnel who accompanied students were often condescending and critical of clinical

environments.

Summary of informal discussions with academic personnel:

e They told how they would book students for supervision and clinical therapists would put in
leave and be absent when they were supposed to do this. This experience was confirmed
during this research when the clinician who was supposed to be mentored while supervising
students, had put in leave for that time and was absent for the initial stages of student
supervision. The researchers had to stand in and supervise the students while not being able
to mentor anyone. Academics complained that this kind of behaviour was not uncommon
and hugely problematic as student programmes were full and could not be rescheduled.

e They believed it was not their place to ‘train’ graduated clinical occupational therapists who
lacked skills to do clinical work, if they were not part of their post graduate programs.

o They felt efforts to implement student supervision that was part of a research project, such
as this, was not sustainable and that any effort to implement vocational rehabilitation

student supervision would disseminate when the researcher left.

After extensive deliberation within the VRTT, one member agreed to supervise students if she was
mentored by the researcher. The researcher convinced one of the academic institutions to place
students there. Three students were supervised for their vocational rehabilitation elective, in June
2015. This was a positive experience for both clinicians and students. Feedback given at the VRTT
turned previously negative discussions around students into a more positive discourse. During this
period, one other academic institution agreed to use the work unit for post-graduate work if such an
opportunity presented itself. No practical implementation of this had taken place at the time of this
writing. In 2016, two other VRTT members agreed to supervise students. One such arrangement was

stopped by the head of department who felt the VRTT member and their work unit was not ready
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for students and refused permission for the placement of students. In 2016, ten students were
clinically supervised for vocational rehabilitation electives at two different work units by VRTT

members.

Mentoring was done in such a way that ALAR principles could take place. Various aspects of
vocational rehabilitation practice were demonstrated by the researcher with the clinicians and the
students observing. This was critically reflected upon afterwards and the researcher ensured
participation of both students and clinicians in such reflections. The various tasks of student
supervision were shared between the mentor and the clinical therapists and regular reflection

thereof done afterwards.

The ‘see one, do one, teach one’ maxim is widely used in clinical medical skills training. The strategy
provides a mix of analytic thinking, skills practice, professional judgment and clinical reasoning and
has been proven useful for the educating of professionals in settings where theory and skills coincide
(Coughlin, 2009). Purposeful application of this was done during the mentoring with positive
feedback from clinicians. Reflective notes from a VRTT member who was involved in this showed the

insight: “I learn so much more about a work sample if | have to teach students to do it”.

The researcher compiled her mentoring on the subject into a user document in which
clinicians are given guidelines on how to supervise students. The step by step guidelines show
clinicians how to introduce the students to the elective, supervise them and how to give feedback,
handle and manage difficult questions or situations and how to give closure feedback at the end of
the elective. The user document is currently in use by VRTT members who supervise students and
they share it with any interested occupational therapists. The user document Supervising

Undergraduate Students in Vocational Rehabilitation is Appendix J.

5.4 Discussion of the Action Phase

The conclusion of Chapter Four and the content of this action phase demonstrates how pragmatism,
a fundamental value for occupational therapists (lkiugu & Schultz, 2006), is part of the profession’s
coping strategy within public healthcare. It also provided evidence that being busy with worthy
actions can be a distraction that renders actions fruitless, if not combined with systematic and
mindful reflection. Reflection showed the VRTT that while action learning took place during planned
and practical workshops within clinical settings, it did not transform the services. Changing the

transformational tactic from workshops to mentoring brought about the required transformation of
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clinical practice. In this action phase, clinicians throughout Gauteng’s public healthcare acquired
clinical vocational rehabilitation skills and if the knowledge generated and captured in user manuals
and journal articles remains linked with mentoring, this action learning benefit will continue for

future generations of occupational therapists.

The action learning that took place was not only restricted to clinicians, the researcher herself learnt
a lot during this phase. The first practice problem the VRTT identified was to address the practice of
vocational rehabilitation report writing. When this was suggested, the researcher wrote in her
reflective journal, “This is so wrong ... there is barely a vocational rehabilitation service and now they
are worrying about the quality of their reports!” This reflection took place at the beginning of the
research and the researcher still entertained ideas of a methodical systematic research progress.
Allowing insider participants to dictate the research needs and cycles was threatening her notions of
logic and order. Discussing this with her PhD support-group mentor, the researcher was told to
“trust the methodology” and allow the ALAR ethos to materialise. Hindsight proved this to be a most

valuable counsel, the benefit of which prevailed throughout the remainder of the research.

The VRTT’s decision to freely share the knowledge created by the ALAR cycles through journal
article, newsletter articles, user documents and presentations at meetings and congresses brought
about real-time positive feedback and generated awareness of its transformation actions. Combining
this altruistic sharing with transparency and requests for feedback was seen to be instrumental to

the fact that no adverse reactions were received, both of which strengthened the confidence of the

group.

Initially the researcher facilitated and organised the ALAR cycles, managing the data and concluding
the dissemination aspects of it. With time, her role in the cycles diminished and in November 2015,
she wrote in her reflective journal: “This is so exhilarating! They (the VRTT) are action researchers in
their own right. They really don’t need me anymore. That makes me so happy and so sad.” On
concluding her tenure with the VRTT, two ALAR cycles were being managed by VRTT members
independent of the researcher. The one was addressing the question of occupational therapists
involvement in policy and procedures on incapacity leave and ill health (PILIR) within public services

and the other aimed at how to expand and develop mentoring practices in vocational rehabilitation.

There is some concern about the VRTT’s motivation to disseminate the results of their ALAR cycles,
as writing is not a favoured action of clinical occupational therapists (van Biljon et al., 2015a). Future
research efforts are needed to address this predisposition. The current members of the VRTT have

all experienced and been part of ALAR cycles and are motivated to continue using ALAR principles to
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update exciting protocols, address new practice problems and address future transformation of
services. A concern is the question of the sustainability of such efforts in a group that has shown a
high membership turnover. A question that will need future addressing is - Will current VRTT

members transfer their ALAR knowledge and experience to new members?

5.5. Conclusion to the Action Phase

The transformation of clinicians’ vocational rehabilitation practices and the benefits of ALAR were
most obvious during this phase. The writing of vocational rehabilitation reports, how to be involved
in the decision making process of driving with a disability or illness, using MODAPTS in clinical
practice, how to do a basic work assessment and how to supervise undergraduate students were
cycles that generated knowledge and allowed learning to take place. The knowledge is still in use
both inside and outside of Gauteng’s public healthcare. The learning was practice specific as VRTT
members acquired skills and confidence in vocational rehabilitation, but their participation in ALAR
processes ensured they developed skills and confidence in the method as well. At the end of the
research tenure, VRTT members were running their own action cycles and had started new ones
without any input from the researcher. They had been part of an effective and enriching
transformational experience. Using ALAR, they had been instrumental in addressing vocational
rehabilitation practice problems and had received national and international confirmation of the

significance of their actions.

Concluding the research tenure with the VRTT there only remains the reflection phase. The role that
reflection itself has had on the research process is shown and consideration of the transformation

that took place and the effect of ALAR are seen in the following chapter.
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Chapter Six: Reflection Phase

“Reflection is the glue that binds the components of action and research together.” Elizabeth and

Valsa Koshy (Koshy et al., 2011)

6.1 Introduction to the Reflection Phase

The reflection phase, discussed in this chapter, was collaborative engagement in a meta-reflection of
the transformation, reflections thereof, that took place in the four year research tenure and the
impact the action learning action research (ALAR) approach had had. Reflection is an essential part
of the action research cycles and both structured and unstructured reflection, as illustrated in the
previous phases, occurred throughout the research tenure. Drawing on multiple reflection sources,
two types of reflection activities were undertaken in this phase, a comparative reflection of the
Vocational Rehabilitation Practice Profile Tool’s (VRPPT) 2013 and 2016 results and the Vocational
Rehabilitation Task Teams (VRTT) collaborative reflection. Personal reflections by the researcher are
discussed in Chapter Seven. Figure 6.1 presents the entire study with the highlighted sections
indicating the position of this chapter on reflection, and the withdrawal of the researcher from the

research environment.

Integration of

Withdrawal of researcher intothe
researcher from the 1M‘R'l_l' apre-
YRTT ' existing insider
Phase 1 group,
\ Observation
What is going

1 TN

Transforming the vocational

Phase 4 heta rehabilitation services of Phase 2
Feflection occupational therapistsin Planning
Cauteng public healthcare fhat should
through action learning and be going on?

actionresearch {ALAR).

\ Phase 3 & ctich /

Transformative
Actions.

Figure 6.1: Diagrammatic presentation of the research process positioning the reflection phase and

withdrawal actions
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Meta-reflection is seen as an extension of reflective practice (Watson, 2005). It is a reflection on
reflections to obtain an in-depth understanding about a matter (Georgiev & Nagai, 2011). Meta-
reflection is a concept often used in action research (Riel & Lepori, 2014) and is usually done by a
group of people with the aim to develop from descriptive to analytical levels of reflection (Thorpe &
Garside, 2015). Zuber-Skerrit (2009) referring to meta-reflection, accounts how reflecting on her
reflections had been a source of profound learning for her. This final phase of the research tenure
was to critically reflect on the research aim using a variety of sources, including summaries of

previous reflections.

Reflection is a cornerstone of action research (McNiff, 2013) and was fostered as an ongoing practice
throughout the research to achieve optimal action learning benefits (Zuber-Skerritt, 2001). Riel and
Lepori (2014) found the reflective process of action research brings about change and
transformation within the individual as well as the collective group. This enquiry supports this.
Reflection was seen to bring about practice specific vocational rehabilitation transformation.
Confirming reports in literature that reflection is a valuable tool for healthcare professionals to
transform theory into practice (Jasper, 2013) and develop clinical reasoning skills (Rigby et al., 2012).
It was also seen to bring about personal transformation and enrichment (Sellars, 2012). VRTT
members presented at congresses, published journal articles and enrolled for post-graduate training
in vocational rehabilitation. This meta-reflection shows how ongoing reflection during four years of
ALAR became a professional practice lifestyle that led to learning that changed behaviour (Dick,

1997).

In the case of an academic action research enquiry such as this, there has to be a conclusion to the
association. Concluding an ALAR collaboration is potentially traumatic and requires ethical
consideration. The systematic withdrawal of the researcher from the VRTT is described in this
chapter. The practice of meta-reflection offers a logical preamble to the termination of collaboration
and the researcher’s withdrawal from the research environment took place in the same time-frame

as the reflection phase.

6.2 Tools and processes

Numerous models of reflective practice have emerged since the 1970s and Gibbs’ (1988) reflective
cycle was seen to be the most often cited during online searching . Learning by doing, the title of
Gibbs’ work (1988), helps professionals to make sense of and learn from their experiences. This

approach resonates well with ALAR and is reported in South African healthcare journals (Gibbs et al.,
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2005). The simplicity of the Gibbs reflection cycle inspired the researcher to keep it simple in this
enquiry. This decision was supported by the variety of situations within which reflection took place

in this enquiry and so as not to alienate the insider group of clinical occupational therapists.

Tarrant’s (2013) work on professional development through reflective practice led the researcher to
choose two basic questions to initiate reflection sessions: What needs to stay the same? and What
needs to change? Once the questions were asked, unstructured reflection was allowed to take place
with only occasional guiding questions to redirect the reflections when necessary. The VRTT easily
assimilated this reflection approach. Other than initiating, occasionally guiding and recording
reflections the researcher imposed no control on the reflection processes, allowing participants to
express themselves freely. Unstructured reflection took place in the form of personal, group, written
and verbal reflections, meeting minutes that captured specific subject reflections, event specific

journaling and field notes.

It was only at the end of each year that the researcher led the VRTT through a structured reflection
of the past year’s actions. In this enquiry, a calendar year was seen as an action research cycle.
Reflection at the end of a year informed the planning at the beginning of the next year,
transformative actions took place throughout the year and reflection of the year’s actions at the end
of the year concluded the annual action cycle. Ten days before the last meeting of 2014 and 2015
the VRTT members were sent a reflection guide to prepare their thoughts for the collaborative
reflection in the meeting. The guide consisted of biographical questions that indicated how long the
reflecting person had been a member of the VRTT, how much experience they had in vocational
rehabilitation and in which actions they had taken part. Likert scales with opportunity for comment
were used to reflect on the VRTT meetings and the specific activities of the VRTT in that year. Open
ended and contingency questions guided reflections of goal achievement, VRTT membership
experience and ALAR experience. In the meeting VRTT members used the guide to note their
personal reflections on the guide’s content but also on discussions that took place as the group
reflected collectively on the same questions. Members volunteered to take part in the analysis of the
reflections and the results were published in the official South African Occupational Therapy

Association (OTASA) newsletter. This is discussed in 6.3.2.

The Vocational Rehabilitation Practice Profile Tool (VRPPT), described in chapter three, generated
information that could be used for reflection. The VRPPT was used in 2013 as an observational tool

and again in 2016 to enable pre and post intervention reflection. This is discussed in 6.3.1.
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6.3 Findings

6.3.1 The Vocational Rehabilitation Practice Profile Tool: Pre- and post-

intervention reflection

Reason and Bradbury, authorities in action research warn against using pre and post intervention
techniques (2007) in action research studies as placing too much significance on such evidence could
lessen the value of other collaborative and participatory enquiries benefits. The use of pre-and post-
testing within action research enquiries have however been proven to be useful especially in

learning environments (Nugent, 2011).

In this enquiry the pre- and post-intervention technique was used to inform collaborative reflection
and to enrich the learning experiences. Collaborative development of a tool, the Vocational
Rehabilitation Practice Profile Tool (VRPPT) which would allow clinical occupational therapists to
systematically profile their services was discussed in Chapter 3 of this thesis. In the process of
developing the VRPPT, profiles of the 2013 vocational rehabilitation services in Gauteng’s four
tertiary hospitals were established. In March 2016 the VRPPT was again used by clinical occupational
therapists in the four tertiary hospitals to profile their current services. The 2013 and 2016 profiles

were summarised and presented in Table 6.1.
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Table 6.1 The VRPPT 2013 and 2015 summaries

Vocational Rehabilitation Practice Profile Tool

Structure

Process

Outcome

Intervention

Hospital A

A designated room, furniture and extensive tests, tools and
activities most of which were packed away in a storeroom.
One occupational therapist with managerial autonomy did

vocational rehabilitation.

Screening and assessment was
done.
No prevention of injury and

awareness of good work practice,

Five healthcare users received vocational rehabilitation
monthly.
Limited internal and external awareness.

No user satisfaction information.

vocational rehabilitation.
Community and environmental structures, resources, support
staff, management and maintenance resources are shared with

the general occupational therapy department.

o
-
2 Community and environmental structures, resources, support | intervention, placement or | There was no student supervision, research, publication
staff, management and maintenance resources were shared | follow-up. or future plans.
with the general occupational therapy department. Auto-reputation was 2/10
Screening and assessment, | Fifteen healthcare users received vocational rehabilitation
The same room and furniture were available but this was
occasional intervention, | monthly.
better structured and more operational.
placement and follow-up were | Internal and external awareness of the vocational
Most tests and equipment were out of the storeroom and in
offered. rehabilitation services.
use. Additional MODAPTS tasks and posters were available.
© No prevention of injury and | No wuser satisfaction information and no student
8 One occupational therapist with no managerial autonomy did
~ awareness of good work practice. | supervision.

There was evidence of research and publications.
Goals set and feedback given of goal achievement at the
VRTT meetings.

Auto-reputation was 6/10

VRTT

member

3
workshops

in 2014

29 hours of
mentoring

in 2015
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A designated room, furniture available and adequate testing,
tools and activities.

One occupational therapist with managerial autonomy did

Screening, assessment and

intervention  with  occasional

placement and follow-up were

Twenty-two healthcare users receive vocational

rehabilitation monthly.

Good internal and external awareness of vocational

Auto-reputation was 4/10.

vocational rehabilitation. available. rehabilitation services.
) . I . . . e ) VRTT
5' Resources to support vocational rehabilitation services were | No prevention of injury and | No user satisfaction information.
~ . . . - member
available. awareness of good work practice | Occasional student supervision.
Community and environmental structures, support staff and | programmes. No research, publication or future plans.
E maintenance of the vocational rehabilitation service were Auto-reputation was 8/10. 2
©
-"é_ shared with the general occupational therapy department. workshops
7 - - - - - -
e The same room, furniture, tests and equipment were available. | Screening, assessment and | Four healthcare users a month receive vocational in 2014
I
One occupational therapist did vocational rehabilitation. There | limited intervention was offered. | rehabilitation.
had been a change of staff with 4 months in which vocational | No  prevention programmes, | The same level of internal and external awareness of the No
© | rehabilitation ceased. placement or follow up. vocational rehabilitation services. .
- mentoring
3 Community and environmental structures, resources, support No user satisfaction information.
staff and maintenance of the vocational rehabilitation service No student supervision, research, publication or future
were shared with the general occupational therapy plans.
department. Auto-reputation 6/10.
A designated room and furniture. Extensive tests, tools and | Screening and assessment was | Five healthcare users a month receive vocational VRTT
equipment, most of which was unused and in storage. done. rehabilitation.
member
2 Four occupational therapists did vocational rehabilitation. No prevention of injury and | Limited internal awareness.
T (mn
-"é_ 8 Community and environmental structures, resources, and | awareness of good work practice, | No user satisfaction information.
o (N . . . o o 4
o support staff, management and maintenance resources were | intervention, placement or | No student training, research or publications, future plans
I . ) workshops
shared with the general occupational therapy department. follow-up or goals.
in 2014
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Goals with regular feedback of achievement at the VRTT
meetings.

Auto-reputation was 8/10.

The same room, furniture, tests and equipment are available. Screening and assessment, | Thirty healthcare users receive vocational rehabilitation a
All were functional and in regular use. Additional MODAPTS | intervention, placement, follow- | month. 225 hours
tasks were available and damaged work samples had been | up, prevention of injury and | Good internal and external awareness of
operationalised. awareness of good work practice | User satisfaction showed positive responses. .
o mentoring
§ Two occupational therapists with greater management | programs are being done. Evidence of student training, research and publications. in 2015
autonomy did vocational rehabilitation. Resources had been There are annual goals set with feedback of achievement
sourced and were available. given at the last VRTT meeting of each year.
Support staff and maintenance was still being shared with the Auto-reputation was 10/10.
general occupational therapy department.
No room or furniture was designated for vocational | Screening and assessment is | Six healthcare users were seen in the last 12 months.
rehabilitation. done. No awareness of vocational rehabilitation services.
The vocational rehabilitation that was done shared community | No prevention of injury and | No user satisfaction information, student training,
g and environmental structures, resources, building structures | awareness of good work practice, | research or publication. VRTT
~ | and furniture, tests, tools and activities, staff, management and | intervention,  placement  or | The question was asked: How do we go about starting a member
maintenance with the general occupational therapy | follow-up being done. work unit?
department. Auto-reputation was 1/10. 4
e A work unit with designated room and furniture, tests, tools | Screening and assessment, | Thirty-six ~ healthcare users  receive  vocational workshobs
-"g_ and activities and two occupational therapists for the | intervention, placement and | rehabilitation a month. o 2014p
8 vocational rehabilitation services. follow-up is being done. Internal and external awareness of the vocational
- Community and environmental structures, resources, support | Prevention of injury and | rehabilitation services.
o | staff, management and maintenance is still shared with the | awareness of good work practice | User satisfaction was done 27 hours of
§ general occupational therapy department. programs are planned but not in | There is evidence of student supervision, research and mentoring
practice. publications. in 2015
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The VRPPT profiles were presented to the VRTT for validation and collaborative discussion. After the
2016 profiling, everyone except Hospital B felt positive about the improvement of their vocational
rehabilitation services. The summary of the 2013 and 2016 VRPPT results, as presented in Table 6.1
was also used to inform the VRTT’s collective meta-reflection in May 2016, as discussed in 6.3.2.3. It

brought about the following discussion.

What needs to change?

In Hospital A and C there had been negative interference from the management of the occupational
therapy department. VRTT members from these hospitals were occasionally refused permission to
attend VRTT meetings or workshops. At one hospital, departmental management refused
permission for students to come and do clinical electives in the work unit. In another case a
mentored occupational therapist was told not to start a job seeker support group as they felt this
would create too much interest and result in too much work. In both hospitals, departmental
managers warned mentored clinicians not to see potentially difficult cases despite the mentor
offering to be present and to assist with the cases. This had a negative effect on the transformation

of some services and restricted the action learning potential of therapist working there.

Hospital B was the only hospital where the vocational rehabilitation services had not shown an
improvement. The most significant reason for this was felt to be the fact that the occupational
therapist that had been crucial to the vocational rehabilitation services had left and her post had not
been filled for four months. This hospital had also shown less involvement in the ALAR processes and

had not requested mentoring.

What needs to stay the same?

With the exception of Hospital B, all other hospitals vocational rehabilitation practices improved; the
outcome profiles of these three hospitals confirmed this. Awareness of and the scope and quality of
their services had improved. Two of the hospitals (Hospital C and D) were supervising students and
Hospital A was willing to do so but was denied permission by their Head of Department. They were
all seeing more clients, mentoring other occupational therapists, taking part in research and

publications and presenting at workshops and congresses.

A work unit had been established in Hospital D, where one had not existed before. In Hospital A and
C, where there had been work units, the use of available structure (tests, equipment, building,
furniture and staff) had improved without any extra cost or expense. In Hospital C, less therapists

were offering an improved vocational rehabilitation service.
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The VRTT discussed matters they felt contributed positively towards transformation. Membership of
the VRTT were felt to be important. This kept hospitals up-to-date with the transformational actions
and decisions made and the VRTT also operated as a support group. The VRTT meetings, usually held
in the work unit, rotated between facilities offering vocational rehabilitation, to ensure equal access
and participation for the occupational therapists. The researcher mentored at Hospital A, C and D
and there appears to be a positive link between the hours spent mentoring at a hospitals and the

level of improvement that took place.

6.3.2 Collective Reflections of the Vocational Rehabilitation Task Team'’s

Annual Actions

Action research cycles of plan-act-reflect described the annual transformative actions of the VRTT.
Planning at the beginning of the year the VRTT engaged in transformational actions during the year
and reflected on these at the end of the year. In 2014 and 2015, the researcher engaged the VRTT in
structured reflection of their actions in the past year. The VRTT members received a reflection guide
10 days before and time was set aside in the last meeting of the year for individual and collaborative
reflection. Members were encouraged to anonymously write their ideas and feelings, while the
group discussion continued. This was to address the possibility of inexperienced and/or more
introverted members not expressing their opinions. Summaries of the collective meeting reflections

are shown as conclusions in 6.3.2.1 and 6.3.2.2.

The researcher and volunteering members of the VRTT analysed and summarised the annual
reflections. These reflections were then written up as a newsletter article for the FOCUS, the
Occupational Therapy Association of South Africa’s newsletter. This was done to allow action
learning in the dissemination of ALAR results, on a less daunting level than peer review publication
and to create a national awareness of the VRTT’s actions. The articles are presented as 6.3.2.1 and
6.3.2.2 below. In addition, summaries of the annual reflections were sent to all VRTT members for
them to further reflect upon and prepare for the first meeting in the new year. At this meeting, the

transformational goals and plans for the year would be decided on.

In May 2016 the researcher used the results of the Vocational Rehabilitation Practice Profile Tool’s
pre- and post-intervention reflections, discussed in 6.3.1, and the collective annual structured
reflections of 2014 and 2015, for a meta-reflection. Considering these reflections, and using an
unstructured reflection format, the VRTT reflected on four years of ALAR and transformation. The

researcher’s summary of this meta-reflection is given under 6.3.2.3.
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6.3.2.1 Reflections on a year of Action: The Vocational Rehabilitation Task Team
Gauteng’s critical reflection on their work in 2014

Reflections on a year of Action: The Vocational

Rehabilitation Task Team Gauteng'’s critical reflection

on their work in 2014

submitted by Hester van Biljon and Claudette Parkinson

“Many people remain trapped at one window in their lives by complacen-
cy, habit and lack of insight. They look out every day at the same scene
in the same way. Real growth is experienced when you draw back from
that one window, turn and walk around the inner tower of the soul and see
all the different windows that await your gaze. Through these different
windows, you can see new vistas of possibility and creativity.”

The exercise of reflecting on your practice is fundamental to profes-
sionals. As occupational therapists we were taught to practise mindfully
and to question and continuously improve what we do. This mind-set is
the basis of accountable and ethical occupational therapy. Johns? notes
that reflection encourages a practitioner to pay attention to themselves
within their professional context. It allows them to become active creators
of and take responsibility for their practices.

Reflection is also an essential step within the cyclical action research
process®.

- ‘ Roﬂu

Reflect_*

A *

The Vocational Rehabilitation Task Team (VRTT), Gauteng uses ac-
tion research to address their goal of improving vocational rehabilitation
services in Gauteng. Action Research (AR) is a collaborative form of re-
search aimed at improving practice and implementing changes®. It is es-
sentially practitioner and practice-based research that is commonly done
in partnership with someone with skills and knowledge of the research
method’. In AR we identify a problem, examine it, formulate plans of
action, make changes, monitor changes, review and amend the plans of
action. This process helps us to consciously engage in and commit to our
practices.®

Substantial learning takes place with action research’®. Within health-
care, AR has been proven to bridge the gap between theory and practice,
service and science and improve evidence-based practice®.

Action research has five characteristics®:
< Itis practical (developing solutions to practical problems)
< Itis focused on change (transformation and development)
< It follows a cyclical process (see diagram below)
< It involves participation or collaboration (a partnership between re-

searcher and participants)
< Itis an interactive form of knowledge development (theory and prac-
tice meet to develop and test knowledge)

The VRTT set aside time in their last 2014 meeting to critically reflect
on the activities they had been involved in in the past year. A summary is
given to share the experience and encourage other groups of occupational
therapists to do the same.

The aim of the VRTT, Gauteng is to improve the vocational rehabilita-
tion practices in our own occupational therapy departments as well as in
the wider public healthcare setting of Gauteng. We choose to approach the
practice problems we identify using the internationally recognised research
method discussed above, namely Action Research. By using this system-

atic enquiry we improve ourselves professionally, increase the authority
of our efforts, generate knowledge that we can confidently share with our
colleagues and demonstrate the degree of determination to improve the
services we offer and the accountability we have towards our clients.

The VRTT was established in late 2010, after the release of a mandate
to improve vocational rehabilitation services in Gauteng Public Health. In
early 2011 a screening tool was developed, which was presented during
an orientation workshop later that year. Two more orientation workshops
were held in 2012. By late 2012 a PhD student from the University of the
Witwatersrand contacted the VRTT, as she was doing her PhD and her
goals were very similar to that of the VRTT. With the support of the PhD
researcher the VRTT started using Action Research as a systematic way to
approach the problems they identified. With this systematic and collabora-
tive approach the work of the VRTT expanded significantly; The orienta-
tion workshops continued to be an annual event, the screening tool is still
widely used, report writing and driver screening protocols has been devel-
oped,a Vocational Rehabilitation Profile Tool was developed, workshops
were held on MODAPTS, Convergent Interviewing techniques and the use
of the VR Profile Tool and a Mentoring SOP drawn up and attended to.

With that basic background of the VRTT, let us return to 2015. The
VRTT currently consists of the following members: Simon Rabothata
(Assistant Deputy Director of Gauteng Health and chairperson of VRTT),
Lynn Soulsby (CHBAH), Naazneen Ebrahim (CHBAH), Claudette Par-
kinson (DGMAH), Madidimalo Mogale (TRC), Marlene Robus (TRC),
Siphosethu Mdakane (CMJAH), TumeloGalane (Tara), Zakkhiya Akhal-
waya (Johannesburg Clinics), Hester van Biljon (private vocational reha-
bilitation practice and researcher). The VRTT is quite diverse, with differ-
ent levels of experience as OTs and also in vocational rehabilitation itself
(see graph below). Despite this, or perhaps because of this, the team is
very motivated and passionate about vocational rehabilitation, its imple-
mentation in our province and the benefits it holds for our valued patients.

During the last meeting of 2014 there were nine VRTT members pres-
ent. Throughout the year, the amount of members who attended each
meeting varied between seven and nine. The following graph'indicates
the years of both OT and VR experience within the VRTT, as well as how
long each member has been part of the VRTT.

Biographical Information of the VRTT

W Yearsexperience in OT

WYearsexperience in VR

® Years as member of VRTT

Based on the graph above, the VRTT has an average of eleven years’
Occupational Therapy experience and an average of six years’ experience
in voc rehab.

The VRTT meetings take place once every two months. The meeting
venues are rotated between the hospitals involved and usually last ap-

... continued on page 12
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Reflections on a year of action

proximately four hours. The venues being rotated facilitates the process of
improving services, as the team then experience the different settings first
hand and have a better understanding of possible difficulties the facility
experiences. This insight allows for easier and more appropriate problem
solving within the team.

A general meeting protocol is followed, with an agenda sent out before
the meeting and minutes being taken (this is fortunately also on a rotation
basis). The team signs in and out on a register, which allows us to apply
for CPUs for the meetings attended during the year. The following graph
indicates the VRTT’s rating of meetings held in 2014.

Members average rating of VRTT meetings

cPU

Minutes
Refreshments
Agenda & Format

Venues

General

... continued from page 11

The critical reflection also included reflection of each member on their
membership in the VRTT during 2014. Not surprisingly, all members felt
that their membership in the VRTT was positive and answered ‘YES!” to
membership/participation being a valuable experience. Although it was
stated that some members, especially when new to the team, felt a bit
‘lost’ at times, nobody felt marginalized or mislead at any stage. It was
a common feeling that each member’s perspectives were listened to and
honoured and that nobody felt intimidated by the researcher or chairper-
son at any stage. Everybody felt that the team had authentic relationships
with one another, that we work as a team towards a common goal and all
were happy to continue being a part of the VRTT in 2015.

The team next reflected on the VRTT activities for 2014. All members
felt that the activities were relevant and applicable. The workshops were
most valued and a comment was made that the team put the province
on the map by publishing what was achieved during 2014, such as the
Modapts Assessments and Report Writing Protocol. Everybody agreed
that new knowledge was generated, although some voices urged for great-
er implementation of protocols and newly learnt skills.

The following graph indicates the quantified opinion of improvement
of VR services in Gauteng.

o 2 4 6 8 10

Some additional comments that were made when completing this part
of the reflection includes that the meetings in general are very positive and
allow for ‘learning new things’ and ‘sharing information’. The aspect with
the lowest score, the minutes, was described as ‘being late’, ‘too many
mistakes’ and the question was asked: ‘does anyone even read them?’,
although the new format used by the VRTT did ‘improve the quality of
the minutes’. Some members felt that the meetings could be even more
structured, since the discussion does go off the agenda at times, although
the refreshments were always enjoyed during these long moments of cir-
cumstantiality. CPU points awarded for hard work and dedication during
the year was described as ‘awesome!’.

The question was asked, “Have we achieved the goal of improving
OT’s VR services in Gauteng?”. The following chart indicates the an-
swers/opinions given by the members.

Have we achieved the goal of improving OT's
VR services in Gauteng?

The following table indicates the positive and negative comments made
when answering this question:

On the positive side On the negative side

Awareness of VR was increased | There was not enough
implementation of plans made

during the year

More work needs to be done in
various aspects

More patients were being seen

Ot and VR was better
established in the hospital team

Not enough is being done at some
institutions, especially clinic level

Lots of learning opportunities
were created

VR in Gauteng is going in the
right direction

12 Focus—April 2015
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Quantified Improvement in VR Services

While the quantified improvement is excellent, the most prominent
qualified opinion of improvement of VR services was the increased
awareness of VR services in our hospitals, while the greatest concern was
found to be the ‘limited implementation of protocols and services’.

The following graph indicates the average individual rating of the
VRTT activities for 2014.

Average rating of 2014 VRTT activities.
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The team was asked to reflect on and provide suggestions on how we
can improve our efforts in 2015. The table below indicates responses,
from most often indicated to least often indicated.

Some additional comments included:

“I enjoy being part of this team and the growth I have seen in my profes-
sional sphere is beyond words.”

“It is really great to be a member of this group.”

... continued on page 13
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* Continuation of current services.

“Looking forward to setting goals in the coming year and working on
achieving them.”

Reflection on the transformation that had taken place during 2014’s actions informed the VRTT's
planning for the next year. There was a general feeling of careful optimism about the transformation
that had taken place, indicating an opinion that there had been a 56 to 60% transformation of the

vocational rehabilitation services in Gauteng’s public healthcare.

What needs to stay the same?

The 2014 actions of the VRTT were bringing about improvement in Gauteng’s vocational
rehabilitation services and it was felt the actions undertaken should continue. The MODAPTS and
report writing cycles were identified to be the most effective and the areas in which members felt
they had learnt the most. VRTT meetings were also identified as good learning opportunities.
Members valued the continuing education units (CEU) they received and perceived them to be
compensation for hard work and knowledge creation. The dissemination of knowledge created
during the action cycles were seen to bring about increased awareness within public healthcare, on a
regional, national and international level. This interest in the work of the VRTT increased the

motivation of team members to continue and improve their transformational actions.

What needs to change?

It was felt there was still a lot of work to be done. The VRTT realised that workshops held in 2014
were popular and had benefit, but they were not bringing about practice transformation. Clinicians
attended the workshops but did not implement the knowledge gained in their practices. This insight
led the team to consider mentoring as an additional action for the next year’s transformational

activity.

The concept of clinical mentoring in South Africa’s public healthcare had been proven to be

successful for the nursing profession (Green et al., 2014) and was familiar to clinical occupational
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therapists (Domina & Nelson, 2015). There was agreement in the VRTT that mentoring could work,
but few members felt confident to be mentors due to lack of experience with and knowledge of
mentoring, a situation supported by literature (Falzarano & Zipp, 2012). An expert in mentoring was
to be invited to advise and educate the VRTT on how to do mentoring within occupational therapy
clinical settings. In the interim, it was decided that the researcher would be available to mentor
VRTT members who worked in the tertiary care hospitals. They were to initiate the mentoring by

inviting her to their clinical practices and setting up the mentoring opportunities as it suited both

parties. VRTT members who worked at Hospital A, C and D did so.

Evidence that action learning was improving the professional practice of VRTT was that they were
starting to expect greater proficiency from the meetings and each other’s conduct in the meetings.
They felt the quality of the VRTT meeting minutes and the focus of the meetings themselves should

improve.

6.3.2.2 Reflecting on 2015: The Vocational Rehabilitation Task Team (VRTT) Gauteng
takes a good look at a busy year

Reflecting on 2015: .
The Vocational Rehabilitation Task Team (VRTT)

of Gauteng takes a good look at a busy year

submitted by Hester van Biljon, Zakkiva Akhals and Siphosethu Mdakane

Our aim in the Vocational Rehabilitation Task Team (VRTT) in Gauteng is
to improve the vocational rehabilitation practices in our own occupational
therapy departments and in the wider public healthcare setting of Gauteng.
‘We choose to approach the practice problems that we identify using a re-
search method called Action Research. By using this systematic approach
to problem solving we improve ourselves professionally, increase the au-
thority of our efforts, generate knowledge that we can confidently share
with our coll and demc the degree of our determination to
improve the services we offer and the accountability we have towards our
clients. It is our custom to take time out of the last meeting of each year to
critically reflect individually and anonymously on what actions we took
and the outcomes thereof. This helps us to adjust and focus our efforts
for the New Year. It also gives us reasons to identify our achievements
and celebrate them; BECAUSE ‘life is not just a problem to be solved’,
we must also remember to enjoy the journey. We share a summary of the
VRTT’s reflection to encourage and enrich our profession.

Action Research (AR) is a collaborative form of research aimed at im-
proving practice and implementing changes™. It is essentially practitioner
and practice-based research that is commonly done in partnership with
someone with skills and knowledge of the research method®. In AR we
identify a problem, examine it, formulate plans of action, make chang-

es, monitor changes, review and amend the plans of action. This process
helps us to consciously engage in and commit to our practices®®. Substan-
tial learning takes place with action research®. Within healthcare, AR has
been proven to bridge the gap between theory and practice, service and
science and improve evidence-based practice®®.

Action research has five characteristics®:

It is practical (developing solutions to practical problems)

It is focused on change (transformation and development)

Tt follows a cyclical process (see diagram below)

It involves participation or collaboration (a partnership between re-
searcher and participants)

5. Itis an interactive form of knowledge development (theory and prac-
tice meet to develop and test knowledge)

el

In 2015 there were twelve VRTT members who were representa-
tives from: Head Office, Chris Hani Baragwanath Hospital, Dr George
Mukhari Academic Hospital, Steve Biko Academic Hospital, Tara Moros

... continued on page 4
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Reflecting on 2015: The Vocational Rehabilitation Task Team (VRTT)
of Gauteng takes a good look at a busy year .. continued from page 3

The Action Research Cycle

Involve others inthe See what
implementation of the happens.
research

Hospital, Charlotte Maxeke Johannesburg Academic Hospital, Central
Wits Clinics, Ekurhuleni District, Tshwane Rehabilitation Hospital, and
a University of the Witwatersrand PhD student. Biographical data of the
members showed that they had an average of 7 years of experience in
occupational therapy and 4 years in_vocational rehabilitation. Their VRTT
membership varied between 6 years and less than 1 year.

Members were asked: Do you think that the VRTT has achieved the
goal of transforming OTs in Gauteng public healthcare’s vocational re-
habilitation services in 20152

Quantifying their opinion on a sliding scale showed an average of 8/10.

10 is the best possible
improvement. The VRTT
has brought about the best

possible transformation. i

0 is no improvement. The
VRTT has made no difference
what so ever.

Samd

Qualifving their opinions showed the following statements:

“I think the VRTT is working very hard but it is a work in progress and a
lot still needs to be done.”

“Awareness, confidence and an interest in vocational rehabilitation has
improved.”
“Vocational rehabilitation has been simplified and many OTs feel for the

first time that they can actually do vocational rehabilitation.”

“The work units have experienced an increased patient load and more
referrals.”

“The support structures that are now in place are very good. There is
always someone to help.”

Answering the question: Have you found being a member of the VRTT
a meaningful experience? All members said ‘Yes” and some contributing
comments were:

“I feel so much more informed and my perceptions of vocational rehabil-
iation have changed for the better.”

“I love the discussion we have. It chall me professionally and per-

sonally. Especially when we disagree with each other”

“I find it transforming and enriching. My uncertainties are being ad-
dressed and I have developed confidence in applying my voc rehab knowl-
edge.”

“It is @ most meaningful part of my working in public healthcare.”

“I have been personally inspired by group members and the projects we
undertake.”

“On a personal and professional level the team has motivated and in-

4 Focus — April 2016

spired me to be a better OT and to improve my knowledge and skills in
vocational rehabilitation.”

All the VRTT members indicated that they, at no stage, felt mislead or
margiinalised and that they never felt intimidated in any way. They all
indicated that there were auththentic relations between group members.
They were asked to Consider the researchers presence in the group. The
following comments were made:

“Our goals are the same.”

“She has brought new ideas such as getting CPD for the meetings, pub-
lishing articles, developing the protocols, the training workshops and the
ethical consideration to what we do.”

“She is like an expert but one of us. We can ask her if we are unsure about
things and she does not mind.”

“She is funny and makes us laugh.”

“She is a great mentor and always available. I can always contact her by
email or telephone if I feel unsure and she is always happy to help. She
does not mind.”

“The researcher s passion and love for our profession and vocational re-
habilitation is contagious. It increased all our motivation to participate
and do our work better.”

The VRTT members were asked: Do you feel your perspectives have
been honoured and listened to, do you feel you have a voice, and do
you feel an authentic member of the VRTT? All members said ‘Yes” and
some comments were:

“All opinions are heard and everyone and anyone has the opportunity to
disagree or provide other points of view. The VRTT function as a team and
is not manipulated in any way.”

“The work that I do is noted and my views are valued. I feel appreciated.”
“I have experienced a feeling of belonging in the group™.
“We are all equal here in this group no matter who you are.”

They felt that the team’s membership represented the Gauteng pub-
lic healtchare’s multi-dimensional make up. There were suggestions to
broaden the scope of the task team to include and have more contact with
academic occupational therapists and private practice occupational ther-
apists. All members felt happy to continue being a VRTT member in the
new year and some reasons given were:

“I want to see us make our goals become a reality and I believe my input
is important to ensure the success of our goals.”

“There is a growing need and awareness of vocational rehabilitation. The
VRTT helps us to link and to network.”

... continued on page 5
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Reflecting on 2015: The Vocational Rehabilitation Task Team (VRTT)
Gauteng’s takes a good look at a busy year ... continued from page 4

“I learn so much and I enjoy teaching others what I have learnt. I enjoy
advocating vocational rehabilitation and the work we do in my institution
and ensuring the implementation thereof.”

“I need and love the support I get from the VRTT.”

“It feels good to be a part of this process. We are a dedicated team that
gels things done.”

Reflecting on the actions that the VRTT had been involved in in 2015,
members indicated that they felt all activities to be relevant and applicable
to the clinical practice of occupational therapists in public healthcare and
that they all felt a sense of ownership of the actions. The actions were
listed and members asked to indicate their opinions of the activity on a
sliding scale between 0 (the most negative point/the worst possible) and
10 (the most positive point/the best possible).

The “Vocational Rehabilitation Orientation Workshop’, the “Vocation-
al Rehabilitation Screening Tool’, the SAJOT and FOCUS articles that
were published and the ‘Basic Assessment of Ability to Work” protocol
averaged a 9/10.

The ‘Report Writing” protocol, ‘MODAPTS’ booklet, ‘Vocational Re-
habilitation Practicec Tool (VRPT)” and ‘Drivers Screcning’ protocol all
got an 8/10 but several cautionary statements were made asking that we
should investigate if occupational therapists are actually using the pro-
tocols in their practices. Also achieving an 8/10 was the awareness of
VRTT actions and outcomes, the goal setting and planning of the VRTT,
the general support between the work units and the mentoring that mem-
bers received. In 2015, therapists at Charlotte Maxeke Johannesburg Ac-
ademic Hospital had received 225 hours of direct face-to-face mentoring
mentoring, at Dr George Mukhari Academic Hospital they had received
27 hours and at Steve Biko Academic Hospital they had received 29 hours
of individual mentoring from the researcher.

A 7/10 was averaged for the mentoring that members had to offer to
others in the survey that was done of occupational therapists® opinion
of what vocational rehabilitation services should be done and where in
public health care they should be done, for the PILIR protocol. Members
indicated that they felt not enough mentoring was being offered by VRTT
members and that they should not be passively waiting for therapists to
ask them for mentoring but should be more active in offering their men-
toring and checking if therapists need help with vocational rehabilitation.
They felt that the survey was a disappointment in that it offered no solu-
tion to the problem the team had; deciding what vocational rehabilitation
services should be offered where in public healthcare. The PILIR was
considered to still be ‘a work in progress’.

The VRTT’s relationship with the Universities and the vocational reha-
bilitation services offered to students was a 6/10 with comments indicat-
ing that members felt a lot of work still nceded to be done. Clinicians’ re-
lationship with academic occupational therapists is seen to be a ‘problem’
that needs addressing from both sides.

The worst rated activity was the progress and implementation of voca-
tional rehabilitation interventions such as job seekers groups, work hard-
ening and work conditioning programmes. The comment: ‘This has not
really started yet’ summed up the general feeling towards these actions.

VRTT members were asked to give; Suggestions and ideas on how
VRTT can improve or expand efforts in 2016 and what actions members
would like the VRTT to be involved in. Some of the comments were:

“[ think all the previous activities should be continued while each unit
must make it a priority to communicate with the clinics in their areas
to ensure increased referral and provision of skills groups such as job
seekers groups.”

“We know the researcher is leaving us so we have to make the Action
Research our own and continue with it in order to solve our problems we
encounter.”

“I would like to be more involved in the writing of articles.”

“We need to break walls and build bridges with private and academic
occupational therapists. It is no more this ‘us and them’ perception.”

The reflections concluded with general comments:

“Thank you for all the hard work that everyone puts into the tasks that the
VRTT is involved in! The one-on-one mentoring that the researchers gave
me is definitely a highlight for me this year as it provided me with more
confidence in handling different cases.”

“I would like o see that the VRTT activities and our way of doing things
expand to other provinces in South Africa. They can learn a lot from us.”
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Reflection on the transformation that had taken place during 2015’s actions showed an
improvement of opinion, from 60%, in 2014 to 80%. The general feeling was that transformation
had improved even more than in 2014 and that this was on a service as well as an individual level.
The benefits of increased awareness and improved service delivery continued. Involvement of VRTT
members in the research aspects of the study had stimulated an interest amongst members to
become more involved in publications and post graduate studies. The VRTT’s discussions of what
they felt should stay the same and what should change, showed an improved ability to analyse

experiences as they explored the researcher’s mentoring at three of the four tertiary hospitals.

What should stay the same?

The workshops were still popular but the combining of mentoring with ALAR was seen as a singularly
effective way to improve vocational rehabilitation services. At the end of 2014 only one senior
clinician reported being involved in mentoring inexperienced colleagues. Other therapists avoided
the responsibility or referred questions to this clinician or the researcher. As the year progressed it
was found that those VRTT members who were being mentored by the researcher were now
starting to mentor others, they reported that having been mentored enabled them be mentors,

although they still reported a lack of confidence in their own mentoring skills.

Mentoring by the researcher had often been discussed in previous VRTT meetings and several of the
VRTT members had first hand experienced of this mentoring. Using this as back-ground information
the researcher and the VRTT reflected on the mentoring that had taken place. The following

elements were highlighted as having been positive components.

The mentoring approach the researcher had used was based on the principles of action learning and
action research (ALAR), creating a reciprocal and collaborative learning relationship (O' Neil &
Marsick, 2009). Effort was made to reduce the power relations between the researcher, an expert in
the field, and the occupational therapists who were being mentored, as such relationships are
known to reduce the benefits of ALAR (du Toit & Wilkinson, 2010). Slowing down the vocational

rehabilitation processes and using Socratic questioning were found to help with this.

The mentoring was registered as a continued professional development (CPD) activity. An
attendance register was kept, creating evidence of the time, place and type of mentoring. The
mentoring took place in clinical settings and work units. The mentored activities involved
demonstration of vocational rehabilitation skills and techniques, while working with public
healthcare users, using the tests and equipment available in the setting. In this way, work units were

set up to be functional and ergonomic compliant. Stored tests and equipment were used again, work
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assessments were done and reports written, work conditioning and work visits were done, students
were supervised, journal and newsletter articles were written, MODAPTS tasks were developed and
driver screenings done. As the relationships matured the mentoring sessions became popular and
eventually, were restricted only by the researcher’s cost and time restraints. The initial mentoring
was conducted on a one-on-one basis between the researcher and a VRTT member, but eventually
mentoring was done in groups. Mentor sessions were attended by occupational therapists who were
not VRTT members but were interested in vocational rehabilitation or inquisitive about a mentoring

experience. Mentoring sessions were attended by two or three clinicians but never more than five.

The physical presence of the mentor in the work units allowed clinicians’ practical experience with
real time support and guidance. The mentoring was extended to email and WhatsApp support,
where the researcher’s answered questions, gave advice, proof read reports and encouraged the
clinicians. Towards the end of the year, a WhatsApp group was formed amongst all VRTT members.
It was found that collective support took over the researcher’s role as the group supported each

other and more action learning continued.

An unforeseen benefit of the mentoring was that, of their own volition, the three therapists who
were mentored in 2015 enrolled for the post-graduate vocational rehabilitation diploma at the
University of Pretoria in 2016. This enriched the individual and the collective mentoring as they

brought their newly acquired vocational rehabilitation knowledge to the VRTT.

What should change?

Vocational rehabilitation at primary healthcare level was seen as a priority problem to attend to in
2016. Mentoring had to be extended but it was realised that mentors needed to be clinicians
experienced in vocational rehabilitation. Finding and keeping experienced vocational rehabilitation
clinicians in public healthcare was a problem and the possibility of using therapists from private
practice was discussed. This would mean forming public private partnerships (PPP). This concept of
liaisons between public and private bodies is familiar in South Africa as several successful examples
of PPP in healthcare exist (Manual, 2007). There was a concern as to how to go about doing this as
there were barriers between occupational therapists working in public healthcare and private

practice vocational rehabilitation which needed to be overcome.

Communication and liaisons with academic institutions were also noted as not being ideal and
needing future attention. Intervention programmes such as job seekers groups and work

conditioning needed attention. PILIR, work visits, referral processes, driving assessments and
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placement of disabled workers were mentioned as vocational rehabilitation matters that needed

future attention.

6.3.2.3 Meta-reflections on four years of transformation and ALAR
In May 2016 collective meta-reflection of the impact of the research took place in a VRRT meeting.

Only two of the 11 VRTT members had been in the group when the researcher started in 2013. The
average VRTT membership and experience in vocational rehabilitation was two years and members

had an average of seven years’ experience in occupational therapy.

Considering the usual reflection questions of What should stay the same? and What should change?
illustrated how the groups’ insight had matured. The VRTT felt they would change nothing that had
taken place in the last four years. Even negative events such as the vocational rehabilitation services
closing down at Hospital B were seen to have had positive outcomes. It showed the VRTT that
vocational rehabilitation services should not be developed around a single therapist because if she
leaves the whole service closes down. This event alerted the VRTT to the fact that hand-over

procedures were problematic and that valuable information was being lost in this way.

Asked if they felt transformation of the vocational rehabilitation services in Gauteng public
healthcare had taken place, all members felt positive about this despite there still being a lot of
work to be done. They indicated an increased awareness, within occupational therapy and in the
multi-disciplinary team, to be the most prominent transformation. The second prominent
transformation was the increased levels of confidence and skill clinicians had acquired for delivering

vocational rehabilitation. Some comments on the transformation were:
“We are now becoming established as the people who can do vocational rehabilitation.”
“We have helped ourselves and now we can help others to do vocational rehabilitation.”

Discussion around personal enrichment and empowerment experienced during the research showed
mentoring to have been the most positive experience. Receiving mentoring from an expert
vocational rehabilitation clinician was reported to have been a positive experience. Attending the
VRTT meetings was mentioned as enriching; having the meeting as a case discussion, problem

solving forum and ethos of the group were indicated as the reasons for this.

“This group values my opinions and empowers me to pursue a vocational rehabilitation practice that

| feel proud of.”

Considerations of the action research methodology showed an appreciation for skills acquired

peripheral to vocational rehabilitation practice skills. They felt enriched after learning to analyse
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data, publish journal articles, present at congresses and workshops and develop user manuals. It was
felt the speed of vocational rehabilitation practice transformation had increased since the VRTT
adopted an ALAR intervention. With the exception of two members, the rest of the team felt
confident they would be able to continue transformation, using ALAR, when the researcher left at

the end of the year.

“Hester (the researcher) was the most goal-directed (member of the group) but we now have the

skills (to do ALAR) because we have done it so many times and have seen it works well for us.”

6.4 Withdrawal from the collaborative research team

Withdrawal from a collaborative research team is as important as the entry. Where successful entry
into a group and building good relations impacts on the content of ALAR (Dick, 2013b), withdrawal
from the group indicates the quality of the ethical research construct. The socio-emotional bonds
that form with collaborative work, especially if mentoring is involved, need to be handled with care.
In this research, the bonding with the VRTT was felt to lie on an individual as well as a collective
level. The relationships the researcher formed varied in depth and nature. The cultural, religious,
gender and personality differences in the VRTT further affected the approaches the researcher had
to consider when withdrawing from the collaboration. It was decided to do so applying the principles

of forewarning and mutual consent.

At the end of each year the researcher asked for time on the agenda at the VRTT meetings to report
on the progress and future plans of her PhD, keeping participants up-to-date with the academic
development of the project. In 2015, the year before her tenure with the group expired, VRTT
members were told there were only 12 months left and planning for the withdrawal of the
researcher was discussed. In 2016, the researcher’s tasks were taken over by other VRTT members
and mentoring was on a needs only basis. Without disclosing it, the researcher applied the La Leche
League principle of do not offer and do not refuse to wean her presence from the VRTT. This proved
very effective. She continued to mentor and participate as a VRTT member but backed off by not
offering her assistance. An example of this was that for one of the workshops a presenter was
required. The researcher had to strongly control her impulse to offer to do the presentation. The
positive outcome was that one of the other group member’s did the presentation which provided a
learning opportunity for that member. In 2016, the VRTT members were organising and presenting

workshops independently with the researcher asked to make only a cameo appearance.
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The withdrawal from the VRTT group proved easier than separation from individual clinicians. This,
however, affected the researcher more than it did the individual clinicians as they continued with
their busy public healthcare practices while she returned to the isolation of private practice. ALAR
had allowed the researcher authentic and in-depth access to an otherwise inaccessible insider group
and she experienced symptoms similar to those found in empty nest syndrome (Mount & Moas,
2015). Beneficial to addressing this was the presenting of her personal reflections of her research
tenure at the National Occupational Therapy Association of South Africa congress (van Biljon, 2016)

as this brought a personal sense of closure to the research.

6.5 Discussion

Johns (2007) notes that reflective practice is fundamental to professional practice and in which
occupational therapists in South Africa are trained in and familiar with (du Toit & Wilkinson, 2010). It
is also an important skill to acquire in ALAR (Zuber-Skerritt, 2009) as it enables learning. Where
action, as described in the previous chapter, came naturally to the Vocational Rehabilitation Task
Team (VRTT), reflection did not. At the start of the research tenure members of the team indicated
they reflected subconsciously and that it was part of their clinical reasoning. They felt conscious
reflection was time consuming and potentially a threatening exercise that had no value unless used
for research purposes. They agreed that because their reflections were not done systematically and
consciously, no evidence could be shown that they practiced reflectively. In addition they had a
difficult time identifying the personal and professional benefits of reflective practice. With regular
structured and unstructured reflections, the VRTT members gradually acquired the practice of
reflection on both a collective and a personal level. These reflections informed subsequent action

cycles and enriched the learning experience.

The annual reflections were instrumental in guiding the transformational actions and showed that
the practical workshop approach was not as effective as mentoring in bringing about service
transformation. Meta-reflection brought the insight that action learning could not take place
effectively within large groups and impersonal settings such as workshops. Workshops with groups
of 30 to 40 attendants did not produce adequate exposure and confrontation, which allowed critical
self-reflection and insight and could not change behaviour. Mentoring in groups of no more than
three clinicians, or on a one-on-one basis did so. In addition, the mentoring was done within the real

work situation, with real time feedback. Within such context the researcher could take on a variety
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of roles to enhance the action learning as the situation required, such as a role model,

demonstrator, confidant, problem solver, debriefing agent and critical friend.

As a member of the VRTT taking part in this meta-reflection, the researcher gained insight into the
fact that the scope of her research had been too wide. Attempting to transform a profession’s
practice within a province at all levels of service in public healthcare had been too extensive a
subject matter for a single enquiry. While the results of the meta reflection phase illustrated there
had been service transformation, that action learning took place and new knowledge was
developed, these happened at multiple levels. However no single spiral can portray the benefits of
AR or the extent of AL that took place. Future researchers in this context are cautioned to choose a

more defined aspect of the service.

6.6 Conclusion

The VRTT had been attending to problems associated with vocational rehabilitation in Gauteng’s
public healthcare prior to the researcher joining them in 2013. Meta-reflection showed that the use
of ALAR had increased the tempo of transformation. An important aspect of ALAR reflection not to
only guided change, but enriched the lives of those who participated. Having been exposed to
structured and unstructured, collective and individual reflection throughout the research, VRTT
members experienced and observed the benefits of reflective practice. They were less reluctant to

take part in reflection and the content and quality of their reflections became more professional.

The meta-reflection in this chapter was collaborative in nature and the chapter shows the conclusion
of the researcher’s tenure with this research team. In the next chapter, the researcher’s personal

reflections and insights are presented.
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Chapter Seven: Personal reflections
recommendations and conclusions

“...the heart of the matter is a matter of the heart ...” Ortrun Zuber-Skerritt (Zuber-Skerritt, 2007)

7.1 Introduction

This chapter presents the researcher’s personal reflections from her journaling, field notes, e-mail
correspondence and critical reflections. Issues described in this chapter range from challenges in
healthcare delivery, the role of action learning action research (ALAR) in addressing these challenges
and the personal learning that took place during the past four years. Limitations of the research are
discussed. The researcher’s recommendations for further research and intervention are given.

Personal insights are shown indented and in inverted commas. A conclusion is researched

7.2 On management

Pillay (2008) makes the statement that in South Africa, the lack of management capacity was the key
stumbling block to the transformation and re-conceptualisation of the public sector into a more
effective, efficient and responsive system of health delivery. Public media furthers this perception. In
this enquiry, the two management levels, head office management and departmental management,
will be referred to as they are informally referred to amongst clinicians. Head office management
refers to regional and national level management, Departmental management refers to managers of

clinical occupational therapy, such as heads of departments and chief occupational therapists.

For this enquiry, the support and encouragement from head office management was exceptional,
without it this research would not have been as successful. It is seen as one of the primary elements
that allowed effective formation of the collaborative research team. Their continued support kept
the researcher enthused and achieved buy-in from potentially problematic personnel.
Unfortunately isolated incidences of interference by managers on departmental level, negatively
impacted the progress of transformation and action learning. Management does have an effect on
the quality of a service and this could be negative or positive. However, management should not be
relied on as the only practice transformation agents, but should rather be seen and utilized as co-

workers of a transformational team.
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“During my research | was often asked, ‘Is management part of the problem?’ There was no easy
answer to the question. By association management is guilty, if a service is not offered optimally. It is
also important to understand that managers in public healthcare are piloting the service equivalent
of a large freight ship. In South Africa’s current leadership environment, managers are often
entangled in political tangos. Especially at higher levels of management, power struggles and a
constant uncertainty regarding the security of their positions was sensed. Surely this has to have a

negative effect.”

The results of the planning phase, described in chapter four, recommend that attention should be
given by management to formulate a framework within which occupational therapy’s vocational
rehabilitation services can be positioned. This will guide the distribution of resources, inform

clinicians and ensure the sustainability of good vocational rehabilitation practice.

7.3 On the transformation of vocational rehabilitation

The vocational rehabilitation crisis in Gauteng’s public healthcare is not an isolated one. The fact
that occupational therapists in private practice are doing assessments and writing reports that have
no therapeutic impact on the lives of the people they see, is an ethical crisis. The fact that our
academic institutions are producing graduates with significantly different levels of vocational

rehabilitation knowledge, skills and confidence is causing a clinical crisis.

Different reactions to these crises were observed during this enquiry. The reminiscing about the
good old days and the work units of bygone era’s reaction was usually combined with blaming and
claiming innocence remarks. The blame game has only losers and a nasty tendency to ricochet. This
type of reaction also contributes nothing towards addressing the problem. It would be best to
acknowledge the past and the present and do something about the future. Another reaction to the
crisis was to smother it in administrative chaos or managerial smoke-screen-and-mirror tactics. This
reaction will not deodorise the reality that 84% of our population do not have access to the
therapeutic values of vocational rehabilitation because we, as occupational therapists, are not

offering it at public healthcare facilities.

“There is no future in isolating ourselves in private practice or academic conclaves or trying to ignore
the crisis until it goes away. Our profession is too small and too vulnerable for us to divide or isolate

any efforts of transforming vocational rehabilitation.”
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7.4 On mentoring

“I have come to realise that you cannot fix clinical occupational therapy practice by remote control.
Practice and personal transformation was seen in this research, by getting involved at the coalface of
clinical practice within an action learning action research paradigm. Mentoring clinicians within their

everyday practice realties in such a way that action learning is allowed to take place. That’s what

worked.”

Mentoring has many forms and in this research, it was purposefully combined with ALAR principles
and ethos. Initially a more formalised mentoring approach was attempted with a contract, preset
dates and times, but this did not work as it made the clinicians apprehensive. Learning from this, the
researcher decided to loosen the mentoring process and structure, allowing clinicians to set the
time, place and content of their mentoring sessions. They had to consider their own and the
researcher’s programs, make the appointments and be responsible for all arrangements, such as
booking patients, work visits. The researcher was available for telephonic, email or WhatsApp
contact at any time. Using the VRTT as a critical friend forum for the mentoring was found to be
useful in addressing problems and sharing successes. It also offered them the opportunity to learn to

critically reflect and give educating feedback.

Additional factors that affected the mentoring were the personalities of the clinicians and the
researcher. This interpersonal connection affected the quality and speed of transformation and
learning that took place during mentoring. Occupational therapists are generally easy people to get
along with, but one mentor-mentee relationship did not work. This gave the researcher a good

learning experience in mentoring.

“I have to make peace with this. We do not like each other. Mentoring is not going to work here, we
are wasting each other’s time. How | wish there was someone else, another experienced voc OT
(vocational rehabilitation occupational therapists) that | could ask to take over. Someone she can

relate to and trust. Someone she can drop all this defensive baggage we have to deal with and allow

the action learning to come about.”

A problem experienced with mentoring was the lack of funding. The researcher had to take time out
of her private practice to mentor. The cost of the 281 hours she mentored in 2015 amounted to R
182, 650.00 if calculated using the hourly tariff of R 650.00 she charged in private practice and this
did not include the cost of transportation to and from the hospitals. The furthest hospital was a 214

kilometer round journey which took about three hours of travelling time a day mentoring at this
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facility. In addition, the time and cost spent responding to e-mail and WhatsApp questions or

requests, proofreading reports and preparing for mentoring sessions is not recorded or calculated.

Mentoring using ALAR principles in real time clinical situations required considerable skill. The
researcher often found she had to demonstrate a vocational rehabilitation technique with a
healthcare user who needed the intervention, while several mentored clinicians observed and
practiced aspects of the technique. This required the researcher to simultaneously engage multiple
levels of skills. The needs and the rights of the healthcare user always had to come first throughout
such engagements and this often required engaging with the user. The vocational rehabilitation
technique had to be demonstrated correctly and at a pace that learning could take place. What was
taking place had to be verbalised, analysed and critically reflected on with the clinicians, in such a
way that the healthcare user was not negatively affected. Clinicians had to be allowed to practically
apply their skills and the researcher had to facilitate this as a learning experience for the clinician
while ensuring the healthcare user remained a priority. This kind of mentoring cannot be expected

of clinicians inexperienced in vocational rehabilitation.

On presenting the results of the research and sharing the above insight with the head office
management, the question was asked: “Where are we going to find mentors who have the skills and
experience to do this and how are we going to pay them?” These are both legitimate questions that

need future investigation. The possibility of public private partnerships could be explored.

7.5 On working in public healthcare

“I will never tell them this as | fear it would discourage them, but we cannot begin to address the
many problems or exploit the amazing potential of vocational rehabilitation in public healthcare, if

the staff problems are not sorted out.”

Vocational rehabilitation in public healthcare has a high staff turnover. Occupational therapists
usually stay a year or two and then leave to go into private practice, resulting in experienced clinical
occupational therapists being scarce in public healthcare. Experienced staff usually had to combine
administrative and management duties with their clinical practice. Without experienced staff it is
difficult to offer or maintain the quality of specialised services such as vocational rehabilitation.
Complicating the high staff turnover problem was the fact that there was no, or poor, hand-over.
When a clinician left, the post remained unfilled for months, the service was suspended and no

handover could be done resulting in the loss of clinical and procedural experience and knowledge.
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“One of the most basic premises of a civilisation is to pass on its heritage. We learn from prior
generations and this is how we improve our current situation. Without a thorough and well

documented hand over no service can be sustained and no progress can be made in the work units. “

The researcher heard and observed multiple frustrations and problems related to working in public
healthcare. Experienced staff expressed feelings of being inundated and over committed resulting in
despondency and burn-out. This had a negative effect on inexperienced staff who observed
experienced staff as role models. In some institutions inexperienced staff had limited or no support
or mentoring in clinical work. Clinicians reported feeling they could not cope and expressed a
working ethos of ‘keep your head down and do what you can’. Some clinicians in work units
expressed the concern that they could not market their services as they would be inundated with
work. Another problem mentioned when offering vocational rehabilitation services, was the
inability to communicate effectively with their patients due to language barriers. Patients did not
understand or know what occupational therapists could offer them and did not ask for or insist on
necessary services. Similarly, referring medical personnel did not know or understand what
occupational therapist’s roles were within the team and their referrals were often incorrect or

untimely.

The management, distribution and acquirement of resources were frustrating, laborious and
associated with long waits. The same applied to the management and maintenance of infrastructure
and equipment. For example, clinicians spent a lot of time asking for lights to be fixed, broken
furniture to be replaced or fixed, or rooms to be painted, requests were often ignored or took
months to be attended to. In some departments it was frustrating and time consuming to do basic
administrative tasks such as make photocopies, print a document, or send a facsimile as internet and
telephonic communication were not always reliable. All of this resulted in occupational therapists

becoming disillusioned and disenchanted with their working conditions.

Clinical staff in public healthcare also contributed to their own isolation. Many clinical occupational
therapists in public healthcare were not affiliated with the Occupational Therapy Association of
South Africa. Asked why not, they gave reasons such as, ‘There is nothing in it for me’. They
therefore had little or no way of keeping up to date with developments in the profession, they did
not receive notification of workshops and training opportunities and did not receive the official
association newsletter or the South African Occupational Therapy Journal. Few therapists continued
their studies or expanded their skills beyond what is necessary for continued professional
development requirements. Discussion on this tendency brought to light statements such as, ‘There

are no promotional or salary benefits to furthering my qualifications’. Doing research or publishing is
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difficult for clinical occupational therapists in general and so to in public healthcare. Clinicians
reported a lack of confidence and experience in research and publishing. They said it was ‘too
difficult’ and that getting ethical clearance without affiliation to a training institution was
‘impossible.” Clinicians also reported largely negative experiences of doing research in conjunction
with an academic occupational therapist, ‘They just milk us for information and then take all the
credit for the research or journal article’. They felt scientific literature and the evidence available to
be largely inappropriate to the context of their practices but did not take steps to address this

problem.

Studies on job satisfaction amongst occupational therapists in public healthcare in the Freestate
(Swanepoel, 2010) and KwaZulu Natal (Sewpersadh et al.,, 2016) both showed low levels of job
satisfaction that would affect the retention of staff. Sewpersadh et al (2016) identified poor pay and
the lack of promotional opportunities as the main reason for dissatisfaction and Swanepoel (2010)
the influence of contextual factors and frustrations. Sources of job satisfaction for occupational
therapists working in public healthcare were identified by Swanepoel (2010). They were, in order of
prevalence: working with people, making a difference and experiencing success with clients, the
relationships colleagues had with each other and inherent characteristics of the profession such as
autonomy, creativity, diversity and to a lesser degree advantages of working in public healthcare

such as fringe benefits and job/income security were also mentioned.

Despite all the frustrations of working in public healthcare, the researcher found private
practitioners who had worked in public healthcare yearned for what some described as the best
time of their lives, referring to the time they worked in public healthcare. “I worked in public and
private sector and nothing compares to the wonder and fulfillment | felt as a clinical occupational
therapist working in public healthcare. | felt | was making a difference in the lives of people who
really needed it.” Asked why they had left public healthcare, the most common answer was, lack of
flexibility regarding working hours in public healthcare. They gave reasons such as wanting to work
one or two days in a week and not working during school holidays. There are two options of
employment in public healthcare, to work full day or half day. In a profession of predominantly
females, this became problematic when life stages that involved the raising of children, were

entered.

Discussions with private practice clinicians highlighted several aspects of working in public
healthcare that they envied. In South Africa, occupational therapy’s vocational rehabilitation
practices in public healthcare are usually well established and equipped, whereas clinicians going

into private practice have the stresses to fund the cost of setting up practices. For example, there
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were two work units in Gauteng public healthcare that had commercial and standardised work
samples and tests that no private practice in South Africa could afford or maintain. In public
healthcare, the patient population that needs occupational therapy is readily available and if taking
into consideration that 82% of the South African population moves through public healthcare it
stands to reason there is a vast number of potential patients available to treat. In private practices
you have to constantly look for work and hope your referring sources don’t divert their referrals,

merge with another company or change their referring policies.

“If public healthcare work units were fully functional and private-public-partnerships were
operational, experienced vocational rehabilitation clinicians from private practice would move back
into public healthcare, especially now that the competition in private practice is so high and the

National Health Insurance (NHI) policy brings further uncertainty.”

7.6 On action learning and action research (ALAR)

“When | started this research | had delusions of grandeur. | really thought | knew how to fix the
problem, but action research does not tolerate delusion. It is too grounded in reality. ALAR allowed
me to become part of an amazing group of colleagues. As individuals from diverse backgrounds we
formed a team with a unifying approach addressing a goal we all felt passionate about, vocational
rehabilitation. | have been enriched by this research beyond what I could have planned or imagined

when setting out to get a PhD.”

When starting to immerse herself in the body of knowledge around action research, the researcher
was struck by the irony that a practical down-to-earth no-nonsense research approach such as
action research, could be surrounded by such widespread chaos when it came to literature that
define and typify it. Starting the enquiry, the researcher chose to avoid choosing a specific branch or
type of action research. She felt she could only speculate on what the future of the enquiry would
look like and wanted to avoid having a preconceived theoretical framework that could affect her
perceptions. In planning the enquiry she chose the term action research (AR) and focused on the
basic elements of AR. As the enquiry progressed it became obvious that action learning (AL) was
central to the transformation taking place. The researcher had to acknowledge that the ALAR

paradigm best described the research process of which she was a part.

Operationalising the principles of ALAR enriched the enquiry for all participants. The researcher is

convinced that the ALAR approach was instrumental in stimulating the motivation of VRTT members
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to expanding their personal learning through post-graduate studies. It was also central to the most

effective transformation action that was undertaken, mentoring using ALAR principles.

Towards the end of the research tenure, the researcher was challenged by a statement that
warrants consideration and future attention. Sharing the success of the enquiry in transforming
vocational rehabilitation services in public healthcare through ALAR, the question asked was: “That
is all very well but is it sustainable?” Only time can provide the answer to this question, but it does
bring to fore the importance of ensuring the continued use of ALAR and mentoring. Several actions
were taken to address this and ensure sustainability and additional suggestions are made for future

enquiries and interventions.

“If you can, create a vocational rehabilitation service that is grounded in the Ubuntu philosophy. A
service bigger/greater than the individuals who are in it. That has a firm foundation. That cannot be
tampered with by management or people who do not understand or know the service. THEN you
have safeguarded the service from transient interferences. Focus on offering services that are in
demand and have a reputation of excellence and that are not linked to individual clinicians but rather
to a collective body of clinicians. A collective body such as the VRTT, that supports, addresses
problems and attend to quality deficits. AND if all of this can be permeated with the principles and
ethos of action learning and action research, then there could be a sustainable vocational

rehabilitation practice in Gauteng’s public healthcare.”

Nearing the conclusion of her research tenure the researcher tried to replace her mentoring role and
ensure that action learning continued. Head office management was supportive of the idea and
alerted the researcher to an existing concept called public private partnerships (PPP). She
approached vocational rehabilitation experts in private practice to take over from her, asking them if

they would be willing to work as mentors in public healthcare.

Many of them expressed interest and offered to become involved in a work unit close to them and
all said they would do so at no cost, on a volunteering basis in their free time. Those who were not
willing to become involved said they were interested and supportive of the idea but expressed work,
family and financial pressures as reasons why they could not engage. There were however problems
affecting this public-private-partnership (PPP) implementation. Getting the necessary clearance from
public healthcare to allow private practitioners into public facilities took a long time. Private
practitioners had no knowledge and skill in ALAR principles and expressed their concern about
‘getting it right.” Public healthcare clinicians were apprehensive of forming new mentoring liaisons

with strangers. At the time of writing this thesis only one such PPP had come about.
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An important element to sustain and ensure future transformation is to facilitate the internalisation
of approaches that worked. The current VRTT feel confident in their knowledge and experience of
ALAR. Individual VRTT members were convinced of the value of the ALAR approach and that it held
future benefit as an operational basis for building trust in private-public insider-outsider relations
that could come about in the future. The concern is that will this still be the case if the current
membership changes. It is recommended that regular training in and use of ALAR techniques

becomes part of the VRTT processes.

7.7 On the collaborative research team

There is some concern about the continuation and sustainability of the collaborative research team’s
current efficiency should key members such as the chair of the VRTT or other senior therapists leave.
The ever-changing membership of the VRTT had positive and negative impacts on the research, both
of which were managed effectively within the team. The VRTT membership expanded in count and
contribution during this research tenure as awareness and interest in vocational rehabilitation grew.
The researcher often felt herself exceeding the ALAR aim to integrate herself in the collaborative

research team.

“I am too at home in this group. | love being part of them. | have become submerged rather than
immersed. | wonder if this affects my efficiency as a researcher. | can hear the positivists nodding
their heads at that question. Maybe it doesn’t matter so much in action research. What | do know is

that it’s going to hurt to leave them.”

Individual members of the VRTT repeatedly expressed how ALAR and being members of the VRTT
had enriched their lives. They felt the group offered them a support forum from which they could
take new ideas back to their practice and also where they could bring problems they felt unable to
attend to. They also expanded their professional skills by being part of research processes, being co-
authors in peer review publications, presenting at workshops and being co-presenters at National
congresses. However it was also noted that the group became passive participants instead of active
contributors if actions became too academic. This happened every time the researcher tried to use
research methods or enforce trustworthiness compliance that exceeded their levels of knowledge,
interest and skill too much. It alienated the clinicians and restricted ALAR benefits, which illustrated
the value of action research as it was easy and practical enough for the most inexperienced
occupational therapists to understand and take part in. The researcher learnt some valuable lessons

in this regard.
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“In occupational therapy models and theoretical frame works should be seen as servants of clinical
practice. As clinicians we are so in awe of anyone who can talk academinees and banter around
highfaluting ideas and concepts. We really should stop this. The heart of our profession lies in

occupational therapists making a difference in the lives of broken people.”

It is recommended that future researchers take note of these findings and additional investigation of

the transferability of such results is recommended.

7.8 On other factors and approaches that influenced the enquiry

It would be misleading to leave the reader thinking that only ALAR and mentoring were instrumental
in the successful transformation of vocational rehabilitation services in Gauteng’s public healthcare
during this research tenure. There were multiple other factors that contributed to the successful
service transformation seen, some planned, others unplanned and some the researcher might still
not be aware of. Some approaches the researcher used fell outside the ALAR realm and are

mentioned here.

“If I do nothing | won’t get into trouble” was a disturbing mind-set the researcher found amongst
some clinicians. They would go to great lengths to hide the fact that they lacked skill and/or
experience. Left un-confronted, this type of conduct could go on for a long time, paralysing service
delivery and denying healthcare users interventions that could change their lives. Clinicians had to
be reminded that in South Africa the law views an act of omission as seriously as doing something

wrong and that “/ did not know “ is not seen as a valid excuse by our courts.

“Doing nothing when you should be doing something can get you into just as much trouble as doing
something wrong. AND Finding out how to do something you should be doing but do not know how

to do is your responsibility.”

The researcher felt that in many cases the bedrock cause of “do nothing then | cannot get into
trouble” mind-set was insecurity and a lack of confidence. She found that introducing the see-one
do-one-teach-one approach worked well in such cases. She would demonstrate a vocational
rehabilitation skill, observe them doing the same skill and then ask them to teach it to a colleague or

students.

“A little push is necessary to get some clinicians to claim the confidence they need. | tell them that

when it comes to confidence in clinical settings you fake-it-till-you-make-it for the sake of the
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patients and the students. Nobody wants to be treated by or to learn from a shaking bundle of

nerves. And how do you get confidence in clinical skills? They all know the answer — by doing it.”

The Socratic method of critical questioning was employed throughout this enquiry. It resonated well
with ALAR principles (Zuber-Skerritt, 2002). Developing his philosophy within an Athenian
democracy, Socrates showed that by asking the right question you allow the truth to emerge while
both the questioner and the questioned furthers their understanding of the discussion matter
(Mason, 1960). This proved to be an effective method throughout the enquiry and worked well with
the research population of qualified occupational therapists. They enjoyed personal problem-solving
and reportedly increased their confidence and personal growth. In addition it curbed the

researcher’s interfering nature.

“I often felt like just telling them what to do. Doing traditional teaching is a faster and easier way to
transfer skills and knowledge than action learning. But action learning is a more gratifying and

mutually enriching way of doing so and maybe the lessons stick better this way.”

Working in South Africa, Zuber-Skerritt (2009) learnt of the traditional African concept of Ubuntu
and notes its similarity to the values of ALAR. Adopting the Ubuntu ethos within the collaborative
research group was a good idea as all the members were Africans and had knowledge and
understanding of the Ubuntu values. This made it easy to align and sustain the group’s fundamental
work ethic. Regular collaborative reflection often brought up discussion of these values with
affirmation or correction of actions and decisions to comply with the Ubuntu way of doing

something. It was felt that this eased the collaborative process and enriched personal participation.

“I had such a distressing discussion with an experienced occupational therapist. She advised me
against ‘the Ubuntu thing’ saying that it was a philosophy designed for societal living and not
suitable for professional working environments. She used the example of our philanthropic
dissemination of knowledge created in this research. The motives for her opinion were
considerations of intellectual property rights, plagiarism of my ideas and that | would lose
acknowledgement of the effort and time of my contribution within the VRTT. | had to dig deep to still

the angst this discussion brought me.”

Some positive transformational factors the researcher did not plan or foresee warrant mentioning.
The personal and professional qualities of individuals involved in this enquiry had an impact on the
amount of work that could be done and the quality of work. Throughout the previous chapters
mention is made of them. The effect their altruistic contributions and dedication have had warrant a

call for future research to investigate the influence that personal traits and working ethos have on
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ALAR studies. Of great value to the VRTT, was the interest and support from a revered academic
expert in vocational rehabilitation. She visited the meetings, took part in some of their activities and
joined the VRTT’s WhatsApp group, where she still contributes advice and ideas. Her sanctioning was

confirmation to the group that they were doing the right thing, which motivated them further.

A limitation of this study was the lack of ability to form a frame work within which vocational
rehabilitation services could be positioned as discussed in chapter four. The literature review was
restricted by the lack of contextual scientific evidence and it could have been more beneficial if
approached as a scoping review. In addition, instead of using a survey tool to gauge occupational

therapist opinion on this matter more beneficial knowledge might have emerged from focus groups.

7.9 On critical friends, supervisors and support structures

The nature of ALAR required skills beyond what this researcher possessed. Realising this, she tried to
acquire the relevant skills by attending workshops and online courses on ALAR related topics. In
addition she read books, journal articles, internet blogs and theses and she made contact with
practitioners who had experience in action research. All this helped but as action learning preaches,
nothing on paper can prepare adequately for the reality of practice. Had it not been for the
guidance and support of critical friends, supervisors and the University of the Witwatersrand PhD
support group that this researcher was allocated to, the enquiry would not have concluded. Their
contributions are shown through the research, but of great value to the researcher was she never
felt she was alone, there was always someone to ask for help, bounce ideas off, unpack problems

and blow off steam.

“This type of research cannot be done without a variety of support structures. There are too many
facets to it. Where one support structure cannot understand or envision a problem another one

moves in to fill the gap.”

It is recommended that future action researchers surround themselves with a variety of support
structures. Within the University of the Witwatersrand there is extensive post-graduate support
available and action research students should use these or create their own multi-level support

structures.
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7.10 Summary of Key principles of learning.

The researcher experienced a tremendous amount of learning during this study. One thing she now
knows is that action researchers are brave souls who err on the side of risk. They face giants and
stand in the gaps in the wall to make the world a better place and they need all the help they can
get. This section is a summary of the lessons she learnt with the hope that it will be of some benefit

to other action researchers.

Three generic principles of learning emerged that encapsulated all the previously discussed
reflections. The researcher learnt that to be an effective action researcher she had to acquire,
implement and maintain; the skill to form positive relationships and function effectively in a group,

the discipline to scientifically order and record data, a laissez faire approach.

Relationships were principal elements in the successes and the failures of this research. The
principles of action research and Ubuntu formed the foundation of the Interpersonal relational skills
that drove action learning and action research cycles. Action researchers need to know this and
acquire the skills if this does not come naturally. In addition, as in any relationship, it needed to be
continuously worked at. Positive relational aspects such as trust, authenticity, loyalty, respect had to
be reinforced and negative ones such as polarization, exclusion, falsity, secretiveness,

competitiveness had to be corrected.

Routine reflection and journaling was the most effective instrument that consolidated and
contextualized the researcher’s learning. Over and above the scientific purposes it has it helped the
researcher to make sense of what was often a deluge of information. It consolidated and framed
experiences and offered the consolation of some form of order within the chaotic realm of action
research. The researcher was principally responsible for the rigour and quality of the research and

had to do this without losing the essence of the other two principles of learning.

Patience and composure were attributes the researcher had to constantly reinstate in her approach
to the research. It was imperative to allow the progress of transformation to dictate its own pace.
Forcing an issue destroyed the collaborative and democratic nature of the group. Towards the end
of the research tenure, as the VRTT became more confident in the ALAR paradigm they on occasion
reminded the researcher to just let it go, it will sort itself out when she was attempting to press a
matter for closure before she left the research team. The VRTT had become a truly collaborative

research team that upheld the principles of ALAR.
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7.11 Conclusion

There is still a lot of work to be done to achieve successfully and sustainable vocational rehabilitation
services in Gauteng’s public healthcare. This enquiry showed that mentoring combined with ALAR
successfully transformed vocational rehabilitation services in Gauteng. The sustainability of the
transformed service is a concern. Having a clear idea of what vocational rehabilitation services
should be offered where with a framework within which all resources can be equally distributed with
the least amount of patient referral is an important strategy that still needs to be implemented.
Acknowledging that the need for transformational actions will never stop and so too the need for
action learning and action research cycles is another way of addressing this concern. This research
suggests that ALAR should be seen as a professional lifestyle imbedded in the clinical practice of
occupational therapy’s vocational rehabilitation and the researcher ventures to extend this

suggestion to the greater occupational therapy fraternity including undergraduate training.

This research recognises that it offers a small contribution to a large and multi-faceted problem.
Within public healthcare the transformation of occupational therapy’s vocational rehabilitation
services will continue through the VRTT and there is ample subject matter and opportunity for
further research. Occupational therapy’s vocational rehabilitation problems exceed the boundaries
of a single healthcare sector and cannot be addressed through isolated efforts such as this enquiry. A
collaborative approach across sectors is necessary and imperative in the light of future changes to

national healthcare.

All and any efforts of transformation should be grounded in the principles of our constitution. They
should be aimed at bringing about reform that will promote the service proficiency, equity and
efficiently to all who live in or visit South Africa, transcending cultural and economic barriers. There
is a long road ahead for occupational therapy vocational rehabilitation services, but if our hearts are

aligned we can at least be sure we are all traveling on the same road and in the same direction.

The researcher grew up on a mission station in Zambia and shares the following vignette as an

allegory to the vocational rehabilitation services of occupational therapy in South Africa.

As children we could roam freely through the bush surrounding the mission station, playing from one
homestead to the other. The adults used to warn us: ‘Mu yenda payekha. Mu dzafa.” (If you walk
alone you die.) They referred to rogue hyenas or leopards that could pick off a lone wandering child.

But as a noisy boisterous group we were safe.
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The same warning applies to occupational therapists in South Africa today. If therapists continue to
isolate themselves in public, private or academic conclaves the profession will lose its role and
reputation within the field of vocational rehabilitation. This enquiry brought to light the need to
break down the segregation currently seen amongst occupational therapists practicing vocational
rehabilitation. We have to start working together to improve the services we offer and consolidate
the role of occupational therapy within the field. There is a collective responsibility for the
transformation of our profession’s vocational rehabilitation services so we can meet the-need-to-

work of those who need it most in this southern part of Africa.

Page | 147



References

Abasa, E.Ramukumba, T. A.Lesunyane, R. A. & Wong, S. K. M. 2010. Globalization and Occupation:
Perspectives from Japan, South Africa, and Hongkong. , New Jersey, Pearson.

Adelman, C. 1998. Kurt Lewin and the Origins of Action Research. Educational Action Research, 6,
University of Reading, United Kingdom.

Adler, P. A. & Adler, P. 1994. Observational techniques in Handbook of Qualitative Research.,
Thousand Oaks.

Ataguba, J. & Akazili, J. 2010. Health Care Financing in South Africa: Moving Towards Universal
Coverage. CME, 28, 74-78.

Bergold, J. & Thomas, S. 2012. Participatory Research Methods: A Methodological Approach in
Motion. 13.

Beukes, S. 2011. The Accreditation of Vocational Assessment Areas: Proposed Standard Statement
and Measurement Criteria. South African Journal of Occupational Therapy, 41, 42-49.
Birkhead, S. 2009. OT and OTA of the Year Award 2009. FOCUS Official Newsletter of OTASA, 2, 10-

11.

Blendon, R.Schoen, C.Desroches, C.Osborn, R.Scoles, K. & Zapert, K. 2002. Inequities In Health Care:
A Five-Country Survey. Health Affairs 21, 182-191.

Brockbank, A. & Mcgill, . 2004. The Action Learning Handbook: Powerful Techniques for Education,
Professional Development and Training., Oxon, Routledge.

Brook, C. 2010. Action Learning in Healthcare. , Hampshire, Palgrave Macmillan.

Buys, T. 2015. Professional competencies in vocational rehabilitation: Results of a Delphi study.
South African Journal of Occupational Therapy, 45, 48-54.

Buys, T. & Van Biljon, H. 1998. Occupational Therapy in Occupational Health and Safety: Dealing
with Disability in the Work Place. Occupational Health, 4, 30-33.

Buys, T. & Van Biljon, H. 2007. Functional Capacity Evaluation: An Essential Component of South
African Occupational Therapy Work Practice Services. Work, 29, 31-36.

Buys, T. L. 2006. Professional Competencies Required by Occupational Therapists Delivering Work
Practice Services to Workers with Disabilities in the South African Open Labour Market.
Master of Occupational Therapy, University of Pretoria.

Cockburn, L. & Trentham, B. 2002. Participatory action research: Integrating community
occupational therapy practice and research. Canadian Journal of Occupational Therapy, 69,
20-30.

Coghlan, D. & Brydon-Miller, M. 2014. The SAGE Encyclopedia of Action Research, United Kingdom,
SAGE Publication.

Coughlin, C. N. 2009. See One, Do One, Teach One: Dissecting the Use of Medical Education's
Signature Pedagogy in the Law School Curriculum. Georgia State University Law Review, 26,
1-52.

Creswell, J. W. 2009. Research Design. Qualitative, Quantitative and Mixed Methods Approaches.,
USA, SAGE

De Witt, P.Rothberg, A. & Bruce, J. 2015. Clinical education of occupational therapy students:
reluctant clinical educators. South African Journal of Occupational Therapy, 45, 28-33.

Denzin, N. K. & Lincoln, Y. S. 2007. Strategies of Qualitative Inquiry, SAGE Publication.

Dick, B. 1997. Action learning and action research
http://www.ug.net.au/action_research/arp/actlearn.html.

Dick, B. 2012. Convergent interviewing. In: HTTP://WWW.ARAL.COM.AU/RESOURCES/COIN.PDF
(ed.) Methodology seminar at UTS. Brisbane: Bob Dick <bd@bigpond.net.au>.

Dick, B. 2013a. Action Research and Evaluation On-line Course. Australia: www.aral.com.au/areol.

Page | 148


http://www.uq.net.au/action_research/arp/actlearn.html
http://www.aral.com.au/RESOURCES/COIN.PDF
http://www.aral.com.au/areol

Dick, B. 2013b. Entry and Contracting. Action research and evaluation on-line. Australia:
www.aral.com.au/areol.

Domina, A. & Nelson, K. 2015. Team-Based Interprofessional Mentorship for Physical Therapy and
Occupational Therapy Residents (poster 31). In: 31, P. (ed.) Assessment Symposia. Creighton
Office of Academic Excellence and Assessment.

Donabedian, A. 1992. Quality Assurance in Health Care:Consumers' Role. The Lichfield Lecture. St
Catherine's College, Oxford: Quality in Health Care.

Donabedian, A. 2003. An Introduction to Quality Assurance in Health Care, New York, NY, Oxford
University Press.

du Toit, S. & Wilkinson, A. 2010. Research and Reflection: Potential Impact on the Professional
Development of Undergraduate Occupational Therapy Students. Springer Science+Business
Media, 23, 387-404.

du Toit, V. 1991. Patient Volition and Action in Occupational Therapy, Hillbrow, Vona & Marie du Toit
Foundation.

Durieux, P.Bissery, A.Dubois, S.Gasquet, I. & Coste, J. 2004. Comparison of health care
professionals’ self-assessments of standards of care and patients’ opinions on the care they
received in hospital: observational study. Qual Saf Health Care, 13, 198-202.

Ebersohn, L.Eloff, I. & Ferreira, R. 2010. First Steps in Research, Pretoria, van Schaik.

Elo, S.Kaaridinen, M.Kanste, O.Polkki, T.Utriainen, K. & Kyngds, H. 2014. Qualitative Content
Analysis. A Focus on Trustworthiness. SAGE Open, 4.

Escorpizo, R.Ekholm, J.Gminder, H.Cieza, A.Kostanjsek, N. & Stucki, G. 2010. Developing a Core Set
to Describe Functioning in Vocational Rehabilitation Using The International Classification of
Functioning, Disability, and Health (ICF). Journal of Occupational Rehabilitation 20, 502-511.

Escorpizo, R.Finger, M. E.Glassel, A. & Cieza, A. 2011. An international Expert Survey on Functioning
in Vocational Rehabilitation Using the International Classification of Function, Disability and
Health. Journal Occupational Rehabilitation, 21, 147-155.

Falzarano, M. & Zipp, G. P. 2012. Perceptions of Mentoring of Full-Time Occupational Therapy
Faculty in the United States. OCCUPATIONAL THERAPY INTERNATIONAL, 19, 117-126.

Farrell, J. M. 1993. Predetermined Motion-Time Standards in Rehabilitation. Work, 3, 56 - 72.

Fletcher, S. & Mullen, C. A. 2012. SAGE Handbook of Mentoring and Coaching in Education, London,
SAGE publication.

Georgiev, G. V. & Nagai, Y. 2011. Model of Meta-Reflection and In-Depth Analysis of Knowledge
Creation Process in Design. International Journal of Knowledge and Systems Science, 2, 67-
76.

Gibbs, G. 1988. Learning by Doing: A Guide to Teaching and Learning Methods, Oxford, Oxford
Further Education Unit.

Gibbs, T.Brigden, D. & Hellenberg, D. 2005. Encouraging reflective practice. South African Family
Practice, 47, 5-7.

Gibson, B. E. 2015. Rehabilitation. A Post-critical Approach., Florida, CRC Press.

Government, S. A. 2000. Rehabilitation for all: National Rehabilitation Policy. In: HEALTH, D. O. (ed.).

Greef, M. 2012. Information collection: interviewing, Pretoria, van Schaik.

Green, A.De Azevedo, V.Patten, G.Davies, M.lIbeto, M. & Cox, V. 2014. Clinical Mentorship of Nurse
Initiated Antiretroviral Therapy in Khayelitsha, South Africa: A Quality of Care Assessment.
PLoS ONE Open Access, 9, €98389. doi:10.1371/journal.pone.0098389.

Guba, E. G. 1981. Criteria for Assessing the Trustworthiness of Naturalistic Inquiries. Educational
Communication and Technology Journal, 29, 75-91.

Halverson, P.Kaluzkny, A. & Mclaughlin, C. 1998. Managed Care and Public Health, Aspen
Publication.

Hart, E. & Bond, M. 1995. Action Research for Health and Social Care: A Guide to Practice,
Buckingham, Open University Press.

Page | 149


http://www.aral.com.au/areol

Health Professions Council of South Africa 2015. Total for South Africa: Number of occupational
therapists registered. In: WWW.HPCSA.CO.ZA (ed.) Local copy:
/indicators/HumanResources/HPCSA. Pretoria: HPCSA.

Herbert, J. T. & Caldwell, T. A. 2015. Chapter 20 Clinical Supervision, New York, Springer Publishing
Company.

Herr, K. & Anderson, G. L. 2005. The Action Research Dissertation: A Guide for Students and Faculty,
United States of America, SAGE.

Ikiugu, M. N. & Schultz, S. 2006. An argument for pragmatism as a foundational philosophy of
occupational therapy. Can J Occup Ther, 73, 86-97.

Jasper, M. 2013. Beginning Reflective Practice, Swansea, Cengage Learning EMEA.

Joanna Briggs Institute 2013. Train the Trainer Program. Introduction to Evidence Informed
Healthcare. Wits- JBI Affiliate Center for EBP.

Johns, C. 2007. Becoming a Reflective Practitioner., Oxford, Blackwell Publishing.

Johnson, A. P. 2012. A Short Guide to Action Research, Minnesota State University, Mankato,
Pearson Education.

Kemmis, S. & Mctaggart, R. 2007. Strategies of Qualitative Inquiry, Third Edition.

Kemmis, S.Mctaggart, R. & Nixon, R. 2014. The Action Research Planner: Doing Critical Participatory
Action Research., Singapore, Springer.

Kielhofner, G. 2006. Research in Occupational Therapy: Methods of Inquiry for Enhancing Practice.,
USA, F A Davis Company.

Kielhofner, G. 2009. Conceptual Foundations of Occupational Therapy Practice, Philadelphia, F A
Davis Company.

Knowles, M.Rabinowich, J.Gaines-Turner, T. & Chilton, M. 2015. Witnesses to Hunger: Methods for
Photovoice and Participatory Action Research in Public Health. Human Organization, 74.

Koshy, E.Koshy, V. & Waterman, H. 2011. Action Research in Healthcare, London, SAGE
Publications.

Lehohla, P. 2012. South African Statistics, 2012. Pretoria: Statistics South Africa.

Lief, J. 2015. | am because you are., Rodale.

Lincoln, Y. S. & Guba, E. G. 1985. Naturalistic Inquiry, Newbury Park, CA, Sage Publications.

Lorenzo, T.Duncan, M.Buchanan, H. & Alsop, A. 2006. Practice and Service Learning in Occupational
Therapy. Enhancing potential in context., Chichester, John Wiley & Son.

Mandela, N. 1995. Long Walk to Freedom, Little Brown Bk Gr.

Manual, T. A. 2007. Introducing Public Private Partnerships in South Africa. In: NATIONAL TREASURY,
M. O. F. (ed.). Pretoria.

Maree, K. 2007. First Steps in Research, Pretoria, van Schaik.

Marsick, V. & O' Neil, J. 2010. The Many Faces of Action Learning. Management Learning, 30, 159-
176.

Maseko, L.Erasmus, A.Di Rago, T.Hooper, J. & O' Reilly, J. 2014. Factors that influence choice of
placement for community service among occupational therapists in South Africa. South
African Journal of Occupational Therapy, 44, 36-40.

Mason, C. 1960. Socrates. The Man Who Dared to Ask., London, G Bell and Sons Ltd.

Mclintyre, D. & Thiede, M. 2007. Health Care Financing and Expenditure. Chapter Three., University
of Cape Town, Health Economics Unit

McNiff, J. 2013. Action Research: Principles and Practice, London, Routledge.

Mgijima, R. 2010. Evaluation of the Impact of the Policy and Procedure on Incapacity Leave and lll-
Health Retirement (PILIR) on Sick Leave Trends in the Public Service. In: COMMISSION, P. S.
(ed.). Pretoria: Silowa.

Moon, J. A. 2004. Reflections in Learning and Professional Development, London, RoutledgeFalmer.

Mount, S. D. & Moas, S. 2015. Re-Purposing the "Empty Nest". Journal of Family Psychotherapy, 26,
247-252.

Page | 150


http://www.hpcsa.co.za/

Naik, P. & Van Biljon, H. 1991. The Vocational Rehabilitation Unit at Hillorow Hospital: Then and
Now. South African Journal of Occupational Therapy, 21, 30-37.

Ndlovu, P. M. 2016. Discovering the Spirit of Ubuntu Leadership. Compassion, Community and
Respect., Palgrave Macmillan.

Nichols, L.Ginsburg, B. & Christianson, U. 2004. Are market forces strong enough to deliver efficient
healthcare systems? Confidence is waning. Health Affairs, 23, 8-21.

Nugent, M. 2011. Comparing five interventions for struggling readers in Ireland: Findings from four
years of action research. LEARN: Journal of the Irish Learning Support Association, 33, 127-
143.

O' Brien, R. 2001. An Overview of the Methodological Approach of Action Research Jodo Pessoa,
Brazil, Universidade Federal da Paraiba. .

O' Neil, J. & Marsick, V. 2009. Peer Mentoring and Action Learning. Adult Learning, 20, 19-24.

Pedler, M. & Burgonye, J. 2008. Action Learning., London, UK, SAGE.

Pillay, R. 2008. The skills gap in hospital management in the South African public health sector. J
Public Health Manag Pract, 14, 8-14.

Rallis, S. 2015. Credible and Actionable Evidence: The Foundation for Rigorous and Influential
Evaluations, SAGE Publications.

Ramukumba, T. 2015. The 23rd Vona du Toit Memorial Lecture 2nd April 2014. Economic
Occupations: The 'hidden key' to transformation. South African Journal of Occupational
Therapy, 45, 4-8.

Reason, P. & Bradbury, H. 2007. Handbook of Action Research, London, SAGE Publications Ltd.

Reason, P. & Bradbury, H. 2008. The SAGE Handbook of Action Research Participative Inquiry and
Practice University of Bath, UK, SAGE Publications Ltd

Republic of South Africa 1996. The Constitution of the Republic of South Africa, Act 108 of 1996.
Pretoria: Government Printer.

Republic of South Africa 1997. Batho Pele - ‘People First’ White Paper on Transforming Public Service
Delivery. In: DEPARTMENT OF PUBLIC SERVICE AND ADMINISTRATION (ed.). Pretoria:
Government Gazette.

Republic of South Africa 2011a. Green Paper: National Health Insurance in South Africa. In:
DEPARTMENT OF HEALTH (ed.).

Republic of South Africa 2011b. National Development Plan 2030. Our Future-make it work. In:
PRESIDENCY, T. (ed.). Pretoria: Manuel, T.

Republic of South Africa 2015. National Health Insurance for South Africa. Towards Universal Health
Coverage. In: HEALTH., D. O. (ed.). Pretoria.

Riel, M. & Lepori, K. 2014. Analysis of reflections of action researchers. Educational Research for
Social Change (ERSC), 3, 52-74.

Rigby, L.Wilson, I.Baker, J.Walton, T.Price, O.Dunne, K. & Keeley, P. 2012. The development and
evaluation of a 'blended' enquiry based learning model for mental health nursing students:
"making your experience count". Nurse Educ Today, 33, 303-308.

Ross, J. 2007. Occupational Therapy and Vocational Rehabilitation, Chichester, England, John Wiley +
Sons.

Ross, P. J. 1982. Basic Work Assessment and Rehabilitation Procedures Especially Relevant to
Returning the Disabled to Work as Quickly as Possible. British Journal of Occupational
Therapy, 45, 270-272.

Schultz-Krohn, W. & Pendleton, H. M. 2013. Pedretti's Occupational Therapy: Practice Skills for
Physical Dysfunction, Elsevier.

Sellars, M. 2012. Teachers and Change: The Role of Reflective Practice. 3rd. International Conference
on New Horizons in Education. University of Newcastle, Callaghan, NSW 2308, Australia

Sewpersadh, U.Lingah, T. & Govender, P. 2016. Job satisfaction among Occupational Therapists.
South African Journal of Occupational Therapy, 46, 6-8

Page | 151



Sims, J.Rouse-Watson, S.Schattner, P.Beveridge, A. & Jones, K. M. 2012. To Drive or Not to Drive:
Assessment Dilemmas for GPs. International Journal of Family Medicine, Article ID 417512,
1-66.

Stein, F.Rice, M. S. & Cutler, S. K. 2013. Clinical Research in Occupational Therapy, United States of
America, Delmar Cengage Learning.

Strasheim, P. & Buys, T. 1996. Vocational rehabilitation under new constitutional, labour and equity
legislation in a human rights culture. South African Journal of Occupational Therapy, 26, 14-
28.

Stringer, E. T. 2014. Action Research, California, SAGE.

Sumsion, T. 2006. Client-centred practice in occupational therapy: A guide to implementation
Edingburgh Elsevier.

Swanepoel, J. M. 2010. Job Satisfaction of Occupational Therapist in the Public Health Sector, Free
State Province. Magister Degree in Occupational Therapy, UFS.

Tarrant, P. 2013. Reflective Practice and Professional Development, Edinburgh University, SAGE
Publications.

Thom, A. 2012. Healthcare needs surgery if NHI is to work. Mail&Guardian, 12 to 18 October.

Thorpe, A. & Garside, D. 2015. (Co)Meta-Reflection as a Method for Management and Professional
Development Social Science Research Network, SSRN: http://ssrn.com/abstract=2662574.

Townsend, A. 2013. Action Research: The Challenges Of Changing And Researching Practice., UK,
Open University Press.

Trochim, W. M. 2006. The Research Methods Knowledge Base, 2nd Edition., Internet
www.socialresearchmethods.net Atomic Dog Publishing, Cincinnati, OH.

Tutu, D. 2012. No Future Without Forgiveness., RSA, Random House.

van Biljon, H. 1994. The Relevance of the Valpar in the SA context. South African Journal of
Occupational Therapy, 24, 16-19.

van Biljon, H. 1997. Occupational Therapy, the New Labour Relations Act and Vocational Evaluation:
A Case Study. South African Journal of Occupational Therapy, 27, 23-30.

van Biljon, H. 2013. Occupational Therapists in Medico-Legal Work - South African Experiences and
Opinions. South African Journal of Occupational Therapy, 43, 27-33.

van Biljon, H. 2016. Transforming vocational rehabilitation in public healthcare. OTASA Congress
Harnessing the Changing Winds. Johannesburg.

van Biljon, H.Akhals, Z. & Mdakane, S. 2016. Reflecting on 2015: The Vocational Rehabilitation Task
Team (VRTT) of Gauteng takes a good look at a busy year. FOCUS Official Newsletter of
OTASA, 1, 3-5.

van Biljon, H.Casteleijn, D. & Du Toit, S. 2015a. Developing a vocational rehabilitation report writing
protocol - a collaborative action research process. South African Journal of Occupational
Therapy, 45, 15-21.

van Biljon, H. M.Casteleijn, D.Du Toit, S. H. J. & Rabothata, S. 2015b. An Action Research Approach
to Profile an Occupational Therapy Vocational Rehabilitation Service in Public Healthcare.
South African Journal of Occupational Therapy, 45, 40 - 47.

van Biljon, H. M. & Parkinson, C. 2015. Reflections on a year of Action: The Vocational
Rehabilitation Task Team (VRTT) Gauteng's critical reflection on their work in 2014. FOCUS
Official Newsletter of OTASA, 1, 11-13.

van Niekerk, L.Lorenzo, T. & Mdlokolo, P. 2006. Understanding partnerships in developing disabled
entrepreneurs through participatory action research. Disability and Rehabilitation 28, 323-
331.

Watson, J. 2005. A Meta-Reflection on Reflective Practice and where it leads, Oxford UK, Blackwell
Publishing.

Welskop, W. 2013. Action Learning in Education. Academy of Business Administration and Health
Sciences in Lodz. Poland.

Page | 152


http://ssrn.com/abstract=2662574
http://www.socialresearchmethods.net/

Whitehead, J. 2009. Generating living theory and understanding in action research studies. Action
Research, 7, 85-99.

Winter, R. & Munn-Giddings, C. 2005. A Handbook for Action Research in Health and Social Care,
London, Routledge.

Wood, L. & Zuber-Skerritt, O. 2013. PALAR as a methodology for community engagement by
faculties of education. South African Journal of Education, 33, 812-827

World Health Organisation 2013. Arguing for Universal Health Coverage. In: WHO (ed.). Switzerland.

Zeni, J. 1998. A Guide to Ethical Issues and Action Research. Educational Action Research, 6, 9-19.

Zuber-Skerritt, O. 2001. Action Learning and Action Research: Paradigm, Praxis and Programs,
Southern Cross University Press, Lismore, Australia.

Zuber-Skerritt, O. 2002. The concept of action learning. The Learning Organization, 9, 114-124.

Zuber-Skerritt, O. 2005. A Model of Values and Actions for Personal Knowledge Management
Journal of Workplace Learning, 17, 49-64.

Zuber-Skerritt, O. 2007. Leadership development in South African higher education: The heart of the
matter. South African Journal of Higher Education, 21, 984-1005.

Zuber-Skerritt, O. 2009. Action Learning and Action Research. Songlines through Interviews,
Rotterdam, Netherlands, Sense Publishers.

Zuber-Skerritt, O. & Fletcher, M. 2007. The quality of an action research thesis in the social
sciences. Quality Assurance in Education, 15, 413-436.

Zuber-Skerritt, O.Fletcher, M. & Kearney, J. 2015. Professional Learning in Higher Education and
Communities: Towards a New Vision for Action Research, London, Palgrave.

Page | 153



Appendix A

ST
B
N

M13064Y
R14/49 Ms Hester van Biljian

HUMAN RESEARCH ETHICS COMMITTEE (MEDICAL)
CLEARANCE CERTIFICATE NO. M130649

NAME: Ms Hester van Biljon
{Principal Investigator)
DEPARTMENT: Qccupatonal Therapy

School of Therapeutic Sciences

PROJECT TITLE: - Transforming Vocational Rehahilitation in
Occupational Therapy Depariments in Gauteng
Public Health Care through Action Research
and Mentoring

DATE CONSIDERED: 281052013
DECISION: Approved unconditionally
CONDITIONS:

SUPERVISOR: Dr Dalzen Castal n
APPROVED BY: & t g

Prafessor PE Cleaton-Junes. Chairperson. HREC (Medical]

DATE OF APPROVAL: 0Z/08/2012

This clearance certificate is valid for 5 years from date of approval. Extension may be applied for.

DECLARATION OF INVESTIGATORS

Tz be completed n duplicate and ONE COPY raturned ta the Secratary in Ranom 10004, 10th fiaor, Senate Hause
Uniwersity.

liwee fully understard the conditions under which | amfwe are authorized to carry out the above-mentioned research
ard I'we ungeriake to ensure compliznce wath these conditions, Sheule any depariure be centamplatac, Irom the
resazrch protocal as approved. Mwe undertake Lo resubmit the applicalion to the Committee | agree to submit a
ear rogress report.

Princ pal Investigaler Signalura M1306430ate

PLEASE QUOTE THE PROTOCOL NUMBER IN ALL ENQUIRIES

Page | 154



Information Sheet for the research inquiry titled:

Transforming the Vocational Rehabilitation Services of Occupational Therapists
in Gauteng Public Healthcare through Action Learning Action Research

I'd like to invite you to take part in this Action Learning Action Research (ALAR) inquiry. The
reason for this research is to improve the vocational rehabilitation services of occupational
therapists in Gauteng’s pubic healthcare. Working is an important aspect of adults’ lives and the
vocational rehabilitation services occupational therapists offer in Gauteng’s public healthcare is
not functioning optimally. The research question arose: Can ALAR transform the vocational
rehabilitation services occupational therapists offer in Gauteng’s public healthcare?

Action research is a collaborative and practice based research method and action learning a
form of experimental learning where learning takes place in real time practice and groups. The
Vocational Rehabilitation Task Team (VRTT) and the researcher will form a collaborative
research team using ALAR to identify and address vocational rehabilitation practice problems. A
four year research tenure is foreseen, during which time multiple action research cycles will be
run and action learning will take place.

There are no risks involved in the study. There is no remuneration but you can expect the
benefits of professional and personal growth and development. Participation is voluntary and
refusal to participate or discontinuation of participation will involve no penalty or loss of
benefit to which you would otherwise be entitled.

Please note that every effort will be made to keep personal information confidential through
coding and the use of pseudo-names. However: Absolute confidentially cannot be guaranteed
as dissemination of results may lead to individual/cohort identification.

Contact Details of Researcher: Hester van Biljon, Occupational Therapist, Tel 0117263658 or
vanbiljion@mijvn.co.za

Contact Details of Research Ethics Committee administrator and chair for the reporting of complaints or
problems: Anisa Keshav, Wits Research Office, 0117171234 or anisa.keshav@wits.ac.za
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Informed Consent Form - General

Contact Details of Researcher: Hester van Biljon, Occupational Therapist, Tel 0117263658 or vanbiljon@mjvn.co.za

Contact Details of Research Ethics Committee administrator and chair for the reporting of complaints or problems:
Anisa Keshav, Wits Research Office, 0117171234 or anisa.keshav@wits.ac.za ’

I hereby confirm that I have been informed by the researcher, Hester van Biljon, about the
nature, conduct benefits and risks of the study entitled: Transforming the Vocational
Rehabilitation Services of Occupational Therapists in Gauteng Public Healthcare through Action
Learning Action Research.

I have also received, read and understood the information in the participant information sheet
regarding this study. I am aware that the data from the study will be processed into a thesis
and could be disseminated in other forms.

I am aware that due to the nature of action research and action learning no claim to
confidentially can be made. I hereby give consent that my contribution to and participation in all
aspects of the study can be used by the researcher for research related purposes. I am aware
that the information that I provide may be used in future studies.

I may, at any stage, without prejudice, withdraw my consent and participation in the study. I
have had sufficient opportunity to ask questions and (of my own free will) declare myself
prepare to participate in the study.

I understand that although the study foresees no danger of such occurrence, I cannot hold the
University of the Witwatersrand and the researcher responsible for any damages, injuries or
discomforts incurred and undertake to treat all fellow participants with respect and
consideration.

Participant:

Printed name Signature Place Date and Time

1, Hester van Biljon, herewith confirm that the above participant has been fully informed about
the nature, conduct and risk of the above study.

The Researcher:

Printed name Signature Place Date and Time
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Informed Consent as Critical Friend/ Expert

Contact Details of Researcher: Hester van Biljon, Occupational Therapist, Tel 0117263658 or
vanbiljon@mjvn.co.za .
Contact Details of Research Ethics Committee administrator and chair for the reporting of complaints or
problems: Anisa Keshav, Wits Research Office, 0117171234 or anisa.keshav@wits.ac.za

I hereby confirm that I have been informed by the researcher, Hester van Biljon, about
the nature, conduct benefits and risks of the study entitled: Transforming the
Vocational Rehabilitation Services of Occupational Therapists in Gauteng
Public Healthcare through Action Learning Action Research

I have also received, read and understood the information in the information sheet
regarding this study and I understand the reason for and extent of my participation as
an expert or critical friend to this study. I am aware that the data from the study will be
processed into a thesis and could be disseminated in other forms.

I hereby give consent that my contribution to and participation in all aspects
of the study can be used by the researcher for research related purposes.

I hereby give consent that my name may be used as acknowledgement of
my contribution in all forms of publication.

I am aware that the information that I provide and any form of contribution may be
used in future studies. I may, at any stage, without prejudice, withdraw my consent. I
have had sufficient opportunity to ask questions.

Participant:

Printed name Signature Place Date and Time

I, Hester van Biljon herewith confirm that the above participant has been fully informed
about the nature, conduct and risk of the above study.

The Researcher:

Printed name Signature Place Date and Time
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Informed Consent Form - Mentoring

Contact Details of Researcher: Hester van Biljon, Occupational Therapist, Tel 0117263658 or vanbiljon@mjvn.co.za

Contact Details of Research Ethics Committee administrator and chair for the reporting of complaints or problems:
Anisa Keshav, Wits Research Office, 0117171234 or anisa.keshav@wits.ac.za

I hereby confirm that I have been informed by the researcher, Hester van Biljon, about
the nature, conduct benefits and risks of the study entitled: Transforming the
Vocational Rehabilitation Services of Occupational Therapists in Gauteng
Public Healthcare through Action Learning Action Research

I have also received, read and understood the information in the participant information
sheet regarding this study. I am aware that the data from the study will be processed
into a thesis and could be disseminated in other forms.

I am aware that the researcher, Hester van Biljon (PhD candidate), will act as mentor
applying action learning and action research principles. I hereby give consent to be
mentored by her and that my contribution to and participation in all aspects of the
study can be used by the researcher for research related purposes. I am aware that the
information that I provide may be used in future studies.

I may, at any stage, without prejudice, withdraw my consent and participation in the
study. I have sufficient opportunity to ask questions and (of my own free will) declare
myself prepare to participate in the study.

I understand that although the study foresees no danger of such occurrence, I cannot
hold the University of the Witwatersrand and the researcher responsible for any
damages, injuries or discomforts incurred and undertake to treat all fellow participants
with respect and consideration. g

Participant:

Printed name Signature Place Date and Time

1, Hester van Biljon herewith confirm that the above participant has been fully informed
about the nature, conduct and risk of the above study.

The Researcher:

Printed name Signature Place Date and Time
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Informed Consent for Audiotaping and Photographs

Contact Details of Researcher: Hester van Biljon, Occupational Therapist, Tel 0117263658 or vanbiljon@mjvn.co.za

Contact Details of Research Ethics Committee administrator and chair for the reporting of complaints or problems:
Anisa Keshav, Wits Research Office, 0117171234 or anisa.keshav@wits.ac.za

I hereby confirm that I have been informed by the researcher, Hester van Biljon, about
the nature, conduct benefits and risks of the study entitled: Transforming the
Vocational Rehabilitation Services of Occupational Therapists in Gauteng
Public Healthcare through Action Learning Action Research

I have received, read and understood the information in the participant information
sheet regarding this study and I understand that audiotapes and photographs will be
taken when and where relevant. I am aware that the data from the study will be for a
thesis and could be disseminated in other forms. I hereby give consent that my
contribution to and participation in all aspects of the study can be
audiotaped, photographed and used by the researcher for research related
purposes.

I am aware that the information that I provide as well as the audiotapes and
photographs may be used in future studies. I may, at any stage, without prejudice,
withdraw my consent. I have sufficient opportunity to ask questions.

Participant:

Printed name Signature Place Date and Time

I, Hester van Biljon herewith confirm that the above participant has been fully informed
about the nature, conduct and risk of the above study.

The Researcher:

Printed name Signature Place Date and Time
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Occupational Therapy Association of South Africa

10 wnom It may concern,

On behalf of OTASA |, Sylvia Birkhead, editor of the Focus newsletter which is produced for
members of the Occupational Therapy Association of South Africa (OTASA), give copyright
permission/clearance to Hester van Biljon, to include articles submitted by her and published in the
Focus during the time of her research, in her PhD thesis titled: “Transforming Vocational
Rehabilitation in Occupational Therapy Departments in Gauteng public healthcare through Action

Learning and Action Research.”

These articles record information generated in her research and are proof that she has shared and
disseminated information to make it available to peers and other interested or knowledgeable persons
who could comment on and “test” it. The articles are as follows:

1. van Biljon HM. Ethics and Legal Implication for Vocational Rehabilitation Practice: a Basic Understanding. FOCUS Official
Newsletter of OTASA, 2013; 1: 14-6.

2. van Biljon HM. The Work-Link ADL Screening Tool. An activities of daily living screening tool for vocational rehabilitation
practice. FOCUS Official Newsletter of OTASA, 2013; 3: 33-5.

3. van Biljon HM, Rabothata S. "How do we go about starting a work unit?"Advice and guidelines from experts in vocational
rehabilitation. FOCUS Official Newsletter of OTASA, 2014; 1: 11-6.

4. van Biljon HM. Using MODAPTS tasks in Public Healthcare's Clinical Settings. FOCUS Official Newsletter of OTASA,
2014; 3: 9-15.

5. van Biljon HM, Parkinson C. Reflections on a year of Action: The Vocational Rehabilitation Task Team (VRTT) Gauteng's
critical reflection on their work in 2014. FOCUS Official Newsletter of OTASA, 2015; 1: 11-3.

6. van Biljon HM, Moleofane B. Reflections of Working in Gauteng's Public Healthcare. FOCUS Official Newsletter of
OTASA, 2015; 2: 12-5.

7. van Biljon HM. Positioning occupational therapy’s vocational rehabilitation intervention within the management of Spinal
Cord Injuries (SCI). FOCUS Official Newsletter of OTASA, 2015;3:14-5.

8. van Biljon HM, Burger E. The First AFSCIN (African Spinal Cord Injury Network) Congress in Gaborone, Botswana — 2nd
to 4t November 2015: “Working in Africa with a Spinal Cord Injury.” FOCUS Official Newsletter of OTASA, 2015;3:38

9. van Biljon HM, Akhals Z, Mdakane S. Reflecting on 2015: The Vocational Rehabilitation Task Team (VRTT) of Gauteng
takes a good look at a busy year. FOCUS Official Newsletter of OTASA, 2016; 1: 3-5.

Regards

Sylvia Birkhead, Editor of Focus, OTASA’s official Newsletter
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South African Journal of Occupational Therapy

To:  Hester van Biljen
From: Dr Marjene Concha

Editor

South Alfcan Journal of Occupational therapy
Date: 18/716

Re: Copy right articles published in SAJOT

Permission is heraby given for Hester van Biljon to include tha following articles as published
in SAJOT:

1. van Biljon HM, Castelsijn D, Du Tait SHJ, Saulsby |. Opinions of Occupational
Therapists on the Positioning of Vocational Rzhabilitation Services in Gauteng Public
Healthcare. SAJOT, 2016; 1(1).

2. van Bijan HM, Casteleijn D, Du Toit SHJ, Rabothata S. An Aciion Research
Approach to Profile an Ocrupational Therapy Vocational Rehabilitation Service in
Public Healthcare. SAJSOT, 2015; 45(3): 40 - 47

3 van Bijon HM, Castesijn D, du Toit SHJ. Developing a vocaticnal rehabiltation

‘epart writing protocol - a collaborative action research process. SAJOT, 2015 45(2):
15-21.
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Back volumes 1-52
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Dear Hester van Biljon,

We hereby grant you permission to reproduce the below mentioned material in print and
electronic format at no charge subject to the following conditions:

1. If any part of the material to be used (for example, figures) has appeared in our
publication with credit or acknowledgement to another source, permission must also be
sought from that source. If such permission is not obtained then that material may not be
included in your publication/copies.

2. Suitable acknowledgement to the source must be made, either as a footnote or in a
reference list at the end of your publication, as follows:

“Reprinted from Publication title, Vol number, Author(s), Title of article, Pages No.,
Copyright (Year), with permission from IOS Press”.
The publication is available at I0S Press through http://dx.doi.org/[insert DOI]

3. This permission is granted for non-exclusive world English rights only. For other
languages please reapply separately for each one required.

4, Reproduction of this material is confined to the purpose for which permission is hereby
given.
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Carry Koolbergen (Mrs.)
Contracts, Rights & Permissions Coordinator
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IOS Press BV
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1013 BG Amsterdam
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Appendix D

Vocational Rehabilitation Practice Profile Tool

Introduction to using it in Gauteng public healthcare

“It is the ethiral dimencions of individuals that are essential to 3 health system’s success. Ultimately, the secret of

quality is love. You have to love your patient, you have to love your profession, you hawve to lowve your God. If you
hawe love, you can them work backward to monitor and mmprove the system ™ - Avedis Donabedian

Dear Colleague,

we have conuwitted opurselves to helping you bmprove the vocational
Rehabilitation Services offered in Gauteng’s public healtheare. We acknowledge
that ocoupational therapists ln public healtheare have wnique extermal and
intermal challenges. We want you to kwow that you are wet alone in facing
these challenges. We have every confidence in Your ability to offer an efficient,
effective and comprehensive vocational Rehabilitation Service.

To help You with this, we would Like to share with pou a tool that yYou can use to
profile your vRS. it was developed by us within public healtheare practices to
ensure that it is relevant to Your practice context. Using this prefile tool allows
You to take an objective look at what your service offers as well as what it
could/should Lock Like. You cawn also use the tool to help You with plawning, goal
setting, policy making, quality) management and research.

You can help us by using the profile tool and writing down any suggestions,
idens, questions you have, thew sending these to us At waalil o @i vin co Z0

This way we can malke sure that the profile tool comtimuously evolves, remaing
relevant, ensy to use and helps occupational therapists Ln public healtheare to
offer the kind of VRS that we can all be prowd of.

rRegards Vocational Rehabilitation Task Team (VRTT), qauteng

(Next review will be done Decenber 2016)

1 | Vocational Rehabilitation Practice Profile Tool
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Appendix E

GAUTENG PROVINCE

s HEALTH
sl =3 REPUBLIC OF SOUTH AFRICA

Report Writing Protocol for Vocational Rehabilitation Services

in Gauteng Public Healthcare
“This is how you do it: you sit down at the keyboard and you put one word after another until
it’s done. It's that easy, and that hard.” — Neil Gaiman

Dear Colleague,

We hope that you see this protocol as a guide to help you write vocational rehabilitation
reports. We have undertaken to familiarize all new occupational therapists with it and to
review it once @ year. It is our resolve to manage the standard and address the difficulties of
writing reports for vocational rehabilitation services in public healtheare. we want to
emphasize that this protocol is not @ guarankee that great veports will be written or wo envors
will be made. That responsibility rending yours. This protocol is our acknowledgement that
occupational therapists in public healthcare have unique external and internal challenges
when it comes to writing vocational rehabilitation reports. We want you to Rnow that yow are
wot alowe in facing these challenges and that we have confidence in your ability to improve
awd/or acquire the skills to write good vocational rehabilitation reports giud spend the Least
possible time doing so.

To help us with helping yow: use the protocol and the templates, and send us any
suggestions, ideas, questions and/or difficulties you have to naazwesn. chrahim@omail.com..
Together we can make sure that this protocol continuously evolves and remaing a relevant,
easy to use docwment that helps occupational therapists be proficient and productive
vocational rehabilitation report writers.

Reoards

Vocational Rehabilitation Task Team (VRTT), Gaukeng

Decomber 2015 (Next date of Review: Decenber 2016)

Report Writing Protocol

Page 1
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OCCUPATIONAL THERAPY PROTOCOL FOR

SCREENING AEILITY TO DRIVE
“The one thing that unites all human beings, regardless of age, pender, religion, economic status, or ethnic
badkground, is that, deep down inside, we all believe that we are above-average drivers.” — Daye Barry

Bear ColleAgues

W hope Wou see this protocol As @ guide to help [ou sertgn your patisnts’ ability to drive a
weptor vehicle. W realize the buportanes and necessity of driving awd that pecupational
therapists are oftew asked to be Lavolved e the desision-naking process rigarding ability
to drive. At the same time, we realise that there are cwnvently wo ouidelines to help
peuphtional therapists bn Sauteng public henltheare to wnderstang the edent to which
they cam become bnvplvid bn such decision-making or how to go about doing this.

with this protocol we hope to offer sone practical guidelings for you to:

1. Understand your position within the process of establishing a patient’s ability to drive.
2. Provide you with an easy to follow process of how to screen for and lndicate your
patient’s ability to drive @ nwtor vehicle.

This protocol cam be used by any qualified registered oecupational therapist, bn any adult
pecupational therapy practice and at Awyy Level of public healtheare in Gawteng.

To assist us with helping pou, please use the protocsl and share any sunoestions, idens,
gquestions andsor difficulties you have with ws at puarlans robus®ampil o, .

Wit wadertakee to review this protocol gvery) year, making sure it continuously svplves and
rewding a relevant, easy to use docwment that helps therapists to be proficient in the
seresning of thelr patients’ ability to drive.

Resards

vocatipnal mehabilitation Task Team (VRTT), qaukeng

Decendier 2005 (Mexk review date L Decsmber 2016)

Driver Soreening Protocol — Vocational Rehabilitation Task Team, Gauteng

Page | 167



Appendix G

O VOLUNME 2 | O 2014

Focus

OFFICIAL NEWSLETTER OF OTASA

POCUS Editor For sny OTASA queriec

Sytvia Nakchead Al Kietmasn o ¥-knm Costine
Tex AT (@R1-488 1 Tat 27 U282 S48T
Calt: 427 (O3-247 3328 Yax: S27 08 651 308
Tmal: Bhvagcoe com lzad:

INDEX
Editor’s message 2

Third place for research at the international inter-professional
wound care course (ITWCC) — submitred &y Tamryn Fivian.

2
Membership update — submitted 3y Helen Buchanan 3
The Kitty Roos Memory Room — submitted By Lizl van Eeden ..... 3
Vocational Rehabilitation in the Public Sector — A Gauteng Provincial

Health Initiative — submitted by Naazneen Ebrahim and Claudetse Parkinson ........_. 6
Using MODAPTS tasks in Public Healthcare’s Clinical Settings — submirtad by
Haster van Bifjon 9
Evidence Based Practice — A free bibliographic evidence datsbase for

occupational therspists — submitted by Helen Buchanan 16
News from the University of Pretoria — submiitted by Corrianne van Wise................ 17
Sensory Profile — submitted by Chanette van der Merwe and Alet Mari K= ........ 17
Stella Momtford — a tribate — submitted By Iyn Watson 19
Memorandum on Certificate of Need: Prepared for OTASA - fune 1914 —

submitted by Elsabé Klinck 20
Drive and Thrive Exhibition — submitted by Caroline Rule 2
Ready, Steady, Grow! — submitted By Celeste Zeaman 25
The Model of Creative Ability beyond South Africa —

submitted By Wendy Sherwood 25
OTASA News

Prizes awarded at the OTASA Congress in Cape Town 2
OTASA Council feedback 27
News from POTS 2
News from INSTOPP, 29
News from Research Committee 2
BRANCH News:

News from Mpumsalangza. EY)

Focus - dugust 2014 1
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REPUBLIC OF SOUTH AFRICA

MODAPTS user manual for Occupational Therapy Practice
“How many seconds does it take to win second? As many as it takes to win first—if you don’t use them
ley..—“m n’ln,dmnﬁ' mm‘ ﬂt mm’ m‘m‘ i

Dear Colleague,

We hope that youw sez this as @ guide to help you use MODAPTS as part of the vocational vehabilitation
sereening tool and [n your geneval sccupationl therapy practices. MODAPTS is an affordable,
effective, easy to use tool that yow can use to develop a predetermined time standard for activities
relevant t your practice and patient population.

We acknowledgement that pceupational thevapists n public healtheare have unique external and
intermal challenges; varying Levels of MODAPTS competence bebng one of thewe. For that veasom we
have tried to give You some basic MODAPTS background, & few MODAPTS tasks and shwple step by
step lnstruction on how to develop Your own MODAPTS activities.

We wank you to know that you Gre not alone and that we will help yow address any challenges. We
have confldence in Your ability to incprove and/or acquire the skills necessary to implement
MODAPTS bnto your prackice. It however remalns your responsibility to do so and access the
assistance we offer.

To help us with helping you: use the booklet, the MODAPTS tasks enclosed and develop your own.
Share your expeviences with us and send any MODAPTS tasks you developed, suggestions, (deas,
questions and/or difficulties you have to parkinsonclaudette@amall com .

Together we can make sure that MODAPTS becowss A part of our prictices and helps us be proficlent
and productive occupational thevapists.

Rregards

vocational Rehabilitation Task Teaw. (VRTT), Gauteng

(Next date of Review: Decowmber 2016)

1 I MODAPTS
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Doing a Basic Assessment of Ability to Work

in Gauteng Public Healthcare
“Ya gots to work with what you gots to work with.”- Stevie Wonder

ear Colleaguwes,

Wi hope that you 22 this as a guide to help pou Assess the ability to work of the patisnis you
see where you practiee. Wit acknowledgenent that sceupational therapiste tn public healtheare
have unique exteraal and Laterwal challewges, whin it conces to assessing ability to work. Wi
WHWE You to Rinow thatt You are not Alowe in facing these challenges. we also have confidence
b Jour ability to Duprove and/or acquire the skills to do good work: fssessiments whert you
art and with the resourees ovailable to you.

W wink to gphasize that these guidelings are wot A guarfntes that great worke ASsEssments
will be dowe. That responsibility) remains yours. it is our resolve to manage the standard and
address the diffisudtios peepational thevapiste Dw public healtheare experisnes whew acked to
do o work aesessmugnt, Wi hove undertakes to famdiliarize all wew pecupational therapists
with these guidelings and to review it onee @ ear.

To help us with helping you send us any suggestions, ideas, guestions and/or diffieulties
you have t paazisen thrahing®amail com, Tt wialy we can make sure that these guidelings
continupusly tvobe and rowdin relevant and nsy to wse. Together we cOn gasure that
pecupational therapists consolidate their reputation of being proficient assessor of abilicy to
wiorke.

Régarde

wocational Rehabilitation Task Term (VRTT), Gauteng

= December 2005 (Mext date of Review: Decaber 2018)

Basic Assessment of Ability to Work

Page 1
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Supervising Undergraduate Occupational Therapy Students in
Vocational Rehabilitation

A user manual for Gauteng’s Public Healthcare

"Tell me and | forget, teach me and | may remember, involve me and I learn.” — Benjamin Franklin

bear Collemaue,

Wit hope jou see this as a guide to help yow clinieally supervise ocoupational therapy studonts in
wvpeatlonal rehabilitatiow b Sauteng's public healtheare. Youy conkribubion ln preparing fubure
occuprtional theraplsts is buportant. Remenber, today's student is tomorrme's colleague

we aekmowledoe that pecupational therapists bn public bealtheare have wniaue exkernal and uternal
ehallenges when [k cowees o the supervision of students. Wi als kewow that a5 clindelawns, tisa
challewge to sucpervise students L addition by powr usual ellnical and adminlstrative ditles. This s
Tuvther complicated by the fact that the taree aeadendc lnstibdims e Gauteng kave diffenot
resubrenents for shudent supervision and thelr students some with different levels of skeill snd
Rnpwledge ba vocational vekabilloation. For ek reason we have tried bo provide sowe basie gulselings
and share our kinpededne and experience with pow

Wit wiink Lou Ea lenow that you are not alowe and that we will help you address any challenges. We
have confisenes b pour ability to Duprove anel/or aeauire the skills necessary to clinfeally superse
windgr-gracuate students ln your practice. ik howevey rewalng lour responsibility to do sp owd aceess
the assistance we offer.

To belp us help pou, wuse this wanual and develap your o skills and expevionce. Send and share
pour experienses, bieas and suggestions with ws to bublanplerfpa@aall oo, 50 we st conkinue ko
inaprove pur collestive combributions towa s tae fubure of purprofession.

Reguvis

woratlowal Rekabilibation Task Teaw (VRTT), Sauteng

(Mo date of mevisw: Deeauber 2016)

1 I Student Supervision
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