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OPERATIONAL DEFINITIONS 

 

Community Service: Mandatory year of working in the public health sector following completion of 

the undergraduate training programme in SA (HPCSA, 2011). 

 

Evidence Based Practice:  It is the integration of the best research evidence, clinical expertise and 

patient needs that will result in the best patient outcomes (Melnyk, Fineout-Overholt, Stillwell, & 

Williamson, 2010).  

 

Appreciative Inquiry Approach: It is a process that explores, recognises, and creates improved 

processes in organisations by identifying their strengths for long term change and an improved future 

(Coghlan, Preskill, & Tzavaras Catsambas, 2003).    

 

High-Risk Infant: It is an infant that requires more than the standard monitoring, tests, interventions, 

and care offered to a healthy term new-born infant. This can include infants born pre- or post-term, 

those with inappropriate growth for gestational age, those who manifest signs and symptoms of 

systemic illnesses, metabolic abnormalities, or congenital malformations requiring early evaluation 

and treatment are known as “high-risk infants” (Lissauer & Carroll, 2017).  

 

Knowledge Translation: A dynamic and iterative process that includes the synthesis, dissemination, 

exchange and ethically sound application of knowledge to improve health, provide more effective 

health services and products, and strengthen the health care system (Straus, Tetroe, & Graham, 

2009).  

 

Neonatal Intensive Care Unit: Highly specialised environment that caters for the needs of extremely 

ill or at-risk infants providing life support and comprehensive care (Hunter, Lee, & Altimier, 2015). 

 

Neonate: A new-born infant, not more than twenty-eight days old (WHO, 2020).  

 

Occupational Therapy: Occupational therapy (OT) is a health profession concerned with enhancing 

health and well-being through occupation. The primary aim of OT is to empower people to participate 

in their activities of daily living as the focus is very client centred. OTs work with people and 

communities to develop their ability to engage in meaningful occupations or help by altering the task 

or environment to provide more support to assist successful engagement (HPCSA, 2011).  
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PREAMBLE 

 

This thesis is formatted as a Masters via Manuscript, which is in keeping with guidelines for 

submission within the College of Health Sciences at the University of KwaZulu Natal, Westville 

Campus, South Africa. It is comprised of an introductory section (Chapter 1), one manuscript 

formatted for a selected journal (Chapter 2) and a synthesis section (Chapter 3), as opposed to a 

traditional monograph format. The introductory chapter (chapter 1) outlines the background and 

purpose of the study as well as an overview of the relevant literature and methodology. Chapter 2 

reports the findings of the study in an original research manuscript for submission to the Scandinavian 

Journal of Occupational Therapy.  The synthesis (Chapter 3) outlines the conclusions formed and 

includes recommendations for the way forward.  

 

The candidate essentially followed the same process in terms of planning, conducting and preparing 

the research for examination with the same key milestones as for a traditional thesis. A proportion of 

the literature and methodology from the introductory chapter may appear in the manuscripts. This 

may lead to some repetition between the integrative material and the manuscripts, which is 

necessitated by virtue of the manuscript format.  
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ABSTRACT 

 

Introduction: Neonates are an at-risk population due to their increased susceptibility of mortality and 

morbidity. Occupational therapists have an important role in Early Childhood Intervention (ECI) and 

implementing Neurodevelopmental Supportive Care (NDSC) for high-risk infants whilst they are 

admitted in the Neonatal Intensive Care Unit (NICU). To the best knowledge of the author there is a 

paucity of literature available within the South African context in the use of evidence-based practices 

(EBP), and the integration of knowledge translation (KT) amongst occupational therapists who provide 

therapeutic management to high-risk infants and their families. Aim: This study aims to explore the 

knowledge to practice gaps experienced by occupational therapists who support high-risk infants in 

different levels of care in the public health sector of KwaZulu-Natal South Africa. Methods: A 

qualitative exploratory research design was used for this study. A nonprobability sampling technique 

was used. Seventeen occupational therapists who have more than two years of experience and are 

employed on a full-time basis in the public health sector of KZN participated in this study via online 

focus group discussions. Data were analysed using thematic analysis with inductive deductive 

reasoning, guided by a combined theoretical framework using the Appreciative Inquiry (AI) approach 

and KT process as a methodological orientation to the study. Research Ethics: Principles of 

confidentiality, autonomy, informed consent, beneficence, non-maleficence, and justice were adhered 

to. Participants were not of a vulnerable population and therefore support was not offered upon 

completion of the research discussions. Results: Five themes emerged in this study, namely, 

occupational therapy (OT) and neonatal care in the public health sector, Knowledge Acquisition and 

Knowledge Synthesis, Knowledge Translation/Utilization, Contextual barriers/adaptation, and the 

ideal OT in the ideal neonatal setting.  Therapists outlined the facilitators, inhibitors, referral pathways 

and their personal interests in OT neonatal care. Supportive management and multidisciplinary teams 

(MDT) were highlighted as facilitators in the hospital environment whilst OT staff shortages, 

insufficient undergraduate training in the field and a lack of funding for courses for postgraduate OT 

training were regarded as inhibitors to practice. OTs source and synthesise knowledge from multiple 

sources to integrate, utilise and translate into neonatal practice. Contextual barriers are identified in 

various levelled facilities with acquired neonatal knowledge being adapted by therapists for low 

resourced settings. Participants envision the dream of the ideal day and therapist to intervene with 

neonates in the public health sector of KZN. Conclusion: Findings have identified several knowledge-

to-practice gaps for OTs who support neonates in low resourced settings.  Therapeutic resources and 

funding for postgraduate training, an improvement in the undergraduate curriculum, and policy 

development appear to be necessary to inform a standard of care across the province. 

Keywords: Occupational therapy, knowledge translation, evidence-based practice, high-risk infant, 

neonates 
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CHAPTER 1:  INTRODUCTION 

 

1.1  BACKGROUND AND CONTEXT  

Globally it is known that an increased rate of mortality in children under the age of five years old, 

arises during the neonatal period (UNICEF, 2018). Neonatal mortality rates are influenced by preterm 

births, hypoxic-ischaemic encephalopathy (HIE), various neonatal infections, neonatal jaundice and 

complex congenital diseases. (Blencowe et al., 2016; Lawn, Cousens, Zupan, & Team, 2005; Lawn, 

Kerber, Enweronu-Laryea, & Cousens, 2010; Oestergaard et al., 2011). In 2018, global neonatal 

mortality rates decreased to 18 deaths per 1000 live births (Hug, Sharrow, & You, 2019). Global 

neonatal mortality rates in the year 1990 were 37, and 31 in the year 2000 per 1000 live births, 

respectively. This shows a 42-52% decline in the past 28 years (Hug et al., 2019). This significant 

decline is attributed to better antenatal care, skilled obstetric health care workers, effective post-natal 

care for mother and infant as well as quality health care services offered for infectious diseases, low 

birth weight and sick infants. However, neonatal mortality rates still remain high despite improvement 

in global efforts (Hug et al., 2019; Shung-King, Lake, Sanders, & Hendricks, 2019). Good health and 

wellbeing as part of the third Sustainable Developmental Goals (SDG) aim to reduce neonatal 

mortality to at least 1.2% per 1000 live births by the year 2030 (Griggs et al., 2013; UNICEF, 2019; E. 

W. E. C. WHO, 2015). Currently, neonatal mortality rates per 1000 live births stand at 28% in Sub 

Saharan Africa, 16% in Northern Africa, 25% in Central and Southern Asia and 3% in Europe and 

Northern America (Hug et al., 2019).  

 

In South Africa, an estimated 12% of neonates die per 1000 live births annually during the perinatal 

and first weeks of life (Richter et al., 2019). A further 23% of infants (over the age of 28 days) die per 

1000 live births annually in South Africa (Nannan et al., 2019). Neonatal mortality as a result of 

prematurity (49.2%), birth asphyxia (28%), congenital abnormalities (9%) and neonatal infections 

(8.1%) was the major contribution to under-five mortality rates in South Africa, keeping in line with 

global causes of neonatal deaths (Rhoda, Velaphi, Gebhardt, Kauchali, & Barron, 2018; Shung-King 

et al., 2019). Although infant mortality rates have decreased significantly over the past five years, they 

still remain high for a middle-income country like South Africa (Shung-King et al., 2019). The burden 

of neonatal and infant mortality and morbidity in low to medium income (LMIC) countries is influenced 

by an unhealthy and unsafe environment due to high levels of poverty and inequality. Inadequate 

nutrition, insufficient protection from violent crimes, an inability to access clean water, sanitation, early 

childhood development centres, education, and frequently needed health care services, contribute 

significantly to the burden of child mortality and morbidity in the South African context.  
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However, South Africa has made good advancement since the initiation of the Millennium 

Development Goals (MDG) in the year 2000. For 15 years the MDG’s drove change in decreasing 

levels of income inequalities and poverty, empowering women, improving access to water and 

sanitation in vulnerable communities, lessening child mortality and morbidity, fighting HIV/AIDS, and 

focusing on the improvement of maternal wellbeing by more than 50%. The MDGs influenced change 

in promoting early childhood intervention centres, free education for all quintile 1-3 primary schools,  

as well as compelling interest and buy-in from various government sectors to invest in forthcoming 

generations (United Nations, 2020). The gains achieved by the MDG’s were not entirely successful in 

reaching those who needed it the most. This resulted in disparities amongst many countries 

worldwide, especially developing countries. The SDG’s built on the groundwork of the MDG’s in the 

year 2012, to focus on global political, economic, and environmental difficulties, with the main 

emphasis being on future sustainability.  

 

The SDG’s are still a work in progress globally, as well as in South Africa in which insufficient 

consideration has been given to the prevention of infectious diseases that affect the health of our 

children, and the failure to determine the social aspects of child health in general. These factors are 

further impacted by high levels of poverty, unemployment and low accountability on the Constitutional 

Directive of Child Health and Welfare, implemented by the National Department of Health (Shung-

King et al., 2019). Children from Sub Saharan Africa and other low-income countries are still the worst 

affected in terms of meeting the SDG’s, regardless of South Africa achieving positive economic 

accomplishments as compared to any other country in Africa (UNICEF, 2019). South Africa 

additionally displays inequality in child health care between the more rural provinces (KwaZulu-Natal, 

Free State, Mpumalanga and Eastern Cape) as compared to urban provinces such as Gauteng and 

the Western Cape (Shung-King et al., 2019).  

 

Whereas child mortality rates have proven to have shown a significant decline over the past 20 years, 

there is a need to emphasise child morbidity. The results of preterm birth complications and other 

neonatal risk factors at birth may lead to a neurological injury that can result in long term cognitive, 

sensory, and motor impairments in infants (Aylward, 2014a; McCormick, Litt, Smith, & Zupancic, 

2011; Mwaniki, Atieno, Lawn, & Newton, 2012). Cerebral palsy (CP) is one of the highest cases of 

morbidity related conditions occurring in 2.5% of 1000 live births globally (Braun et al., 2016; Sellier 

et al., 2016; Shevell, Dagenais, & Oskoui, 2013; Smithers‐Sheedy et al., 2016). CP as a result of 

postnatal complications is more prevalent on the African continent and in South Africa particularly. 

This can be attributed to inadequate antenatal care, children being born before arrival at health 

facilities, severe acute malnutrition and other diseases (CDC, 2019). CP is associated with multiple 

comorbidities per a 1000 live births, such as seizures (46.7%), impairments in language (43.5%), 

impairments in vision (25%), as well as cognitive impairments (24%) (Novak et al., 2013; Shevell et 
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al., 2013). Other comorbidities as a result of preterm births and other neonatal complications result in 

learning disabilities (29.7%), developmental delays, sensory processing disorders (20.9%), 

behavioural problems (13.1%), and various psychiatric disorders (autism, emotional disorders, and 

attention deficit hyperactivity disorder) (Bhutta, Cleves, Casey, Cradock, & Anand, 2002; Burnett et 

al., 2011; Johnson & Marlow, 2011; Lecuona, Raubenheimer, van Heerden, & van Jaarsveld, 2016; 

Mwaniki et al., 2012).  

 

There is a shortage of data available on the rates of morbidity, and the results of impairment or 

disability following neurological insults post preterm and full-term births in low to medium income 

countries as compared to high-income countries, although 98% of neonatal morbidity occurs in 

underprivileged countries. Therefore, this is indicative of the lack of emphasis that is placed on 

research in the retrieval of data concerning disability in these countries (Lawn et al., 2010; Mwaniki et 

al., 2012). Due to morbidity and its effect on occupational participation being a part of the Occupational 

Therapy (OT) scope of practice, it becomes imperative that early recognition of neurodevelopmental 

disorders and the care of the developing brain through neurodevelopmental supportive care (NDSC) 

is implemented in hospital neonatal intensive care units (NICU) and high care units so that the severity 

of morbidity may be reduced (Department of Health, 1974; Griffiths, Spence, Loughran-Fowlds, & 

Westrup, 2019; Roley et al., 2008). This will promote optimum growth, development and future 

educational opportunities for infants that are at risk. In general, there is a need for multidisciplinary 

team (MDT) intervention approaches to patient care. However, across the African continent and in 

South Africa, especially in the province of KwaZulu-Natal (KZN) there is a shortage of health care 

workers and rehabilitation therapists across all fields (Donald, Samia, Kakooza-Mwesige, & Bearden, 

2014; Ennion & Rhoda, 2016; Sherry, 2014). The lack of standardised cultural and language 

appropriate assessment tools in clinical practice and the lack of facilities that are specific to 

rehabilitation have been noted to be limited (Novak et al., 2013; Sherry, 2014; Shevell et al., 2013).  

 

NICU’s admit high-risk infants as a result of premature births, or other medical comorbidities. 

Neonates are a highly vulnerable population and are very reliant on the parent and the continuous, 

timeous care received from the MDT. NDSC is crucial, and it needs to be personalised to the 

neonate’s unique requirements and specific problems (Macho & Zukowsky, 2017). NDSC practices 

are being researched continuously and implemented across high to medium-income countries 

globally (Austin, Downing, & Hastings‐Tolsma, 2019). However, NDSC has not been widely studied 

or carried out within the South African context (Kenner & McGrath, 2004; Lubbe, 2010), especially 

within the public health sector where the majority of births emerge (The Council for Medical Schemes, 

2015).  Prematurity affects 1 in 9 live births (500 000 neonates per a year) in the United States, and 

between 12.5-20/1000 live births in South Africa, making it one of the major concerns in the public 

health sector (Brink, Gebhardt, Mason, Groenewald, & Odendaal, 2019; Lloyd & De Witt, 2013; March 
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of Dimes, 2013). NDSC lays a foundation for optimal developmental outcomes as the neonate is 

appropriately nurtured (Lubbe, 2010). Thus, the MDT involved in the care of the neonate has a vital 

role in implementing and tailoring NSDC guidelines to each family and infant (Browne, 2011).   

 

Presently, many NICU’s in LMIC’s, such as South Africa do not have a supportive extra uterine 

environment that encourages normal neurodevelopment (Lubbe, 2010; Rakhetla, 2015). Whilst 

evidently it is known that first world countries like the United States and the United Kingdom have 

specialised NICU’s promoting NDSC and specific practice guidelines for neonatal occupational 

therapists (Royal College of Occupational Therapists, 2017; Vergara, Anzalone, Bigsby, & Gorga, 

2006). The NICU is the safest environment for a premature or high-risk infant to be in post-birth due 

to the advanced technological equipment that assists in maintaining physiological homeostasis. 

However, it may also be unfavourable as it may pose as a risk to the developing brain  (Erdeve, 

Atasay, Arsan, & Türmen, 2008; Rakhetla, 2015; Vergara et al., 2006). An unsupportive environment 

puts the neonate at risk of irreversible neurological impairments as it becomes difficult to control 

disturbed sleep and wake states, emotional and behavioural regulation, high levels of noise, poor 

positioning, increased handling of the infants, and decreased opportunities for infant and parent 

bonding (Kardaş Özdemir & Güdücü Tüfekci, 2014; Lubbe, 2010; VandenBerg, 2007). NDSC assists 

the MDT in understanding the physiological and physical behavioural indicators of the new born infant 

in relation to the stressful NICU and high care environment (Browne, 2011; Vergara et al., 2006). 

NDSC is an approach that should be practised by all staff in the NICU, to influence the demanding 

NICU/high care setting to promote the effects of the intrauterine environment as closely as possible; 

ultimately this assists in promoting the overall development of the neonate (Lubbe, 2010; Nightlinger, 

2011).  

 

OT in the NICU/high care is a highly specialised and risky field of practice. Every neonate, their family 

and the unit in which they are admitted are different. Therefore the occupational therapist will need to 

have specific training, knowledge and skills to understand sensitive and complex medical diagnoses 

and the effect that it may have on the developing brain, this will ensure that interventions are safe and 

as effective as possible (Browne, 2011; D. Gorga et al., 1993; Nightlinger, 2011; Vergara et al., 2006). 

A barrier that the South African public health sector is facing is that the MDT is struggling in grasping 

the importance of practising NDSC strategies within the NICU/high care setting (Lubbe, 2010). A study 

by Rakhetla (2015), has recognised that several areas in numerous NICU’s in South Africa did not 

follow the guidelines of NDSC, as they lacked providing a simulation of the intrauterine setting as well 

as encouraging self-regulation of the infants. The transferring of knowledge in identifying behavioural 

cues in the premature infant was not shared amongst the MDT; interventions were governed by the 

biomedical model instead of prioritising the neurodevelopmental requirements of each neonate. 

Controlled and safe visitation from siblings and grandparents, communication channels with parents 
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and staff was inadequate, general staff shortages and aspects such as the provision of positioning 

materials and equipment was not always available (Butler, 2018; Lubbe, 2010). Thus, it is imperative 

that evidence-based practice in the NICU and high care units are implemented by the MDT, with a 

specific focus on the role of the occupational therapist as their vast knowledge in child development, 

and ideologies of holistic intervention strategies builds a basis for an exclusive and valued influence 

on the neonate in under-resourced environments within the public health sector of KZN.  

 

Rehabilitation therapists are expected to use clinical reasoning with careful, thoughtful and clear use 

of studying evidence-based practices (EBP) so that they can make knowledgeable choices that 

influence the treatment of their client’s (Menon, Korner-Bitensky, Kastner, McKibbon, & Straus, 2009) 

However, it has been acknowledged that there is a dearth in research evidence versus practical 

application in clinical practices (Davis et al., 2003). Being able to recognise this gap has encouraged 

great interest in knowledge translation (KT) among researchers and clinicians, as KT allows for the 

giving, taking, and integration of concrete and practical applications within multifaceted organisations; 

therefore to bridge the gap between knowledge and practice it is integral that clinicians must be able 

to recognize which interventions are relevant in driving knowledge attainment in all clinical areas 

(Menon et al., 2009). As suggested by Miller’s pyramid, procuring knowledge is crucial as it builds a 

solid underpinning for encouraging transformation in the views, attitudes and practical skills of 

clinicians in treatment and goal setting (Miller, 1990).  

 

 

Figure 1 Miller's Pyramid (Miller, 1990) 
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This exploratory study thus seeks to explore, discover, and envision knowledge support for 

occupational therapists who work with neonates in the public health sector of KZN. This study may 

provide a baseline of valuable content and ideas, to encourage the development and implementation 

of EBP for occupational therapists who work within the NICU, high care units, kangaroo mother care 

units as well as, influence the general care of the high-risk infant.  

 

1.1 PROBLEM STATEMENT  

South African child morbidity statistics are high. It is known that one in five children (4.5 million) born 

in South Africa will have a long-term health condition (LTHC). The occurrence of congenital anomalies 

was a projected 6.8% (83 000) of all live births in the year 2012 (Woods, Aldous, Christianson, & 

Malherbe, 2016). It is estimated that 1.15 million of South African children are diagnosed with 

developmental, cognitive, sensory, and movement difficulties, with a significant amount being 

congenital (Olusanya et al., 2018; Statistics South Africa, 2014). There is insufficient morbidity 

statistics available in South Africa for infants and children up to the age of five years old, with available 

statistics focusing only on infant and child mortality rates. In the province of KZN there is a lack of 

statistics relating to morbidity in early childhood, with data focusing on disability prevalence as a whole 

within all age groups in the province (Maluleke, 2016). South Africa has a large number of children 

with LTHC’s, whose rights to survive, developing to their full potential and having access to basic 

health care is not being met by government and the communities in which they reside (Shung-King et 

al., 2019). OT in the NICU and high care units, therefore, needs to be strengthened in the 

management of the high-risk infant and the family, to decrease the severity of morbidity through early 

intervention and NDSC. 

 

It is known that the Department of Health (DOH) in the province of KZN is continually facing challenges 

due to the great need for maternal and child health services from increased fertility rates, extreme 

poverty, malnutrition and other psychosocial factors (Department of Health, 2017; Province of 

KwaZulu-Natal, 2016; Shung-King et al., 2019). It is estimated that 30% of infants will die early from 

complicated neonatal conditions; the remainder of this population will likely need a lifetime of MDT 

intervention which includes OT. Early childhood intervention (ECI) in the first thousand days of life is 

a period of high importance as the fundamentals of growth, ideal neurodevelopment, and good health 

outcomes are created (Cusick & Georgieff, 2016). Scientifically it has been proven that the period 

between conception and a child’s second birthday is crucial, and due to the increased risk of negative 

factors that may be experienced in low resourced environments, it may result in irreversible damage 

to the still-developing brain. The early identification and detection of neurodevelopmental 

complications in high-risk infants are critical, as it allows for timeous medical interventions to be 

implemented so that there are improved developmental outcomes (Cioni & Sgandurra, 2013). Health 

care professionals that provide early intervention are encouraged to have specialised training and 
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knowledge in the field, as this will allow for optimal treatment and effective implementation of treatment 

programmes (HPCSA, 2000). Currently, it is known that occupational therapists in the province of 

KZN, South Africa do not feel that they possess the skills and handling to work in highly challenging 

NICU’s and other units that admit at-risk infants due to incomprehensive undergraduate training, and 

private neonatal courses being unaffordable (Hardy, Govender, & Naidoo, 2020).  

 

A further gap that has been identified is that there is a lack of EBP norms, guidelines, policies or 

standard operating procedures in the management of the high-risk infant in the OT scope of practice 

within the public health sector of KZN.  It is known that many therapists have developed their own 

intervention guidelines for their specific contexts from various sources such as colleagues, the internet 

and textbooks (Hardy et al., 2020). Globally and in the South African context, research within nursing 

care practice and NDSC has been explored. Best Practice Guidelines (BPG) was developed by Lubbe 

(2010), for use in South African NICU’s for all health practitioners. The Limpopo Initiative for Newborn 

Care (LINC) is a partnership between the University of Limpopo and the Limpopo DOH to improve 

new-born care and services by providing resources, training, and mentoring to health workers in 

district health facilities in the Eastern Cape, Limpopo and the Free State provinces. The initiative aims 

to support health care facilities to improve their services to aid the optimal growth and development 

of infants (LINC, 2012). However, there are limited initiatives and literature available in South Africa 

with a focus specifically on the occupational therapist’s role with high-risk infants, as well as there 

being a lack of comprehensive guidelines to support the therapist with intervention in the NICU.  

 

A moratorium on therapeutic rehabilitation posts since 2016 in the province of KZN has placed a 

further burden on occupational therapist’s roles in the institutions in which they are employed. Not 

many facilities have full-time occupational therapists to supervise the work of junior staff, and 

therapists must prioritise their patient load with administrative duties and work in other clinical areas. 

Most occupational therapy services offered in health care facilities in KZN are by newly qualified 

therapists or OT community service officers (CSO). A study by Hardy et al. 2019, reports that CSO’s 

associated their initial work in the NICU as a negative experience due to the overwhelming 

environment. In South Africa, there are no speciality areas in the field of OT that are recognised by 

the Health Professionals Council of South Africa (HPCSA). In developed countries, occupational 

therapists require specialised training to work in the NICU (Altimier, Hunter, & Lee, 2015; Vergara et 

al., 2006). Therapists that do not enjoy working with paediatrics and CSO’s who do not have the 

practical experience and limited academic knowledge in working with neonates are required to service 

specialised clinical areas such as the NICU due to the severe staff shortages. It, therefore, becomes 

imperative that there is an understanding in the way that knowledge is shared and utilised amongst 

full time and junior therapists to ensure a standard of care in the management of the high-risk infant 

across the province. 
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In the last ten years, there has been an overflow of evidence relating to KT, with an agreement 

amongst stakeholders that it is imperative that knowledge be translated into action. In a scoping 

review conducted by Gagliardi et al., 2015, it was discovered that there had been limited studies 

indicating the benefits and results of KT strategies, as well as decreased practical research on how 

to integrate KT (Gagliardi & Dobrow, 2016). Implementation research was used to investigate the 

current practices of NDSC amongst the MDT who service the NICU in two public hospitals in the 

province of Gauteng South Africa (Jacobs, Cateleijn, & Lubbe, 2018). A study in the province of KZN 

South Africa, investigated the experiences of community service occupational therapists working in 

the NICU (Hardy et al., 2020). A gap has been identified within the South African context in 

recognizing how full-time occupational therapists working in the NICU/High care units integrate their 

clinical experiences with EBP in the care of the neonate. 

 

It is known that there is also a lack of research utilisation of EBP by occupational therapists who work 

in the NICU in the South African public health sector, with many therapists utilising various sources 

that may not be evidence-based or are currently outdated, which may pose to be harmful to the 

neurodevelopment of the high-risk infant (Hardy et al., 2020). Barriers that have been identified 

between the OT scope of practice and EBP have been attributed to unsupportive administration in 

the workplace (Humphris, Littlejohns, Victor, O'halloran, & Peacock, 2000), not having enough time 

to research EBP to integrate these findings into clinical practice (Bennett et al., 2003; Dysart & Tomlin, 

2002; Korner-Bitensky et al., 2006), and the lack of self-confidence, knowledge and skills by therapists 

in their ability to synthesise findings of EBP and apply it to the clinical setting (Bennett et al., 2003; 

Dubouloz, Egan, Vallerand, & von Zweck, 1999; Welch & Dawson, 2006).   

 

It is also known that there are no available EBP guidelines from the KZN Department of Health to 

support occupational therapists in the care of the neonate, which leaves therapists to find information 

to support their practice from sources that may not be evidence-based. There is a lack of collaboration 

and support between clinical occupational therapists, academics, and researchers within the NICU 

setting in the public health sector. If research and support within clinical settings were to be improved, 

it might promote the use of EBP in the care of the neonate. The exploration and use of KT in 

developing and determining the skills of occupational therapists in utilising EBP have been identified 

in previous studies in developed countries (Thomas & Law, 2013). However, it has not been explored 

with occupational therapists who support high-risk infants in the public health sector of KZN.  

 

Therefore, it becomes of utmost importance to investigate and understand what the current 

knowledge levels, strengths and abilities of occupational therapists are, how is knowledge shared 

amongst therapists and what drives the intrinsic motivating factors that allow them to perform to the 
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best of their abilities in caring for the infant at risk. This study will focus on exploring the utilisation of 

KT and EBP in the care of the neonate, as well as exploring knowledge enquiry, and the synthesis of 

the knowledge and skills that are attained amongst full-time occupational therapists who care for high-

risk infants in the public health sector of KZN.  

 

1.3   RATIONALE FOR THE STUDY  

 
Research has indicated that there is a limited understanding of the NDSC approach for high-risk 

infants (Lubbe, 2010; Rakhetla, 2015).  Sensory development during the perinatal period is a 

susceptible phase that occurs in a particular order; with each system maturing in its course (Graven, 

2000). Implementation of NDSC in NICU’s and high care settings during this period will have lasting 

consequences on a neonate's perceptual and behavioural development. In LMIC countries such as 

South Africa traumatic and premature births are the main reasons for an increase in neonatal mortality 

and morbidity rates (Beck et al., 2010; Hoque, Haaq, & Islam, 2011; Lubbe, 2010). Goal 3 of the SDG 

developed by the World Health Organisation (WHO) aims to decrease neonatal mortality rates by 

1.2% in 1000 births, as well as to reduce mortality in children below the age of five years before and 

until the year 2030 (UNICEF, 2018). The National Department of Health has prioritised and aligned 

itself with the SDG, in aiming to decrease maternal and child mortality rates (Department of Health, 

2017). A study in the province of Gauteng South Africa discovered that one of the reasons as to why 

neonatal mortality rates were high is attributed to a poorly skilled MDT  (Lloyd & De Witt, 2013). Other 

studies have deduced that the clinical outcomes of implementing NDSC during an infant’s stay in the 

NICU results in reduced morbidity in the initial four weeks of being admitted, a decreased amount of 

time in the NICU, and significant improvement in neurobehavioral functioning when discharged which 

ultimately leads to reducing the financial costs of the health facility (Lubbe, Van der Walt, & Klopper, 

2012). Previous studies have indicated that health workers need to be trained and knowledgeable in 

the care of the high-risk infant and their families to reduce morbidity and mortality outcomes 

(Knippenberg et al., 2005). Advancements in medicine have developed significantly over the last 

decade improving the medical outcomes of the neonate; therefore there needs to be a shift in focus 

from prioritizing survival also to include reducing consequences of morbidity to ensure an enhanced 

quality of life (Hinchliffe et al., 2013; Noble, 2003). Presently there is a dearth in the South African 

literature investigating opinions of the quality of care and the interventions that are sourced and 

utilised by the MDT with high-risk infants in the NICU (Butler, 2018).  

 

The WHO has also promoted the Nurturing Care Framework for Early Childhood Development, by 

endorsing a complete package of care with regards to child health, providing training and education 

to parents and caregivers, adequate food security, opportunities for education and ensuring the safety 

of children (Black et al., 2017; Shung-King et al., 2019; UNICEF, 2018). Since the MDT consists of 
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various professionals with their skills and knowledge in their field, they become an asset in being able 

to implement the Nurturing Care Framework effectively. It was suggested by the Paediatric Neonatal 

Work Group of South Africa in an address to the Department of Health that NDSC should be prioritised 

in the NICU so that the developmental outcomes of the neonate is enhanced (Lubbe et al., 2012). 

The sharing of skills and knowledge amongst therapists who are skilled in the field as well as with 

other members of the MDT ensures that the implementation of NDSC is optimised (Lubbe et al., 

2012). 

 

Currently, in the public health sector of KZN the amount of full time employed occupational therapists 

has decreased to 45%, with many institutions being managed by junior occupational therapists (KZN 

OT Forum, 2019a). For new therapists, the NICU/High care, is an intimidating environment to be 

working in without the supervision of a superior (Case-Smith, Allen, & Pratt, 1996; Hardy et al., 2020). 

The occupational therapist working in the NICU is required to have expert training in NDSC to be able 

to plan inclusive intervention, evaluation and discharge planning of the neonate, providing education 

to staff and families, as well as making fast, efficient and effective decisions (Hockenberry & Wilson, 

2018; Nightlinger, 2011; Royal College of Occupational Therapists, 2017). There is a scarcity of 

research available on the role and scope of occupational therapists within the NICU/high care in the 

South African context. A recent study by Hardy et al. 2019, discovered that occupational therapists 

found it challenging to establish their roles within the NICU; therapists also felt that they did not have 

the adequate skills and knowledge to work in the stressful NICU environment. The hardships 

experienced in the public health sector, especially with the high infant and child mortality and morbidity 

rates is an indication of the need to translate evidence-based knowledge into practice (Hoque et al., 

2011; Sherry, 2014). Therefore, it is essential that current clinical standards of care are determined 

before EBP can be applied (Robinson, 2000). This study is aimed at discovering the existing 

knowledge to practice gaps and visualizing the ideal knowledge to practice interventions for 

occupational therapists who support high-risk infants in the public health sector of KZN.  

 

1.4   RESEARCH QUESTIONS, AIMS AND OBJECTIVES 

 

1.4.1  Research Question 

• What is the knowledge to practice gaps of occupational therapists who work with neonates in 

the public health sector of KZN? 

• What do occupational therapists visualise as the ideal knowledge to practice interventions to 

be implemented within the public health sector of KZN?  
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1.4.2 Aim  

This study aims to explore the knowledge to practice gaps and the ideal knowledge to practice 

interventions of occupational therapist’s working in neonatal care in the public health sector of KZN.  

 

1.4.3 Objectives 

• To explore what factors, motivate occupational therapists to work with neonates 

• To explore how occupational therapists source information and knowledge to support the 

therapeutic management of the neonate. 

• To explore how occupational therapists, synthesise and sustain knowledge to translate it into 

practice with neonates.  

• To explore how occupational therapists overcome barriers, and what enables them to adapt 

their intervention strategies to their specific contextual needs.  

• To explore the desires and dreams of the ideal occupational therapist who provides neonatal 

intervention.   

 

1.5 OVERVIEW OF THE LITERATURE 

 

1.5.1  Introduction  

Preterm infants and neonates that are considered high risk due to birth traumas and other medical 

comorbidities are admitted in NICU’s and high care units for further management. These units have 

innovative medical equipment, a team of specialists and other members of the MDT, to ensure the 

best possible care of the infant (VandenBerg, 2007). However, cases of morbidity and poor 

neurodevelopmental outcomes remain high; this may be attributed to a substandard implementation 

of NDSC in simulating the NICU/high care environment to that of the inter-uterine environment  

(McCormick et al., 2011; Ramachandran & Dutta, 2013; VandenBerg, 2007). This literature review 

will provide an outline of NICU and OT practice in a global and South African context, the current level 

of neonatal training received by occupational therapists, and knowledge translation in occupational 

therapy and neonatal care. The University of KwaZulu-Natal’s libraries, google scholar and peer-

reviewed articles shared by the research team of the more extensive study was utilised as a literature 

source. Phrases such as occupational therapy, knowledge translation, NICU, Neurodevelopmental 

supportive care and prematurity assisted in sourcing literature from the search engines.   

 

1.5.2  Knowledge Translation (KT) in Health Care   

Many resources are dedicated to research in the field of health sciences. A common discovery found 

in the literature indicates that there is disorganisation in the way that results or findings from research 

studies are put into practice (Graham et al., 2006; Moher et al., 2016; Warmington, Stothard, & 
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Snowling). Researchers from first world countries have predicted that 30-45% of people do not receive 

health care intervention that is evidence-based, and 20-25% of interventions are not needed or may 

pose as being harmful (Grol, 2001; Schuster, McGlynn, & Brook, 1998). Audits carried out in various 

settings have discovered that EBP is not consistently implemented in health care interventions. There 

has been an interest in recent years in investigating methods to decrease the knowledge to practice 

gap or knowledge to action (KTA) gap to encourage timeous EBP, that is feasible to patients in health 

care (Graham et al., 2006).  There have been limited studies in Africa and South Africa investigating 

KT strategies in health care systems. A study conducted in Uganda investigated the implementation 

of policies in maintaining and promoting the sustainability of KT strategies in the Ugandan health care 

system. Several KT issues were identified; such as the ability of the health care system to synthesize 

evidence, health care workers not being familiar with KT initiatives, and a general lack of organisation 

in Uganda being able to sustain new national frameworks as well as existing ones within their health 

care system (Basaza, Kinegyere, Mutatina, & Sewankambo, 2018). In another study carried out in 

Canada, Zambia, and South Africa, a DEPICT model was created to pilot KT in health promotion. 

There were benefits and challenges in utilising the model. Still, overall, the pilot study generated 

various alliances with different stakeholders in LMIC’s as well as with youth who have disabilities or 

are HIV positive in Canada (Flicker & Nixon, 2015). A study investigating the research methods of 

rehabilitation professionals who provide intervention to children with CP found that approaches to KT 

are not successful and only depict a 6% effectiveness in improving a professionals knowledge in using 

and implementing EBP (Adair, Ullenhag, Keen, Granlund, & Imms, 2015).  

 

Frequent terms that are applied to the process of KTA are knowledge translation (KT), 

implementation, knowledge utilization, knowledge transfer, knowledge exchange and knowledge 

dissemination (Graham, Tetroe, Robinson, & Grimshaw, 2005). The term KT has become quite 

significant and commonly used in research in Canada (Davis et al., 2003; Jacobson, Butterill, & 

Goering, 2003). KT is described as being “the collaborative and systematic review, assessment, 

identification, aggregation and practical application of high-quality disability and rehabilitation 

research by key stakeholders (i.e., consumers, researchers, practitioners, policy makers) for the 

purpose of improving the lives of individuals with disabilities (National Center for Dissemination of 

Disability Research, 2005). KT is a method to EBP in which the most profound scientific research is 

combined with a health professionals clinical experience and expertise to make the best possible 

decisions with regards to a patient’s health intervention (R. J. Jones & Santaguida, 2005; Sullivan & 

Cen, 2011). It is not only influenced by one’s clinical experiences but also considers the patients belief 

systems, their personal characteristics, likings and dislikes; therefore, making KT an association 

between research evidence and clinical practice (MacDermid & Graham, 2009). The sole purpose of 

KT is to resolve the gap between research findings, synthesising knowledge and putting knowledge 

into practice by health practitioners and stakeholders (medical managers, policymakers, clinicians 
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etc.) to improve health care outcomes or systems in health establishments (Glasgow, Lichtenstein, & 

Marcus, 2003; Kothari & Wathen, 2013; Sudsawad, 2007).  An integral part of the definition of KT, is 

appreciating that the process of its occurrence is within a multifaceted social organization of people 

who communicate regularly and transfer knowledge amongst each other (Graham et al., 2006; Tricco 

et al., 2015).  

 

The process of KTA consists of knowledge creation and knowledge action. This process can be 

described as energetic yet intricate with both these concepts working simultaneously and influencing 

one another. Knowledge creation involves all the essential forms of research that have been published 

and provide EBP that can be utilised in health care systems. This knowledge is refined further until it 

becomes valid and useful to stakeholders in health care. This is conducted through the tailoring of 

expertise, by implementing the concepts of knowledge inquiry, knowledge synthesis and making use 

of knowledge tools (Graham et al., 2006). Knowledge synthesis consists of a combination of 

information that may already exist, with the process requiring the application of clear, duplicable 

approaches to identifying, appraising and synthesising research that are applied to precise research 

questions (Graham et al., 2006; Kastner et al., 2012). Knowledge tools may involve guidelines for 

practice, standard operating procedures, journal clubs, and referral pathways. These tools are useful 

in presenting easy, effective and efficient methods to present information and recommendations to 

stakeholders involved in health care systems (Hayward, Wilson, Tunis, Bass, & Guyatt, 1995; 

Ruggles, 2009).  

 

Sustaining knowledge is part of the process of KTA. Managing the sustainability of knowledge 

requires the consistent assessing of disablers, designing interventions to address barriers, constant 

monitoring of how knowledge is being utilised and promoting the evaluation of knowledge on its first 

use right through its sustainment (Graham et al., 2006). There is a paucity in research relating to the 

investigation of KT interventions and its prolonged sustainability in health care systems upon its 

initiation and implementation (Chambers, 2015; Chambers, Glasgow, & Stange, 2013; Doyle et al., 

2013; Proctor et al., 2015). The sustainment of KT interventions is of utmost importance in maintaining 

continued quality of care in health care establishments (E. M. Rogers, 2010; Scheirer, 2005; Wang et 

al., 2005).  Several studies have discovered that KT interventions that have poor sustainability could 

have negative consequences in terms of a patient’s quality of life in the long term (McGlynn et al., 

2003; Scheirer, 2005; Stirman et al., 2012). Therefore, ensuring that there are continuous audits and 

evaluations within health care systems in relation to KT interventions and their sustainability becomes 

of utmost importance (Doyle et al., 2013; Proctor et al., 2015). However, there is still limited literature 

on sustainability in KT interventions with a potential for further research in the field in the future (Tricco 

et al., 2015). It is suggested that for KT interventions to be sustained there should be a plan set in 

place for when the actual design of the intervention is occurring (Graham, 2005).  
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Several studies have proposed that ongoing partnerships between academics, clinicians, 

policymakers, and others would promote the significance of research and its application within health 

care settings. The relationship between these two parties is known as integrated knowledge 

translation (IKT) (Kothari & Wathen, 2013; Van de Ven & Johnson, 2006). IKT is a process that 

produces knowledge via research for improving service delivery outcomes in the context of health 

care (Lohr & Steinwachs, 2002; Oborn, Barrett, Prince, & Racko, 2013).  Research carried out in the 

area of decision making in health establishments has proved that difficult problems need practical 

solutions, together with the contribution of decision-makers and various professionals and experts 

who reflect, share different opinions, ideas and perspectives to develop, implement and appraise 

solutions (Denis, Hébert, Langley, Lozeau, & Trottier, 2002; Ross, Lavis, Rodriguez, Woodside, & 

Denis, 2003).  

 

Researchers gain or benefit as they can understand the context, procedures, policies, create further 

research questions, and have their developed questions answered through ongoing communication 

with stakeholders who make decisions in health care establishments. These stakeholders know what 

they face daily, and therefore make it easier for researchers to understand the contextual background 

and conditions. This ultimately assists in improving the use of research results, and help in contributing 

to the function for IKT (Gagliardi, Berta, Kothari, Boyko, & Urquhart, 2015; Lapaige, 2010). It is known 

that IKT is a complicated process to initiate and endure due to disablers such as a lack of resources 

and low skills and knowledge; therefore it is not put into practice as often (Gagliardi & Dobrow, 2016). 

However, despite proof of EBP in IKT and the encouraging influence that it may have, it is not 

implemented or well-known globally leaving knowledge gaps for further research in the field (Gagliardi 

et al., 2015).  

 

1.5.3  Knowledge Translation in Rehabilitation  

Rehabilitation professionals are expected to utilise and integrate EBP with their clinical experience to 

offer the best possible intervention outcomes to their patients (Menon et al., 2009). The transference 

of EBP to rehabilitation professionals has been a complicated process, with gaps between the use of 

EBP and clinical application being identified (Funabashi, Warren, & Kawchuk, 2012).   Research has 

acknowledged the gap between EBP and its implementation in clinical settings (Davis et al., 2003). 

The recognition of this gap has resulted in further research in KT. In comparison to other health 

professions such as nursing and medicine, rehabilitation professionals are of small numbers, and 

work in various clinical settings (Rappolt & Tassone, 2002). In recent years KT interventions in 

rehabilitation have become recognised (Menon et al., 2009; Scott et al., 2012). There are limited 

studies in the African and South Africa context focusing on KT in rehabilitation with specific disciplines 

focusing on KT strategies for particular diagnoses such as strokes and dysphagia (Cockburn et al., 
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2014; Seedat, 2013). Professions such as OT, physical therapy and speech therapy have identified 

different disablers, and gaps in research and clinical practices, this suggests that a variety of KT 

interventions will be required (Rogers, Martin, & Force, 2009; Scott et al., 2012). KT can be described 

as a skill that is needed within the rehabilitation field of practice yet; there is a lack of evidence-based 

KT interventions that are available for rehabilitation professionals (Colquhoun, Letts, Law, 

MacDermid, & Missiuna, 2010).  

 

Constant changes and new developments in rehabilitation intervention strategies encourage 

therapists to attend courses for continued professional development as required by their respective 

governing bodies. This assists in the integration of EBP (Funabashi et al., 2012). The methods of 

knowledge enquiry and KT are significant in filling the gap between research evidence and practical 

application in clinical settings (Graham & Tetroe, 2007). A systematic review investigating single and 

multiple KT interventions in OT, physical therapy and speech therapy found that interventions focused 

on meetings to provide talks or training, the provision of training materials and providing training for 

outreach visits (Jones, Roop, Pohar, Albrecht, & Scott, 2015). Meetings and training were the most 

used KT intervention amongst all three professions for EBP, together with the provision of training 

materials (Cochrane, 2005). All three professions possess the volition to want to increase their 

knowledge and skills to practice effectively as professionals (Bennett et al., 2003; Humphris et al., 

2000).   

 

Findings from a systematic review conducted with physical therapists in the United States found that 

multi-faceted KT interventions resulted in improved perceptions and knowledge as well as better-

quality behaviours in clinical practice (C. J. Brown, Gottschalk, Van Ness, Fortinsky, & Tinetti, 2005; 

McQueen, 2008; Rebbeck, Maher, & Refshauge, 2006; Verhoef et al., 2004). These results are in line 

with other systematic reviews that included studies with health care professionals in which multi-

faceted KT interventions were recognised to be effective in promoting EBP and changes in practice 

behaviours in clinical settings (Grimshaw et al., 2001; Grimshaw et al., 2004). Identified disablers of 

therapists in the application of research into clinical practice, are a poor understanding of research 

methods and processes, applying concepts that they do not understand from the research paper into 

practical application, as well as not having enough time to engage in EBP (Funabashi et al., 2012; 

MacDermid & Graham, 2009; Rappolt & Tassone, 2002). Further disablers are that therapists believe 

that there is a significant difference between research and clinical environments, there is a dislike 

amongst clinicians with regards to academic terminology and a large amount of information to 

comprehend, as well as a poor channel of dissemination of research information between clinicians 

and academics (Esteves, Pinheiro, Brás, Rodrigues, & O’Hara, 2010; Hurley, 2000; Jette et al., 2003; 

Metcalfe et al., 2001; Mitton, Adair, McKenzie, Patten, & Perry, 2007).   Identifying which KT initiatives 

influence change in the attitudes of clinicians utilising EBP, is unclear from various literature reviews 
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(McQueen, Nivison, Husband, & Miller, 2006; Rebbeck et al., 2006; Stevenson, Lewis, & Hay, 2004). 

In other research studies that investigated the practical clinical skills of physical therapists and 

occupational therapists, it was found that most therapists used practical experience to guide their 

clinical work whilst only a few based their clinical work on EBP (Green, Gorenflo, & Wyszewianski, 

2002; Wyszewianski & Green, 2000).  

 

Research has identified practical methods to address disablers. It is suggested that the affiliation and 

communication between academics and clinicians should improve as it would allow for research to 

be relevant to clinical settings and provide realistic application ideas for clinical practice (Jette et al., 

2003). Research should be prioritised in clinical areas that have the most need. This can be done by 

researchers and therapists working closely together to develop and identify relevant research-based 

clinical questions that therapists, patients and the health care system need to be addressed (Hurley, 

2000). Recommendations on providing practical guidelines on how to apply research findings to 

clinical practice in easy to understand, reader-friendly formats, and making available summaries of 

appropriate treatment intervention strategies will encourage EBP amongst clinicians and allow for the 

correct application in the clinical care of patients (Jette et al., 2003). It is also recommended that 

research findings be published in journals that are easily accessible by clinicians and not only by the 

academic community, as well as promoting workshops, courses and training from academics for 

clinicians. This may assist in improving the knowledge enquiry, and KT process as well as improves 

the relationship and communication pathways between researchers and clinicians (Funabashi et al., 

2012; Jette et al., 2003; Pain, Magill-Evans, Darrah, Hagler, & Warren, 2004).  

 

There is an increasing awareness of the use of KT interventions in the field of OT, physical therapy 

and speech therapy, as there have been many journals exploring the area of KT in the past few years. 

Applying EBP in the clinical care of patients is a dynamic and complex method that needs intervention 

ideas and plans specific to the scope of rehabilitation, as well as taking into consideration the skills, 

knowledge and standards of care in that particular field of practice (Jones et al., 2015). 

 

1.5.4 Knowledge Translation in OT  

As EBP expands, studies indicate that results from research are not being implemented into the OT 

scope of practice (Cameron et al., 2005; Korner-Bitensky et al., 2006; Philibert, Snyder, Judd, & 

Windsor, 2003; Salls, Dolhi, Silverman, & Hansen, 2009). Research has found that the use of 

standardized assessments inpatient care by therapists is scarce (Chard, 2006), with many OT 

interventions not being evidence-based which is of no benefit to the patient (Tempest & Roden, 2008). 

Only a few therapists have been acknowledged in utilising research findings to guide their practical 

clinical skills  (Salls et al., 2009). The disablers that have been identified in the integration of EBP in 

OT, are that therapists display decreased levels of skills, knowledge, and confidence to apply scientific 
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evidence into their daily practice. Therapists generally have a negative perception of research, a lack 

of time available to use EBP inpatient care, as well as therapists not receiving adequate administration 

assistance in their areas of work which leaves less time to engage with scientific evidence (Bennett 

et al., 2003; Humphris et al., 2000; Korner-Bitensky et al., 2006; McCluskey, 2003; Welch & Dawson, 

2006).  

 

Some studies thought that EBP allowed for minimum exploration in clinical practice whilst other 

studies viewed EBP in a positive and beneficial manner when utilised simultaneously with the current 

clinical practices that occupational therapists used (Copley, Turpin, & King, 2010; Poitras, Durand, 

Côté, & Tousignant, 2011). Studies have also found that clinicians hardly made use of scientific 

evidence in their intervention with patients (McKenna et al., 2005). The number of years of experience 

in clinical practice was recognised by therapists as a critical part of their knowledge, decision-making 

abilities, skills and evidence in everyday practise (Bennett et al., 2003; Copley et al., 2010). Many 

therapists engaged with senior therapists or colleagues who have more experience in the field, 

attended journal clubs and referred to textbooks (Lyons, Casey, Brown, Tseng, & McDonald, 2010). 

Aspects that influence the use of research in clinical care was identified in a study by Thomas and 

Law (2013), with many relating to a therapist’s qualifications as an encouraging factor in making use 

of EBP. Therapists who have had post-graduate training have more confidence in clinical practice 

and utilise research findings in the care of their patients. Therapists who have graduated many years 

prior have shown to use less EBP, whilst those who supervise students feel autonomous and apply 

scientific evidence in their clinical practices (Thomas & Law, 2013). Engaging in research 

programmes with other occupational therapists working in the same field as well as with ‘specialists’ 

in a field of interest were also linked to an increased interest in utilising EBP. Other studies have found 

that changes in the leadership structure within a health organisation assists in supporting, promoting 

and encouraging occupational therapists to overcome disablers and utilise EBP (Lyons et al., 2010; 

Welch & Dawson, 2006). Clinicians prefer to be provided with quality summaries of research findings 

that are relevant to their field and context of clinical practice. 

 

Furthermore, they wish to be given academic training, support, and a clear and concise understanding 

of what is expected of them in using EBP. These outcomes are aligned with research in the field of 

KT, in which it is suggested that KT interventions should include cognitive learning theories to allow 

for therapists to develop their knowledge in EBP and detect gaps in their clinical knowledge 

(Finlayson, Shevil, Mathiowetz, & Matuska, 2005; Karlsson & Törnquist, 2007; Petzold et al., 2012; 

Wensing, Bosch, & Grol, 2010). Studies investigating the effectiveness of KT interventions in OT,  

have found that focusing on disablers that prevent EBP, may show positive results in increasing 

knowledge, self-worth, and changing clinical practice behaviours (Thomas & Law, 2013).  
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A literature review conducted by Cochrane (2005), discovered that issuing training materials to 

therapists may increase their knowledge and behaviours in engaging with research evidence; 

however, it did not improve the intervention outcomes in the care of patients. There are gaps in the 

literature in identifying KT interventions that influence effective clinical practice in OT (Thomas & Law, 

2013). Occupational therapists enjoy engaging in research practices; however, they prefer to consult 

colleagues, rely on their own clinical experiences, self-knowledge, and skills to inform their practice  

(Bennett et al., 2003; Cameron et al., 2005; Thomas & Law, 2013). A crucial step that was suggested 

in the literature in producing KT interventions for occupational therapists is to be aware of the disablers 

and enablers of the clinician and the context that they practice in. Four concepts have identified that 

need to be taken into consideration to evaluate the success of KT interventions in influencing changes 

in clinical practice namely the elements that the intervention consists of, the personal attributes of the 

therapist, elements of the conduct that the KT intervention is attempting to modify, and features of the 

health context in which the therapist practices (Logan & Graham, 1998; Menon et al., 2009). KT 

interventions need to correspond with a therapists clinical context, personal learning methods and 

their personality traits (Green et al., 2002).  In general, occupational therapists believe that EBP does 

include not only research but also one's practical clinical experience, designing an intervention to the 

best interest of the patient, as well as taking the patients’ needs into account (Copley et al., 2010). 

The results and continuous evaluation of KT interventions in OT need to be studied and explored 

further in enhancing the occupational therapist’s knowledge and skills in the utilisation of EBP in 

clinical settings.  

 

1.5.5 NICU and High Care Units globally  

The NICU and high care unit admit new-born infants who are medically unstable and are at risk of 

mortality or morbidity. Infants may be admitted for various reasons such as prematurity, hypoxia, 

respiratory distress syndrome, neonatal sepsis, neonatal jaundice, congenital anomalies, low birth 

weights and other life-threatening conditions (Debelew, Afework, & Yalew, 2014; Hunter et al., 2015). 

These conditions also contribute to the high rates of infant mortality globally (Babaei & Dehghan, 

2018; Debelew et al., 2014; Gauchan, DP, & Rao, 2012). The NICU and high care environments can 

be highly complex, as there is equipment that is utilised that may not be familiar to staff that did not 

have previous exposure and training in working with high-risk infants (Askin & Wilson, 2011). During 

admission in these unit’s infants are medically unstable and susceptible to other health risks. 

Therefore the MDT plays a significant role in ensuring physiological homeostasis and 

neurodevelopmental support for the infant (Gauchan et al., 2012). In developed countries, NICU’s are 

viewed as being a specialised area of practice, and the MDT working in this environment are required 

by medical facilities to have advanced training or postgraduate qualifications in this area (Nightlinger, 

2011; Vergara et al., 2006). The environment of the NICU and high care units must be conducive and 

favourable to the neonate and the parent (Nair, Gupta, & Jatana, 2003).  
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As with other clinical departments in health care services, the medical model has always been the 

guiding force inpatient care. With research developing over decades in the field of paediatrics and 

neonatology there has been a significant focus on prioritising neurodevelopment of the neonate to 

improve functional outcomes later in life (Aucott, Donohue, Atkins, & Allen, 2002; Gorga, 1994; 

Laudert et al., 2007). Research into the management of the NICU environment, family centred care 

and planning individualized infant intervention programmes have expanded in medical, nursing, and 

rehabilitative professions (Orton, Olsen, Ong, Lester, & Spittle, 2018; Symington & Pinelli, 2006; 

VandenBerg, 2007). Encouraging parents to participate actively in the care of the high-risk infant in a 

stressful NICU environment has been recognised globally (Nair et al., 2003). Parents mental health 

and communication with the MDT with regards to their role in the NICU and high care environments 

have been promoted in the literature (Hutchinson, Spillet, & Cronin, 2012; Wigert, Blom, & Bry, 2014).  

 

1.5.6 NICU and High care units in South Africa  

Literature indicates that 98% of neonatal and perinatal morbidity rates happen in developing countries. 

This may be due to multiple factors such as being under-resourced in the public health sectors with 

regards to facilities, equipment, and human resources. Global causes of neonatal morbidity are 

aligned with causes of neonatal deaths in the South African context. A study at a KZN rural hospital 

indicated that causes of neonatal deaths included premature births and very low birth weight infants. 

The study also concluded that a better quality of care in our public health care system could reduce 

or avoid morbidity in neonates (Hoque et al., 2011).  

 

The recognition of early childhood development and intervention is growing in under-resourced 

countries. Health departments in developing countries are beginning to advocate for childhood 

development and intervention programmes for infants, toddlers and older children who present with 

low birth weights, malnutrition, developmental delays, and other neurodevelopmental disorders 

(Grantham-McGregor et al., 2007; Kohli, 1990; Phatak, 2000). Information on medical and growth 

monitoring, developmental milestones, feeding practices and other valuable information is often 

accessible through the clinic Road to Health booklet (Engle et al., 2007). However, early intervention 

is still a problem in South Africa and other developing countries due to high levels of poverty, 

unreachable resources, and low literacy (SASLHA, 2011; Shung-King et al., 2019).  

 

1.5.7 Neurodevelopmental Supportive Care (NDSC)  

The care and survival rates of high-risk infants have improved over the decades. However, the 

exposure of the infant to the environmental stimuli of the NICU and high care environments persists 

(Goldstein, 2012; Shepley, 2004). The NDSC approach was developed to assist the infant in 



20 

transitioning between the in uterine environment and the NICU/high care environment in order to 

improve neurodevelopmental outcomes (Byers, 2003; Lubbe, 2010; VandenBerg, 2007). The model 

of synactive organization of behavioural development is the foundation of NDSC (Als, 1986). This 

model is identified as the source of NDSC and outlines how a high risk or preterm infant may 

experience disorganized behaviours due to neurodevelopmental and physiological instability from the 

highly stimulating NICU environment, resulting in their inability to cope to stabilise their autonomic, 

motor and self-regulatory subsystems (Legendre, Burtner, Martinez, & Crowe, 2011).  

 

NDSC can be described as an inclusive approach as it is encompassed of various interventions that 

assist in facilitating the high-risk infant to regulate their sensory systems so that they can cope with 

the stressful NICU and high care environment. (Goldstein, 2012; Legendre et al., 2011; 

Ramachandran & Dutta, 2013). The focus of NDSC is to modify the environment, identify sleep and 

wake states and stress cues in the neonate, whilst applying calming techniques such as still hold, 

swaddling and Kangaroo Mother Care (KMC) (Goldstein, 2012; Jobe, 2014; Whipple, 2000). The 

synactive model describes infants as being actively involved in their care and wellbeing whilst they 

adapt and relate to the NICU and high care settings (Legendre et al., 2011). The interaction with the 

environment can also be influenced by the dynamic exchange between staff members, the infant and 

the parent (Vergara et al., 2006). NDSC is thus seen as an approach that not only focuses on the 

infant and their environment but places a high importance on family centred care and the mental 

health and wellbeing of the parent. An MDT approach in the NICU and high care environments in the 

transference of knowledge and skills amongst the various disciplines as well as with the family of the 

infant ensures consistency and continuity of care (Lubbe, 2010). Transference of knowledge and skills 

of the NDSC approach amongst those that are involved in the direct supervision of the infant will assist 

in the behavioural organisation, self-regulation, physiological homeostasis as well as to promote 

neurodevelopment of the infant so that the energy that they have conserved can be utilised to aid in 

their growth and recovery (Legendre et al., 2011; Lubbe, 2010; VandenBerg, 2007).  

 

1.5.8 Best Practice Guidelines (BPG) for NDSC  

The concept of NDSC was developed abroad. A group of academics and clinicians in South Africa 

worked together to make NDSC appropriate to the South African context. They engaged extensively 

with the literature to develop BPG that could be utilised by clinicians in the public and private sector 

(Lubbe, 2010; Lubbe et al., 2012). An integrative literature review conducted by Lubbe et al, 2012, 

summarised twenty-five statements and eighteen guidelines that was later synthesised into nine 

appropriate categories. This included NICU design, individualised care, the family centred care 

philosophy, positioning, handling techniques, managing the external environment, managing pain, 

knowledge of preterm infant development and preterm infant feeding methods (Lubbe et al., 2012). 

Literature in the field of NDSC in South Africa indicates that there is poor implementation of the nine 
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NDSC categories in the health sectors. A study conducted in the Free State province of South Africa 

discovered that health care professionals who were trained or familiar with the NDSC approach still 

did not implement it in their setting (Rakhetla, 2015).  

 

1.5.9 The Occupational Therapists role in neonatal care – A global perspective  

The field of neonatology has advanced over the last two decades resulting in OT also adapting and 

progressing with intervention strategies in the care of the neonate. Occupational therapists began 

providing therapy services to neonates in the year 1993 (Royal College of Occupational Therapists, 

2017). It is an area of interest that has evolved significantly, with therapists around the globe following 

various practices and standards of care in supporting the neonate (Hunter, 1996). The OT scope of 

practice changed from focusing only on the sensory needs of the neonate to family centred practices, 

limited handling of the neonate, recognising behavioural cues as well as sleep and wake states 

(Gorga, 1994). The OT scope of practice and training serves as a foundation to make a meaningful  

influence and difference in the care of the neonate (Vergara et al., 2006).  The role of the occupational 

therapist working in the NICU and high care units is to provide a full package of services in 

assessment, intervention, educating members of the MDT on NDSC, supporting the family of the 

neonate, and facilitating follow up appointments to monitor development into toddlerhood and beyond 

(Nightlinger, 2011; Rabinovich et al., 2018).  Currently, intervention in the NICU is centred around the 

care of the neonate, their family and managing external factors in the stressful and fast-paced NICU 

environment (Lubbe, 2010).  

 

The care of the neonate is based on the occupational therapists understanding and knowledge in 

neonatology, neurodevelopmental therapy, sensory integration, psychology, the ability to work in an 

MDT and relate to the complex needs of the infant-parent dyad and the NICU/high care environment. 

The therapist providing intervention in the NICU needs to have sound clinical reasoning skills and 

uses EBP in applying ethical and comprehensive services to the infant and family (DeLany et al., 

2010). It is imperative that there is a good understanding of the medical aspects and risk factors 

(prenatal, perinatal and post-natal) associated with neonatal care, and the impact that it could have 

on infant development if intervention is provided carelessly (Lubbe, 2010). Sound knowledge of 

expected future developmental outcomes and functional prognosis of the neonate (abilities and 

inabilities), knowledge of new approaches created for OT practice in the NICU/high care unit, detailed 

knowledge and skills in the clinical care of high-risk infants and the formulation of individualized 

intervention programmes for the neonate and the family is crucial for the occupational therapist who 

services the NICU and high care (Vergara et al., 2006).  

 

The family unit are recognised as being of utmost importance in the care of the neonate. Long 

admissions in the NICU/high care unit, and some units not allowing for the mother to stay with the 
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infant for long periods, may disrupt the foundation of attachment between the mother and the infant 

dyad. Therefore, the occupational therapist role in family centred care is significant. The therapist will 

liaise with the mother and the family at the hospital and at home to facilitate development, enhance 

the role of the parents in the care of the neonate, promote bonding and attachment and to ensure an 

easy transition from the NICU/high care to the home environment (Nightlinger, 2011; Olson & 

Baltman, 1994). The occupational therapist has a role in the adaptation and organising of the 

NICU/high care environment. The neonate who has been carried in utero and now has had a sudden 

and traumatic birth experience must adapt from the safety of the womb to the highly stressful hospital 

environment (Müller, Myburgh, & Stock, 2016; Rakhetla, 2015). The therapist who services the NICU 

should have knowledge of the various social and physical environmental factors, the NICU culture, 

and the impact that these factors may have on a neonate’s neurodevelopment and neurobehavioural 

organisation (Vergara et al., 2006). The therapist’s role is to educate and provide in-service training 

to the MDT on the management of the NICU/high care environments.  

 

The role of the occupational therapist in the care of the neonate is to provide a service to the neonate, 

the family, and manage the NICU/High care environment simultaneously. Encouraging family centred 

care, translating knowledge amongst the MDT with regards to the OT role, environmental adaptations, 

and interventions are within the OT scope of practice (Nightlinger, 2011; Royal College of 

Occupational Therapists, 2017; Vergara et al., 2006). The literature indicates that a failure to 

implement individualised and family centred care in the NICU/high care may result in an undesirable 

neurodevelopmental outcome (Laudert et al., 2007). The OT role is to provide intervention directly 

and indirectly, as the therapist will address primary requirements that are essential in the development 

of the high-risk infant. In developed countries the OT is viewed as a “specialist” in the care of the 

infant, with regards to their physical, sensory, and emotional development, in assessing the ability of 

the infant being ready for feeds, splinting for congenital anomalies, positioning and parent support. 

The fundamentals in implementing the therapist’s role in this area of practice are to address the needs 

of the MDT by providing ongoing education and training, having practical communication skills to 

engage with the MDT and the family of the infant and utilizing EBP to strengthen the role of the 

occupational therapist in the NICU/high care (Nightlinger, 2011).  

 

1.5.10 Occupational therapy role in neonatal care – A South African perspective  

Currently, within the South African context, there is a dearth in literature with regards to the OT role 

in the NICU or high care setting. A study conducted by a master’s student from the University of 

Witwatersrand (WITS), researched the perceptions of the MDT with regards to standards of NDSC in 

the NICU. A quantitative, cross-sectional, descriptive survey design was used amongst rehabilitation 

professionals (paediatricians, doctors, nurses, occupational therapists, physiotherapists, dieticians 

and speech therapists) who work with high-risk infants in the NICU at two academic hospitals based 
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in the province of Gauteng South Africa (Butler, 2018). The results found that participants did not find 

their NICU’s to be adherent to the standards of NDSC in term of NICU design, handling techniques, 

and individualised care. Participants perceived that their NICU’s did adhere to the family centred care 

philosophy. Most participants received training on positioning infants in the NICU but agreed that extra 

training would be of benefit. Participants also considered their NICU’s to be high risk due to not 

implementing the majority of the NDSC principles in terms of environmental modifications, feeding 

and pain management with infants. All participants believed that their respective NICU’s applied an 

MDT approach as well as knowledge and skills sharing amongst the various disciplines (Butler, 2018). 

The study presented a bias as it was related to survey research (Podsakoff, MacKenzie, Lee, & 

Podsakoff, 2003). This is due to participants seeing the need to provide answers to the survey that 

they thought were most correct or applicable. The MDT may have adhered to the NDSC philosophy 

imitating the ideal environment for the NICU (Butler, 2018).  

 

A pilot study carried out by honours students from the University of Witwatersrand (WITS) researched 

the training and role of occupational therapist in the NICU in South Africa. A quantitative, cross-

sectional, descriptive survey design was utilised for the study (Müller et al., 2016). Therapists who 

participated in the study were required to be registered with the Occupational Therapy Association of 

South Africa (OTASA). Experience working in the NICU was not in the inclusion criteria (Müller et al., 

2016). Results from this study discovered that there is a lack of skills and knowledge relating to 

working in the NICU. These results may be due to insufficient undergraduate training in understanding 

the OT role in NICU and with neonatal care (Müller et al., 2016). It was further discovered that 

community service therapists in South Africa were still required to provide neonatal services and work 

in NICU’s despite their limited knowledge in the field (Müller et al., 2016). Limitations in the study were 

that it only included therapists that were registered with OTASA. There was also not a good response 

to participation in the study. Using a questionnaire in the study may have prevented further divulsion 

into the topic as well as the convenience sampling might have developed a bias (Müller et al., 2016).  

 

A study conducted by a master’s student from the University of KwaZulu-Natal (UKZN) investigated 

the experiences of community service therapists who work in the NICU in the province of KZN, South 

Africa. An explorative, qualitative design was used via in-depth interviews with occupational therapists 

who were not more than four-years post community service. Results from this study identified that 

junior therapists had to work through challenges in the complex NICU environment despite not having 

adequate skills, knowledge and experience (Hardy et al., 2020). Community service therapists had to 

adapt to the NICU by learning about the equipment, and the various diagnoses without receiving 

supervision from experienced therapists in the field. Participants in the study voiced the challenges 

felt in the NICU whilst understanding and discovering their roles in the NICU environment (Hardy et 

al., 2020). Therapists felt a desire to become better and more confident in the field of neonatal care 
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through their exposure to the NICU. The NICU setting was a highly pressured and stressful 

environment resulting in participants developing their coping strategies to meet the work demands 

(Hardy et al., 2020). Limitations of the study were that it only included therapists with experience 

working in the NICU between the year 2014 and 2017 in the province of KZN. A possible response 

bias to the invitation to study could have occurred with therapists who had a negative experience in 

the NICU or who did not feel competent in neonatal care (Hardy et al., 2020).  

 

1.5.11 Occupational Therapy undergraduate and post graduate training in NICU practice 

According to the World Federation of Occupational Therapists (WFOT) the undergraduate training in 

OT at recognised institutions globally, should include six areas of competency (Hocking & Ness, 

2016). These six areas consist of the understanding of the person, occupation, environment, and its 

relation to healthcare, building relationships with members of the MDT, applying OT procedures, 

clinical reasoning, assessment, and treatment, as well as considering the environment that 

accompanies practicing as a professional and applying EBP to ensure quality clinical services. 

Contents of curriculums globally are based on the culture, social aspects, and institutional 

requirements of the country and local contexts. Therefore, the WFOT does not specify that the 

undergraduate curriculum should include knowledge and skills in the NICU but rather focusing on ECI 

that focuses on development, child psychiatry, sensory systems, and environmental components that 

result in difficult behaviours and learning problems (Hocking & Ness, 2016).  

 

The Health Professions Council of South Africa (HPCSA) guidelines indicates that the OT 

undergraduate curriculum in South Africa must cover six months in the field of paediatrics over a four 

degree. This includes fieldwork in paediatrics.  The curriculum must comprise of the study of human 

anatomy, physiology, understanding diseases, trauma, human behaviours, occupational areas and 

performance skills and patterns, research, and community-based rehabilitation. The minimum 

standards guideline does not stipulate topics that should be covered in the field of paediatrics but 

specifies that certain treatment techniques should be taught to optimise interventions i.e., visual 

perceptual standardised testing, groupwork, neurodevelopmental therapy and basic sensory 

integration (HPCSA, 2019). Various tertiary institutions in South Africa develop their own curriculums 

guided by the WFOT and HPCSA requirements. The assessment and intervention training related to 

neonates as an undergraduate, as well as compulsory or available post graduate training in the field 

is not mentioned in the guideline. However, the HPCSA has compulsory requirements for qualified 

health professionals for continuous professional development in areas of special interest. It is 

therefore the responsibility of the clinician to find and source further training in neonatal care. OT’s 

are required to obtain a minimum of 30 continuous education units, and 5 units for ethics, human 

rights, and health law over a twelve-month period. Units are valid for two-years (HPCSA, 2017).  
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The American Occupational Therapy Association (AOTA) published a NICU Knowledge and Skills 

Paper as an orientation for OT’s who provide intervention to high-risk infants and families. This paper 

specifies that working in the NICU requires OT’s to have years of clinical experience in paediatrics, 

and progressive knowledge of medical conditions, the progression of diseases, mental health, child 

and family development and skills in neonatal interventions (Rabinovich et al., 2018; Vergara et al., 

2006). It is further described that the NICU OT should have advanced skills, expertise, and knowledge 

in applying complex treatment modalities with infants and families, experience in monitoring 

development of high-risk infants and building collaborative relationships with families (Nelson, 2006). 

NICU practice is not an area for junior therapists or for therapists with little to no paediatric experience 

(Vergara et al., 2006).  Post graduate training and continuous professional development in the field 

of neonatal care must be available through supervised mentoring until the OT proves competent in 

providing intervention to the infant and parent dyad (Clark et al., 2009). A therapist can attend further 

training, courses, and workshops funded by themselves or their employers, contribute to study groups 

with other therapists, use EBP and appropriate literature, as well as relevant tools to apply suitable 

and ethical intervention in the NICU and to keep current with their knowledge and skills (DEd et al., 

2010).   

 

1.6  METHODOLOGY 

 

1.6.1 Introduction 

This study uses a qualitative exploratory inquiry research approach. The research design guided by 

the conceptual framework allowed for the aim of this study to be achieved; as it offered a positive way 

to explore, discover possibilities and dream towards a shared vision of KT, and the ideal neonatal 

care within the OT profession in the public health sector of KZN. This chapter will describe the 

progression in the methodology, which includes the research design, the study location, the 

population of the study, the study sample procedure, data collection strategies, data management 

and data analysis. The process that was used to warrant reliability and the ethical considerations of 

the study will also be conferred. 

  

1.6.2 Research Design  

Qualitative exploratory research is an esteemed method of investigation, and the intricacy brings 

rigour to the methodology to develop valuable outcomes (Nowell, Norris, White, & Moules, 2017). 

Qualitative research explores topics or areas in which there is a paucity of research and literature 

(Lundberg, 2003). This research design aims to describe the experiences of a group, and therefore 

focuses on the narrative, whilst also allowing the researcher to gain insight and explore further 

(Silverman, 2016; Sutton & Austin, 2015). A conceptual framework was used to guide the qualitative 

exploratory research design that focuses on the participation, strengths and assets of an individual 
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and their organisation. It aims to discover what is working, assuming that there are resolutions within 

the organisation that may already exist (McKenzie, 2003). Generating qualitative research 

discussions amongst occupational therapists in the public health sector guided by the conceptual 

framework aids in participants focusing on the positive about themselves, and their organisation as 

they are provided with the opportunity to speak freely and be understood by others in similar 

environments. This qualitative exploratory research design will inquire and seek to understand and 

gain insight into the practice of full time employed occupational therapists who provide intervention 

and support to neonates in the public health sector of KZN. 

 

1.6.3 Conceptual Framework  

The main aim of the conceptual framework is to report on concepts that are relevant to the study and 

to indicate the relationship between them (Rocco & Plakhotnik, 2009). The approach of Appreciative 

Inquiry (AI) and the KT process was utilised to create the conceptual framework of this study and 

inquiry. The aims and objectives of the study were guided by the conceptual framework of AI and KT, 

therefore making them essential to understand. The conceptual framework was also used in the 

analysis of the data as it shaped the findings of the study.  

 

The AI approach is described as focusing on “asking the unconditional positive question to ignite 

transformative dialogue and action within human systems” (Ludema, Cooperrider, & Barett, 2006, p. 

1). AI is encompassed of four essential phases. The phases include discovery, dream, design and 

destiny. As part of the development of the conceptual framework of the study and inquiry, the 

discovery and dream phases were utilised. The first two phases of the AI approach were used to 

develop and direct the presentation style of the data collection instrument. The inner circle of the 

diagram shows the discovery phase, which was used to pursue, explore and highlight aspects that 

motivate organisations, despite the difficulties and barriers that therapists may encounter. This 

process allowed for positive factors to be acknowledged so that, appreciation of what is good is 

highlighted (Ludema, Cooperrider, & Barrett, 2006). The ability to focus on what is best, paves the 

way to constructing a dynamic future, without emphasising negativity, this allows for therapists to 

reflect on innovative possibilities for change and development (Watkins, Dewar, & Kennedy, 2016).  

 

The AI approach recognises the finest qualities in people and their surroundings; it acknowledges and 

seeks to identify potential, opportunities, strengths, achievements and the abilities that drive people 

and the organizations that they belong to (Barrett, 1998). The AI approach does not place importance 

on the negative factors to find solutions, instead it will investigate what is working and emphasises 

this. AI believes that people and the organisations they belong to, have their strengths and positive 

factors, and if these are focused on, it will drive them to accomplish their goals. Using the concepts 

of the discovery and dream aspects of the AI approach, assisted in maintaining open-ended questions 
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and encouraged dynamic discussions amongst participants in the focus groups. The content of the 

data collection tool was designed to understand the KT process amongst occupational therapists 

employed full time in the public health sector of KZN. 

Questions aligned with the principles of KT such as knowledge enquiry, knowledge synthesis, 

sustaining knowledge and knowledge utilisation in the care of the high-risk infant in the public health 

sector (Kothari & Wathen, 2013). This promoted a discussion amongst therapists about how they 

enquire knowledge to intervene in the NICU/high care units and support the high-risk infant, as well 

as how they synthesise and sustain the information that they source and utilise and adapt this 

knowledge to their specific contextual needs. The outer circle of the conceptual framework being 

dream allowed for therapists to envision through the research discussion, who the ideal therapist for 

the NICU should be, what is the ideal to share and sustain knowledge amongst therapists who work 

in neonatal care, what would an ideal toolbox for the NICU consist of, as well as what an ideal day in 

the NICU should look like for the occupational therapist. The conceptual framework using the 

discovery and dream phases of the AI approach stimulates curiosity and encourages learning for 

larger group change; therefore the core of the organisation that is built on positive potential and 

wisdom brings hope for the possibility of change in the future with regards to the care and support 

provided by occupational therapists in the KZN public health sector (Cram, 2010). 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2  Conceptual framework of the study 
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1.6.4 Formulation of Qualitative Questions 

Guided by a conceptual framework, this allowed for discussions that focused on what is being done 

with regards to neonatal interventions; it allowed for thinking, curiosity and inspiration towards 

envisioning endless possibilities for neonatal care within various levels in public health institutions 

(Cooperrider & Whitney, 2001). The discovery phase of the framework kept in line with the principles 

of KT in the development of the questions for the qualitative exploratory research design. Questions 

aligned with discovering knowledge enquiry, knowledge utilization, knowledge synthesis and 

sustaining knowledge on the care of the neonate by occupational therapists. (Appendix A)  

 

Figure 3  Formulation of the qualitative questions (Discovery - knowledge enquiry, knowledge synthesis and 

knowledge utilisation) (Cooperrider & Whitney, 2001; Kothari & Wathen, 2013). 

 
The conceptual framework also guided the second phase of the research discussion. The dream 

phase utilised the information and insights gathered from the discovery phase and put it to beneficial 

use. As therapists were inspired by their own stories and achievements during the previous phase, it 

began to form an outline of what could become a reality (Ludema et al., 2006). Further qualitative 

questions were developed, keeping in line with the specific context of the therapist appendix A.  

What draws the 
therapist to 

work with the 
neonate?

How 
information is 
sourced in the 
assessment 

and treatment 
of the neonate?

How is the 
knowledge 

sourced  
synthesised to 
make sense for 
assessment and 

treatment?

How 
assessment 

and treatment 
is tailored to 

specific needs 
and contexts?

An inquiry into 
what a typical 

day in neonatal 
intervention is 
like (NICU)? 
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Figure 4  Formulation of the qualitative questions (Dream of the ideal and sustaining knowledge in neonatal 

care) (Cooperrider & Whitney, 2001; Kothari & Wathen, 2013). 

 

 
1.6.5 Study Setting 

The province of KZN, South Africa consists of ten districts (Umkhanyakude, Zululand, Ethekwini, 

Amajuba, Umzinyathi, Uthukela, King Cetshwayo, Ilembe, Umgungundlovu, Harry Gwala and Ugu). 

The study setting included six of the districts in the province of KZN, as therapists employed in the 

other four districts did not respond to the invitation to participate in the study.  

 

 

Figure 5  Map of the districts in the province of KZN, including an outline of districts that were represented in 

the study 

What/who is the 
ideal therapist for 

the NICU? 

What would be the 
ideal to share and 

sustain knowledge 
in NICU/neonatal 

care (engagement)? 

What is the ideal 
neonatal-care "tool-

box"?

What does your 
IDEAL day in the 
NICU look like? 
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1.6.6 Selection of Participants 

 

1.6.6.1 Population 
 
Participants included in the study, are full time employed occupational therapists who work with 

neonates and high-risk infants in various levelled (District, Regional and Tertiary) public health 

institutions across the province of KZN. The therapist from the only central hospital in the province 

did not participate in the study. Therapists in a community health care centre (CHC) were not included 

in the study as CHC’s do not provide acute care to neonates. They do not have NICU’s, High care 

and KMC units. Neonates who are at risk are followed up at high-risk baby clinics within District, 

Regional, and Tertiary institutions as the full MDT is available. Once a patient is stabilised and ready 

for further early childhood intervention, they may be down referred to CHC’s.   

 

 

Figure 6  Levels of health care institutions in the province of KZN. Levels of care included in this study are 

circled. (Source: www.kznhealth.gov.za) 
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1.6.6.2 Sampling Technique and Size  
 
The participants included in the discussion groups were selected using a purposive non-probability 

sampling technique (Hungler, Beck, & Polit, 1997). The participants were selected based on the aim 

and purpose of the study requiring a stakeholder input. It was expected when choosing the sample, 

that each participant would give exclusive, valuable and unique information to the study (Etikan, Musa, 

& Alkassim, 2016). Total population sampling (TPS) is a method of purposive sampling in which a 

population that meets the selection criteria are included in the research study. In this study that would 

include full-time occupational therapists who work with neonates, or high-risk infants, and who are 

employed in various public health institutions in the province of KZN, South Africa. They were chosen 

as the primary sample for their continuous experience in the care of the high-risk infant in the public 

health sector as compared to junior therapists who are employed on an annual contract which is later 

terminated. Therefore, they would be able to understand and comprehend the questions related to 

the aim of the study. TPS is typically used with small sample sizes; therefore it is applicable to this 

study as the number of occupational therapists permanently employed in the province of KZN has 

drastically decreased to 45% since the year 2016 due to the moratorium placed on allied health 

professions (KZN OT Forum, 2019a). Current staffing levels in the KZN province are 6 OT Assistant 

Directors, 22 Chief OTs, and 40 production level OTs across 91 facilities (KZN OT Forum, 2019b).  

 

A list of full-time occupational therapists in the province was compiled by the provincial OT Forum 

using the information provided by therapists. Information was provided voluntarily. The list consisted 

of details such as the institution that therapists were employed in, their names, email addresses, work 

telephone numbers and cell phone numbers. Consent from all therapists was obtained for these 

details to be shared via OT district representatives to other therapists in their respective districts 

keeping in line with the Protection of Personal Information (PoPI) Act, 2013 (Information Regulator 

South Africa, 2013).  The list was compiled to be used as part of a mentorship programme in which 

junior therapists in the province were able to locate and contact senior therapists for clinical advice, 

as well as a referral pathway source for therapists to utilise when referring patients to other institutions. 

The head of paediatric and child health for the province of KZN, Dr Neil McKerrow was contacted to 

enquire which hospitals had functioning neonatal units (NICU’S. high care and KMC), with his 

assistance as well as that of the neonatal coordinator for the province Ms. Ruth Davidge, the 

researcher was able to compile a list of relevant public institutions. This was then compared to those 

institutions that had full-time occupational therapists employed. Other institutions that were not 

mentioned by Dr McKerrow and Ms Davidge were contacted individually to inquire whether the full-

time occupational therapists provided intervention to high-risk infants.  
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The total population indicated for the study was 46 full time employed occupational therapists who 

work with neonates or high-risk infants in public health institutions within the province of KZN. A list 

of all prospective therapists that met the inclusion criteria was collated by the researcher using the 

information provided by the KZN OT Forum as described above. Therapists were each contacted 

telephonically to be invited to the research discussion. A brief explanation of the research study was 

given to therapists who were interested in participating as well as inquiring whether they fitted the 

inclusion criteria to be included in the study sample. A formal invite was thereafter sent via email 

(Appendix B) The details of the proposed date and times for the focus group discussions was also 

discussed.  

 

Two therapists indicated that although their institutions provided intervention to neonates, they 

preferred to work in other rehabilitation areas (physical, neurology, orthopaedics etc.) and left the 

scope of paediatrics to their colleagues, who were included in this study. This brought the TPS to 44 

occupational therapists. The total population sample that participated in the research discussion were 

17 (n=17) (38.63% of the total sample indicated) occupational therapists. Two therapists who agreed 

to join the discussion were unable to participate on the day due to personal reasons and poor internet 

connectivity. Participants who joined the discussion did so, based on personal choice, convenience 

and availability (Creswell, 2005). The ethics certificate was sent to therapists whose hospital 

management required the document, to allow them to participate in the research discussion. All 

hospitals represented in this study have functional NICU’s, high care, and KMC units of various sizes 

and varying equipment and provide intervention to high-risk infants as inpatient and outpatients.  

 

Inclusion Criteria  
 
1. Public hospitals in the province of KZN who provide neonatal intervention in NICU’s, high care, 

KMC units and outpatient neonatal care.  

2. District, regional and tertiary public health institutions.  

3. Full time employed occupational therapists who have two years of clinical experience post 

completion of community service.  

4. Full time occupational therapists who provide intervention to neonates.  

5. Full time occupational therapists who are registered with the Health Professions Council of South 

Africa.  

 

Exclusion Criteria  
 

1. Community service occupational therapists. Various institutions in the KZN public sector have only 

community service occupational therapists with no full-time therapists to provide direct clinical 

supervision, therefore these institutions were not included in this study.  
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2. Full time employed occupational therapists with less than two years clinical experience post 

completion of community service.  

3. Occupational therapists who are employed full time but do not work with neonates. 

 

1.6.7 Data Collection Instrument  

The instrument used in this study was a discussion focus group. The initial questions for the 

discussion schedule were developed by the researcher and were then reviewed and further refined 

during a team meeting with the research supervisors and co-facilitator. Upon discussions and 

additional directive, the questions were refined within a theoretical framework to focus on occupational 

therapists that worked with neonates or high-risk infants supported by evidence found in the literature 

and clinical experiences of both the researcher, co-facilitator and supervisors. The questions in the 

instrument were relative to the research question, aim and objectives of the study which emphasised 

“knowledge to practice gaps” and “ideal knowledge to practice interventions” with occupational 

therapists in the public health sector of KZN. The method in which the questions were phrased as 

well as expected outcomes and prompting by the facilitator and co-facilitator were recorded on a chart 

and later onto a word document (Appendix A). This allowed for further questioning, prompting and 

guidance with participants during the focus group.   

 

Data Collection Procedure in the period of the South African “lockdown” due to the COVID19 

pandemic  

• Several meetings took place with the research team before the data collection. Three face to face 

meetings, one Skype meeting and one ZOOM meeting.  

• An invite to the discussion was drafted and saved in PDF formats and emailed to each prospective 

participant (Appendix B).  

• Initially, the data collection process was meant to be conducted in a face-to-face workshop format 

with materials that would be available for expression of thoughts followed by a discussion and 

collation of common themes and ideas amongst participants. Participants were meant to be 

accommodated in a comfortable setting at the University of KwaZulu-Natal, Westville campus with 

a maximum of three hours allocated for data collection.  

• Upon the South African government’s decision to initiate a nationwide lockdown due to the Corona 

Virus (COVID19) pandemic globally, there became a need for researchers to explore alternate 

methods for qualitative data collection due to social distancing guidelines (Lobe, Morgan, & 

Hoffman, 2020).  

• It was decided by the University of KwaZulu-Natal (UKZN Biomedical Research Ethics Committee 

(BREC) that “all non-therapeutic or non-interventional research involving contact with human 

participants should be suspended, except for social science studies involving telephonic or other 
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online/remote methods of data collection. Where feasible, researchers may, with the consent of 

their participants, switch from face-to-face to remote (e.g., online, telephonic) data collection. If 

this switch is implemented, the researcher must record the participant’s consent and ensure that 

the participant’s privacy is protected if sensitive information is elicited that might be overheard.” 

• The research team came to a decision that an invitation to face to face discussions would be 

cancelled and that an online data collection would be arranged via ZOOM. ZOOM is a video call 

application with a built-in recording function that already has a reputation in being used for 

research amongst academics globally (Archibald, Ambagtsheer, Casey, & Lawless, 2019; 

Daniels, Gillen, Casson, & Wilson, 2019; Kite & Phongsavan, 2017; Lobe, 2017; Matthews, Baird, 

& Duchesne, 2018).  

• The ZOOM Pro plan subscription was used to ensure that there were more than 40 minutes 

allocated to an online session. This ensured that there were no disruptions during the discussions. 

Using an online platform for data collection still represents the traditional qualitative focus group 

discussions (Chen & Hinton, 1999).  

• New invites were constructed to invite participants to the online discussion on the electronic 

platform ZOOM. Participants were advised that they would be sent a link via email to join the 

discussion. They would be able to join the meeting by clicking on the link and filling their names 

or initials in. They could also download the ZOOM application on their laptops, computers, or 

smartphones if they wished to do so.  

• Participants were contacted telephonically to address any concerns or difficulties that they may 

experience with using ZOOM. They were given instructions on how ZOOM works and advised to 

have a good working internet connection and a quiet room to ensure privacy and confidentiality 

for themselves and other participants (Appendix D). Due to some participants having busy 

workdays and an unstable internet connection during the day, an evening discussion was offered 

to accommodate these participants. Participants were also advised that all agreeable participants 

were permanently employed occupational therapists from the public health sector of KZN.  

• Participants were contacted telephonically once more, and a new invite was emailed to all of them. 

Possible participants were required to have access to a computer or a smartphone (Lobe et al., 

2020).  

• Two discussion sessions (afternoon and evening) took place with willing participants on the 

08/04/2020 for 1.5 hours each. The discussion time with two groups of occupational therapists 

totalled to 3 hours. 8 therapists participated in the afternoon group, and 9 in the evening group. 

Discussions followed the conceptual framework design. Participants were facilitated by specific 

questions relating to the aims and objectives of the study and were provided with prompts by the 

researcher and the co-facilitator who is an occupational therapist and familiar with the study and 

the research design. Participants were encouraged to speak freely and shared their experiences, 
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information, and ideas amongst each other. It is advised in the literature that when the researcher 

is far from the participants as with online discussions, it may prove to be challenging to facilitate 

the discussion. Therefore it would be helpful to have guidelines sent to the participant prior to the 

discussion (Lobe et al., 2020). A guideline of the data collection plan was developed by the 

researcher and peer reviewed by the co-facilitator.  

• Participants were encouraged to keep their videos on so that the researcher was able to make 

non-verbal observations and engage with participants by determining whether they wanted to 

contribute to the discussion E.g., putting their hand up to speak (Appendix D). Participants were 

asked to mute their device audio until they were ready to speak. However, keeping videos on was 

not a standard requirement as it could affect the bandwidth and internet connectivity which may 

have caused disruptions during the discussions. Participants were urged to use the raise hand 

function on ZOOM, especially if their cameras were turned off.  They were informed that the 

discussions will be recorded for transcription purposes via ZOOM, their privacy would be protected 

and that the recordings would be stored in an appropriate and safe place. Privacy was further 

ensured by providing a meeting password to all participants. This ensured that no unwanted 

persons entered the meeting.  

 

1.6.8 Pilot Study  

Due to the COVID 19 pandemic limiting face to face group discussions, a typical pilot discussion could 

not be conducted. Furthermore, all willing permanent therapists who met the criteria for the study 

agreed to contribute to the actual research discussion. A pilot discussion focus group was simulated 

on ZOOM by the researcher, and a co-facilitator, as well as two junior occupational therapists prior to 

the actual discussions. The pilot allowed the researcher to go through, asking the set questions from 

the data collection instrument. From the pilot study, problems identified in the presentation style of 

the questions and in the way that the discussions would be facilitated were acknowledged by the 

researcher. The major issue identified was that of internet connectivity and the background noise from 

the participants video calls. This would interrupt participants as well as the quality of the discussion 

recordings which later needed to be transcribed. Necessary adjustments, such as ensuring a good 

internet connection from the researcher was arranged. Participants were informed that a good internet 

connection would be needed for the online discussions and those who participated tried their best to 

ensure that this was possible.  

 

1.6.9 Questionnaire for Demographic Information  

A Microsoft Word electronic demographic questionnaire (Appendix E) was developed and sent to all 

participants via their private email addresses prior to the research discussions. The questionnaire 

required participants to tick the box that was most applicable to them with one short question at the 
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end. The questionnaire included questions such as the gender of the therapist, the number of years 

of experience, the level of care that they are employed in within the public sector, and whether they 

have received further training or attended any courses in the care of the high-risk infant. The 

questionnaires were all filled and sent back timeously by participants. The information obtained via 

the demographic questionnaires was collated in a word document (Appendix F) and applied to the 

table below.  

 

Table 1: Participant demographic information (n=17) 

Gender Male Female 

1 16 

Neonatal 

training 

Yes No 

11 7 

Level of care District Regional Tertiary 

10 4 3 

Years of 

experience 

2-5 years 5-10 years 10-15 years >15 years 

5 7 2 3 

 

Reasoning as to why participants did not receive training or go on courses for neonates as well as for 

those who have received training or went on courses, are documented in detail in the collated word 

document (Appendix F).  

 

1.6.10 Data Safety and Monitoring Plan 

In all research studies there must be proper ethical procedures once the data is received (Anderson 

& Corneli, 2017). Demographic data was collected via Microsoft Word electronic questionnaires and 

after that stored on a password secured online database (Google Drive) that is only accessible to the 

researcher. Audio recordings and transcriptions of the discussions with participants have been stored 

on an online database (Dropbox), which is only available to the research team consisting of the co 

facilitator and supervisors of this study. These files will be kept for further analysis if needed in the 

future by the research team. There are no hard copies available that have been used to collect data 

from this study.  

 

1.6.11 Data Analysis 

A pertinent method of qualitative research is thematic analysis. A thematic analysis assists in 

identifying common ideas and patterns from the available data, therefore allowing for the creation of 

successive and distinct themes (Braun & Clarke, 2006). A hybrid approach that included a shared 

data-driven inductive and deductive method was utilised to demonstrate rigor in the thematic analysis 

(Fereday & Muir-Cochrane, 2006). Rigour can be defined as representing honesty and capability in 
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the research process (Aroni et al., 1999). Documenting of evidence through the process of the 

research displays credibility, validity and trustworthiness in the research method (Koch, 1994). Using 

the hybrid approach to analyse the data, compliments the instrument questions by allowing the 

principle of KT and OT in the care of the high-risk infant to be fundamental in the method of deductive 

reasoning whilst still letting themes emerge from the data using inductive reasoning (Fereday & Muir-

Cochrane, 2006). The discussions were recorded using the record feature of the ZOOM electronic 

platform with the permission and verbal consent of participants. An inductive and deductive thematic 

analysis was utilised to code and analyse the data. An inductive and deductive analysis of the data is 

described in the steps below:  

 

1. The audio recordings were listened to carefully and thoroughly by the researcher to begin the 

coding process to identify important information and ideas. This was then encoded before 

progressing to interpretation (Boyatzis, 1998) (Appendix G). Encoding assisted in the organising 

of the data to derive common themes and ideas that developed from the discussions.  

 

2. The recordings of the discussions allowed for the audio to be replayed repeatedly so that a precise 

transcription was done by a research assistant who is part of the research team. A comprehensive 

understanding of the data collected was done by the researcher through reviewing and revising 

each transcription to ensure accuracy (Creswell & Creswell, 2017; Fereday & Muir-Cochrane, 

2006).  

 

3. Participants were sent a summary of the findings as well as the transcripts for review. No 

corrections were identified by participants for amendment.  

 

4. The transcribed data from the discussions was imported into the software NVivo (version 12 Pro). 

This data management programme was used to assist in organising the data. The coding process 

involved reducing the data within specific nodes or themes (Miles & Huberman, 1994) and 

ensuring that the themes captured, were as authentic as possible taking each objective of the 

study into account. Initial nodes were identified and categorised followed by sub nodes (Braun & 

Clarke, 2006). The relevant verbatim responses were highlighted within the nodes and sub nodes 

to support the findings. They are direct quotes that has emerged from the data that was transcribed 

(Miles & Huberman, 1994; Saldaña, 2009).  

 

5. The coded data were utilised to develop possible themes. The data were shared with the co-

facilitator of the discussion for peer debriefing. On completion of the debriefing, it was agreed that 

other sub-nodes should be created to ensure further authenticity. This was carried through by the 

researcher. Triangulation can be described as making use of numerous sources of data, models, 
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and methodology to provide valuable information to a study (Graham, 2005; Heale & Forbes, 

2013). Data triangulation was conducted by sharing the coded data from the transcripts with the 

co-facilitator and supervisors of the research study to ensure trustworthiness, and to counter 

research insider bias. This allowed for a connection to be created amongst the data sources, 

achieving clarity and less adverse results in the formation of concurrent data (Creswell & Creswell, 

2017). The researcher was subsequently able to organise the codes into emergent themes (Braun 

& Clarke, 2006).  

 

6. A thematic network was generated on the NVivo programme to demonstrate the data (Zamawe, 

2015; Braun & Clarke, 2006). The reviewing of themes was checked in reference to the nodes to 

concur whether they represented the vital elements of the data. At this stage, an analysis of the 

data was guided by the emerging themes. As the coding of the transcripts progressed, inductive 

nodes were allocated to sections of the data that defined a new emerging theme (Boyatzis, 1998).  

The added nodes were separate from the initial determined nodes and some expanded on the 

predetermined nodes (Appendix H). The linking of nodes can be described as a process of finding 

themes or patterns from the available data (Fereday & Muir-Cochrane, 2006). Themes from the 

data also began to group as participants began to develop a consensus of similarities and 

dissimilarities to the questions asked in the discussion. Differences in the answering to the 

questions were also noticed in relation to the years of clinical experience of the participants.  

 

7. The final stages of the data analysis included the grouping of the possible themes that were 

identified from the developed codes (Braun & Clarke, 2006). Upon triangulation and peer 

debriefing with the supervisors of the research study to ensure trustworthiness and rigour of the 

data analysis process, it was decided that the emerging themes should be reduced based on the 

objectives of the study (Appendix I). The emerging themes that are influenced by the objectives 

of the study were further reduced to five core themes that represented the interaction between the 

data, the codes, the nodes, and sub-nodes.  

 

8. The interpretive phase of the study connected the five core themes to drawn and verified 

conclusions or explanations, that were consistent with verbatim responses or phrases from 

participants. They represented particular themes and captured the discussion feedback as 

described authentically from the transcripts or raw data (Appendix J) (Miles & Huberman, 1994). 

The themes were repeatedly checked by the researcher and supervisors to ensure that they 

represented the raw data accurately (Nowell et al., 2017; Willig, 2013). This allowed for further 

credibility, trustworthiness, and rigour to the study. The results and discussion of the study was 

reported using verbatim responses of participants from the transcripts, summaries, and literature 

to represent the participant's insights (Nowell et al., 2017).  
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1.6.12  Data Quality 

 

1.6.12.1  Reliability and trustworthiness  
 
In qualitative research, the core of reliability refers to consistency (Carcary, 2009; Grossoehme, 

2014). As data is analysed from the source e.g. from the recordings of focus group discussions with 

participants, the researcher is meant to validate the accuracy of the information gathered by 

continuous evaluation of the context as well as the form (George & Apter, 2004). In this study 

triangulation first occurred with a peer debrief with Ms Samantha Campbell, a co-facilitator in the study 

(Patton, 1999). After that further triangulation was provided by the supervisors of the study This 

ensured reliability and trustworthiness within this study.  

1.6.12.2  Accuracy  
 
Accuracy in a study refers to the language that is utilised during the data collection process. The 

research discussions with participants were conducted in English. There was no need for a translator, 

as all participants were able to understand and converse well in the English language. The co-

facilitator of the research discussions is an occupational therapist who is familiar with the study design. 

She was able to provide further clarity in terms of prompting participants further during the discussions 

as she understood the research design well. 

 

1.6.12.3  Accuracy and transparency of the research tools 
 
The quality and credibility of a study are referred to as transparency (Teddlie & Tashakkori, 2009).  In 

this study, transparency was ensured when the researcher shared information about the purpose of 

the study with participants in the informed consent form, the invite to participate both electronically 

and telephonically and during the introduction of the research discussion. Questions were structured 

to be easily understandable and were relative to the research design. The questions allowed for free 

discussion amongst participants and further explanation and prompting of the questions was done by 

the researcher and co-facilitator to ensure accuracy and transparency. They were also informed at 

the end of the discussion of how the data analysed from the discussions may inform other research 

in the future. 

 

1.6.12.4  Credibility  
 
Credibility in qualitative research outlines the main components of a research study, placing a focus 

on how the researcher undertook data collection and how the data received, was analysed to identify 

relevant themes and ideas (Graneheim & Lundman, 2004). Credibility as a critical element is improved 

through the selection of participants that have experience in the topic being investigated, which 

enhances the quality of the data from the discussions (Graneheim & Lundman, 2004). In reference to 



40 

this study, participants that were selected had to have two or more years of experience working in the 

public health sector as an occupational therapist providing intervention to high- risk infants. 

Competence in therapy can be described as working in a particular field of practice for two years or 

more, as well as being able to adapt intervention strategies to the specific needs of the client and their 

context (Unsworth, 2001).  

 

The research design that is used for the collection of data has a significant role in the credibility of the 

study (Graneheim & Lundman, 2004). Focus groups were carried out through the online platform 

ZOOM and were audio recorded via the platform to capture the verbatim responses of the participants 

experiences in the care of the high-risk infant (Pietkiewicz & Smith, 2012). Participants felt comfortable 

to participate in the research discussions as most were already familiar with each other due to the 

limited number of permanent therapists in the province. Aspects such as confidentiality and 

participating voluntarily was discussed through informed consent. There is no set structure in place 

on the quantity of data that is to be collected, however, the quality of the data needs to be adequate 

and appropriate in order to address the research questions (Graneheim & Lundman, 2004). Identifying 

appropriate themes, sourcing the relevant information from the data and making sure that all data 

received is used efficiently  provides credibility to the research study (Braun & Clarke, 2006; 

Graneheim & Lundman, 2004).  

 

A pilot study was conducted prior to the focus group discussion to allow the researcher to practice the 

questions and gain insight into the use of the data collection instrument tool and to become aware of 

any difficulties that may occur. Credibility is also assisted by a methodical analysis of the data that 

ensures that valuable information has not been omitted but rather has provided input inclusively to 

the results of the study.  The researcher had face to face and online ZOOM meetings with the co-

facilitator and supervisors of the study through the finalising of the interview schedule and data 

analysis to ensure accurate interpretation of the findings.  

 

1.6.12.5  Dependability  
 
Dependability in research refers to how the raw data evolves during the process of being studied and 

analysed and whether the findings of the study appear to be reasonable  (Graneheim & Lundman, 

2004; Pitney, 2004). The questions in the development of the instrument were guided by the 

conceptual framework together with evidence from the literature to aid the discussion format. Further 

probing and prompting were also utilised to expand on questions asked to the participants. 

Triangulation of the data collection and analysis process was discussed and shared with the research 

team to explore different perspectives and biases. This allowed for information to be validated.  
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1.6.12.6  Confirmability  
 
Confirmability refers to the impartiality of the researcher throughout the study, in order to remain 

unbiased by their personal experiences and emotions (Anney, 2014). Reflection and triangulation are 

crucial in the research process to ensure confirmability. The researcher’s positionality needed to be 

taken into account from the initiation of the study, as it may have had an impact on the findings (Willig, 

2013). The presumptions, personal beliefs, opinions and biases of the researcher was recorded via a 

reflective statement to acknowledge the thoughts and views in the background of the study (Appendix 

K). This was important to document as the researcher may have had an insider bias, being employed 

in the KZN public health sector, having additional training in neonates and working with this population 

daily. Being aware of the personal experiences that could have influenced the study assisted in 

preventing bias (Willig, 2013). Reviewing through the data analysis process and the findings of the 

study to ensure confirmability was done by supervisors to ensure that interpretations were fair and 

just (Anney, 2014).  

 

1.6.12.7  Transferability 
 
Transferability can be described as how the results or findings of the study can be applied to an 

alternate sample group in another context (Graneheim & Lundman, 2004). This aspect may not be 

applicable in this study as the training, skills and knowledge of occupational therapists in the South 

African context may differ compared to therapists who have graduated in other countries. The 

experiences, ideas and opinions of therapists in KZN may also differ compared to other provinces in 

South Africa. This can be considered as a limitation in this study.  

 

1.6.13 Ethical Considerations 

 
Ethical clearance was issued by the University of KwaZulu-Natal (UKZN Biomedical Research Ethics 

Committee (BREC/00001886/2020). The larger KT study has clearance from UKZN (HSS/1213/016); 

and the DOH Health Research and Knowledge Management Directorate (NHRD Ref. 

KZ_202008_066) (Appendix L and M).  

 

1.6.13.1  Confidentiality  
 
Participants were advised telephonically that they had to enter their names, initials or a pseudonym 

when entering the ZOOM online platform and that their usernames would be visible to other 

participants. Voices could not be anonymised. It was not mandatory for participants to put on their 

videos; if they were comfortable in doing so, it was welcomed by the researcher. In written outputs, 

pseudonyms. Informed consent was given by all participants to contribute to the discussion and for it 

to be recorded using the built-in ZOOM recording function. ZOOM guidelines were provided to 
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participants prior to the research discussions (appendix D). In written outputs, pseudonyms were 

provided to the names of each participant to ensure anonymity and confidentiality. Data received from 

participants through the discussions was stored confidentially as documented in the data 

management section of this study.  

 

1.6.13.2  Autonomy  
 
The researcher informed participants that they may withdraw from participating in the study at any 

time. They were also informed that by withdrawing they will not render a risk or expose themselves in 

any way. Participants were given the opportunity to make an informed decision and volunteer their 

contributions in the focus group discussions.  

 

1.6.13.3  Informed consent process 
 
Consenting participants were informed of the focus group discussion procedure as well as the 

allocated time of the discussions telephonically. Participants that agreed to participate in the 

discussion were sent informed consent sheets via email (Lobe et al., 2020). The replying to the email 

with a completed form was acknowledged as receiving informed consent from the participant (Lobe, 

2017). The discussion took place in English, as all participants were able to comprehend and converse 

in the English language.  Verbal informed consent was received from all participants prior to the 

discussions commencing and are recorded on the discussion audios and transcripts. Participants 

were informed in the introduction of the discussion groups that participation was voluntary and that if 

they felt to withdraw their participation, it would be accepted and that it would not jeopardise the study 

in any way. Participants were informed that confidentiality in terms of their personal details and 

participation in the discussion was ensured and would be maintained throughout the study (Escobedo, 

Guerrero, Lujan, Ramirez, & Serrano, 2007).  

 

1.6.13.4  Obtaining a good researcher-participant rapport 
 
The researcher is considered an insider in this study as she is employed in the public health sector of 

KZN and has built a professional rapport with some of the participants. Rapport was built with other 

participants through personalised phone calls when inviting them to contribute to the research 

discussions. Being an insider allowed for accessibility to participants, as all therapist contact details 

are distributed via the OT Forum in accordance with the POPI Act 2013. Therapist details are shared 

amongst all full-time therapists in the province of KZN to improve referral pathways and mentorship 

programmes for junior therapists.  As an insider in the study, there was a shared and improved 

understanding of the research problem and question (Costley, 2010). The researcher's positionality 

can be described as an “insider into practice”, as the findings of this study will be able to inform 
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academics about the perceptions, beliefs, views, and opinions of occupational therapists employed in 

the public sector to bring about change (Herr, 2005). Insider bias was prevented by peer debriefing 

and continued triangulation of the findings by the co-facilitator of the discussion and supervisors of 

the study to ensure validity and trustworthiness (Costley, 2010, Herr, 2005). Furthermore, a self-

reflective annotation (Appendix J) was kept by the researcher acknowledging being an insider.  

 

1.6.13.5  Beneficence  
 
Beneficence can be described as prioritising the interests and benefits of the participants of the study 

whilst minimising the risks to the participants (Murphy, 1993). Beneficence also relates to increasing 

the benefits to humanity as a whole (Israel & Hay, 2006). By contributing to the discussions, 

participants are assisting the researcher in exploring and gaining insight on the use of the KT process 

in the public health sector as well as to receive data on the current care of the high-risk infant in the 

public health sector of KZN. Therefore, contributing in the study is not placing participants at risk, as 

they are assisting in providing valuable input to new literature in the field of  OT practice in neonatal 

intervention in the KZN public health context (Israel & Hay, 2006; Murphy, 1993).  

 

1.6.13.6  Non-maleficence 
 
Non-maleficence is a term used in ethics which refers to causing no harm or uneasiness to those 

participating in the study (Gillon, 1985; Israel & Hay, 2006). Participants were informed that they could 

terminate their participation in the study at any time without jeopardising the study. Participants were 

also not forced to respond to questions asked during the discussions and were able to make their 

own decisions on whether they would like to contribute to the question being invited to the group.  

 

1.6.13.7  Justice 
 
Implementing justice in research ensures that participants are chosen according to the needs of the 

study rather than convenience, therefore all participants should be given equal and fair opportunities 

(Israel & Hay, 2006). Participants in this study were treated justly and were not forced to participate, 

they agreed to contribute to the discussion at their own will. Pseudonyms were allocated to 

participants from the discussions to ensure confidentiality and anonymity when reporting on results.  

 

1.6.13.8  Benefit and Risk  
 
The benefits from a study must overshadow the possible risks (Israel & Hay, 2006). This study did 

not have risks involved as participants answered questions according to their views, opinions, ideas, 

and experiences as clinicians. They contributed to the discussion when they felt that they had 

information to share about the question being asked. The topic of discussion was not sensitive. The 
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benefit of procuring valued findings from the data collected is of an advantage to the research study 

as well as to the profession of OT in neonatal intervention. Misrepresentation of the questions or of a 

participant answers during the discussions were acknowledged and rephrased by the researcher and 

co-facilitator to ensure accuracy so that findings would not be misinterpreted during the analysis.  

 

1.6.14 Conclusion  

This chapter focused on the methodology of the study being that of a qualitative approach using the 

conceptual framework as a guide to the instrument design. Participants in this study consisted of 

occupational therapists employed full time with two or more years of clinical experience in the public 

health sector and who provided intervention to neonates and high-risk infants. A reflective statement 

by the researcher prevented insider bias, and triangulation of the qualitative data using thematic 

analysis, peer debriefing by a co-facilitator, and supervisors to ensure validity and trustworthiness of 

the research outcome. Ethical considerations were observed throughout the data collection procedure 

to conform to good practice as a researcher.  
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CHAPTER 2: MANUSCRIPT 

 

INTEGRATING KNOWLEDGE TO PRACTICE FOR OCCUPATIONAL THERAPISTS WORKING 

WITH HIGH-RISK INFANTS IN THE KWAZULU-NATAL PUBLIC HEALTH SECTOR: A 

QUALITATIVE EXPLORATIVE INQUIRY 

 

SUMMARY  

Neonates are a vulnerable population due to their increased risks of mortality and morbidity. 

Occupational therapists employed in the public health sector of KZN play a vital role in implementing 

NDSC for high-risk infants during their admission in the Neonatal Intensive Care Unit (NICU). To the 

best knowledge of the researcher, there is limited literature available within the South African context 

in the use of evidence-based practices, and the integration of knowledge translation (KT) amongst 

occupational therapists in the therapeutic management of the high-risk infant. Five themes emerged in 

this study. Therapists outlined the facilitators, inhibitors, referral pathways and their personal interests 

in OT neonatal care. Supportive management and MDT were highlighted as facilitators in the hospital 

environment whilst OT staff shortages, insufficient undergraduate training in the field and a lack of 

funding for courses for post graduate OT training were regarded as inhibitors to practice. OTs source 

and synthesise knowledge from multiple sources to integrate, utilise and translate into neonatal 

practice. Contextual barriers are identified in various levelled facilities with acquired neonatal 

knowledge being adapted by therapists for low resourced settings. Findings have identified various 

knowledge-to-practice gaps for OTs who support neonates in low resourced settings. Therapeutic 

resources and funding for postgraduate training, an improvement in the undergraduate curriculum, and 

policy development appear to be necessary to inform a standard of care across the province. 

 

JOURNAL 

The Scandinavian Journal of Occupational Therapy is a well-renowned journal, recognised 

internationally. The journal acts as a global platform that publishes research in the field of occupational 

therapy and occupational science. It is open to articles from individuals and groups from various 

contexts and all levels of society.  

 

STATUS OF THE PUBLICATION 

In Review  
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The manuscript follows the author guidelines for the journal. 

 

ORIGINAL RESEARCH  

 

Integrating knowledge to practice for occupational therapists working with high-risk infants in 

the KwaZulu-Natal Public Health Sector: A Qualitative Explorative Inquiry 

 

ABSTRACT  

Introduction: Occupational therapists (OTs) have a vital role in neurodevelopmental supportive care 

(NDSC) for high-risk infants during their admission in the Neonatal Intensive Care Unit (NICU). To 

the best knowledge of the authors, no published research has been reported on the integrated 

knowledge translation amongst OTs working with high-risk infants in the public health sector of South 

Africa.  

Aim: This study explored the knowledge to practice gaps of OTs who provide supportive care to high-

risk infants.  

Methods: This qualitative study used non-probability sampling to recruit 17 OTs who are employed 

in the public health sector in six districts of one province of South Africa (SA). Data were collected 

via virtual focus group discussions. Data were thematically analysed using a hybrid approach of 

inductive deductive reasoning. 

Findings: The study identified five themes which included OT and neonatal care in the public health 

sector, Knowledge Acquisition and Knowledge Synthesis, Knowledge Translation/Utilization, 

Contextual barriers/adaptation, and the ideal OT in the ideal neonatal setting. Facilitators, inhibitors, 

referrals, and interest in OT neonatal care was highlighted, namely supportive management and 

multidisciplinary team (MDT), staff shortages, insufficient undergraduate training in the field and a 

lack of funding for courses. OTs source and synthesise knowledge from multiple sources to integrate, 

utilise and translate into practice. Contextual barriers are identified in various levelled facilities with 

acquired neonatal knowledge being adapted to specific contextual needs. Participants envision the 

ideal day and OT to support neonates in the public health setting.  

Conclusions: The findings show that the knowledge to practice gaps for OTs includes insufficient 

training, a decreased interest in neonatal care, severe staff shortages, frequent multidisciplinary team 

rotations and a reduced understanding of the OT role in the NICU. Resources, training, and policy 

development appear to be necessary to inform a standard of care.  
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Keywords: Occupational therapy, knowledge translation, evidence-based practice, high-risk infant, 

neonates.   

 

INTRODUCTION  

Goal three of the Sustainable Development Goals (SDG) aims to decrease neonatal mortality rates by 

1.2% in 1000 births, and to reduce mortality in children below the age of five years before and until 

the year 2030 (UNICEF, 2018). Whereas child mortality rates have proven to have shown a decline 

over the past 20 years, there is a need to emphasise child morbidity. The results of preterm birth 

complications and other neonatal risk factors at birth, may lead to neurological injury that can result 

in long term cognitive, sensory, and motor impairments in infants (Aylward, 2014a; McCormick et al., 

2011; Mwaniki et al., 2012). There is a shortage in the literature available on the rates of morbidity 

and the results of impairment or disability following neurological insults post preterm and full-term 

births in LMIC as compared to high-income countries, although 98% of neonatal morbidity occurs in 

underprivileged countries (Lawn et al., 2010; Mwaniki et al., 2012). Morbidity is part of the 

occupational therapy (OT) scope of practice; it is therefore essential that early recognition of 

neurodevelopmental disorders and the care of the developing brain through NDSC is implemented in 

NICUs and high care units so that the severity of morbidity may be reduced.  

 

Rehabilitation therapists are expected to use clinical reasoning with careful, thoughtful and clear use 

of studying evidence-based practices (EBP) so that they can make knowledgeable choices that 

influence the treatment of their client’s (Menon et al., 2009). Being able to recognise this gap has 

encouraged great interest in knowledge translation (KT), as KT allows for the giving, taking, and 

integration of concrete and practical applications within multifaceted organisations; therefore to bridge 

the gap between knowledge and practice it is integral that clinicians must be able to recognize which 

interventions are relevant in driving knowledge attainment in all clinical areas (Menon et al., 2009). A 

scoping review discovered that there had been limited studies indicating the benefits and results of KT 

strategies, as well as decreased practical research on how to integrate KT (Gagliardi & Dobrow, 2016). 

A study by Jacobs 2018, utilised implementation research to investigate the current practices of NDSC 

amongst the multidisciplinary team (MDT) who service the NICU in two public hospitals in the 

province of Gauteng South Africa (Jacobs et al., 2018). A study by Hardy et al. 2020, investigated the 

experiences of community service OTs working in the NICU in KZN, SA (Hardy et al., 2020).  

Anecdotal evidence has identified a gap within the SA context in determining how permanently 

employed OTs working in the NICU/High care units integrate their clinical experiences with EBP in 

the care of the high-risk infant. It is known that there is also a lack of research utilisation of EBP by 
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OTs who work in the NICU in the SA public health sector, with many therapists utilising various 

sources that may not be evidence-based or are outdated (Hardy et al., 2020). The exploration and use 

of KT in developing and determining the skills of OTs in utilising EBP have been identified in previous 

studies in developed countries (Thomas & Law, 2013). However, to the best knowledge of the authors, 

it has not been explored with only permanently employed OTs who support high-risk infants in the 

public health sector of KZN SA.  

 

The OT working in the NICU is required to have expert training in NDSC in order to be able to plan 

inclusive intervention, evaluation and discharge planning of the neonate, providing education to staff 

and families, as well as making fast, efficient and effective decisions (Craig & Smith, 2020; 

Hockenberry & Wilson, 2018; Nightlinger, 2011; Royal College of Occupational Therapists, 2017). A 

recent study has discovered that OT found it challenging to establish their roles within the NICU; 

therapists felt that they did not have the adequate skills and knowledge to work in the stressful NICU 

environment (Hardy et al., 2020). The hardships experienced in the public health sector, especially 

with the high infant and child mortality and morbidity rates are an indication of the need to translate 

EBP into practice (Hoque et al., 2011; Sherry, 2014). Therefore, the current clinical standards of care 

must be determined before EBP can be applied (Robinson, 2000). This study is aimed at discovering 

the current knowledge to practice gaps and visualising the ideal knowledge to practice interventions 

for OTs. They support high-risk infants by exploring the perceptions of OTs working in neonatal care 

in the public health sector of KZN. 

  

STUDY DESIGN  

This study is reported according to the Consolidated Criteria for Reporting Qualitative Research 

(COREQ) (Tong, Sainsbury, & Craig, 2007).  

 

THEORETICAL FRAMEWORK 

Methodological orientation and theory  

The study aimed to describe the experiences of the focus group (permanently employed OTs in the 

public health sector of KZN) who share similar ethnography or characteristics. The design focused on 

the narrative whilst still allowing the researcher to gain insight and explore discussions further with 

participants [18,19]. A combined theoretical framework was developed using the Appreciative Inquiry 

(AI) approach and KT process, to orientate the qualitative exploratory research design. The aims, 

objectives, data procedure and data analysis of the study were guided by the framework.  
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The AI approach is described as focusing on “asking the unconditional positive question to ignite 

transformative dialogue and action within human systems” (Ludema et al., 2006). AI is encompassed 

of four phases. The phases include discovery, dream, design, and destiny. The first two phases of the 

AI approach were used to develop and direct the presentation style of the data collection instrument. 

The inner circle of the diagram in figure 1, shows the discovery phase, which was used to pursue, 

explore, and highlight aspects that motivate organisations, despite the difficulties and barriers that OTs 

may encounter. 

 

The AI approach does not place importance on the negative factors to find solutions; rather it will 

investigate what is working and emphasise this to motivate people to accomplish their goals. Using 

concepts of the discovery and dream aspects of the AI approach, assisted in maintaining open-ended 

questions and encouraged dynamic discussions amongst participants in the focus groups. The content 

of the data collection tool was designed to understand the KT process amongst OTs. Questions aligned 

with the principles of KT such as knowledge enquiry, knowledge synthesis, sustaining knowledge and 

knowledge utilization in the care of the high-risk infant [17] 

 

This promoted a discussion amongst OTs about how they enquire knowledge to intervene in the 

NICU/high care units and support the high-risk infant, as well as how they synthesise and sustain the 

information that they source, utilise and adapt this knowledge to their contextual needs. The outer 

circle of the conceptual framework being dream allowed for OTs to envision, who the ideal therapist 

for the NICU should be, what is the ideal to share and sustain knowledge amongst therapists who work 

in neonatal care, what would an ideal toolbox for the NICU consist of, as well as what an ideal day in 

the NICU should look like for the OT. The framework using the discovery and dream phases of the AI 

approach stimulates curiosity and encourages learning for larger group change; therefore, the core of 

the organisation that is built on positive potential and wisdom brings hope for the possibility of change 

in the future [18]. 
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Figure 1: Theoretical framework and methodological orientation of the study 

 

PARTICIPANT SELECTION  

Sampling  

Participants included in the discussion groups were selected using purposive nonprobability sampling 

and met the selection criteria of the study [17]. The specific criteria included participants who were 

permanently employed for more than two years as OTs, who worked with neonates and high-risk 

infants in various levels of care in public health institutions across the province of KZN SA.  

 

Method of approach  

Participants were sent an invite with information about the study via email. They were also invited 

telephonically by the researcher using contact details provided by provincial OT forum. A list of 

personal contact details was drafted by the forum will full consent from all therapists for details to be 

shared amongst other therapists in the province for the purpose of forming sound referral pathways 

and a mentorship programme for junior therapists. The sharing of personal information complies with 

the Protection of Personal Information (POPI) Act of 2013 and. The sharing Informed consent and 

demographic information forms were sent to interested participants to fill prior to the focus group. 

Participants were informed that partaking in the study was voluntary and that the information received 

would be treated with confidentiality. Each focus group lasted 1.5 hours on the electronic platform 

ZOOM.  
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Sample size 

Total population sampling was 46 OTs however seventeen participants (n=17) took part in the focus 

groups.  

 

Non- participation  

Two therapists declined to participate as they preferred to work in other rehabilitative area and left the 

scope of paediatrics to their colleagues. Two different therapists who agreed to join the discussion 

were unable to participate on the day due to personal reasons and poor internet connectivity.  

 

SETTING  

Setting of data collection  

Upon the SA government’s decision to initiate a nationwide lockdown due to the Corona Virus 

(COVID19) pandemic globally, there became a need for researchers to explore alternate methods for 

qualitative data collection due to social distancing guidelines [17]. Two discussion focus groups via 

the online platform ZOOM were used as a method of data collection in this study. Participants 

represented six of the ten Districts in the province of KZN, SA. There was no other presence involved 

in data collection besides that of the researcher, co-facilitator of the research discussion and 

participants.  

 

Twelve out of seventeen participants completed their undergraduate training at the same institution. 

The demographic profiling of participants can be found in the table below. 

 

Table 2: Demographic profile of occupational therapists (n=17) 

Demographic Variable Occupational therapists n 

(%) 

Gender Male 1  6% 

Female 16 94% 

Work Experience 2-5 years 5 29% 

5-10 years 7 41% 

10-15 years 2 12% 

<15 years 3 18% 

Level of practice 

setting 

District 10 59% 

Regional 4 24% 
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Tertiary 3 18% 

Prior training in 

neonatal care 

Yes 11 65% 

No 6 35% 

 

DATA COLLECTION   

The initial questions for the discussion schedule were developed by the authors and reviewed and 

further refined with a team working on research in the field of knowledge translation and neonatal 

care. The questions were refined within a theoretical framework to focus on OTs that worked with 

high-risk infants supported by evidence found in the literature and clinical experiences of the author, 

co-facilitator, and supervisors. The questions in the instrument were relative to the research question, 

aim and objectives of the study which emphasized “knowledge to practice gaps” and “ideal knowledge 

to practice interventions” with OTs in the public health sector of KZN. The method in which the 

questions were phrased as well as expected outcomes and prompting by the author and the co-facilitator 

was recorded on a chart and later onto a word document. This allowed for further questioning, 

prompting and guidance with participants during the focus group.   

 

A pilot focus group was simulated on ZOOM with two community service OTs (CSO) and the co-

author of the study. The pilot allowed for the asking of the set questions from the data collection 

instrument. From this, problems identified in the presentation style of the questions and in the way that 

the discussions would be facilitated were acknowledged by the author. The primary issue identified 

was that of internet connectivity and the background noise from the participant's video calls. 

 

Table 3: Sample and Data Collection Method 

• Focus group discussions via electronic platform ZOOM.  

• Audio recorded via ZOOM.  

• Two focus groups with n=17 participants of a duration of 1.5 hours each.  

• Facilitation of the groups conducted by the author as facilitator and co facilitator acting as a 

moderator in the session using a semi structured interview guide.  

• No translation was required.  
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Figure 7 Open-ended questions in focus group 

 

Discussions were recorded via the audio recorder available on ZOOM. Observational and reflective 

field notes were made after the focus group by the author. This assisted with a preliminary analysis of 

possible themes that could emerge from the data.  Each focus group spanned 90 minutes. Data 

saturation was reached once no new themes could emerge from the data; therefore, further coding was 

not feasible (Guest, Bunce, & Johnson, 2006). Transcripts were returned to participants for comment 

or correction. No feedback was received for changes to be made. The facilitator of the groups and the 

moderator listened to the audio recordings prior to the transcripts being available. This authenticated 

the data received from the participants. Transcripts were also checked and rechecked against the audio 

recordings to ensure credibility (Creswell & Creswell, 2017).     

 

ANALYSIS AND FINDINGS  

Data Analysis  

The transcribed data were imported into NVivo (version 12 Pro), to assist in the organisation of the 

data. The data were analysed separately and repeatedly to identify initial coding using thematic 

analysis (Braun & Clarke, 2006). Word trees were generated by the author on the software programme.  

 

Derivation of themes  

A hybrid approach that included a shared data-driven inductive deductive method was utilised to 

demonstrate rigour in the thematic analysis (Fereday & Muir-Cochrane, 2006). The coding process 

involved the reduction of data into initial themes. These were later categorised into themes and sub-

themes (16 codes and 7 subcodes), and the relevant verbatim responses were highlighted to support 

Open ended 
questions 

focused on: 

The motivational factors that influence the OT to work with high risk infants

The sourcing of information to work with high risk infants

Synthesising knowledge that is sourced

Adapting information to specific work contexts

Generating discussion about what a typical and ideal day in the NICU/high care/
Kangaroo Mother Care (KMC) units looks like

Inquiring of what the ideal neonatal Occupational Therapy toolbox should
include
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the findings. The final stages of the data analysis included the grouping of the possible themes and 

sub-themes that were identified from the initial coding (Braun & Clarke, 2006). Emergent themes were 

reduced to five core themes based on the objectives of the study.  

 

Ethical Considerations  

Ethical clearance was issued by the University of KwaZulu-Natal Biomedical Research Ethics 

Committee (BREC/00001886/2020) and the DOH Health Research and Knowledge Management 

Directorate (NHRD Ref.  KZ_202008_066). An amendment has been submitted for this study 

(00005138), due to the current lockdown regulations relating to the COVID-19 pandemic preventing 

face-to-face contact for research discussions and focus groups.  

 

Trustworthiness, reliability, credibility, and dependability   

Triangulation can be described as making use of numerous sources of data, models, and methodology 

to provide valuable information to a study (Creswell & Creswell, 2017; Graham, 2005; Heale & 

Forbes, 2013).  Triangulation was conducted by peer debriefing the coded data from the transcripts 

and eventually the emergent themes with the co-author and supervisors of the research study to ensure 

dependability, reliability trustworthiness, and to counter researcher insider bias. This also allowed for 

the data to be validated. Participants with different years of experience were selected via non-

probability sampling to add value to the study. Credibility was ensured by the views of the participants 

being accurately interpreted from the audio recordings. Dependability was confirmed by keeping 

thorough records of the entire data collection and analysis process.   

 

REPORTING  

Results 

Five core themes with relevant sub-themes emerged from the data. The verbatim responses of the 

participants are reported in each theme.  
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Table 4: Summary of Themes and Subthemes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

THEME 1: OT and neonatal care in the public health sector 

 

Facilitators in working with high-risk infants  

Participants believe that the doctors that work in paediatrics at their facilities acknowledge the role and 

benefit of OT intervention in paediatrics, Early Childhood Intervention (ECI) and in neonatal care. 

They perceive the management of some facilities as being a facilitator in supporting the OT role in 

providing intervention to high-risk infants. The facility management is also supportive of follow up 

programs once the infant and mother are discharged. This allows for management to identify the 

implementation of OT programs and increases recognition of the OT role in ECI.  

‘An enabler is definitely your management where you show how well your program can run and if 

you feed from one program into the next program and you’re getting early childhood disability on 

top of it then that’s an enabling factor.’ (OT1) 

 

OT and Neonatal Care in the Public Health Sector

• Inhibitors in working with high risk infants

• Facilitators in working with high risk infants

• Interest in paediatrics and neonatal OT practice

• Referral system to OT as part of the facility’s paediatric protocol and policy

Knowledge Acquisition and Knowledge Synthesis 

• Acquiring knowledge from the multidisciplinary team (Doctors, nurses, rehab team)

• Sourcing information to support OT neonatal practice

• Acquiring information, knowledge and skills from multiple sources (Colleagues)

• Acquiring information, knowledge and skills from multiple sources (Courses, workshops)

• Acquiring information, knowledge and skills from multiple sources (Internet and journals)

• Synthesising knowledge to work in OT neonatal practice

• Acquiring knowledge from policies and protocols

Knowledge Translation/Utilisation

• Ethical practice in the NICU

• Inhibitors and facilitators in sustaining knowledge

• Sustaining knowledge through the family unit

• Sustaining knowledge through community healthworkers.

Contextual Barriers and Adaptation

• Adapting to the contextual needs of the facility and community

• Poor Referrals from the MDT

• Typical day in the NICU, high care and KMC units 

• The infant and parent dyad

The Ideal OT and Neonatal Setting

• The ideal occupational therapist in neonatal practice.

• The ideal day for OT practice in the NICU. 

• The ideal toolbox for the OT in neonatal practice.
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Inhibitors in working with high-risk infants  

Participants perceive the facility that employs them as a common inhibitor in providing quality 

interventions to high-risk infants, as they do not fund training for therapists to improve and expand on 

their knowledge and skills. Paying for training on a personal capacity is not always affordable, as 

courses and workshops are costly.  

‘Money is the big disabler, the fact that they don’t fund training.’ (OT1). 

 

Once an infant is discharged, the parent does not always comply with their follow up appointment 

dates with the high-risk baby clinic programs at the facility. Follow up appointments usually monitor 

the medical, feeding and overall development of the infant up to 2-3 years of age – this varies at 

different facilities. Participants identified that it is a difficult process to locate patients who default 

when the program is extensive, there are time limitations and poor OT staffing at most public health 

facilities in KZN. Staffing numbers in rehabilitation have decreased since the moratorium placed on 

posts in the KZN public health sector in the year 2016. This has led to many smaller departments being 

managed solely by junior therapists, whilst other departments in more resourced facilities struggle to 

provide full-time OT services in wards that require the assistance consistently. Participants describe 

an inhibitor as not having adequate staffing to have an OT providing full-time services in the NICU.  

‘Some of our disablers is that we don’t have enough staff to be able to work in neonatal ICU and 

ideally we’d have an OT working full time there.’ (OT4) 

 

Furthermore, participants believe that they were not provided with enough knowledge and skills to 

work with high-risk infants during their undergraduate training. Therapists self-learnt skills and 

appropriate interventions to support high-risk infants through their daily clinical experiences. 

‘I think one of the barriers we have as new therapists, we weren’t really trained in neonatal care on 

campus and you go into this new hospital and you have to learn as you go along.’ (OT2) 

 

Interest in paediatrics and neonatal OT practice 

Once therapists are placed at various facilities to complete their community service, they are likely 

required to provide intervention to paediatrics in all spheres. OTs who work in paediatrics generally 

have or develop an interest and passion for working with infants and children.  

‘Initially it was that I never had any exposure to working with neonates as a student or during 

varsity but once I did comm serve and started working in the department of health, obviously we got 

referrals for babies from the nursery and neonatal ICU and I’m really interested in it.’ (OT5). 
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Further training, courses, and workshops focusing on ECI and neonatal care increases interest in the 

field, as OTs feel more confident and equipped to provide therapy to high-risk infants or children. 

Participants interest in neonatal care is sustained by clinical experience, being able to monitor infant 

development if ECI is initiated, in comparison to an infant who had not received any intervention at 

all and therefore had poor functional outcomes.  

‘it’s been a combination of seeing the outcomes later in life and just knowing if you worked 

backwards, they could’ve introduced access care a lot earlier in the system and then through 

experience having worked with them early on and seeing the impact that an intervention can make 

reinforced for me why it is so essential to get into that field and the importance of early intervention.’ 

(OT7) 

 

Referral system to OT as part of the facility’s paediatric protocol and policy 

Most health facilities in KZN develop independent standard operating procedures (SOP) with regards 

to paediatric referral protocols and policies to other disciplines. OTs at some facilities only assess and 

provide intervention to patients when they are referred by the MDT. Participants do not blanket cover 

wards due to inadequate staffing, and compliance with the SOP of the facility. Some participants 

indicated that it is not a choice of interest for them to work with high-risk infants. They provide 

assessment and intervention in the NICU, only upon referrals received from the doctors 

‘I don’t think we’re drawn to do it; I think it’s a matter of the referrals that we get from the doctors 

and then we just do the treatment as per requirements or as we see necessary.’ (OT8) 

 

THEME 2: Knowledge Acquisition and Knowledge Synthesis  

 

Acquiring knowledge from the multidisciplinary team  

Participants acquire knowledge to support the high-risk infant through doctors, specialist 

paediatricians, neonatologists and nurses to assist in developing integrated intervention strategies to 

help the high-risk infant and parent. Healthy relationships are formed between clinicians with 

knowledge brokerage being implemented as they learn and share the expertise of their roles in support 

of the infant and the family. Participants view the nursing staff in the NICU, as an essential role player 

in understanding the OT scope of practice in the care of the high-risk infant. Therapists generally rely 

on nursing staff in reminding doctors to refer to OT. MDT ward rounds in the NICU, also promote 
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knowledge brokerage amongst the various disciplines. The MDT have internal communication 

channels, where they share information or refer patients to each other.  

‘The other source comes to think of it is colleagues, we have had the most amazing paediatricians 

and neonatologists that we got to work with, both South African and international and having that 

shared sort of think tank where you’re working with a dietician, in combination with a paediatrician, 

with a neonatologist and an OT, and you’re getting all together and you’re starting to think about 

intervention strategies and everyone starts sharing expertise from their fields, we developed a strong 

multi-disciplinary team and we got to learn from each other which was great.’ (OT7) 

 

Sourcing information to support OT neonatal practice 

Participants make use of the infant’s clinic book (Road to Health booklet) to educate parents on the 

developmental milestones that the infant should achieve. The book contains simple illustrations. This 

makes it user friendly to mothers that are literate or illiterate.  

‘The patient road to health card, road to health booklet gives us a lot on the developmental 

milestones.’ (OT11) 

 

Participants use the information provided in the paediatric assessment forms during the infant’s 

admission. This assists in understanding the infant from a medical and rehabilitation point of view as 

information is sourced from an MDT perspective. Besides sourcing information from the infant’s 

admission records and booklets, information is sourced through interviews with the family. 

Comprehensive referral forms that OT departments in various facilities have individually created, also 

assist in gathering information about the infant from the treating doctor.  

‘We source our info from just being able to work in the NICU, from the patient record, so the patient 

file, the interview with the mom or dad or the parents, from the referral letter, we have a request for 

consult that the doctor has to fill.’ (OT11) 

 

Acquiring information, knowledge and skills from multiple sources 

Participants acquire information, knowledge and skills from textbooks that are available in their 

departments on neonates. Colleagues with experience was the main point that participants identified 

in developing knowledge and skills in the care of the high-risk infant and to guide them in making use 

of the correct information, advising on difficult cases and treatment modalities.  

‘It’s just having access to speak to colleagues that have more experience, so when I first started out 

obviously being able to speak to people that that had more experience in the NICU.’ (OT5). 
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Participants also acquire information from policies that have been implemented from the KZN 

Department of Health (DOH). Within this comprehensive policy is a checklist that the nurses who 

work in the NICU complete. This assists in identifying and providing information on an infant that is 

or has the potential of being classified as high risk. 

‘With the new policy that’s come into neonatal to try lower litigation against the department of 

health, there’s that checklist that the nurses have to fill in and if you go through the checklist, a lot of 

the factors that we have had on our form are now also on that checklist. It is in our policy now and 

when I started there was no such thing as a neonatal check list, so there definitely are those 

guidelines to say if the baby isn’t checking these boxes- that’s a red baby, orange baby or a green 

baby.”(0T1) 

 

The Little Steps course, which focuses on NDSC for premature infants is one of the most popular 

courses available in SA, which caters for the MDT who work with high-risk infants in the NICU. 

Participants identified this course to be helpful in increasing their confidence, knowledge and skills in 

working with high-risk infants and their families. The Little Steps course is not affordable to all 

therapists. Therefore, those who have attended the course provide in-service training to others so that 

they can translate the knowledge to staff in their own facilities on NDSC strategies to implement in 

the NICU.  

‘The Little Steps course which we haven’t attended personally but have gotten in-service training 

from therapists that did it and the suggestions made for how you can work in the neonatal ICU were 

brilliant and we just took it back and in serviced it in our hospital and just said how can we ask the 

nursery to intervene.’ (OT9) 

 

Academic supervisors from the University of KZN provide knowledge brokerage through offering 

workshops on working with high-risk infants to clinicians. Academic supervisors also educate students 

whilst they are at their clinical sites. This allows for clinicians to also observe and learn concurrently. 

Participants keep updated in the field of neonatology by acquiring and improving knowledge through 

engaging with scientific evidence from published articles in journals. They make use of online 

searching to improve their experience and understanding in classifying specific terminology used in 

the NICU and what factors would influence an infant’s medical and functional prognosis once they are 

discharged. 

‘There’s lots of really superb cutting-edge research coming out so accessing journal articles in the 

latest neonatal journals, there’s also a lot of OT research coming out which is very exciting.’(0T7) 
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Synthesising knowledge to work in OT neonatal practice 

Participants who have 2-5 years of experience synthesise information that they have accessed from 

various sources and use it through trial and error in intervention with patients to observe what is useful 

and what is not. Participants believe that most of the knowledge and skills they develop or acquire are 

through their own clinical experiences and reasoning.  

‘I think it comes down to your clinical reasoning at the end of it, there’s so much information out 

there, you wanna use your clinical reasoning in addition to the information you gather to provide the 

best possible treatment.’ (OT9) 

 

THEME 3: Knowledge Translation/Utilization 

 

The inhibitors and facilitators in sustaining knowledge 

Participants attribute doctors in smaller facilities as inhibitors in sustaining knowledge in neonatal care. 

This is due to them rotating frequently, and not prioritising rehabilitation with high-risk infants. 

Therefore, they do not refer infants for therapy.  

‘From my experiences in district hospitals I find it more difficult to get buy in from medical staff. You 

know doctors are rotating the whole time and you’re trying to play catch up and their doctor 

meetings are not- the focus on rehab and intervention is not as strong.’ (OT7) 

 

Participants believe that putting OT in the medical in-service roster and providing consistent in-service 

training to educate doctors and nurses on the OTs role in the care of the high-risk infant, on the OT 

referral process and what programmes are offered at the facility and on discharge, act as a facilitator 

in sustaining knowledge in facilities. In-service training may assist in them building a trusting 

relationship with the OT department and accepting OT as a valuable member of the MDT. Participants 

also believe that getting the medical manager on board may assist in sustaining knowledge transfer of 

the OTs role in the care of the high-risk infant amongst the paediatric medical team.  

‘We did in-service training with our nurses on how to implement some of the care practices, we also 

did in-service training with every single intern-medical-intern that was coming through, so that 

everyone in the team is aware of how to implement your therapeutic approaches so it’s not just 

therapy and it becomes the base standard the entire system runs on.’(OT7) 
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Participants believe that another facilitator in sustaining knowledge of the OT’s role in neonatal 

intervention is using scientific evidence to prove to hospital management that OT interventions may 

assist the facility in decreasing expenses. Participants perceive the parent role in the NICU as being 

important in sustaining knowledge in the care of the high-risk infant. Participants educate the parent 

individually or in groups and adapt the intervention to the specific needs of the infant and parent dyad.  

‘So another thing that was done was a lot of work with the parents one-on-one as well as in groups 

and then seeing how you can adapt your care approach specifically to the parents’ needs and how is 

that best going to achieve a dyadic approach in that moment, how best you’re going to get the child 

and parent to work together.’ (OT7) 

 

 

THEME 4: Contextual barriers and adaptation 

 

Adapting to the contextual needs of the facility and community 

Participants engage with their past and present knowledge and experiences and combine it with 

scientific evidence to develop and adapt intervention strategies to their specific context. Participants 

indicate that most research in the field of neonatology comes from first world countries and may not 

suit the SA context.  

‘You also need to consider the resources at your institution because a lot of the research that comes 

out is from first world countries, and we don’t always have those kinds of resources. So, it’s always 

nice to see what they are using and try to think out the box and how we can use a similar sort of idea 

to get the same result.’ (OT9) 

 

Participants have developed language-appropriate education pamphlets for parents and caregivers at 

their facilities. Participants employed at tertiary institutions prioritise what information should be given 

to a parent or caregiver as they are not admitted for long periods of time. They believe that selecting 

the most applicable information to give to the parent comes with experience. 

‘Because we’re tertiary and we not retaining these kids for a long period, kind of being able to 

prioritize what you hand over to the caregiver and that comes with a bit of practice as well because 

you want to help the mom as much as you can and give them as much but sometimes I find that less is 

more.’ (OT6) 
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Poor Referrals from the MDT 

Participants indicate that although doctors rotate at the smaller hospitals every few months, some do 

not acknowledge or understand the OT role in neonatal care even if there is a continuous in-service 

training program.  

‘I think the doctors that we work with do rotate, but most of the time they are there for like 2/3 

months, so depending on the doctors- some of the doctors don’t really work close with rehab at all. 

You trying to inform them maybe that this is what OT does and this is how we can actually play a 

role they still for whatever reason generally don’t refer.’ (OT13) 

 

Typical day in the NICU, high care and KMC units  

Participants describe an average day in the NICU as being busy, short and chaotic due to working 

around the sleep and wake states of the infant or the parent not always being present. Participants feel 

that the NICU and KMC environments are supportive, and there is continuous training amongst staff 

and parents daily, in the form of classes, groups and individual education.  

‘I think short and chaotic summarises it for me, you go in there and this baby is sleeping and the 

other one is deep quiet sleep, and you can’t interact with that one and you move to the next one but 

mom is showering and then you’re here and then you’re there, so it often felt quite chaotic.’ (OT7) 

‘It is usually quite busy in the morning, but it is a nice environment for me to work in because the 

team is very supportive and there’s a lot of training that goes on and it’s constant.’ (OT1) 

 

THEME 5:  The ideal OT and neonatal setting 

 

The ideal OT in neonatal practice 

Participants believe that the ideal OT must be a confident person who is knowledgeable in the field 

of neonatal care. She must also have an assertive personality to be able to engage with the MDT to 

facilitate change. Participants also indicate that if the undergraduate training for working with high-

risk infants was comprehensive, then OTs may feel more equipped to work in the NICU. 

‘I think if we had a richer training system that would contribute more into having decent therapists. I 

think the other thing is passionate therapist, someone who is interested in it; you don’t want someone 

who is half-hearted in the NICU, it’s very emotionally intense work, it’s very draining work so I think 

you need someone with gentleness with an equal thick skin. I think someone who can work as well 

with your neonates as well as your parents, a lot of communication skills with your staff.’ (OT7) 
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Participants also describe the ideal OT as being patient, compassionate and educated in the field of 

neonatal care. They do not believe that a junior therapist should work in the NICU. Participants view 

work in the NICU as being a ‘specialised” field of practice in OT, and the therapist working there 

should have adequate training and experience to make them feel confident.  

‘I think a very patient, compassionate and an educated person in that field. I don’t think your comm 

serve is the person that should be in that space. The person must be trained, neonatal ICU in my 

view is a specialised field and I don’t think that comm serves can actually work there because if you 

are starting, you need to first understand the environment you are working in.’ (OT4) 

 

The ideal day for OT practice in the NICU 

Participants describe the ideal day for an OT working in the NICU as having a good working 

relationship amongst the MDT, as well as having the time and flexibility to be able to structure your 

workday.  

‘I think the ideal day would include proper team connection, as well as just the time to be flexible 

and fluid in who you see and when.’ (OT7) 

 

The ideal toolbox for the OT in neonatal practice 

Participants envision the ideal toolbox to include protocols for OT working in the NICU, that are based 

on scientific evidence for various diagnoses. Participants think that it should consist of standardised 

SA assessment tools that applies to the context and population group of the country. They believe that 

the data from this assessment can be utilised to develop research within the South African context in 

OT and neonatal care. Participants would like the ideal toolbox to also have a room that would be 

allocated solely for family and parent counselling.  

‘I think what I would really like in the toolbox is a South African assessment that is sensitive to our 

population and we can really start using that to generate our own data and to stand our ground on 

an international level in terms of research.’ (OT7) 

 

Participants indicate that it is difficult for them and other OTs who have not had further training in 

working with high-risk infants to identify what the ideal toolbox should consist off, as compared to 

therapists who have received additional training.  

‘I think it’s quite hard for us who haven’t had further training in high-risk babies, it’s hard for us to 

say what would be ideal whereas a person who has had that training may have a lot of things they 

would think would be most beneficial to kids.’ (OT9) 
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DISCUSSION  

The findings of this study have outlined the knowledge to practice gaps for OTs supporting high-risk 

infants in the KZN public health sector. Doctors working in paediatrics recognise the value of OT in 

ECI and in neonatal care in some hospitals. Hospital management acknowledges OT services once 

they can see the benefits of early developmental care, especially with cases of morbidity. Receiving 

support from management contributes to the successful implementation of NDSC, and may decrease 

the expenses of the facility through shorter admissions and fewer health complications (Butler, 2018; 

Lubbe, 2010). Research has identified that the early implementation of NDSC encourages the overall 

development of high-risk infants (Legendre et al., 2011; Wallin & Eriksson, 2009). It has also been 

recommended in several studies that high-risk infants be referred to OT to provide early intervention 

programmes to promote neurocognition, performance in areas of occupation, maternal mental health 

and family centred care as a means of sustaining knowledge and supporting the infant and parent dyad 

(Butler, 2018; Hwang, Chao, & Liu, 2013; Lekskulchai & Cole, 2001; Lubbe, 2010; Spittle, Orton, 

Anderson, Boyd, & Doyle, 2015). Inhibitors in working with neonates, such as the KZN DOH not 

funding training in neonatal care for OTs, and training being unaffordable for many therapists 

correlates to a previous study, in which junior therapists stated that attending neonatal courses was 

difficult as they were costly (Hardy et al., 2020). Permanent staff shortages in the KZN DOH within 

the OT profession inhibits consistent care of high-risk infants in the NICU, and places strain on 

therapists (Beyers, 2013; Hardy et al., 2020; Shung-King et al., 2019).  

 

It was found that participants who work in paediatrics at their hospitals generally have an interest in 

working with children and neonates. Further training in neonatal care increases a therapist’s confidence 

and interest in the field. Studies have found that therapists with little clinical experience, feel 

incompetent, have decreased self-confidence, engage in interventions with flawed clinical reasoning 

and face challenges with their level of skill and what is expected of them in the work environment 

(Hodgetts et al., 2007; Robertson, 2012). Participants outlined that seeing positive developmental 

outcomes with implementing early intervention encouraged an interest in neonatal care. Other 

participants had no interest in working with neonates but followed the referral process, SOP of their 

facilities and the OT scope of practice to intervene only as required. This is aligned with findings from 

a study in which OTs did not work in the NICU due to a lack of interest in neonatal care (Hardy et al., 

2020).  
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Participants acquire information and knowledge from a range of professionals in the MDT. Working 

relationships are formed between disciplines with the implementation of knowledge brokerage to learn 

and share the expertise of individual roles in supporting the high-risk infant. Information is shared 

during in-service training, ward rounds and making use of internal communication channels. This is 

consistent with studies in which working in a MDT, has been highlighted as being beneficial to ensure 

consistency in the care of the neonate (Aita & Snider, 2003; Aucott et al., 2002; King et al., 2009; 

Lubbe, 2010; Müller et al., 2016; van Wyk & de Beer, 2017). Information to support the infant and 

parent was acquired through working in the NICU and from other sources such as referral forms, 

admission booklets, interviews with the parent and the South African DOH Road to Health booklet 

which consists of an immunisation schedule, developmental and growth monitoring as well as other 

health information for infants and young children. Participant’s clinical knowledge and skills were 

acquired through textbooks, online searching, consulting with experienced colleagues, DOH nursing 

policies, journal articles, courses, and support from the University of KZN lecturers. A lack of DOH 

policies for the OT role and specific practice in neonatal care could be an area for future research; this 

may assist in providing a standard of care across the KZN province. 

 

 A scoping study outlined that experienced OTs used evidence-based practice (EBP) in clinical 

decision making, using online research, reading of relevant literature and increasing knowledge and 

skills by attending courses and workshops for professional development in fields of interest (Copley 

et al., 2010; Sharoff, 2011; Thomas & Law, 2013; Vachon, Durand, & LeBlanc, 2010). The ‘Little 

Steps’ course focusing on NDSC for preterm infants was identified as the most common course 

attended by OTs. This correlates to two other studies that have recognized the course to be useful in 

the operationalisation of NDSC amongst the MDT working in the NICU (Hardy et al., 2020; Lubbe, 

2010). The synthetisation of acquired information, knowledge and skills was thought to be from a 

therapist’s own clinical experiences and practice. Experience plays a vital role in increasing the self-

confidence of an OT, together with integrating research into practice(Thomas & Law, 2013).   

 

Frequent staff rotations and disinterest of doctors to refer infants to OT make it challenging to sustain 

neonatal services (Hardy et al., 2020). The focus on rehabilitation is not prioritised as medical concerns 

take precedence. Providing in-service training to the MDT on the OT role facilitates knowledge 

sustainment and optimizes NDSC practices (Lubbe, 2010). EBP guidelines for NDSC come from first 

world countries and are adapted by professionals to the SA context (Als, Lester, Tronick, & Brazelton, 

1982; Lubbe, 2010; VandenBerg, 2007). Participants adapt international guidelines according to their 

resources and the population they service.  This may assist in relaying information to caregivers and 
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suggesting intervention methods that are contextually appropriate.  A typical day in the NICU was 

outlined by some participants as being a brief, chaotic but supportive MDT environment. The ideal OT 

to service the NICU needs to be trained, confident, compassionate, assertive, and motivated to 

encourage practice change amongst the MDT. Junior therapists are not recommended to work in the 

NICU due to their lack of training and experience. This correlates with findings from other studies 

(Butler, 2018; Hodgetts et al., 2007; Robertson, 2012). An ideal day in the NICU is having positive 

working relationships with the MDT, time, and flexibility to provide individualised infant and family 

centred care. Participants envision the ideal neonatal toolbox to consist of standardised SA assessment 

tools and EBP protocols specific to OT whilst others felt like they could not imagine what the ideal 

would be, as they received no further training in neonatal care. Further studies exploring the ideal OT, 

and NICU toolbox for SA neonatal care is necessary.  

 

Methodological considerations and limitations  

A hybrid approach using inductive and deductive methods was utilised. This approach to analysing the 

data complemented the instrument questions by allowing the principle of KT and OT in the care of the 

high-risk infant, to be fundamental in the method of deductive reasoning whilst still letting themes 

emerge from the data using inductive reasoning (Fereday & Muir-Cochrane, 2006). Documenting of 

evidence through this approach displayed credibility, validity and trustworthiness in the research 

method (Koch, 1994). The study was limited to one province in SA and only included OTs in the 

public health sector; therefore, the findings may not outline the perceptions of OTs in the country as a 

whole or on an international level. The qualitative design and small sample size may not represent the 

perceptions of all OTs. A response bias may have developed, as OTs who had no interest or little 

knowledge in supporting high-risk infants did not respond to the invite for participation.  

 

CONCLUSION 

The findings show that the knowledge to practice gaps for OTs employed in the public health sector 

of KZN, are insufficient training in neonatal care due to postgraduate courses being unaffordable and 

not receiving funding or training from the DOH to improve knowledge and skills. A decreased interest 

of some OTs to support high-risk infants may indicate a gap in practice. Severe staff shortages place 

strain on therapists as they are unable to provide consistent care in the NICU. Frequent doctor rotations, 

and a poor understanding of the OT role in neonatal care result in infants not being referred to OT. 

Resources, training of OTs, and SOPs relating specifically to the OT role in neonatal care in the public 

health sector appear to be necessary to inform a standard of care across the province of KZN.  
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CHAPTER 3: SYNTHESIS 

______________________________________________________________ 

 

3.1 INTRODUCTION   

Infant mortality rates have significantly declined in the past 20 years in South Africa since the initiation 

of the MDG’s and subsequent SDG’s (Shung-King et al., 2019). There is however, still a need to place 

emphasis on child morbidity as a result of preterm birth complications and other neonatal risk factors 

that may result in long term neurological sequelae (Aylward, 2014b; Mwaniki et al., 2012). Managing 

the outcomes of morbidity is within the OT scope of practice. Thus, it becomes imperative that early 

recognition of neurodevelopmental disorders and the care of the developing brain through NDSC is 

implemented in hospital NICU’s and so that the severity of morbidity may be reduced.  

 

To the best knowledge of the researcher there is limited research available on the role of the OT in 

the NICU and in providing care to high-risk infants within the South African context. Findings from a 

recent study in the province of KZN revealed that junior community service OT’s did not completely 

understand their role with high-risk infants and expressed having have insufficient knowledge and 

skills to support this particular population (Hardy et al., 2020). The aim of this current study was to 

explore the perceptions of full time employed OT’s working with neonates in the public health sector 

of KZN, by discovering the current knowledge-to-practice gaps, and visualizing the expertise required 

to support high-risk infants.  

 

A conceptual framework combining an AI approach and KT process was developed by the researcher 

to guide the study. This framework guided the development of the aims and objectives, the discussion 

guide for the focus groups, and data analysis. The framework also assisted in discovering current OT 

and neonatal care practices in the public health sector by exploring the factors that motivated 

therapists to work with neonates, ascertaining how therapists acquired and synthesised their 

knowledge to work with high-risk infants, and how therapists sustained their acquired and synthesised 

knowledge within their specific settings to promote sustainability of their interventions. The framework 

allowed for further discovery and exploration into the contextual barriers and adaptations made by 

therapists in their intervention strategies with high-risk infants. Lastly, the framework assisted 

therapists to visualise and dream of the ideal OT and neonatal environment to support high-risk infants 

in various levels of care within public health institutions in KZN.  

 

The qualitative methodology of the study assisted in achieving the aim, and answering the research 

questions, by conducting online focus group discussions with 17 full time employed OT’s who worked 
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with neonates in various levelled public health facilities in KZN. The findings from the focus groups 

allowed the researcher to gain insight into the knowledge-to-practice gaps and to obtain a glance of 

what therapists visualise as being the ideal knowledge to practice interventions to support high-risk 

infants. The findings of this study may assist academics, and experts in the field to design contextually 

appropriate and resource efficient neonatal intervention content for occupational therapists, with an 

implementation of the intervention content for viability at a later stage with therapists in the public 

health sector of KZN. Transcripts of the study was analysed using a thematic analysis and inductive 

deductive reasoning. Five main themes emerged from the process of data analysis. The researcher 

wrote one manuscript to document the methodology, results, and findings of the study. The consensus 

amongst participants from the focus groups is indicative that the results from the study could be 

reflective of the perceptions of the greater population of OT’s who support high-risk infants in the 

public health sector of KZN. 

 

3.2 KEY FINDINGS AND IMPLICATIONS  

The first objective of the study was to explore what factors motivated OT’s to work with neonates. 

Therapists outlined both facilitators and inhibitors in providing intervention to high-risk infants. A major 

inhibitor being that there was a lack of funding for skills development from health facilities for therapists 

to expand on their clinical knowledge. Post graduate training, courses and workshops are not always 

affordable to therapists, but was introduced as mandatory by the Health Professions Council of South 

Africa (HPCSA) in 2007, to improve on the quality of care provided to patients. Compliance in 

continuous professional development (CPD) has since been poor, with only 35% of health 

professionals fulfilling their requirements (Maharaj, 2013). This concurs with findings from studies in 

which barriers to CPD with public sector employees were mainly unaffordability of courses (72%) 

amongst other factors (Hardy et al., 2020; Maharaj, 2013).  

 

The HPCSA guidelines state that OT undergraduate training in South Africa must cover six months in 

the field of paediatrics. However, assessment and intervention with neonates are not specified 

(HPCSA, 2019). Participants in this study felt that their undergraduate training did not adequately 

provide them with the knowledge and skills to work with high-risk infants. As new therapists employed 

in facilities that required the service, they had to self-learn assessment and intervention strategies to 

apply to the NICU and high care environments. This aligns with studies on junior OTs in South Africa, 

who suggest that their theoretical and practical undergraduate training in neonatal care was not 

sufficient to apply in clinical practice (Hardy et al., 2020; Robertson, 2012). The HPCSA guidelines 

suggest that therapists must adapt their present skills, using clinical reasoning and problem solving 

to service a variety of needs and diagnoses (HPCSA, 2019). This includes servicing the NICU 

regardless of training received in the field.  
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In developed countries, OT and neonatal practice are considered a specialised field that requires 

advanced training, years of experience in paediatrics and continuous mentoring (Nightlinger, 2011; 

Royal College of Occupational Therapists, 2017). Inexperience and trial and error interventions can 

cause harm to a high-risk population that is already susceptible to increased morbidity and mortality 

due to prematurity and other medical conditions. Therapists identified ethical practice as being crucial 

in the care of the infant. OTs should not intervene when it is not necessary and if they are unsure of 

intervention strategies, as this could put infants at risk of harm. This corresponds with the HPCSA 

ethical guidelines for good practice in the health care professions (HPCSA, 2000). However, the 

ethical guidelines contradict with other HPCSA guidelines as it also suggests that therapists must use 

their present knowledge to apply to clinical practice. If OT’s do not have enough training or experience 

in working with neonates, there is the possibility of adverse events that could occur. OT’s need to be 

theoretically and practically trained and educated in neonatal care at an undergraduate and post 

graduate level, to provide safe and valuable intervention to the high-risk infant.   

 

OT staffing levels in all facilities are an inhibitor to consistent in and outpatient neonatal care. A 

moratorium placed on all rehabilitation posts in 2016 by the KZN Department of Health (DOH), 

resulted in posts remaining vacant upon resignation (KZN OT Forum, 2019a). Participants reported 

that it was difficult to monitor their follow up programmes for high risk infants, as patients defaulted 

often and there was time constraints and not enough staff to locate defaulters (Hardy et al., 2020) . 

This could be because of a parent’s decreased understanding of the importance of complying with 

follow up appointments. Other reasoning for defaulting, could be due to the high levels of poverty in 

a low resourced rural province such as KZN, where parents are often unable to afford transportation 

to health facilities (Shung-King et al., 2019; Van Stormbroek & Buchanan, 2016). OTs are regarded 

as “specialists” in infant development, sensory regulation, positioning and family centred care 

(Nightlinger, 2011). Therapists would ideally want a full-time OT servicing the NICU, unfortunately 

due to staff shortages this is not possible. Insufficient staffing not only affects the quality-of-service 

delivery but also the mentorship, support, and supervision of junior therapists in providing safe 

intervention to high-risk infants.  

 

Facilitators in the public sector were recognised by participants as being the medical management of 

some health facilities, the clinical head of paediatric departments as well as the paediatric doctors. 

Management and medical staff supported the OT role in neonatal care, and early childhood 

intervention in paediatrics.  Hospital management acknowledges OT services once they can see the 

benefits of early developmental care, especially with cases of morbidity. Receiving support from 

management contributes to the successful implementation of NDSC, and may decrease the expenses 

of the facility by improving the quality of life of the infant (Butler, 2018; Lubbe, 2010). Research has 

identified that the early implementation of NDSC encourages the overall development of high-risk 
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infants (Legendre et al., 2011; Wallin & Eriksson, 2009). It has also been recommended in several 

studies that high-risk infants be referred to OT to provide early intervention programmes to promote 

neurocognition, performance in areas of occupation, maternal mental health, and family centred care 

as a means of sustaining knowledge and supporting the infant and parent dyad (Butler, 2018; Hwang 

et al., 2013; Lekskulchai & Cole, 2001; Lubbe, 2010; Spittle et al., 2015). 

 

Therapists did not have exposure in clinical practice with neonates during their undergraduate training 

but were required to service this population when placed in community service. OT and hospital-

based paediatrics require that all infants and children with a medical diagnosis must be assessed and 

treated accordingly in all spheres. It was found that participants who work in paediatrics generally 

developed an interest in working with children and neonates. Further training in neonatal care 

increased their theoretical and practical knowledge, confidence, and interest in the field. Studies have 

found that therapists with little clinical experience, feel incompetent, have decreased self-confidence, 

engage in interventions with flawed clinical reasoning and face challenges with their level of skill and 

what is expected of them in the work environment (Hodgetts et al., 2007; Robertson, 2012). 

Participants outlined that observing short and long term positive developmental outcomes with 

implementing early intervention encouraged an interest in working with high-risk infants. Other 

participants had no interest in working with neonates but followed the referral process, standard 

operating procedure (SOP) of the facility and the OT scope of practice to intervene only as required.  

This is aligned with findings from a study in which OTs did not work in the NICU or attend any courses 

or training to develop their skills due to a lack of interest in neonatal care (Hardy et al., 2020). The 

blanket covering of wards such as the NICU and high care units were not possible due to inadequate 

staffing. The SOP’s in some facilities require OT services only upon a referral basis from medical staff 

and other disciplines. A variety of reasons influence a therapists interest in a particular field of practice; 

clinical experience, personal competence, job availability, way of life and personal conditions 

(Richardson & Rugg, 2006). In South Africa specialised fields within the OT scope of practice is not 

recognised by the HPCSA. Rather therapists have an interest in clinical practice areas and expand 

on their skills through CPD accredited training and courses. The scarcity of job opportunities for OT 

in the public health sector of KZN and a saturation of job availability in the private sector leaves little 

opportunity for choice of clinical work and personal growth. Therefore, leaving therapists to stay in 

jobs that may not be satisfying and fulfilling so that they are able to meet their financial needs.  

 

The second objective of the study was to discover how OTs sourced information and knowledge to 

support the neonate. Participants acquired information and knowledge from a range of professionals 

in the MDT such as doctors, specialist paediatricians, neonatologists, dietitians, physiotherapists, and 

speech therapists. Working relationships were formed between disciplines with the implementation of 

knowledge brokerage to learn and share the expertise of individual roles in supporting the high-risk 
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infant whilst still working as a team.  This is consistent with studies in which working in a MDT and 

sharing knowledge, has been highlighted as being beneficial to ensure consistency in the care of the 

neonate (Aita & Snider, 2003; Aucott et al., 2002; Butler, 2018; King et al., 2009; Lubbe, 2010; Müller 

et al., 2016; van Wyk & de Beer, 2017). NDSC is known as a MDT approach, however it is imperative 

that disciplines understand their individual roles in the infants intervention plan (National Association 

of Neonatal Therapists, 2014). This describes interprofessional responsibility and identity as a part of 

a collaboration of services.    

 

Nursing staff are viewed as essential role players in the NICU environment. They are a constant 

presence in the unit, who work closely with the MDT, infant and parent. Nurses can provide 

information to the therapist when required, follow through with ward therapy programmes and prompt 

medical staff to refer high-risk infants to OT. However, nursing staff in public health facilities are rarely 

trained in NDSC and are unable to identify and interpret infant behaviours like some members of the 

rehabilitation team, who have received training (Lubbe, 2010). Information is shared amongst the 

MDT during in-service training, grand ward rounds and using social media platforms such as 

WhatsApp. Research has found that an affordable way of increasing clinical competence, sharing 

knowledge and promoting CPD in the public sector is through in-service training amongst OTs and 

other members of the MDT (Hardy et al., 2020). In other studies, in service training on the concept of 

NDSC was viewed as a supporting factor, whereas if no in-service training was provided there was 

poor implementation of NDSC amongst the MDT (Butler, 2018; Jacobs et al., 2018; Lubbe, 2010). 

The development of departmental in-service rosters in OT, other rehabilitation and paediatric 

departments may assist in sustaining knowledge brokerage in neonatal care amongst the MDT. The 

use of internal communication channels through social media platforms such as WhatsApp has risen 

in the 21st century amongst health care professionals who utilise the application to refer, discuss and 

share patient cases and knowledge (Boulos, Brewer, Karimkhani, Buller, & Dellavalle, 2014; Boulos, 

Wheeler, Tavares, & Jones, 2011). WhatsApp is a cost effective, efficient application that promotes 

accessible communication with the MDT, strengthens learning, promotes patient privacy amongst 

treating clinicians and improves the overall holistic management of the patient (Khanna, Sambandam, 

Gul, & Mounasamy, 2015; Mars & Scott, 2016; Nardo et al., 2016).  

 

Information to support the infant and parent was acquired through working in the NICU and from other 

sources such as OT referral forms, admission booklets, interviews with the parent and clinic 

immunisation booklets. These sources provide information on the infant’s medical state, social 

circumstances and other assessment and intervention strategies received from the MDT. Participant’s 

acquired knowledge and skills through textbooks in their departments, online searching, consulting 

with experienced colleagues, DOH nursing policies, journal articles, courses, and support from the 

University of KZN academic supervisors at specific clinical placement sites. Findings from this study 
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have correlated with results from other studies in which professionals used Google and other media 

platforms to develop knowledge and skills, as well as to source information to inform their clinical 

practice (MacWalter, McKay, & Bowie, 2016; Sharoff, 2011). The legitimacy of accessing information 

from unknown internet sources must be acknowledged as the information could be out of date,  lack 

substantial EBP and may not align with the needs of the South African health context (Sharoff, 2011).  

The Neonatal Association of Neonatal Therapists (NANT) was identified by participants as being an 

authentic online source for information that can assist all rehabilitation therapists to support the high-

risk infant and family.  

 

As junior therapists, having access to mentorship from senior therapists in the province, colleagues 

and peers who are experienced in the field of neonatal care aided them to assess and provide safe 

and correct intervention to high-risk infants. This concurred with other studies in where junior 

therapists found that having access to a supervisor who had experience in neonatal care helped to 

develop their clinical abilities in the field whilst providing ongoing support and job training (Hardy et 

al., 2020; Van Stormbroek & Buchanan, 2016). Junior therapists were allocated mentors in the form 

of permanent therapists across the KZN province. This new initiative was implemented at the 

beginning of 2020 and will be evaluated by the KZN OT Forum at the end of the year. 

 

Therapists who were passionate about using EBP in neonatal care accessed and shared applicable 

journal articles with colleagues. The use of EBP assists health professionals in policy development, 

translating research findings into practice, and by integrating relevant evidence, clinical experience, 

and patient needs to make informed decisions and provide expert clinical care (Nightlinger, 2011; 

Rheeder, Lubbe, & Pretorius, 2017) . Other studies have outlined that experienced OTs used EBP in 

clinical decision making, using online research, reading of relevant literature, and increasing 

knowledge and skills by attending courses and workshops for professional development in fields of 

interest (Copley et al., 2010; Sharoff, 2011; Thomas & Law, 2013; Vachon et al., 2010).  

 

The ‘Little Steps’ course focusing on NDSC for preterm infants was identified as the most common 

course attended by OTs in this study. Therapists gained confidence and clinical competence in the 

management of high-risk infants. This aligns with findings from  two other studies that have recognised 

the course to be useful in the operationalisation of NDSC amongst the MDT working in the NICU 

(Hardy et al., 2020; Lubbe, 2010). The course is not aimed only at training OTs but on empowering 

the MDT with knowledge and skills on developmental care, identifying infant behaviours, feeding, 

positioning, environmental adaptations, and other intervention modalities. Some therapists were not 

able to attend the course personally but had received in-service training from other OTs. Knowledge 

brokerage was then carried out at individual institutions with the MDT servicing the NICU. Other 

courses attended by some therapists were the Neurodevelopmental Therapy Advanced Baby course, 
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the Infant Sensory Integration course and short courses in neonatal care offered by the University of 

KZN. Attending a variety of courses assist in providing a holistic and integrated approach to the 

treatment of high-risk infants, unfortunately attending courses may not be affordable to all therapists.  

 

The synthesis of acquired information, knowledge and skills were thought to be from a therapist’s 

clinical reasoning, experience, and practice. Experience plays a vital role in increasing the self-

confidence of an OT, together with integrating research into practice (Thomas & Law, 2013). This 

study has found that therapists with 2-5 years of clinical experience synthesise information that they 

have sourced, by using trial and error in treatment modalities to see whether it works for their patients. 

As mentioned previously, trial and error interventions may pose as being detrimental to the 

neurodevelopment of high-risk infants.  

 

Information is further acquired using DOH nursing policies and protocols. These assist therapists in 

identifying patients that are mild to severely at risk of mortality and morbidity. OTs develop their 

protocols for their institutions to manage the high-risk infant, as there are no OT specific guidelines or 

protocols available from the KZN DOH.  This aligns with findings from a study that found that junior 

therapists did not have any standardised protocols to guide their NICU practice (Hardy et al., 2020). 

In an alternate study policies were not found on NDSC practices in several NICUs in South Africa 

(Lubbe, 2010). Policies that govern neonatal care can assist in the successful implementation of 

NDSC amongst the MDT. A lack of DOH policies, protocols and guidelines for the OT role and specific 

practice in neonatal care could be an area for future research. This may assist in implementing a 

standard of care across the KZN province in providing quality OT services and decreasing trial and 

error interventions by inexperienced therapists. 

 

The third objective of the study was to explore how OTs synthesise and sustain knowledge to translate 

it into practice with neonates. Inhibitors and facilitators were identified in sustaining knowledge in 

neonatal care. Therapists identified frequent staff rotations and a disinterest of junior doctors to refer 

infants to OT as being an inhibitor in sustaining neonatal services. These findings align with other 

studies where the frequent rotation of doctors in the NICU, made it challenging to sustain knowledge 

of NDSC and an understanding of the OT role in the NICU (Hardy et al., 2020; Lubbe, 2010). Other 

studies relating to doctor’s attitudes towards the implementation of NDSC, found that ward rounds do 

not follow set times, with a disregard of quiet time in the NICU and of other environmental adaptations 

(Lubbe, 2010). The focus on rehabilitation services and NDSC is not prioritised as medical concerns 

take precedence (Butler, 2018). Inadequate support from the medical staff in the NICU acts as an 

inhibitor in sustaining knowledge of the OT role and of NDSC practices. Therapists considered the 

provision of in-service training to the MDT on the OT role in the NICU, and on NDSC practices as 

being a facilitator in sustaining knowledge in some institutions. Providing in-service training to the 
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MDT, facilitates knowledge sustainment on the OT role, increases referrals, improves infant 

developmental outcomes, and optimises NDSC practices (M. S. Brown, Ohlinger, Rusk, Delmore, & 

Ittmann, 2003; Hardy et al., 2020; Jacobs et al., 2018; Lubbe, 2010). However, findings from this study 

have also indicated that in smaller institutions there is a still a disregard for OT services although 

regular in-service training is done with the MDT. Therefore, infants are generally not referred. This 

may lead to poor long-term developmental outcomes of the infant. EBP in the NICU and high care 

units must be implemented by the MDT, with specific focus on the role of the OT as their vast 

knowledge in child development, ideologies of holistic intervention strategies, builds a basis for an 

exclusive and valued influence on the neonate in under-resourced environments within the public 

health sector of KZN. 

 

Sustaining knowledge through family-centred care was identified as a facilitator, as parents spent 

more time in the NICU than any other member of the MDT. Therapists provided support, and 

education on NDSC practices to parents individually or through group therapy. Interventions were 

adapted according to their specific cultural and contextual needs. The participation of the infant and 

the family in culturally appropriate interventions is a priority in neonatal care (Nightlinger, 2011). 

Parents gain valuable knowledge and skills from OT’s that value the family role, are educated in 

NDSC, infant medical diagnoses, and who are sensitive to their concerns, needs and preferences 

(Vergara et al., 2006). Studies have also found that family-centred care decreases the costs of the 

institution through shorter admission times, lessens parent stress, promotes infant-parent bonding, 

and improves overall infant development (Bruce et al., 2002; Smith, Desai, Sira, & Engelke, 2014; 

Westrup, 2014).  

 

Therapists employed at rural facilities in this study utilised community health care workers as a means 

of sustaining knowledge. Community workers were educated on identifying high-risk infants in their 

areas to refer to the hospital for assistance and advising parents on basic contextually appropriate 

intervention strategies. They assisted in locating high-risk infants in communities where parents 

defaulted follow up programmes. Literature has found that community health care workers have a 

significant role in assessing and advising people on their health care needs and what services they 

can access at health care facilities for specific problems. They are trained by professionals to 

understand the basics of medical diagnoses, managing chronic diseases, disease prevention, and 

promoting good health outcomes (Uys, 2002). Community health care workers may play a vital role 

in sharing and sustaining knowledge at a community level whilst assisting the MDT in locating and 

identifying infants at risk to refer them to health care facilities for appropriate intervention.  

 

The fourth objective of the study was to explore how OT’s overcome barriers and what enables them 

to adapt their intervention strategies to their specific contextual needs. EBP guidelines for NDSC 
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come from first world countries and are adapted by professionals to suit the South African context 

and cultural needs (Als et al., 1982; Hardy et al., 2020; Lubbe, 2010; VandenBerg, 2007). 

Programmes such as the Newborn Individualised Developmental Care and Assessment Program 

(NIDCAP) were developed internationally and therefore are not suitable for under-resourced settings  

(Lubbe et al., 2012).  International research findings, and guidelines are adapted by therapists 

according to their resources and the population they service. Resources are provided in both English 

and IsiZulu languages, so that caregivers can understand intervention programmes and apply them 

accordingly. Designing contextually appropriate programmes that are only picture-based may assist 

in relaying information and suggesting intervention methods to caregivers that are illiterate. One of 

the high-risk factors identified by therapists was that of young mothers. Emotional support, education 

on breastfeeding, caring for a new-born infant, and the importance of attending follow up high risk 

baby programmes was thoroughly conducted with young mothers. This concurs with findings from a 

study where young mothers were recognised as being challenging to form therapist-client 

relationships with, and were unreceptive to education in the NICU (Hardy et al., 2020). This could be 

due to multiple social factors such as being overwhelmed by becoming a parent and having birthed a 

child that is premature or unwell, breast feeding problems, having inadequate family support systems, 

stress with regards to their financial statuses, and returning to school.  

 

A typical day in the NICU was described as “scary”, brief, and chaotic due to advanced medical 

equipment, working around the sleep-wake states of the infant and the parent not always being 

present in the NICU.  Therapists engaged with doctors and nursing staff about the medical and social 

history of the infant before assessing and intervening. For some therapists the NICU environment had 

a supportive MDT with an understanding of the OT role. Frequent in-service training was done with 

the MDT on NDSC practices and education with the parents individually and in groups. Therapists 

assess the mothers mental state and infant-parent bonding before sharing knowledge and training on 

NDSC, the infant’s diagnosis and other information. Post-natal depression and psychosis are common 

psychiatric illnesses that occur shortly after birth. Difficulties experienced with this diagnosis prevents 

mothers from caring for and bonding with their babies (Cooper et al., 2009). Therefore, they are not 

receptive to intervention and other requirements of the NICU. It is within the OT scope of practice to 

identify post-natal mental illness and to refer the mother accordingly to a psychologist and psychiatrist 

for further management and support. 

  

The ideal OT to service the NICU needs to be trained in neonatal care, confident, compassionate, 

assertive, and motivated to encourage practice change amongst other professionals included in the 

MDT. Junior therapists are not recommended to work in the NICU due to their lack of training and 

experience. This correlates with findings from other studies in which OTs who service the NICU are 

required to have post-graduate education in the field of neonatal care, continuous professional 
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development with neonates, years of clinical experience in working with paediatrics and high-risk 

infants as well as ongoing job training with mentors who are specialists in neonatal care (Butler, 2018; 

Hodgetts et al., 2007; Nightlinger, 2011; Robertson, 2012). Unfortunately, many therapists that are 

employed in the KZN public health sector are community service therapists or junior therapists, 

therefore leaving no option in whom services the NICU as service delivery demands must be met. 

Being trained to work with high-risk infants was identified as increasing the confidence of a therapist 

to work in the demanding NICU environment. This study further acknowledged that the undergraduate 

OT programme in South Africa was incomprehensive in equipping junior therapists to work with high-

risk infants. A study has found that junior therapists were not trained adequately at an undergraduate 

level at South African tertiary institutions in NICU care practices and to intervene with high risk infants 

resulting in feeling overwhelmed in supporting this population and a poor ability in advocating for 

NDSC changes with the MDT servicing the NICU (Hardy et al., 2020).  

 

An ideal day in the NICU is having positive and supportive working relationships with the MDT, time, 

and flexibility to provide individualised infant and family centred care, attend MDT ward rounds and to 

structure the workday according to the infant and parent’s needs. Parent engagement, family-inclusive 

care and continuous parent support have been identified in international guidelines and studies as 

playing a crucial role in OT NICU practice (Lubbe, 2010; Nightlinger, 2011; Royal College of 

Occupational Therapists, 2017). Regrettably, OT staff shortages in the KZN public health sector is a 

barrier in providing consistent care to the infant and the parent as therapists service other clinical 

areas and carry multiple other roles in their institutions. Infrastructure shortages in public health care 

facilities to provide private spaces for families to be counselled and bond with their infant also 

decreases the possibility of counselling rooms being a part of the ideal neonatal toolbox. Participants 

envision the ideal neonatal toolbox to consist of standardised South African assessment tools and 

EBP protocols and guidelines specific to OT whilst other therapists felt like they could not envision 

what the ideal would be, as they received no further training in neonatal care. South African studies 

have found that there is an absence of OT contextually appropriate protocols or practice guidelines 

that are specific to the South African population in the field of neonatal care, this, in turn leads to 

inconsistent quality of interventions provided to high-risk infants and families in the KZN public health 

sector (Hardy et al., 2020; Lubbe et al., 2012).  Other dreams of the ideal neonatal toolbox include 

well-trained therapists for the NICU, equipment such as nests,  Kangaroo Mother Care wraps, sensory 

toys, materials in the form of parent resources for demonstration purposes that stay in the NICU 

therefore keeping in line with infection prevention control, and being able to advocate for consistent 

environmental adaptations as supported by NDSC best practice guidelines (Lubbe, 2010).  
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3.3 RECOMMENDATIONS  

The following recommendations are based on the findings of this research study and areas requiring 

further research. 

 

3.3.1 Policy and Protocol  

As a gap has been identified in the lack of policy, protocols, and guidelines specific to the OT scope 

of practice in neonatal care in the public health sector of KZN, it is recommended that an expert 

panellist is formed. This panellist can consist of experienced OTs in the public health sector (more 

than five years of experience) with interest in NDSC and working with high-risk infants, researchers, 

and academics in the field of OT and paediatrics, paediatric nurses and doctors, chairpersons of the 

OT Forum for KZN as well as KZN DOH representatives for paediatric and child health. This research 

study can assist in the initiation of developing OT specific policies, protocols, and guidelines on best 

practice interventions for experienced and junior therapists in KZN. The formation of these policies is 

imperative to guide therapists in their interventions with a population that is at risk of morbidity and 

mortality. It will also contribute to the vision of the ideal neonatal toolbox.   

 

3.3.2    Policy and Protocol specific to COVID19  

With the current global COVID19 pandemic, the OT role in the NICU has been unclear due to infection 

control, increased exposure of various health professionals and the probable risk associated with the 

spread of the virus. Available research in the field of neonatology is still being investigated, and 

currently appears to remain uncertain with regards to NICU access by some health professionals. A 

study done in America has found that several institutions have decreased the entry of OT, speech 

therapy, physiotherapy and other allied health professionals by 28% (Mahoney et al., 2020). As the 

pandemic has evolved institutions have been adapting their policies and protocols (Salvatore et al., 

2020). This has resulted in decreasing the amount of time that mothers spend with their infants which 

may have lasting consequences on infant-parent bonding (Virani et al., 2020). Private rooms assist in 

making infection prevention control measures easier to implement (O’Callaghan, Dee, & Philip, 2019). 

However, this is not possible in public health institutions in a LMIC such as South Africa.  

 

As the world adapts to living with changes due to COVID19, the role of OT in the NICU with regards 

to NDSC and parent support remains unchanged. Developmental care in the NICU is a priority. The 

advice given to parents with regards to infection prevention control such as wearing a mask when 

bonding with the infant, social distancing in border mother facilities, washing hands regularly and 

breast cleansing should be emphasised during intervention by health professionals (Davanzo et al., 

2020; Puopolo, Mark, Hudak, Kimberlin, & Cummings, 2020; Royal College of Obstetricians & 

Gynaecologists, 2020). It is recommended that the KZN OT Forum form a team of public health OTs 
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to develop a SOP that relates to infection prevention control not only for working in the NICU, but in 

other therapeutic areas. This will maintain a standard care of across the province as well as guide 

junior therapists on specific infection prevention control policies with regards to COVID19.  

 

3.3.3 OT Post-graduate Training Recommendations  

Affordable contextually appropriate training programmes in neonatal care can be made available by 

the KZN DOH Disability and Rehabilitation Programme. Alternatively, the DOH can extend the 

sponsoring of or subsidising of courses to therapists so that they are able to expand their clinical 

knowledge and skills. Training in NDSC should be offered in advanced practice courses in neonatal 

care with the development of a continuing education program for empowering therapists.  

 

The KZN OT Forum can identify OT Neonatal Champions in the province who are sponsored to go 

on specialised training by the DOH. Champions can provide CPD workshops to therapists in the 

province, via the KZN OT Paediatric Interest Group for an affordable fee. These fees can be placed 

into the forum kitty that will be able to assist in funding future training programmes for therapists in 

the province. Therapists whose training needs are sponsored must sign contracts to be employed 

with the DOH for up to five years or more to ensure a return on the DOH investment as well as to 

sustain knowledge brokerage in neonatal training and a standard of care in neonatal interventions for 

all OT’s in the province. The Paediatric Interest Group consists of experienced therapists and mentors 

in the province who provide support and resources to experienced and junior therapists in the 

province. It is therefore a maintainable platform for knowledge enquiry, knowledge brokerage, and to 

sustain knowledge in the province. However, the OT staff shortages at all facilities need to be 

considered in the operationalisation of the KZN Paediatric Interest Group as clinical practice is 

prioritised before training and support needs. It is presently difficult for all interest groups to be 

operational in the KZN public health sector.  

 

Journal club programmes and in-service training amongst OT’s in districts or in the province can be 

initiated on online platforms such as ZOOM to ensure the translation of EBP in neonatal care and for 

therapists to keep updated with recent scientific evidence. Journal clubs can be CPD accredited by 

the KZN OT Forum to encourage and motivate therapists to participate and attend.  

 

3.3.4 OT Undergraduate Training 

OT undergraduate curriculum across the country needs to outline the role of OT in the NICU. The 

curriculum needs to include training in NDSC practices and the management of the high-risk infant 

and family through comprehensive theoretical knowledge, the provision of a simulated NICU 

environment and practical training. This can be done by providing students with case studies, dolls 
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and practical videos demonstrating therapist’s practice intervention in the NICU. Community service 

therapists placed in KZN come from universities across South Africa. The inclusion of neonatal 

training in the curriculum is imperative as community service therapists outweigh the number of 

permanent therapists in the KZN province. They are required to practice in all fields once employed 

and to work independently, as there are no OT clinical supervisors to provide on the job training and 

support at most institutions in the KZN public health sector.  

 

Relationships amongst academics from the Discipline of OT at a university level, experienced 

clinicians in the public health sector, junior therapists, and students can collaborate towards 

developing a scholarship of practice model to promote the integration of research into clinical practice. 

 

3.3.5 OT Role Recognition 

The OT role, responsibilities, and scope of practice in working with high-risk infants in NICU’s, high 

care units and in follow up programmes can be educated to the management of all health care 

institutions and head of paediatric departments in the KZN public health sector as an approach to 

providing holistic and integrated intervention to the infant and the family. This needs to be put into 

place by means of a workshop offered to medical managers and clinical heads of paediatric 

departments in KZN by the chairperson of the OT Forum together with the KZN Disability and 

Rehabilitation coordinator and the Head of Paediatrics and Child Health. The possible decreasing of 

costs to the institution through early childhood intervention and follow up high risk baby programmes 

should be proven as OT services may assist in decreasing poor outcomes of morbidity.  The 

importance of the OT role can be disseminated via managers to paediatric staff to ensure the 

sustainability of OT services in the NICU. Therapists in all institutions must implement continuous 

training on NDSC offered by the OT to the MDT. This highlights the importance of junior therapists 

being trained in NDSC so that they can form trusting working relationships, provide knowledge 

brokerage with the MDT and advocate for OT services in the NICU.  

 

3.3.6 Recommendations for Future Studies  

This research study has identified the opportunity for further research to be carried out with permanent 

OTs servicing the public health sector in other provinces in South Africa. Comparisons and similarities 

with regards to identifying the knowledge to practice gaps for therapists supporting high-risk infants 

in all provinces can be documented in relation to the findings of this study. 

 

Research into OT specific best practice guidelines that are contextually appropriate to various levelled 

health care institutions in the KZN public health sector should be studied and developed by multiple 

stakeholders with advanced training, knowledge, and expertise in the field. Guidelines can be put into 
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practice by OTs, analysed and evaluated for effectiveness by researchers to form the ideal KTA 

intervention for high-risk infants. In future studies, this can be adapted and adjusted to accommodate 

the contextual requirements of other public health institutions in various provinces so that guidelines 

for OT neonatal practice is standardised throughout the country. Furthermore, it is recommended that 

research on the impact of COVID19 in providing OT services in the NICU and its effects on the 

implementation of NDSC with high-risk infants and their families be explored.  

 

The development of standardised South African assessment tools for OT neonatal care should be 

investigated in future studies. This will assist in having a tool that is sensitive to our context and 

population. The tool could be used to generate data for future OT neonatal research studies and 

represent South Africa on an international level in terms of neonatal research.  

 

3.4 LIMITATIONS  

A response bias to participating in the study could have been formed as therapists who did not want 

to contribute to research, did not work in the NICU, felt incompetent in neonatal practice and had a 

decreased interest in working with neonates may not have responded to the research invitation.  It is 

likely that more undesirable perceptions and responses of therapists was not adequately depicted in 

the findings. Most therapists who participated in this study completed their undergraduate training at 

the same tertiary institution. This could have provided a systematic bias to the findings. However, 

non-probability sampling was used to recruit participants from the population of interest (all 

occupational therapists employed full time in the KZN DOH) to volunteer their participation in the study 

(Malone, Nicholl, & Tracey, 2014). All therapists who met the inclusion criteria were invited to 

participate on their own free will, without the researcher being aware of the university in which they 

had completed their undergraduate training. This information was only received in the demographic 

questionnaire sent to participants after the discussion groups were conducted. The tertiary institution 

in which most therapists completed their undergraduate training is also the only one training 

occupational therapists in KZN. Therefore, making it likely that therapists employed in KZN were also 

trained at the only institution available in the province.  

 

3.5 CONCLUSION 

The OT role in neonatal care is recognised as a specialised field of practice internationally. This study 

has answered the research question by recognising multiple knowledge to practice gaps of 

permanently employed OTs in the public health sector of KZN. Gaps were identified as a lack of 

funding by the DOH for further neonatal training, courses and workshops for therapists being 

unaffordable, severe OT staff shortages, a poor acknowledgement of the OT role in the NICU with a 
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lack of support from some medical staff, incomprehensive undergraduate training in neonatal practice, 

and a lack of OT specific protocols, guidelines, and policies to provide a framework for neonatal 

interventions. This study answered the second research question by identifying who the ideal OT for 

the NICU should be, what the ideal day in the NICU should look like and what the ideal toolbox for 

neonatal care should entail. Personal characteristics that should portray the ideal OT to work with 

high-risk infants was identified. Having enough time, and supportive working relationships amongst 

the MDT was described as an ideal day in the NICU. Whilst the ideal toolbox was described as having 

OT specific neonatal protocols using EBP, a counselling room for parents, materials, and equipment 

specifically for the NICU, South African standardised neonatal assessments, trained therapists, and 

the provision of therapy programmes and reading materials for the parent and infant on discharge. 

 

The findings of this study may assist academics, and experts in the field to design neonatal 

intervention content for occupational therapists that is suitable for low resourced settings. An 

execution of the intervention content for feasibility with therapists in the public health sector of KZN 

can occur at a later stage. The development of future OT specific best practice guidelines or policies 

in neonatal care, increasing the possibility of OT’s in the public health sector receiving training in 

neonatal care, and informing undergraduate curriculum training requirements in supporting high risk 

infants may contribute towards a standardisation of care with regards to OT and neonatal practices in 

KZN 
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APPENDIX A: Online Focus Group Schedule 

 

 

 

 

 

Note:  

(i) Information from the discussion will be recorded.  

(ii) Prompting will be done throughout to encourage the discussion.  

 

• Greetings and welcome to attendees 

• A brief explanation of the purpose and expectations of the session  

• Explanation of ground rules to be established (speaking one at a time etc., as it will allow for easier 

transcription and recording).  

• An introduction will be facilitated amongst voluntary participants.  

o Names 

o Facilities 

o Personal expectations from the discussion 

 

DISCOVERY QUESTIONS (Knowledge Creation and Utilisation) 

 

1. What has drawn you to work with neonates? 

Expected outcomes/prompting by facilitator: Interest? Personality? Forced into it: 

department procedure, need of population. Barriers/enablers – how are they overcome? 

 

2. Where and how do you source your information on working with neonates? (Public 

health) How do you find your information for assessment and treatment? 

Expected outcomes/prompting by facilitator: (prompting on feedback, redirecting 

therapists). Possible answers – department of health, colleagues, courses, internet, approach, 

protocols, routine? (KNOWLEDGE ENQUIRY) Overcoming barriers/enablers; what works? 

Tools, products, membership, buying practical guidelines.  

 

3. How do you make sense of the knowledge that you source? 

Expected outcomes/prompting by facilitator: Use this understand – synthesise 

compile (KNOWLEDGE SYNTHESIS) overcoming barriers/enablers 

 



111 

4. How do you adapt/tailor this to your specific context/practice?  

Expected outcomes/prompting by facilitator: Within the hospital. Overcoming barriers and 

enablers.  

 

5. Narrative: Typical day in neonatal intervention (NICU)?  

Expected outcomes/prompting by facilitator: Your day – implementation of questions 1-4. 

Hang onto “dream” about what you would like to do? Transition into dream/ideal. Sustain 

knowledge, adapt knowledge, access knowledge  

 

6. The IDEAL therapist  

 

DREAM QUESTIONS (Knowledge Creation and Utilisation) 

 

1. What/who is the ideal therapist for NICU? 

Expected outcomes/prompting by facilitator:  knowledge, skills, 

personality/temperament/competence- CAN-meds document to analyse and Graham)? Talk 

about the ideal, not referring to self – redirect therapists 

 

2. What would be the ideal to share and sustain knowledge in NICU/neonatal care 

(engagement)? 

Expected outcomes/prompting by facilitator: Relating to the baby, therapist, family, NICU 

unit, satisfaction, support (KNOWLEDGE BROKERAGE) 

 

3. What is the ideal neonatal-care “tool-box”? 

Expected outcomes/prompting by facilitator: (Assessment, treatment, unit facilities, access 

to unit: how to get referrals). 

 

4. What does your IDEAL day in NICU look like?  

Expected outcomes/prompting by facilitator: schedule, timing, patient load, process, team, 

family?  

 

• Closure 

o Thank participants for participation.  

o Offer information on how feedback will be provided. 

o Offer information on subsequent stages of study and invite participation. 
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APPENDIX B: Invitation to Participate in Research 

                               Date: _____________ 

 

Appreciating and Envisioning Knowledge Needs in OT intervention for  

Neonates in the Public Health Sector of KZN 

 

Dear __________________ 

 

You are invited to participate in a focus group discussion via the online platform ZOOM, with other 

permanent occupational therapists employed in the public health sector of KwaZulu-Natal.   

 

Details of the online electronic platform discussion  

 
Venue Dates to choose from Times to choose from 

ZOOM Online 

Electronic platform 

XX/XX/2020 (Tuesday) 

XX/XX/2020 (Wednesday) 

12:00PM - 14:00PM  (Day session) 

18:30PM - 20:00PM  (Evening session) 

 

Please indicate in your response which date suits you best. It would be appreciated if all therapists 

who work with neonates attend the online discussion of their choosing. Different dates and venues 

will allow for therapists from the same institution to attend on alternate days if preferable.  All 

participants will be sent a ZOOM link to their email addresses; this link will direct you to the platform.  

 

Please note: A STABLE INTERNET CONNECTION IS MANDATORY. Please let us know of your 

concerns regarding your internet connection at your institution or on your personal device. Kindly 

respond with your concerns and RSVPs by the 03/04/2020 so that the necessary arrangements can 

be made. Your input in this study is highly valued.   

 

Thank you.  

 

Ayesha Dawood (Primary facilitator)  
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APPENDIX C: Information Sheet & Consent 

 

 

 

           Date: _____________ 

 

Online Focus Group Discussion Information Sheet and Consent to Participate in Research 

 

We are a team of therapists and researchers that are working on a larger study entitled, “Bridging the 

knowledge-to-practice gap in rehabilitation professionals working with at-risk infants in the KZN public 

health sector”. You are invited to participate in this phase of the study, which involves a focus group 

discussion. This sub-study is entitled, “Integrating knowledge to practice for occupational therapists 

working with high risk infants in the KwaZulu-Natal Public Health Sector: A Qualitative Explorative 

Inquiry.” Before deciding whether you would like to participate or not, it is essential for you to consider 

the purpose of the study and your potential role.  

 

What is the purpose of this study? The occupational therapist working in the NICU is required to 

have expert training in NDSC in order to be able to plan inclusive intervention, evaluation and 

discharge planning of the neonate, providing education to staff and families, as well as making fast, 

efficient and effective decisions (Hockenberry & Wilson, 2018; Nightlinger, 2011; Royal College of 

Occupational Therapists, 2017). There is a scarcity of research available on the role and scope of 

occupational therapists within the NICU/high care in the South African context. A recent study by 

Hardy et al. (2019), discovered that occupational therapists found it difficult to establish their roles 

within the NICU; therapists also felt that they did not have the adequate skills and knowledge to work 

in the stressful NICU environment. The hardships experienced in the public health sector, especially 

with the high infant and child mortality and morbidity rates is an indication of the need to translate 

evidence-based knowledge into practice. Therefore, it is important that current clinical standards of 

care are determined  before EBP can be applied (Robinson, 2000). This study is aimed at discovering 

the current knowledge to practice gaps and visualizing the ideal knowledge to practice interventions 

for occupational therapists who support high risk infants in the public health sector of KZN.  

 

Why have I been invited to take part? As an established expert in this field we are keen to hear 

your views on your experiences in the care of neonates and at-risk infants in the public health setting. 

We plan to recruit approximately 20 full time employed therapists currently working in the field of 

neonatal care in the public health sector. Participants will include only occupational therapists. 
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What will I be asked to do if I agree to participate? You will be required to complete a consent 

declaration and a brief demographic questionnaire. You will then be requested to indicate your 

suitability of an afternoon (12h30-14h00) or evening session (18h30-20h00) for participation on two 

different days. There will be two sessions so that therapists from the same institution can attend 

(during their lunch hour or after hours). A stable internet connection is mandatory. Please inform us 

of your concerns regarding your internet connection at your institution or on your personal device. 

Kindly respond with your concerns and RSVPs by the XX/XX/2020 so that the necessary 

arrangements can be made to assist in ensuring your participation.  

 

Confidentiality: Participant contributions will be video and audio recorded and downloaded to the 

PI’s encrypted laptop. The use of the video will only be used for transcription to text. All responses 

received in the study will be strictly confidential, and participant identity will not be indicated on the 

transcript.  

 

Data protection: The discussion will be hosted on a licensed ZOOM platform. The unique link and 

Meeting ID will be sent to all voluntary participants. The video, audio recordings and transcriptions 

will be downloaded to the team’s encrypted laptop to allow for analysis. Data will be stored for the 

duration of the research project only and then deleted.   

 

Research Ethics: The proposed study abides by the ethical requirements of the University of 

KwaZulu Natal, aiming to assure ‘rigour, respect and responsibility’ in the conduct of the research 

project. This study has been ethically reviewed and approved by the UKZN Biomedical Research 

Ethics Committee (approval number BREC/00001886/2020). 

 

What do I do now?  Thank you for taking the time to read through this information sheet and for 

considering participation in this study. Please indicate as to whether you would like to participate by 

a reply email. If you agree to participation, we would be very grateful if you could also complete the 

attached consent form.  

 

In the event of any problems or concerns/questions you may contact Ayesha Dawood (mobile 

number: XXXX; email: Ayesha@shlabit.net). You may also contact the UKZN Biomedical Research 

Ethics Committee, should you be concerned with any of the ethical processes as follows:  

 

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION 

Research Office, Westville Campus, Govan Mbeki Building,  

Private Bag X 54001, Durban, 4000, KwaZulu-Natal, SOUTH AFRICA 

Tel: 27 31 2604769 - Fax: 27 31 2604609  Email: BREC@ukzn.ac.za  

mailto:ngwenyap@ukzn.ac.za
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Voluntary Participation and Right to Withdraw Kindly note that participation in this research is 

voluntary and you may withdraw participation at any point. There is no implication in the event of 

refusal/withdrawal of the involvement in this particular study. There are no unnecessary costs that 

may be incurred by participation in this study. As a potential participant, your time and access to a 

computer/internet are required.   

 

Incentives/Reimbursement There are no incentives or reimbursements for participation in the study.  

 

CONSENT DECLARATION 

 

I ____________________have been informed about the study entitled “Integrating knowledge to 

practice for occupational therapists working with high-risk infants in the KwaZulu-Natal Public Health 

Sector: A Qualitative Explorative Inquiry” by Ayesha Dawood.  

 

 I understand the purpose and procedures of the study. 

 I have been given an opportunity to answer questions about the study and have had answers to my 

satisfaction. 

 I declare that my participation in this study is entirely voluntary and that I may withdraw at any time 

without any undue consequences.  

 I have been informed that there are no incentives or reimbursement for participation. 

 I have been informed that the study findings will be published and possibly presented in various fora, 

with the understanding that my identity will not be disclosed in any of these dissemination activities.   

 I consent to video and audio-recording of the session via the Zoom or alternate platform. 

 

If I have any further questions/concerns or queries related to the study I understand that I may contact 

the researcher, or the PI of the study (as aforementioned). 

 

If I have any questions or concerns about my rights as a study participant, or if I am concerned about 

an aspect of the study or the research team then I may contact: 

  

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION 

 

____________________       ____________________ 

Signature of Participant                              Date 

 

____________________    _____________________ 

Signature of Witness                                   Date 
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APPENDIX D: Zoom Guide for Research Participants 

 

Please find the easy guide below to assist you with ZOOM etiquette 

• Ensure that you have a stable and working internet connection prior to the discussion.  

• To ensure that we begin on time, please try to join the meeting five minutes before the start time. 

• Use the email link and password to enter the ZOOM meeting room, or:  

• Go to the ZOOM website and click on ‘join a meeting’ on the top navigation bar, enter the meeting ID 

(normally nine digits) sent to you via email in the box provided and click join. You will also be prompted to 

enter a password also sent to you via email.  

• Depending on your browser you may be prompted to download the ZOOM app. 

 

 

The chat window will open. You will be asked to type in a username. You can either put in your name, use your 

initials or a pseudonym that you prefer. Please be advised that this cannot ensure your confidentiality as your 

voice can still be heard by all participants. If you need to change your name open the participants box (click on 

participants on the bottom navigation bar). 

 

Click on your name, click ‘more’ and then ‘rename’ in the dropdown box. This will open box in your zoom window 

where you will be able to change your name. 

 

You will be prompted to ‘join with computer audio’. Your voice cannot be anonymised.  
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You can click on the buttons at the bottom left corner of the screen to mute or activate your microphone, or to 

turn your video on or off. Keeping your videos on is not mandatory but it is encouraged. If keeping your video 

on would affect the bandwidth or internet connection, it is best to keep it off to avoid unnecessary disruptions 

during the research discussion.  

To keep background noise to a minimum, make sure that your mic is on mute when you are not speaking. To 

ensure your privacy, and the privacy and confidentiality of the other participants, it is encouraged that you find 

a quiet room to participate in the online discussion or use earphones.  

If you would like to respond or add on to what other participants are saying, please click on participants, and 

use the raise hand option available on the bottom of your navigation bar. This will open a window on the right 

side of your screen.  

 

 

Once you have finished speaking, please uncheck the raise hand button, and mute your microphone. 

You may also add comments to the chat window if appropriate. 

Please note that informed consent for the discussions to be recorded will be required to use the online recording 

function on the ZOOM platform. This will be stored on secure database that will only be accessible to the 

researcher and supervisors of this study. Recordings will be used to transcribe the data received.   

You will be asked to provide informed consent to your participation verbally or using hand gestures (thumbs up, 

raise hand) on ZOOM before the discussions begin.   
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APPENDIX E: Proforma for Demographic Information 

 

Appreciating and Envisioning Knowledge Needs in OT intervention for Neonates  

in the Public Health Sector of KZN 

 

Please can you place a tick in the boxes provided below:  

 

1. What is your gender?  

Female                       Male   

 

2. How many years of experience do you have in clinical practice?  

2-5 years   

5-10 years       

10-15 years   

<15 years   

 

3. What level of care in the public health sector do you belong to? 

District    

Regional   

Tertiary   

Academic   

 

4. At which tertiary institution did you complete your undergraduate training?  

University of KwaZulu-Natal       

University of the Witwatersrand      

University of Pretoria       

Sefako Magatho Health Science University (Ex Medunsa)   

University of Free State       

University of Western Cape       

University of Cape Town       

University of Stellenbosch       

 

5. Did you have any additional training to work with neonates/high risk infants?  

Yes     What training have you received?          

No   What is the reason for you not receiving any training?       
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APPENDIX F: Demographics of Participants 

 

No. Pseudonym Gender Years of 

experience 

Level of care  KZN District Institution 

(UG 

Training) 

Additional 

training  

If yes, what training? If no, reason for not receiving 

training? 

1 Ashley Female 10-15 

years 

District Umkhanyakude UP Yes NDT 8-week paediatric course, although this is not 

focused on neonates it deals in depth with typical neuro 

development in early childhood. 

I have wanted to attend the little steps training for some 

years now, but have prioritized the training of community 

service SLT’s on this course as they have in the past 

been vital in assisting with running the high-risk baby 

programme 

2 Anne Female <15 years Tertiary Umgungundlovu UKZN Yes Little Steps Neonatal Course 

Various small courses over the years. 

3 Ciara Female 5-10 years District Ethekwini UKZN Yes I attended the Little Steps Neurodevelopmental 

Supportive Care course in November 2019. I also 

attended a 1-day workshop held by Gina Rencken at 

UKZN. 

4 Danielle Female <15 years Regional Ethekwini UKZN No Neonates are a very small percentage of our caseload. 

5 Tasha Female 5-10 years Tertiary Ethekwini UKZN Yes Little steps – supporting the preterm infant (2019). NDT 

advanced baby course (2020) 

6 Amy Female 5-10 years Regional and 

district 

Ethekwini UKZN Yes Introduction to high risk babies – workshop. 

7 Jane Female 10-15 

years 

Regional and 

district 

Ethekwini UKZN Yes I attended a one-day training presented by Gina 

Rencken at UKZN in 2019. No further training received. 

Neonatal courses are expensive to attend. Courses are 

seldom brought to UKZN. 
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No. Pseudonym Gender Years of 

experience 

Level of care  KZN District Institution 

(UG 

Training) 

Additional 

training  

If yes, what training? If no, reason for not receiving 

training? 

8 Lisa Female 5-10 years Regional and 

district 

Ilembe UCT  Yes • Neurodevelopmental supportive care for premature 

infants 

• WHO Infant and Young Child Feeding 

• Infant Sensory Integration Training 

• Independent further study 

9 Lorna Female 2-5 years District Ilembe UKZN Yes I was exposed to neonates in community service and 

was part of the high-risk baby clinic and received 

extensive training from senior therapists. I have attended 

an IMAM in service training in 2018 and a breastfeeding 

training in 2020. Theses trainings have assisted me in 

managing neonates/high risk infants. 

10 Nelly Female 2-5 years Regional /District  Ethekwini UWC No Only informal training from nursing staff – not 

specific/casual talk. 

11 Alex Female 2-5 years District Umgungundlovu UKZN No I have not done any courses relating to neonates and 

high-risk babies. Furthermore, I have had difficulties 

finding courses that are specific to neonates. 

12 Pat Female 5-10 years District Harry Gwala UKZN Yes I have done short courses on High Risk Babies. 

I am also trained in Neurodevelopmental Therapy (Basic 

8-week Course) 

13 Julia Female 5-10 years Tertiary Umgungundlovu UKZN Yes Workshop on high-risk babies. 

14 Tara Female 2-5 years District Zululand UCT No Lack of funding. 

15 Ben Male 2-5 years District Harry Gwala UKZN No I have never received any spare time to do courses. Staff 

shortages and procrastination are the major causes. 

16 Tanya Female <15 years District Umkhanyakude US Yes NDT baby course. 

17 Rachel Female 5-10 years Regional Ethekwini UKZN No I do not treat many neonatal patients unless it is needed, 

as it is not my passion. 
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APPENDIX G: Common Themes and Ideas 

 

1. What has drawn you to work with neonates? 

 

• Referrals from paediatric Doctors. Paediatric need at the hospital. Good working relationship with the 

paediatric Doctors and nurses who understand the discharge protocols for each neonate/child in terms 

of follow up appointments E.g. High-risk baby clinics, early childhood intervention clinics, developmental 

delay clinics.  

• Procedure of the hospital to refer to Occupational therapy (OT) not necessarily an interest in 

paediatrics. 

• Providing paediatric intervention is within the OT scope of practice.  

• Personal interest in paediatrics – ECI and developmental delays, cerebral palsy.  

• Seeing the larger picture of developmental outcomes if early childhood intervention began early, it 

would curb the extent of the disability if there was one identified, and therefore increase functional 

outcomes of the child.  

• Disablers/barriers – Lack of funding from government to attend courses on neonates, OT’s have to 

self-fund courses and they are not always affordable, not being trained in neonates during 

undergraduate training, poor understanding from parents seeing the importance of intervention in the 

NICU – feeding is a priority for them, increased defaulting of follow up appointments, poor fluctuating 

staffing to sustain neonatal programmes consistently, not receiving referrals often due to continuous 

rotation of Dr’s at district institutions, they are unsure about the role of rehab – OT’s rely on self-

screening/being proactive, identifying high risk infants themselves, other rehab staff sometimes refer to 

OT. 

• Enabler – Hospital management acknowledging that the OT department has programmes for early 

childhood intervention that identifies childhood disability early, good proactive head of paediatric 

departments and Dr’s who acknowledge the need for MDT rehab and early childhood intervention, High 

risk baby clinics, having training in NDSC/advanced baby course/CP courses, the use of an online 

database for tracking and follow up of high risk patients (2 x hospitals).  

 

2. Where and how do you source your information on working with neonates? (Public health) How do 

you find your information for assessment and treatment? 

 

• Research online – websites, journals, NANT,  

• Textbooks 

• Past experiences  

• Courses/workshops – Little steps, UKZN Neonatal courses by Gina Rencken  

• From their individually developed referral forms/ the child’s neonatal booklet, nurse’s neonatal checklist 

(guideline from the DOH,  
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• Speaking to senior therapists/colleagues (OTs) with experience in the field and they share 

resources that they developed in their institutions. Other colleagues such as paediatricians, 

neonatologists at their institutions, paediatric academic supervisors that come to the institution teach 

students and therapists learn to 

• MDT ward rounds, working in an MDT – finding shared intervention and strategies in each field – 

learning from each other. 

• RTHC 

 

3. How do you make sense of the knowledge that you source?  

 

• Adapting research from first world countries and courses to their specific context. 

• New therapist – trial and error. Trying what works for others and see if it works at their institution.  

• Colleagues who have experience and training direct you if you unsure of what knowledge is applicable. 

(Enabler) 

• Understanding the anatomy and physiology – to cause no harm/do no harm. If you are unsure you 

should not intervene as you increase the risk of harm.  

• Knowing the ethics behind treating a neonate.  

• Using clinical reasoning together with the information sourced.  

• Liaising with MDT, doing in service training with MDT if you attended NDSC courses. Creating a base 

standard to work from even if there is changes in staff.  

• Think out the box, be creative to adapt to context and not having enough resources, DIY ideas for parent 

to adapt for home programmes,  

• Profile patients, reading their medical files/background intervention received, developing own 

assessment form with possible interventions that could be done in treatment - tailor needs/problems of 

child and context (District to tertiary level institutions have different availability of resources.  

• Enabler - Parent focused interventions. Educating parents individually and through groups, adapting 

intervention to patient and parent’s needs – Parents are always around the ward/NICU as compared to 

MDT  

• Disabler/Barrier – Sourcing information that is “sound”/ evidence based and what actually makes a 

difference – most treatment seems popular, but is it benefiting parents and child? 

 

4. How do you adapt or tailor this to your specific context or practice? 

 

• Poor follow up and understanding of OT role in district institutions. Drs are younger with less experience, 

more rotational work. Poor medical leadership at district.  

• Training, empowering CCG’s to identify high risk children in communities. 

• Proving to management that ECI can save the hospital and the DOH money.  

• Created checklists/referral forms/ visual reminders to increase referrals to OT.  

• In-service training with MDT if been on NDSC courses.  

• Creating education pamphlets for parents (isiZulu and English) – stimulation, milestones. 
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• Having support groups for parents, running group therapy in the NICU, encouraging peer counselling.  

• Prioritise problem areas. Sometimes less is more. Too much information is overwhelming.  

 

5. Narrative: Typical day in neonatal intervention (NICU)? Reality of the context you are in? What does 

it look like? 

 

• Going to NICU daily. Encourage KMC and parent education (PROM, positioning, follow up 

appointments), tailor individual treatment plan per child and family.  

• Not getting to the NICU daily – poor staffing. Patients seen on referral basis only.  

• Liaise with MDT for collateral information. Look at RTHC if needed.  

• In service training with MDT from NICU weekly – sometimes for CPD. 

• MDT ward rounds weekly, weekly meeting with neonatal MDT team, and those colleagues that have an 

increased interest in paediatrics. 

• Short and chaotic. Trying to fit intervention in between feeds, medical work ups and sleep states.  

• Individual parent education, group therapy, positioning of infants. 

 

6. What or who is the ideal therapist for NICU? 

 

• Someone who has specialised neonatal training.  

• Puts the child and parent first always.  

• No Community service therapists should be allowed to work in NICU.  

• A richer undergraduate or postgraduate training will put out decent neonatal therapists. 

• Has knowledge, passion, interest in neonates, as it can be emotionally draining.  

• “Thick skinned”, assertive yet gentle. A confident, calm, present, mindful individual.  

• Open, consistent, trustworthy, positive attitude, strong willed patient, good communication skills to work 

with parents and MDT.  

• A designated therapist for the NICU who genuinely wants to be working there. 

 

7. What would be the ideal to share and sustain knowledge in NICU or neonatal care (engagement)? 

 

• Regular in-service training with MDT – in institution and district. Developing good working relationships 

with the nurses and doctors. Be more visible in the NICU, talk about OT’s role in NICU.  

• Educating medical management and paediatric management on role of OT.  

• Handing over and sharing of knowledge from courses with other therapists, junior staff to build their 

confidence.  

• Introducing students to the idea of working in the NICU by letting them watch treatment sessions and 

educating them on the OT’s role in the NICU.  



124 

• Sustainability of the therapist. Same therapist from NICU should run the high-risk baby clinics as parents 

have developed relationships and are comfortable with the therapist. The sustaining of knowledge 

received from the NICU over time.  

• Making yourself known and visible to the paediatric medical team.  

• Providing training on NDSC to operational managers of the NICU and medical interns.  

• Training CCGs to carry out ECI/detection at community levels. Add OT number on RTHC.  

• Doctors do not want to attend OT in service training. Provide posters – So Drs and nurses cannot ignore 

the role of OT in the NICU.  

 

8. What is the IDEAL neonatal care “tool-box”? 

 

• A well-trained dedicated occupational therapist whose main function is working with 

neonates/paediatrics.  

• Having more staff, different sections for various diagnoses. 

• Appropriate home programmes for each condition for parents to take home.  

• Well-researched evidence-based protocols adapted for each context.  

• Standardised assessments for the South African context that can later be used for research purposes. 

All standardised assessments available currently are from first world countries.  

• A controlled NICU environment.  

• A NICU kit that will stay in the NICU only – promotes IPC. 

• Equipment/materials - Special positioners/nests, KMC wraps, prem nappies.  

• Safe comfortable space to educate and speak to parents, families.  

• All institutions to have a follow up clinic/HRBC with the full MDT and one date for convenience of the 

parent.  

 

9. What does your IDEAL day in NICU look like? 

 

• Having time to work on the needs of the child and parent, to attend ward rounds. Being in the NICU all 

day to be able to structure treatment to sleep wake cycles, individual needs.  

• Being flexible and fluid in which child and parent you are seeing when.  

• Not having to wait for referrals. Seamless referral systems amongst MDT.  

• To participate collectively as a MDT. Starting the day with a team meeting, everyone discussing their 

interventions/plans/goals for the neonate.  
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APPENDIX H: Codes and Sub-Codes and Themes 

 

• Themes identified in advance in yellow  

• Themes derived from the data in blue 

 

 Main code Sub code  

1 Adapting to context  CCGs  

2 Ethical practice in the NICU    

3 Family    

4 Typical day in the NICU Environment  

5 Ideal day in the NICU    

6 Ideal therapist    

7 KMC    

8 MDT  • High Risk Baby 

Clinic 

• Poor Referrals 

from MDT 

• Supportive 

Medical Personnel 

 

9 NICU Toolbox   

10 Policies and protocols    

11 Sourcing information  Tools • Colleagues 

• Courses  

• Internet and 

journals  

12 Sustaining knowledge  • Barriers 

• Enablers 

 

13 Synthesising knowledge    

14 The baby    

15 Working with neonates  • Barriers 

• Enablers 

• Interest 

• Referrals 

 

16 Young mothers    
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APPENDIX I: Themes influenced by Objectives 

 

 Possible Themes Nodes Sub nodes Objectives of the study 

1 Knowledge Acquisition 

 

MDT 

Policies and protocols 

Sourcing information 

• High Risk Baby Clinic 

• Supportive Medical Personnel 

• Tools 

o Colleagues 

o Courses 

o Internet and journals 

To discover how occupational therapists source 

information and knowledge to support the neonate. 

 

2 Knowledge Synthesis and 

Translation/Utilization 

Ethical practice in the NICU 

Sustaining knowledge 

Synthesising knowledge 

Family 

 

 

Barriers  

Enablers 

To explore how occupational therapists, synthesise 

knowledge and translate it into practice with 

neonates.  

 

3 Contextual Barriers and 

adaptation 

Adapting to context 

MDT 

Typical day in the NICU 

KMC 

The baby 

Young mothers 

CCGs/CHWs 

Poor Referrals from MDT 

Environment 

 

To explore how occupational therapists overcome 

barriers, and what enables them to adapt their 

intervention strategies to their specific contextual 

needs.  

 

4 OT and Neonatal Care in the 

Public Health Sector 

Working with neonates • Barriers  

• Enablers 

• Interest  

• Referrals 

To explore what factors, motivate occupational 

therapists to work with neonates. 

5 The Ideal OT and Neonatal 

setting/context/environment 

Ideal therapist 

Ideal day in the NICU 

NICU Toolbox 

 To explore the desires and dreams of the ideal 

occupational therapist who provides neonatal 

intervention.   
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APPENDIX J: Results  

 

Sub-theme Descriptions and verbatim responses 

THEME 1: OT and neonatal care in the public health sector 

Inhibitors in 

working with high 

risk infants 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

There are several inhibitors in providing adequate, efficient and effective OT services and support to high risk infants in the public 

health sector of KZN. Ashley perceives a common inhibitor in providing quality interventions to high-risk infants is that the facility that 

they are employed in, does not fund training for therapists to improve and expand on their knowledge and skills. Paying for training 

on a personal capacity is not always affordable.  

 

‘Money is the big disabler, the fact that they don’t fund training.’ (Ashley). 

  

Furthermore, Amy believes that they were not provided with enough knowledge and skills to work with high risk infants during their 

undergraduate training. This left therapists to self-learn skills and appropriate interventions to provide to high risk infants through their 

daily experiences working in the NICU, high care and KMC units. 

 

 ‘I think one of the barriers we have as new therapists, we weren’t really trained in neonatal care on campus and you go into this new 

hospital and you have to learn as you go along.’ (Amy) 

 

Once the infant is discharged from the NICU, high care and KMC units, they do not always comply with their follow up appointment 

dates with the high-risk baby clinic programs at the facility they belong to. Follow up appointments usually monitor the medical, feeding 

and overall development of the infant up to 2-3 years of age – this varies at different facilities. Tanya outlines that it is a difficult process 

to locate patients who default when the program is large, there are time limitations and poor staffing of OTs at most facilit ies in the 

KZN public health sector.  

 

‘The barriers I would say is finding patients that’s defaulting, partly because the program became quite big and also its quite intensive- 

time intensive so if you drop your staff-levels, suddenly you’re just a third of what you used to be it’s quite difficult to appraise people 

who are defaulting.’ (Tanya) 
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Facilitators in 

working with high 

risk infants 

 

 

  

 

 

 

 

 

 

 

 

Staffing numbers in the rehabilitation and allied professions in the KZN public health sector have drastically decreased since the 

moratorium placed on posts in the year 2016. This has led to many smaller departments being managed solely by community service 

therapists, whilst other departments in regional and tertiary facilities struggle to provide full time OT services in wards that require the 

service consistently. Anne describes an inhibitor as not having adequate staffing to place an OT full time in the NICU.  

 

‘Some of our disablers is that we don’t have enough staff to be able to work in neonatal ICU and ideally we’d have an OT working full 

time there.’ (Anne) 

There are several facilitators in providing adequate, efficient and effective OT services and support to high-risk infants in the public 

health sector of KZN. Ashley perceives the management of some facilities as being a facilitator in supporting the OT role in providing 

intervention to high risk infants in the NICU, high care and KMC units. Hospital management is also supportive of follow up programs 

once the infant and mother are discharged. This allows for management to identify that OT programs are implemented smoothly and 

allows for recognition of the OT role in early childhood intervention.   

 

 ‘An enabler is definitely your management where you show how well your program can run and if you feed from one program into the 

next program and you’re getting early childhood disability on top of it then that’s an enabling factor.’ (Ashley)  

 

Ciara finds that a facilitator is that “the head of paeds is really on board with rehab and early childhood intervention.” (Ciara). Amy 

agrees with Ciara as she feels that ‘our doctors they really pro OT and they’re pro stimulation in neonatal ICU, so I think that’s one of 

the facilitating factors.’ (Amy).  

 

Both believe that the doctors that work in paediatrics at their facilities acknowledges the role and benefit of OT intervention in 

paediatrics, early childhood intervention and in neonatal care.  

Occupational therapists may not have had enough exposure to hospital-based paediatrics during their undergraduate training. ‘Initially 

it was that I never had any exposure to working with neonates as a student or during varsity but once I did comm serve and started 

working in the department of health, obviously we got referrals for babies from the nursery and neonatal ICU and I’m really interested 
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Interest in 

paediatrics and 

neonatal OT 

practice 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Referral system to 

OT as part of the 

facility’s paediatric 

protocol and policy 

 

 

 

in it.’ (Ciara). Once therapists are placed at various facilities to complete their community service, they are more than likely required 

to provide intervention to paediatrics in all spheres. Therapists who work in the field of paediatrics generally have or develop an 

interest and passion for working with neonates and children.  

 

 Further training, courses, and workshops focusing on early childhood intervention in the area of paediatrics and neonatal care 

increases a therapist’s interest in the field, as they feel more confident and equipped to provide therapy to high risk infants or children.  

‘I was fortunate enough to be sponsored to go on a lot of training for CP which was the NDT and Advanced baby and from those just 

stressing early intervention and early identification and that’s how I got slotted in to the interest in neonates after the advanced baby 

that I just finished recently.’ (Tasha)  

 

Many years of clinical experience in the area of paediatrics, allows for therapists to monitor the impact on the quality of life of an infant 

at risk if early intervention was initiated, versus a child who has not received any intervention at all and therefore has poor functional 

outcomes.  

 

‘I think for me, it’s been a combination of seeing the outcomes later in life and just knowing if you worked backwards they could’ve 

introduced access care a lot earlier in the system and then through experience having worked with them early on and seeing the 

impact that an intervention can make really reinforced for me why it is so essential to get into that field and the importance of early 

intervention.’ (Lisa)  

Most facilities in KZN develop their own standard operating procedures (SOP) with regards to paediatric protocols and policies on the 

referral system to other disciplines or departments. Therapists at some facilities only assess and provide intervention to patients when 

they are referred to OT by the doctors from the paediatric departments.  

 

‘It’s quite difficult with our hospital because we only get to see patients when they refer according to the referral process that they 

have here.’ (Alex) 

Therapists do not blanket cover wards due to inadequate staffing in most facilities in KZN, as well as they comply with the set SOP of 

the facility. This makes it difficult for therapists to have a consistent presence in the NICU, high care and KMC units as they follow the 

indicated SOP of the facility that they are employed in.  
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Jane and Alex indicate that it is not a personal choice or interest for them to work with neonates or high-risk infants. ‘I wouldn’t say 

we’re drawn to it by choice, but we have quite an increased number of referrals.’ (Jane) 

 

They provide assessment and intervention in the NICU, high care and KMC units only upon referrals received from the doctors. 

 ‘I don’t think we’re drawn to do it; I think it’s a matter of the referrals that we get from the doctors and then we just do the treatment 

as per requirements or as we see necessary.’ (Alex) 

 

THEME 2: Knowledge Acquisition and Knowledge Synthesis 

Acquiring 

knowledge from the 

multidisciplinary 

team (Doctors, 

nurses, rehab team) 

 

 

 

 

 

Lisa acquires knowledge from other disciplines such as medicine, and other health professions to aid in developing integrated 

intervention strategies to support the high-risk infant. Strong relationships are formed between disciplines with knowledge brokerage 

being implemented as they learn and share the expertise of their roles in the care of the neonate.  

 

‘The other source comes to think of it is colleagues, we have had the most amazing paediatricians and neonatologists that we got to 

work with, both South African and international and having that shared sort of think tank where you’re working with a dietician, in 

combination with a paediatrician, with a neonatologist and an OT, and you’re getting all together and you’re starting to think about 

intervention strategies and everyone starts sharing expertise from their fields, we developed a strong multi-disciplinary team and we 

got to learn from each other which was really great.’ (Lisa) 
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Sourcing 

information to 

support OT 

neonatal practice 

 

 

Ben views the nursing staff in the NICU, high care and KMC units as an important role player in understanding the OT scope of 

practice in the care of the high-risk infant. Therapists generally rely on nursing staff in reminding or influencing medical personnel to 

refer to OT.  

 ‘You need to form that bond with the nurses because we have that understanding and they are always there and the doctors are not 

always there, the nurses play a critical role in getting referrals from the doctors.’ (Ben) 

 

Julia acquires knowledge of the high-risk infant through medical officers, specialist paediatricians and neonatologists as well as 

nursing staff. Grand MDT ward rounds in the NICU, high care and KMC units also promote knowledge brokerage amongst the various 

disciplines as each share their knowledge and skills in providing the needed intervention for the infant and family. Rehabilitation 

professions from other disciplines such as Audiology, speech therapy, physiotherapy etc. have a Watsapp group, where they share 

information or refer patients to each other.  

 

‘From the doctors, the specialist and some of the nurses. There’s also MDT ward rounds and case studies where they present the 

patient and we can get the information from. Also, from the MDT group, so in terms of speech, audio we have a whatsapp group and 

if there’s any referrals or anything they pick up they let us know we can see the patient and then make a referral.’ (Julia) 

 

A general overview of intervention in the NICU, high care and KMC units is that an MDT approach in the care of the high-risk infant 

encourages improved outcomes of the neonate.  

 

‘You work together with the nurses, the doctor and the therapists and the baby’s mom in order to improve the outcomes of the baby.’ 

(Anne) 

Julia makes use of the patient’s road to health care (RTHC) (clinic book used to record immunisations, weight gain and to other 

information on the child’s birth history etc.) to educate parents on the developmental milestones that the infant should achieve. The 

RTHC contains simple illustrations with IsiZulu and English translation. This makes it user friendly to mothers that are literate or 

illiterate in the KZN population.  

‘The patient road to health card, road to health booklet gives us a lot on the developmental milestones. (Julia)  
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Acquiring 

information, 

knowledge and 

skills from multiple 

sources 

(Colleagues) 

 

 

 

 

Furthermore, Ashley utilises the information provided in the paediatric assessment forms in the infants file whilst they are admitted in 

hospital. This information assists in understanding the infant from a medical and rehabilitation point of view as the therapists can 

source information on what the doctors are assessing and treating as well as other disciplines such as speech therapy etc.  

‘When you go to the file, you can go through the congratulation’s booklet, you can go through the neonatal assessment form as they 

come into the NICU, you go through all of that and that’s where you get information.’ (Ashley) 

 

Besides sourcing information from the infant’s admission records and booklets, Julia sources information about the infant through 

interviews with the family or parent. Comprehensive referral forms that OT departments in different facilities have created individually, 

also assist in gathering information about the infant from the treating doctor.  

 

‘We source our info from just being able to work in the NICU, from the patient record, so the patient file, the interview with the mom 

or dad or the parents, from the referral letter, we have a request for consult that the doctor has to fill.’ (Julia) 

 

‘We have a referral form that has a tick box that the doctor who works in the neonatal ICU and the maternity ward has to tick and then 

according to that information, the baby is referred so that is prem, low birth weight, congenital abnormalities, club foot, erbs palsy, 

poor sight, NNE, jaundice.’ (Ashley) 

 

Julia acquires information, knowledge and skills from textbooks that are available in her department on paediatrics/neonatal care. She 

may also consult colleagues or peer groups who are experienced in the field to advise on the best possible intervention for difficult 

cases.  

 

‘We also have textbooks within our department that we might consult, or other therapist or other colleagues, peer groups.’ (Julia) 

 

Tasha found as an inexperienced therapist that it was helpful and beneficial to have access to experienced mentors in the field of 

neonatal care within the KZN public sector to advise her on correct assessment and intervention.  

 

‘I learnt a lot from senior therapists across KZN as a junior therapist.’ (Tasha) 
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Ciara, like Julia and Tasha found acquiring knowledge and skills from colleagues as helpful. ‘It’s just having access to speak to 

colleagues that have more experience, so when I first started out obviously being able to speak to people that that had more 

experience in the NICU, those courses that I attended, those were the things that really helped me, like little steps was really great.’ 

(Ciara). Courses and workshops on neonates are also of benefit in increasing knowledge and skills and making a therapist feel more 

confident in the care of the high-risk infant.  

 

Colleagues with experience was the main point that therapists identified in acquiring knowledge and skills in the care of the high-risk 

infant and to guide them in making use of the correct information and treatment modalities. Experienced therapists also assist by 

encouraging the use of scientific evidence through published journals on neonatal intervention. Therapists also believe that most of 

the knowledge and skills they develop or acquire come through their own clinical experiences with trial and error in the field of neonatal 

care.  

 

 ‘I think the main thing that’s really helpful is colleagues they are the ones that are actually able to help you to say okay you shouldn’t 

use that kind of information and direct yourself to these types of articles that you can read about but mainly it’s trial and error 

honestly.’(Lorna) 

The Little Steps course, which focuses on NDSC for premature infants is one of the most popular if not the only course available in 

South Africa, which caters for nurses, doctors, physiotherapists, speech therapists and OTs who work with high risk infants in the 

NICU and high care units.  

 

‘I did that, little steps neurodevelopment training last year in November.’ (Ciara)  

 

Therapists identified and perceived this course to be helpful in increasing their confidence, knowledge and skills in working with high 

risk infants and their families in the stressful and demanding NICU environment. The Little Steps course is not affordable to all 

therapists and therefore some therapists who have attended the course provide in service training (knowledge brokerage) to others 

so that they are able to educate staff in their specific facilities to implement NDSC strategies within the NICU and high care units.  
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‘The Little Steps course which we haven’t attended personally but have gotten in-service training from therapists that did it and the 

suggestions made for how you can work in the neonatal ICU were brilliant and we just took it back and in serviced it in our hospital 

and just said how can we ask the nursery to intervene.’ (Jane) 

Besides the Little Steps course, Lisa has also attended other courses in infant sensory integration to expand her knowledge and skills 

to work with the high-risk infant.  

 

‘I’m sure a many people have attended the Little Steps training which offers neurodevelopmental supportive care to premature infants, 

I think that’s kind of the go-to and only course available currently in South Africa. There’s also been the infant sensory intervention 

training hosted in South Africa which I have been fortunate to attend, so those are sources of information that I’ve had access to.’ 

(Lisa) 

 

Academic supervisors from the University of KZN provide knowledge brokerage through offering workshops on working with the high-

risk infant to clinicians. Academic supervisors also educate students whilst they are at their clinical sites. This allows for clinicians to 

also observe and learn concurrently.  

‘We’ve also learnt a lot from the academic supervisors that have come to RK Khan from UKZN that are quite knowledgeable in the 

fields. They’ve either educated us through opening their workshops to us as well as them teaching their students, we use that 

opportunity to also observe and we’ve learnt a lot through them as well.’ (Jane) 

Lisa keeps updated in the field of neonatology by acquiring and improving on her knowledge through engaging with scientific evidence 

from published articles in neonatal journals.  

 

‘There’s lots of really superb cutting-edge research coming out so accessing journal articles in the latest neonatal journals, there’s 

also a lot of OT research coming out which is very exciting.’(Lisa) 

 

Tanya and Danielle make use of searching the internet for scientific evidence to improve their knowledge and understanding in 

classifying certain terminology used in the NICU, high care and KMC units, as well as what factors would influence an infant’s medical 

and functional prognosis once they are discharged.  

‘I’ve been just researching a lot in terms of what would be high-risk babies and looking at things like what would be classified as early, 

as a pre-prem those classification type of definitions and low birth weight and how do you decide which ones to put on and which 
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ones not to put on. That was just a lot of research on the internet and looking at what might be found to be children with problems 

later.’ (Tanya) 

‘I generally check online but apart from the books; online- whenever I need to look something up, I do. I don’t think my notes 20 years 

later are still current.’ (Danielle)  

 

An online platform that Lisa found useful to acquire information on neonatal care was NANT (Neonatal Association of Neonatal 

Therapists). This platform is open freely to all rehabilitation professions to access information.  

‘The other really useful platform that I found was NANT which is an American organization which is the Neonatal Association of 

Neonatal Therapists which is open to speech therapists, physiotherapists, and occupational therapists; that was an incredibly useful 

source.’ (Lisa) 

Jane synthesises the knowledge she acquires by using her own clinical reasoning to make sense of the information that she finds.  

 

‘I think it comes down to your clinical reasoning at the end of it, there’s so much information out there, you wanna use your clinical 

reasoning in addition to the information you gather to provide the best possible treatment.’ (Jane) 

 

Lorna and Pat who work in smaller district facilities use all the information that they have accessed from various sources and 

synthesise it through trial and error in intervention with patients to observe what is useful and what is not. 

 

‘I would say for myself because I’m still a newbie it’s more trial and error honestly, it’s more trying things out and seeing what works 

for specific patients or specific case and seeing from there.’ (Lorna) 

 

‘Based at a district hospital seriously it’s trial and error and finding out what works for other people and trying out and seeing if it works 

for me.’ (Pat) 

Ashley acquires information from policies that have been implemented from the KZN Department of Health. Within this policy is a 

checklist that the nurses who work in the NICU, high care and KMC units must fill out. Ashley has benchmarked on this policy and 

has adapted it to use within her own department to identify high risk infants.  
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‘With the new policy that’s come into neonatal to try lower litigation against the department of health, there’s that checklist that the 

nurses have to fill in. and if you go through the checklist, a lot of the factors that we have had on our form are now also on that 

checklist. It is in our policy now and when I started there was no such thing as a neonatal check list, so there definitely are those 

guidelines to say if the baby isn’t checking these boxes- that’s a red baby, orange baby or a green baby and that’s all from that new 

neonatal nursing care checklist.”(Ashley)  

 

Tanya like Ashley believes that the guidelines provided by the KZN Department of Health are comprehensive in identifying and 

providing information on an infant that is or has potential of being classified as high risk.  

 

‘The current guidelines are so more complete than what it used to be, so I think it should all be there and that should be a guideline 

for identifying who should we look at.’ (Tanya)  

 

Ashley has indicated that after some members of the MDT attend the Little Steps course, they provide in service training to other 

members of the MDT from various disciplines. Together they develop a policy to implement in their nursery. They review this protocol 

as a team every year.  

 

‘After you go on your little steps training and you discuss, we do have in-services within the MDT and we make sure that we include 

the dietetics, the audiologists to do the screening of the hearing, the OTs, the speeches and we write up a protocol with the doctor 

that works in the nursery and we review that protocol every year.’ (Ashley) 

THEME 3: KNOWLEDGE TRANSLATION/UTILISATION 

Ethical practice in 

the NICU 

 

 

 

 

 

Ben believes that what works for him is having a good understanding of anatomy and physiology to make sense of the infant’s 

diagnosis. This allows him to provide safe interventions that will not do harm to the infant. He believes that ethics plays an important 

role as you should not intervene when it is not necessary and that a therapist should be confident and passionate when working with 

high risk infants.  

 

‘What works for me is to understand the anatomy and physiology to understand this new born that you are working with, to know if 

you’re doing some sort of intervention, are you not gonna hurt the baby and what also helps is knowing ethics, what to do and what 
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not to do at a certain time so having confidence in what you’re doing and being passionate for the lives that you are that you are 

working with.’ (Ben) 

Lisa agrees with Ben in terms of putting ethical practice first. If you are not sure of what interventions to implement, you could put the 

infant at risk of harm. This is contrary to what Lorna and Pat have said previously in using trial and error in implementing interventions 

with infants. This may be viewed as unethical practice.  

 

‘I think especially the ethics, first do no harm and if you’re not sure actually not to intervene because you could put a child at risk.’ 

(Lisa) 

Lisa believes that medical personnel in district facilities may be viewed as inhibitors in sustaining knowledge in neonatal care. She 

attributes this to frequent staff rotations and meetings amongst medical staff do not prioritise rehabilitation intervention in the NICU, 

high care and KMC units.  

 

‘From my experiences in district hospitals I find it more difficult to get buy in from medical staff. You know doctors are rotating the 

whole time and you’re trying to play catch up and their doctor meetings are not- the focus on rehab and intervention is not as strong.’ 

(Lisa) 

 

Ben agrees with Lisa as he believes that the doctors in district facilities are inexperienced in the field of neonatal practice, and therefore 

they do not refer high risk infants to OT.  

 

‘With district hospitals that the doctors are still inexperienced and at times they miss what they need to refer to us.’ (Ben) 

 

Ashley is employed at a district hospital and finds like Lisa that medical personnel rotate often. She believes in putting OT in the 

medical in service roster to educate them on the OTs role in the care of the high risk infant, as well as when to refer and what 

programmes are offered to monitor the development of high risk infants on discharge. Providing consistent in-service training acts as 

a facilitator in sustaining knowledge in facilities.  
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‘I work in a district hospital and we have a rotational system in our wards where doctors change every four months, so put yourself in 

that in-service roster, make sure they know about the high-risk baby program, make sure they know who to refer, when to refer, what 

to refer.’ (Ashley) 

Lisa provided in service training to nurses employed in the NICU, high care and KMC units as well as to medical interns who rotated 

through their paediatric block. This training was consistent with all intern rotations throughout the year. She believes that this was a 

facilitator in sustaining knowledge in neonatal care practices within the MDT that became a standard of care in the paediatric 

departments operational system.  

 

 ‘We did in-service training with our nurses on how to implement some of the care practices, we also did in-service training with every 

single intern-medical-intern that was coming through, so that everyone in the team is aware of how to implement your therapeutic 

approaches so it’s not just therapy and it becomes the base standard the entire system runs on.’(Lisa)  

 

Tasha agrees with Lisa in creating an in-service roster for doctors, to sustain and promote their understanding of the role of OT in the 

care of the high-risk infant. This may assist in them building a trusting relationship with the OT department and accepting OT as a 

valuable member of the MDT. Tasha also believes that getting the medical manager on board may assist in sustaining knowledge 

transfer of the OTs role in the care of the high-risk infant amongst the paediatric medical team.  

 

‘Setting up an in-service roster for doctors and just also kind of getting your presence known and that same thing kind of showing 

them that you do know what you’re doing to gain their trust in a team. The medical manager can really help filter down that information 

to their doctors.’ (Tasha) 

 

Jane believes that a facilitator in sustaining knowledge of the OT’s role in neonatal intervention is using scientific evidence to prove 

to the hospital management that OT interventions may assist the facility in decreasing costs.  

‘If you show anything that’s evidence-based practice, how you will be saving money with OT interventions, you’re winning somewhere.’ 

(Jane) 

 

Lorna believes that training and educating the operational managers of the NICU, high care and KMC units play’s a crucial role in 

sustaining knowledge of neonatal care amongst the nursing staff.  
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Sustaining 

knowledge through 

CCGs 

‘The OMs in the wards are very, very helpful so empowering them is far more helpful, more than putting up posters about high-risk 

babies and what we do; it does help to a certain extent but I think sharing skills and empowering people that is much more sustainable 

and much more ideal I would say.’(Lorna) 

Lisa perceives the parent role in the NICU, high care and KMC units as being important in sustaining knowledge in the care of the 

high-risk infant, as they are constantly with the infant during admission in the unit as compared to OT and the rest of the MDT. She 

believes in educating the parent individually or in groups and adapting intervention to the specific needs of the infant and parent dyad. 

She also ensured that the MDT working in the units sustained education and intervention strategies through the parent.  

 

‘So another thing that was done was a lot of work with the parents one-on-one as well as in groups and then seeing how you can 

adapt your care approach specifically to the parents’ needs and how is that best going to achieve a dyadic approach in that moment, 

how best you’re going to get the child and parent to work together.’ (Lisa)  

 

‘At the end of the day it’s one therapist, it’s a handful of nurses, and it’s a handful of doctors but mom or dad are there all the time, so 

I think a lot of the adapting we did was parent focused and making sure that the whole team is on board in whatever capacity we could 

have done it in.’ (Lisa) 

 

Ashley like Lisa also believes in intervening early and educating the parent on intervention strategies as well as what to expect whilst 

being admitted in the unit and after discharge.  

 

‘So, getting in there early, doing early education with the mom, discussing the program, what it’s going to do, supporting the mom, 

talking, and on-going support of that mom up until the day she leaves the hospital.’ (Ashley) 

Lorna who is employed at a district hospital promotes the sustainment of knowledge by educating the community health workers on 

identifying a high-risk infant and on rehabilitation strategies in neonatal care to empower them at a community level. This also allows 

for them to be able to identify high risk infants in the community and refer them to the hospital if it is indicated.  

 

‘I work in a district hospital so we work very closely with CCGs in our hospital so even taking that information that we learn on how to 

care for neonates or high-risk babies and empowering them as well, for them to be aware of what to look out for, if you see these 
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signs maybe advise the mother, gogo or anything like that to come to the hospital to get assistance and sharing the importance of 

rehab intervention.’ (Lorna) 

 

Ashley like Lorna believes in sustaining knowledge through community health care workers by educating them on identifying children 

who may be developmentally delayed in the community and referring them to the facility’s high-risk program.  

‘Speak to your community caregivers about when they are doing community rounds if they find children who are developmentally 

delayed, send them to the high-risk baby program, that’s how we trace a lot of our defaulters through those ladies and those workers.’ 

(Ashley).  

 

She utilises the services of the community workers by ‘making detailed directions so that the community caregiver can go and find 

that defaulter if need be, especially if it’s a worrying baby that defaulted due to NNE.’ (Ashley). This allows for parents of high-risk 

infants that default the high-risk baby program to be located and referred to the facility.   

THEME 4: CONTEXTUAL BARRIERS AND ADAPTATION 

Adapting to the 

contextual needs of 

the facility and 

community 

 

 

 

 

 

 

 

 

 

 

Lisa engages with her past and present knowledge and experiences and combines it with scientific evidence to develop and adapt 

intervention strategies to her specific context. She indicates that most research in the field of neonatology comes from first world 

countries and may not suit the South African context.  

 

‘Strategies change but I think there’s always ways of drawing on past knowledge, past experience and then in combination with latest 

research to develop something that works for your context because a lot of the research is also based in first world countries, so to 

develop that and alter and adapt that to suit our context.’ (Lisa) 

 

Jane like Lisa also believes that most research in neonatal care come from first world countries, and that the current resources of the 

facility that a therapist is employed in needs to be considered to adapt to a South African context.  

‘You also need to consider the resources at your institution because a lot of the research that comes out is from first world countries 

and we don’t always have those kinds of resources. So, it’s always nice to see what they are using and try to think out the box and 

how we can use a similar sort of idea to get the same result.’ (Jane) 
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Ciara has developed education pamphlets for parents and caregivers at her facility to cater for both the majority of IsiZulu and English 

speakers who access public health care in the KZN province.  

 

‘One of the things we’ve done at our hospital is that we’ve put together like an education pamphlet for parents so we’ve tried to make 

them in English and Zulu so they are accessible to most of our population.’ (Ciara) 

 

Tasha who is employed at a tertiary institution prioritises what information should be given to a parent or caregiver as they are not 

admitted for long periods of time; she believes that selecting the most applicable information to hand over to the parent comes with 

experience.  

 

‘Because we’re tertiary and we not retaining these kids for a long period of time, kind of being able to prioritize what you hand over to 

the caregiver and that comes with a bit of practice as well because you want to help the mom as much as you can and give them as 

much but sometimes I find that less is more.’ (Tasha)  

Tara indicates that although doctors rotate every few months at the facility, some do not acknowledge or understand the OT role in 

neonatal practice even if there is a continuous in-service training program. Therefore, they do not refer high risk infants to OT.  

 

‘I think the doctors that we work with do rotate but most of the time they are there for like 2/3 months, so depending on the doctors- 

some of the doctors don’t really work close with rehab at all. You trying to maybe inform them that this is what OT does and this is 

how we can actually play a role they still for whatever reason generally don’t refer.’ (Tara) 

 

Ben believes that doctors placed at district facilities are inexperienced in the field of neonatology and do not refer high risk infants to 

OT.  

 

‘With district hospitals that the doctors are still inexperienced and at times they miss what they need to refer to us.’ (Ben)  

 

Tasha outlines that poor referrals from the medical staff in paediatrics may be attributed to fear of OT intervention in the NICU. This 

may be due to a knowledge gap with medical staff in understanding the benefits of NDSC in the NICU and early intervention. She 
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suggests that educating the medical manager on the role of OT in the NICU, may assist in filtering information on the role of OT to 

the doctors in paediatrics.  

 

‘A lot of the times, I’m sure your involvement of your team will be blocked mainly because of fear of what we’re gonna do there, and 

if you don’t have an in there, sometimes your medical manager- by educating your medical manager- he can help filter down the 

importance of your role within the NICU as well.’ (Tasha) 

Lisa and Ashley describe an average day in the NICU as being busy, short and chaotic due to working around the sleep and wake 

states of the infant or the parent/caregiver not always being present. Ashley feels that the NICU and KMC units have a nice 

environment as the MDT are supportive and there is continuous training amongst staff on neonatal care practices.  

‘I think short and chaotic summarizes it for me, you go in there and this baby is sleeping and the other one is deep quiet sleep and 

you can’t interact with that one and you move to the next one but mom is showering and then you’re here and then you’re there, so it 

often felt quite chaotic.’ (Lisa) 

 

‘It is usually quite busy in the morning but it is a nice environment for me to work in because the team is very supportive and there’s 

a lot of training that goes on and it’s constant, it’s a good experience for me to work in there in the nursery and in the KMC wards.’ 

(Ashley) 

Lisa describes most of the hospitals in which she has worked at have attempted to implement systems with regards to continuous 

education with parents and caregivers in various units in which there were high risk infants as well as healthy infants admitted. 

Education was done with parents and caregivers daily in the form of classes, groups and individual education. This consisted of a 

typical day in the NICU, KMC or post-natal wards.  

‘I think at all the different hospitals that I’ve worked in we’ve certainly tried to implement some form of system particularly around 

education, so having particular designated times to do specific classes, education sessions and in the district hospitals I worked in we 

were going bed to bed in the entire maternity ward every single day, working with both your high risk and sort of normal deliveries.’ 

(Lisa) 

 

In a typical day Ben engages with nursing staff in the NICU to obtain medical and social information about the infant and parent before 

assessing the infant physically. He acquires further information about the child from the RTHC and from the doctor.  
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The infant and 

parent dyad 

 

‘We first talk to the nurse to find the background information on the mom and the child and then we assess the reflexes, we also 

assess the child’s tone and we get to find out from the mom on her experiences through gestation and everything, and  also we focus 

on the road to health card to look at the things that the doctors have commented upon, if there’s a doctor on board we interview the 

doctor on the whole gestation period and what not.’ (Ben) 

Nelly emphasises the care that is needed in handling the high-risk infant in the NICU.  

 

‘Handling the babies, it needs a lot of care, you need to take that care to handle the babies.’ (Nelly) 

 

Alex describes how she takes the time to assess the parent’s mental capacity before providing education about the infants diagnosis, 

as the parent or caregiver may already be feeling very overwhelmed with the child being admitted and unwell.  

 

 ‘We also just look at how, reading into how the parent or caregiver is because it doesn’t help educating them about this vast condition, 

when it’s overwhelming already for them that the child has this condition.’ (Alex) 

 

Ashley describes one of the high-risk factors is young mothers. She describes providing support, early education on caring for a new-

born, education on the high-risk programme, and breastfeeding education to the young mothers so that they can cope and take care 

of the infant.  

 

‘One of our high-risk factors is a young mom getting in there early, doing early education with the mom, discussing the program, what 

it’s going to do, supporting the mom, getting the breastfeeding and the latching, the feeding right because a lot of the times they have 

issues with breastfeeding.’ (Ashley) 

THEME 5:  THE IDEAL OT AND NEONATAL SETTING/CONTEXT/ENVIRONMENT 

The ideal OT in 

neonatal practice 

 

 

Tasha describes the NICU as being an overwhelming environment. She believes that the ideal therapist working in the NICU must be 

a confident person who is knowledgeable in the field of neonatal care. The therapist must also have an assertive personality to be 

able to engage with nurses and doctors to facilitate change.  
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‘The NICU is already such a scary place, you really need a therapist that’s confident, that knows what they’re doing but not just knows 

what they’re doing with the babies and can also address nurses and doctors without feeling intimidated because to do anything 

substantial in the NICU you need to get your buy in, you can’t do it alone.’ (Tasha) 

 

Anne describes the ideal OT for the NICU as being patient, compassionate and educated in the field of neonatal care. She does not 

believe that a community service therapist should work in the NICU. She views working in the NICU as being a ‘specialised” field of 

practice in OT, and the person working there should have adequate training and experience.  

 

‘I think a very patient, compassionate and an educated person in that field. I don’t think your comm serve is the person that should be 

in that space. The person must be trained, neonatal ICU in my view is a specialised field and I don’t think that comm serves can 

actually work there because if you are starting, you need to first understand the environment you are working in.’ (Anne) 

Ashley describes the ideal OT for the NICU as being passionate, open and strong willed. Like Tasha and Anne, she also believes that 

the OT needs to be trained, which may increase confidence to provide intervention in the NICU.  

 

‘I think someone that is open, strong willed and passionate. Also, there needs to be some training behind that person and that I think 

is more valuable in making them more confident.’ (Ashley) 

 

Lisa indicates that if the undergraduate training for working with high risk infants was comprehensive, then occupational therapists 

may feel more equipped to work in the NICU. Like Ashley she describes the ideal OT for the NICU as being passionate and interested 

in working with neonates. She further describes the ideal OT as being someone who is gentle yet assertive and has good 

communication skills to engage with the MDT and parents.   

 

‘I think if we had a richer training system that would contribute more into having decent therapists. I think the other thing is passionate 

therapist, someone who is actually interested in it; you don’t want someone who is half-hearted in the NICU, it’s very emotionally 

intense work, it’s very draining work so I think you need someone with gentleness with an equal thick skin. I think someone who can 

work as well with your neonates as well as your parents, a lot of communication skills with your staff.’ (Lisa) 

Lisa describes the ideal day for an OT working in the NICU as having a good working relationship amongst the MDT, as well as having 

the time and flexibility to be able to structure your own day in the NICU.  
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The ideal day for 

OT practice in the 

NICU/high care.  

 

 

 

 

 

 

 

The ideal toolbox 

for the OT in 

neonatal practice 

 

‘I think the ideal day would include proper team connection, as well as just the time to be flexible and fluid in who you see and when.’ 

(Lisa) 

 

Jane also describes the ideal day for the OT working in the NICU is to be present for the entire MDT ward rounds.  

‘Ideally if we had time it would be so nice to be on the entire ward round with the doctors, nurses and the team.’ (Jane) 

Currently OT departments in the KZN public health sector are short staffed which does not allow for therapists to be full time in the 

NICU, high care and KMC units. This prevents therapists from working flexibly and being fully present daily.  

 

Tanya thinks that the ideal toolbox should include protocols for OT working in the NICU, that are based on scientific evidence for 

various diagnoses.  

 

‘I think it will be useful to have well researched protocols which might need to be still adjusted for each environment but to have like a 

basic outline of what to do for a club foot, for hydrocephalus, and what to look for and those things.’ (Tanya)  

Lisa thinks that the ideal toolbox should include standardised South African assessment tools that applies to the context and population 

group of the country. She believes that the data from a South African standardised assessment can be utilised to develop research 

within the South African context in OT and neonatal care. Lisa would like the ideal toolbox to also have a room that would be allocated 

solely for family and parent counselling 

 

‘I think what I would really like in the toolbox is a South African assessment that is sensitive to our population and we can really start 

using that to generate our own data and to stand our ground on an international level in terms of research.’ (Lisa) 

 

‘The opportunity to have a family room or counselling room would be really nice.’ (Lisa) 

 

Jane indicates that it is difficult for her and other occupational therapists who have not had further training in working with high risk 

infants to identify what the ideal toolbox should consist off as compared to therapists who have received further training.  

 

‘I think it’s quite hard for us who haven’t had further training in high-risk babies, it’s hard for us to say what would be ideal whereas a 

person who has had that training may have a lot of things they would thing would be most beneficial to kids.’ (Jane) 
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Danielle would like the ideal toolbox to have reading resources for the parent to take home to engage with in their own time without 

being burdened with the overwhelming NICU environment.  

 

‘I think if you also had reading material for the mom, so you can take it home and read it in your own time and in your own space 

without being overwhelmed.’ (Danielle) 
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APPENDIX K: Reflection 

 

I had always had an interest in preemies and high-risk infants from the start of my community service 

year. I was fortunate enough to have supervisors that had an interest in neonatal care. I learnt and 

developed my skills through hospital in service training and practically intervening with high-risk 

infants in the NICU, High care, KMC units and our follow up high risk baby clinic. I eventually attended 

neurodevelopmental supportive care (NDSC) training in 2016 to further my knowledge and skills in 

the therapeutic management of the high-risk infant and family. I am currently completing my infant 

sensory integration training to better understand the sensory needs of infants and toddlers.  

 

Having a background in Occupational therapy and neonatal intervention resulted in having my own 

reasoning in what drew me to work with this specific population.  As an insider in the study, validity 

and trustworthiness of the data was of utmost importance. During the instrument design the questions 

developed with supervisors of the research study were relatable in what I would have wanted to be 

asked if I was a participant in this study. Researcher insider bias was prevented as the instrument 

(interview schedule) was developed by the researcher, co facilitator and supervisors of this study. I 

knew where I acquired information to work with neonates – courses, journals, books and experienced 

colleagues. This sparked an interest in wanting to know how other therapists sourced information and 

synthesised their knowledge for practice in the public health sector of KwaZulu-Natal. During the 

research discussions I felt that I also wanted to contribute and had opinions and ideas of my own to 

share from my personal experiences. However, knowing that I was the researcher in this study, I kept 

my presumptions, beliefs, and opinions to myself and did not contribute to the discussion but was 

rather a facilitator in encouraging therapists to share their experiences in working with neonates. It 

was observed that there was a gap in acquiring a standardised source of knowledge and skills for 

therapists who intervened with neonates in the public health sector of KwaZulu-Natal. Therapists 

sharing their knowledge on utilising trial and error interventions made me want to express how this 

could be dangerous to the neurodevelopment of the high-risk infant, however I was not biased as a 

researcher and did not share my opinion. This did make me realise the need for this study.  Through 

online ZOOM discussions it was difficult to observe the body language of two participants as they 

were unable to switch on their cameras due to poor internet connectivity. Through the tone of their 

voices, it was noticed that many of them were passionate about sharing their opinions, beliefs, and 

ideas.  There were times where participants did not use the raise hand function and spoke at the 

same time. The co-facilitator and I directed participants so that they all had a turn to speak. Data and 

findings of the study were reviewed by peer debriefing and continued triangulation to ensure validity 

and trustworthiness to prevent insider bias. The need of exploring the perceptions and knowledge 
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gaps of occupational therapists in the province with regards to neonatal care drew me to this research 

study and the importance thereof in influencing change in the care of the high-risk infant.  
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KWAZULU-NATAL PROVINCE 

HEALTH 

REPUBLIC OF SOUTH AFRICA 

DIRECTORATE: 

 

Dear Prof P Govender (UKZN) 

 
Approval of research 

1. The research proposal titled 'Bridging the knowledge-to-practice in rehabilitation 

professionals working with at-risk infants in the KwaZulu-Natal public health sector' was 

reviewed by the KwaZulu-Natal Department of Health (KZN-DoH). The proposal is hereby 

approved for research to be undertaken at the selected facilities at KZN-DoH. 

 

2. You are requested to take note of the following: 

 

a. All research conducted in KwaZulu-Natal must comply with government regulations 

relating to Covid19. These include but are not limited to.' regulations concerning social 

distancing, the wearing of personal protective equipment, and limitations on meetings 

and social gatherings. 

b. Kindly liaise with the facility manager BEFORE your research begins in order to ensure 

that conditions in the facility are conducive to the conduct of your research. These 

include. but are not limited to, an assurance that the numbers of patients attending the 

facility are sufficient to support your sample size requirements, and that the space and 

physical infrastructure of the facility can accommodate the research team and any 

additional equipment required for the research 
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c. Please ensure that you provide your letter of ethics re-certification to this unit, when 

the current approval expires 

d. Provide an interim progress report and final report (electronic and hard copies) when 

your research is complete to HEALTH RESEARCH AND KNOWLEDGE 

MANAGEMENT, 10-102, PRIVATE BAG "9051, PIETERMARITZBURG, 3200 and e-

mail an electronic copy to hrkm@kznhealth.gov.za 

e. Please note that the Department of Health shall not be held liable for any injury that 

occurs as a result of this study. 

 

For any additional information please contact Ms G Khumalo on 033-395 3189. 

 

Yours Sincerely 

 

Dr E Lutge 

Chairperson, Health Research Committee 

Date:  
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