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Abstract

Purpose: Various factors influence the selection of assistive technology for young

children within a context with limited resources, such as South Africa.

Rehabilitation professionals are required to weigh up different factors as part of

their professional reasoning process when making AT selections.  Insight into the

perceived influence of different factors may assist in understanding how

professionals make decisions about AT in this context.

Materials and methods: An online survey with questions designed using best-

worst scaling was distributed to rehabilitation professionals throughout South

Africa. Factors influencing assistive technology selection included in the best-worst

survey were identified in previous phases of a larger project.   A total of n = 451

rehabilitation professionals completed the survey by selecting the factors that were

most and least influential on their assistive technology provision.

Results: Results of the survey were obtained by calculating the number of times

each factor was selected as most influential across the entire sample, and across all

questions, enabling the researchers to sort the items in terms of the frequency of

selection.

Conclusions: Even though the rehabilitation professionals that participated in the

study provide services in a context with limited resources, assessment and factors

pertaining to the assistive technology itself were generally perceived to be of

greater influence than environmental factors.  It is recommended that these factors

be reflected in frameworks and models of AT selection.

IMPLICATIONS FOR REHABILITATION

The family’s ability to support the implementation of AT is an important
resource that is perceived to influence the selection of AT by an RP.
Insight into the mind-set of professionals that are used to selecting AT within
settings with limited resources may provide RPs in well-resourced contexts with
guidance on how to do more, with less.
RPs should aim to determine child preference and attitude towards AT during
the AT selection process.
RPs should be aware of their own influence on AT selection. Existing AT
Selection models should be adapted to clearly reflect the influence of the
recommending professional.
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Introduction

In recent years, rehabilitation services have increasingly shifted towards a socio-

ecological approach focussed on the environment, as opposed to the intra-personal

approach that characterised earlier services (1).  In line with this approach,

rehabilitation professionals (RPs) consider different strategies to facilitate participation

in the environment for children with disabilities.  The provision of AT has been

described to provide access to participation and facilitate learning in all spheres of life

(2).

AT selection for young children can be a complicated process that requires RPs

to consider a variety of factors that could influence the appropriateness of the AT they

select and recommend. Appropriate AT selection, in turn, contributes to user

satisfaction, long term use, and cost effectiveness of AT (3). Understanding the factors

that influence AT selection is highly valuable, as it could assist professionals to review

their AT selection practises. Additionally professionals may become more consciously

aware of the need to not only consider a multitude of factors, but also to weigh up the

different influencing factors in terms of their perceived importance in order to arrive at

the AT recommendation (4).  Furthermore, knowledge of these factors could inform

training of undergraduate and post graduate professionals in AT selection.

Availability and accessibility of AT continues  to be a challenge in contexts with

limited resources (5,6), with one estimate stating that only 5 – 15% of people requiring

AT (within low and middle income contexts) are able to access it (7). RPs are tasked
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with balancing the availability and affordability of AT with its acceptability and quality

in order to make the most appropriate selections.

In order to gain a contextually situated understanding of the factors that

influence AT selection for children with disabilities from birth to six years, particularly

in the South Africa context, a three-phased study was undertaken. In this paper, the

findings of the last phase will be discussed.  This entailed a national survey aimed at

determining the extent to which RPs in South Africa perceive different factors to

influence their selection of AT for young children. In order to contextualise this phase, a

brief overview is given of the project and the first two phases. For more information, the

papers by Van Niekerk et al. (8,9) as well as the original thesis (10) can be consulted.

The Assistive Technology Device (ATD) Selection Framework (11) was chosen

as the underlying theoretical model for the study. This model indicates that AT selection

takes place as a result of the interplay between environmental factors, personal factors

(of the user of the AT as well as the RP), as well as specific decision making and ATD

selection factors. This model was selected as it pertinently highlights the influence of

the recommending RP on the AT selection process in contrast to other frequently-used

models such as the Human Activity Assistive Technology (HAAT) model (Cook &

Polgar, 2008) and the Matching Person and Technology Model (Scherer, 1998). The

inclusion of the RP’s influence on the process is compatible with the theory on

professional reasoning, a process that underlies all clinical decision-making.  According

to Schell (12), a professional’s reasoning is influenced by the practice context, the client

and the personal and professional lens of the professional themselves.  The

professional’s personal lens is formed by aspects such as their intelligence, beliefs and

values, while the professional lens is shaped by the their practice theories, knowledge,

therapy skills and experience (12).
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The first two phases of the study aimed to validate the factors included in the

ATD Selection framework according to the published literature (Phase 1) and according

to the perceptions of South African RPs (Phase 2), making adaptations to the framework

after each phase.

In the first phase of the study, a systematic review (9) was conducted to identify

factors that RPs perceive to influence the provision of AT as indicated in published

literature. The results were analysed deductively according to the ATD Selection

framework and confirmed the inclusion of all the existing aspects of the ATD Selection

framework. However, findings suggested that characteristics of the AT itself was also

considered in AT selection, and that AT as a separate factor should be added to the

ATD Selection framework.

In the second phase, focus groups were conducted to identify and describe the

perceptions of South African RPs on the factors that influence their recommendation

and provision of AT to young children (8).  The results suggested an expansion and

adaptation of the ATD Selection Framework in order to represent a comprehensive view

of the multitude of factors that influence South African professionals in their

recommendations. The results confirmed the influence of personal factors related to the

RP themselves, such as their knowledge and skills.  As after the systematic review, it

was suggested that “assistive technology” be added as a factor to the ATD Selection

framework.  “Decision making” was also suggested as a new factor to the ATD

Selection framework after analysis of the data from the online focus groups.

The adapted ATD Selection framework emerging from these two phases

consists of five overarching factors that all influence the selection of AT:

i. Environment, subdivided into the a) cultural context, b) institutional

context, c) social context and d) physical context.
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ii. Personal factors pertaining to the RP and the user of the AT, subdivided

into a) resources, b) knowledge and information, c) expectations and d)

preferences and priorities.

iii. Assessment

iv. Assistive technology

v. Decision making

Each overarching factor in turn was subdivided into several categories and

subcategories, resulting in a total of 48 hierarchically organised factors. For a

comprehensive list of all factors please see the supplementary material online.

Although the adapted framework provided a comprehensive indication of the

different factors that may influence the selection of AT for young children in the South

African context, the perceived extent of the influence of the different factors was still

unknown. The third phase of this study therefore aimed to determine the extent to which

the different factors were perceived to influence the AT selection process of South

African RPs, specifically when selecting AT for young children.

Methods

Design

An online survey design was used, in order to reach RPs working with young children

in South Africa on a national scale. Questions were designed using best-worst scaling to

elicit a ranking of factors in order of the extent in which they were perceived to

influence AT selection for young children. A considerable advantage of best-worst

scaling is that it is scale-free (13,14), thereby reducing  the possibility of scale bias.

Furthermore, it may also address response bias that could influence participants when

completing rating scales.  Acquiescence bias (tendency to agree) may be of particular
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relevance, as participants could rate most factors influencing AT provision as highly

influential in a rating scale.  This may lead to skewed responses (15).  Best-worst

questions uses to its advantage a participant’s inclination to respond in the same manner

to extreme options (16).

Participants

Participants were occupational therapists, physiotherapists, speech-language therapists

and speech-language therapists and audiologists (dually qualified), registered with the

Health Professions Council of South Africa.  Registration with this regulatory body is

compulsory in order to practice in the country.  Furthermore, professionals were

required to recommend and/or provide AT to children between birth and 6 years of age.

A list of email addresses of all the registered professionals from the included

professional groups was acquired from the Health Professions Council of South Africa

after ethics approval for the project had been obtained from the university. The Health

Professions Council of South Africa was deemed the most reliable source of email

addresses as all professionals receive at least yearly communications from this body in

order to retain their registrations. Unfortunately, no employment information is

recorded by the regulatory body for registered professionals in South Africa. This

implies that the only option was to distribute the survey to all registered professionals,

even if they were not eligible to participate (as they did not recommend/provide AT to

young children).

The survey was distributed to a total of 14,167 prospective participants.  Of these

emails, 801 were not deliverable.  Therefore, 13,366 invitation emails were delivered to

valid addresses.  A total of 1,196 professionals opened the survey and 1,196 responses

were recorded.  In total 338 participants were excluded from the survey as they did not

meet the entrance criteria (that was determined in the first three questions). Section 1 of

7



Running head: PROFESSIONALS’ PERSPECTIVES ON AT PROVISION

the survey was started by 858 participants and 699 participants started with Section 2. In

total, 451 participants completed every question in Section 2.  These responses were

included in the analysis. Table 1 provides details per profession of the number of valid

email addresses (i.e., total number of addresses on each list minus number of addresses

where emails were undeliverable), as well as the number of responses received from

each group.

Table 1
Number of Responses per Profession

Professional group Number of valid
email addresses

Number of usable
responses

Percentage of RPs (from group
receiving the email) who provided a
usable response

Occupational therapists 4,461 222 4.98%
Physiotherapists 6,541 126 1.93%
Speech language therapists 1,021 63 6.17%
Speech language therapists
and audiologists

1,343 40 2.98%

Note. Table replicated from Van Niekerk, 2019, p. 119 (10)

Occupational therapists represented 49.22% of the sample, with

physiotherapists, speech-language therapists and speech-language therapists and

audiologists (dually qualified) also represented.  The majority of participants (80.93%)

had a Bachelors degree. Table 2 provides the demographic details of the participants.

Insert Table 2 about here
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Table 2

Demographic details of participants (N=451)

Demographics n Percentage of total
Profession

Occupational therapist 222 49.22%
Physiotherapist 126 27.94%
Speech-language therapist 63 13.97%
Speech-language therapist and audiologist 40 8.87%

Highest qualification
Diploma 4 0.89%
Bachelors degree 365 80.93%
Masters degree 79 17.52%
Doctoral degree 3 0.67%

Number of years of experience in
recommending/providing AT to children birth to 6 years

0-2 years 103 22.84%
3-5 years 128 28.38%
6-10 years 84 18.63%
11-20 years 94 20.84%
21-30 years 24 5.32%
31-45 years 16 3.55%
Missing 2 0.44%

Province of South Africa where service is provided
Eastern Cape 33 7.32%
Free State 21 4.66%
Gauteng 155 34.37%
Kwazulu Natal 66 14.63%
Limpopo 21 4.66%
Mpumalanga 23 5.10%
Northern Cape 16 3.55%
North West Province 14 3.10%
Western Cape 102 22.62%

Area where service is provided
Urban 240 53.22%
Rural 83 18.40%
Both urban and rural 128 28.38%

Current employment setting a

AT Supplier 4 0.9%
Clinic 26 5.8%
NGO 24 5.3%
Private practice 167 37%
Public hospital 149 33%
Public school 59 13.1%
University context 9 2%
Other 13 2.9%

Types of AT recommended/provided a

AT for Seating and positioning 298 66.08%
AT for Mobility 244 54.10%
AT for AAC 162 35.92%
AT for ADL purposes 186 41.24%
AT for classroom purposes 209 46.34%
AT for play/toys 113 25.06%
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Demographics n Percentage of total
AT: Other 34 7.54%

Availability of trial (n=4 missing)
Trial available at work 240 53.7%
Trial unavailable at work 207 46.3%
Trial available in homes 141 31.5%
Trial unavailable in homes 306 68.5%

a More than one option could be selected here.

Survey instrument

The survey instrument contained two sections and was developed on Qualtrics (an

online survey tool). Section 1 included various biographical questions regarding the

participants and their practices regarding AT selection/provision.  Several questions

were based on questions from existing survey instruments (17,18), while others were

created by the first author.

Section 2 was developed based on the adapted ATD Selection framework and

consisted of best worst survey questions.  Participants were presented with 24 questions,

each containing varying sets of six items each that may influence the

recommendation/provision of AT.  Within each of the 24 questions, participants were

required to select one of the six items presented that they found most influential on their

AT recommendation/provision, as well as one item they found least influential.  The

different items all corresponded to factors included in the adapted theoretical

framework.  A total of 48 items were included.

Question sets were designed in a fractional factorial design (19,20), aimed at

smaller and more manageable sets as compared to full factorial design. Question sets

were designed to ensure that all items were presented an equal number of times (three

times each) across the sets and were balanced in appearance and co-appearance with

other items.  This was done by use of a computer programme. The written introduction

to the survey and the first best worst survey question are presented in Figure 1.
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Figure 1. Introductory question and example of a best worst survey item. Note: Figure replicated

from Van Niekerk [10, p.338].

In order to enhance the validity of the questionnaire, an expert panel of five

experienced RPs reviewed the factors used in the best worst questions to determine the

content validity of the included factors.  Wording changes were made in 12 of the items

after feedback and examples were included in three of the items to make it easier for

RPs to comprehend.  Thereafter, two cognitive interviews (21) were conducted with

experienced rehabilitation professionals while they were completing the survey.  This
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was aimed at gaining feedback on how the participants understood the questions and to

check for misunderstandings. Feedback on the interviews was considered and integrated

into the survey where appropriate. Lastly, a pilot study was conducted on 11

participants. The instructions to the best-worst questions in the survey was adapted after

the pilot to aid comprehension and one survey question was deleted.

Procedures

All professionals from the four professional groups were sent an electronic invitation

via Qualtrics (an online survey tool) to participate in the study electronically, with an

individualised link to the survey included in the email.  The survey started with an

electronic information letter and required consent from the participant in order to

continue.  One week after the initial email, a follow up email with the link to the survey

was distributed.  All participants who completed the survey after the first invitation, or

who wrote to the researcher indicating that they were not eligible to participate in the

survey, were removed from the mailing list for the second invitation.

Participants were able to complete the survey on mobile phones, tablets or

computers, and could do so using any operating system (e.g., Android or iOS).  Progress

in the survey was saved, so participants could return to it later.

Data analysis

Results of the best-worst items were obtained by calculating the number of times each

item was selected as most influential across the entire sample.  Each item could be

selected by each participant as most influential a total of three times across the survey.

The totals obtained enabled the researchers to sort the items in terms of the frequency of

selection as most influential across the survey and across the entire sample.
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Results

The results for the rank order of factors across all participants in the sample can be

viewed in Table 3 and are presented in terms of the factors of the adapted ATD

framework.

Environmental factors: Cultural context

Culture is referred to as “… a system of learned patterns of  behaviour” (22).  These

behavioural patterns are “shared by members of the group rather than being the property

of an individual” (22).  In terms of the influence of the cultural context on AT selection,

participants viewed the importance that the child’s culture attributed to independence

(ranked in 22nd position) as more influential than their beliefs pertaining to the cause of

the child’s disability (43rd position).

Environmental factors: Social context

The social context refers to the interaction with others within the environment (23),

including aspects such as attitudes and the social acceptability of the AT. Interestingly,

the child’s attitude towards the AT was viewed as most influential factor pertaining to

the social context and was ranked 13th overall.  This was followed by the attitudes of the

family (18th position) and the attitudes of professionals that will assist in the

implementation of the AT (30th position). The social acceptability of the AT was ranked

in 36th position while participants perceived their own attitude to AT as least influential

of all factors pertaining to the social context (45th position).

Environmental factors: Institutional context

The institutional context refers to “larger organisations in society” (23), such as the

policies of the South African Department of Health or Department of Education.
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Table 3

Results of the best-worst items according to components of the theoretical frameworks

Component of
theoretical
framework

Factors of the theoretical
framework

Item
number Item Rank

Cultural context Cultural context (general) 1 Beliefs regarding the cause of disability held by e.g. yourself or the family 43

Cultural context (general) 2 Importance attributed to independence within the child's culture 22

Social context Attitudes of
parent/family/caregivers

3 The family's attitude toward AT 18

Attitudes of (other) professionals 4 The attitudes of the professionals that will assist in the implementation of the AT 30

Attitudes of the child 5 The child's attitude toward AT 13
Attitudes of the professional
(themselves)

6 Your own attitude toward AT 45

Social acceptability 7 The social acceptability of the recommended AT 36
Institutional
context

Practices and practice barriers 8 Current AT practices at the school the child attends/would like to attend 27

Policy 9 Policies related to AT recommendation/provision applicable to your place of work 39
Guidelines 10 Guidelines related to AT recommendation/provision implemented at your place of

work
32

Practices and practice barriers 11 Practice barriers related to AT recommendation, e.g. long waiting lists, excessive red
tape, the fragmented nature or services

24

Financial provision 12 Financial provision for AT, e.g. through tender policy, medical aid 17
Physical context Home/school/hospital/community 13 The characteristics of the physical environment where the child will use the AT, e.g.

home, school, community
9

Home/school/hospital/community 14 Availability of electricity in the home, school and community 47
Home/school/hospital/community 15 Crime rate in the community 48

Knowledge and
Information

Knowledge and training of
professionals

16 Your knowledge and training in recommending/providing AT 28

Self efficacy of professionals 17 Your sense of confidence when recommending/providing AT 40
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Component of
theoretical
framework

Factors of the theoretical
framework

Item
number Item Rank

Skill and experience of
professionals

18 Your technical expertise and experience in recommending/providing AT 23

Resourcefulness of professionals 19 Your resourcefulness in recommending/providing AT solutions 25

Knowledge of
parents/family/caregivers

20 The family's knowledge of AT 42

Skills and experience of
parents/family/caregivers

21 The family's skill and experience with AT 31

Training of
parents/family/caregivers

22 The opportunity/possibility to train families on AT 26

Resources Financial 23 Availability of funds for AT, e.g. through fundraising or family funds 11
Professional/paraprofessional
support

24 Availability of ongoing professional/paraprofessional support for child after AT has
been acquired/provided

12

Social support 25 Social support, e.g. from friends or relatives available to families and children using
AT

21

Teamwork between professional
and family

26 Availability of a team to work with during the recommendation/provision of AT 35

Expert/ mentor 27 The support/opinion of your mentor in recommending/providing AT 44

Time 28 Availability of time for recommending/providing AT, including e.g. time for
assessment or discussions with family

34

Families 29 The family's ability to support the implementation of the AT 5

Expectations Expectations of
parents/family/caregivers

30 Expectations of the family regarding AT for a child 15

Expectations of the professional
(themselves)

31 Your expectations related to AT for a child 41

Expectations of (other)
professionals

32 Expectations of professionals (e.g. teachers) of AT for a child 37

Preference Preference of the child 33 The child's preference regarding AT 29
Preference of the
parents/family/caregivers

34 The family's preference regarding AT 38

Preference of the professional 35 Your preference regarding AT 46
Assessment Activity and participation 36 Activities that the child should/would like to participate in 7
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Component of
theoretical
framework

Factors of the theoretical
framework

Item
number Item Rank

Child characteristics 37 The child's current abilities and skills 2
Assessment of needs: family
needs

38 Needs mentioned by the family 8

Assessment of needs: perceived
needs of child

39 Needs of the child 1

Therapy goals 40 Your therapy goals for the child 4
Goodness of fit 41 The match between the child and the AT 3
Assessment approach of provider 42 Your approach to assessment, e.g. whether you do assessments at the child's home or

at your place of work
33

AT Device characteristics: cost 43 Cost of the AT 14
Device characteristics: flexibility 44 The possibility for the AT to “grow with the child” 10
Availability for trial 45 The availability of the AT for the child to try out 16
Device characteristics: ease of
maintenance, portability

46 Characteristics of the AT, e.g. ease of maintenance, portability 6

Availability 47 Materials available to make AT at your practice/department 20
Availability 48 Availability of AT on tender or from AT suppliers 19
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The financial provision of the institutional context (through tender policy in the public

sector and medical aids in the private sector) was found to be the most influential factor

in the institutional context, ranked in 17th position overall. This is not surprising as

financial considerations may determine what AT may even be considered. Practice

barriers were ranked in 24th position and has long been described as influential to

service delivery to people with disabilities (24,25).  Current practices in the school the

child will attend (27th position) were perceived as more influential than both the

guidelines (32nd position) and policies related to the provision of AT (39th position).

Environmental factors: Physical context

The physical context refers to the physical attributes of an environment (23). As

indicated in Table 3, the participants perceived the influence of the characteristics of the

physical environment where the child would use the AT as relatively important as

compared to other factors (ranked 9th overall).  The availability of electricity (47th) as

well as the perceived crime rate in the community (48th) were ranked as relatively less

important and were in the last two positions on the list.

Personal factors: Knowledge and information

All aspects pertaining to knowledge and information for the recommending RP as well

as the child and family were included.  Participants viewed their own technical expertise

and experience (23rd position), as well as their own resourcefulness (25th position) as the

most influential personal factors pertaining to knowledge and information. The

knowledge and training of the RPs in recommending/providing AT was ranked in 28th

position with their sense of confidence when recommending/providing AT in position

40.
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Pertaining to families, the opportunity/possibility to train families on AT was in

26th position and the family's skill and experience with AT in 31st position.  The

family’s knowledge of AT was perceived as the least influential (42nd position) factor

pertaining to knowledge and information.

Personal factors: Resources

Resources refer to all human and financial resources available through the family or the

recommending RP. Interestingly, the family’s ability to support the implementation of

the AT was ranked in fifth position overall and the most influential factor pertaining to

resources. The availability of funds (11th position) and of ongoing professional support

(12th position) followed. The social support from friends or relatives was placed in 21st

position and the availability of time for recommending AT was in 34th position.  The

availability of a team to work when recommending AT was ranked in 35th position. The

support of a mentor was ranked to be in 44th position reflecting its perceived lower

influence.

Personal factors: Expectations

The child and family, as well as the RP bring expectations to the AT recommendation

process.  Interestingly, the RPs that participated in the study found the expectations of

the family (ranked 15th overall), as well as (other) professionals involved with the

family (ranked 37th), as more influential than their own expectations regarding AT for a

child (ranked in 41st position).

Personal factors: Preferences and priorities

The personal preferences of the child and family, as well as the RP are shaped by their

experiences, motivation, judgement and several additional factors (11) that will be
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different for every person. In terms of preferences, the child’s preference was ranked as

more influential (29th position) than the family’s (placed in 38th position).  Participants

perceived their own preferences regarding AT as less influential (46th position) than that

of the child or family.

Assessment

Six of the seven top ranked items pertained to assessment.  This may be expected, as the

assessment is typically the point at which different aspects considered in the AT

selection process come together.  The needs of the child (as perceived by the

participants) was ranked in first position overall.  In second position was the child’s

current abilities, with the match between the child and the AT in third position overall.

The participant’s therapy goals for the child (fourth position), the activities that the

child would like to participate in (seventh position) as well as the needs of the family

(eighth position) were all highly ranked. The RP’s approach to assessment (33rd

position) was the only factor pertaining to assessment that was not placed in the top 10

items.

AT

Six of the seven factors pertaining to the AT itself were ranked within the first twenty

factors.  The characteristics of the AT (e.g. portability or ease of maintenance) was

ranked in sixth position overall in terms of its influence on the AT provision process.

The ability of the AT to grow with the child was ranked in 10th position. Furthermore,

the cost of the AT (14th position) as well as the ability of the AT for the child to try out

(16th position) was viewed as relatively influential. The availability of AT on the South

African government tender or from AT suppliers was placed in 19th position and the

availability of materials to make AT in 20th place.
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Discussion

The data illustrate the complexity of factors that have an influence on the selection and

provision of AT to young children in the South African context.  All the different

factors were identified as most influential in certain instances, confirming their

proposed inclusion in the ATD Selection framework.

Environmental influences on the selection and provision of AT in a resource-

limited context is often described as substantial (6,26–28) and is typically viewed as a

barrier to the provision of any rehabilitation services (25,29,30).  Although factors such

as the crime rate in the community and the availability of electricity were mentioned as

influential by RPs in the focus groups conducted in the second phase of the overall

study (8), these factors were viewed as relatively less influential by survey respondents

when compared to other factors. Factors pertaining to assessment and the assistive

technology itself were generally regarded as more influential than environmental

factors.

Contrary to what may have been expected, the ability of the family to support

the implementation of the AT was viewed as the most influential resource.  While

financial and other resources may be limited, RPs seem to recognise the family as an

important strength. The recognition of the important influence of the family suggests

that RPs subscribe to a strengths-based perspective.  Partnering with the family has long

been described as vital in order to ensure implementation of AT (e.g. 28,29).

As the worldwide focus has shifted towards doing more with less, the results of

this study may provide RPs in well-resourced contexts with insight into the mind-set of

professionals that are used to working with limited resources. RPs in the South African

context are used to an environment where creativity and resourcefulness are essential.
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Versatile AT that can adapt and grow with the child is selected to ensure the longest

possible usefulness.

Although the results indicated that RP find the attitudes and preferences of

children highly influential, these aspects may easily be overlooked during formal AT

assessment.  Tools to guide RPs in determining child preference and attitudes towards

AT should be developed.  Additionally, children may be involved in the design of AT to

ensure it matches their preferences (33–35).

Interestingly, the perspectives of the RPs regarding the influence of their own

attitudes, their own preferences and priorities, as well as their own expectations were all

ranked lowest in their respective categories (social context, priorities and preferences

and expectations). Although these aspects are influential on any task requiring

professional reasoning (12,36), this did not seem to be reflected in the responses of the

participants.  This may, at least in part, be attributed to the absence of the pertinent

inclusion of the RP themselves in several of the commonly used theoretical frameworks

(often utilised in training) pertaining to AT selection. RPS may therefore not be

encouraged to reflect on the influence that their own perspectives, attitudes, and

possible biases may have on AT selection. This may point towards the importance of

adapting theoretical frameworks for AT selection so that they pertinently include the

influence of the RP, thereby encouraging more reflective practice (37).

While this study provides insight as to the perceptions of RPs regarding the

factors that influence AT selection, it does not provide data on the actual AT selection

practices of RPs. This is a limitation, because perceptions and actual practices may not

always coincide. Furthermore, the perceived relative importance of different factors

may be influenced by case-specific information that was not included in this study.

Further studies may focus on identifying how the relative influence of different factors
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may change depending on different cases. In addition to these aspects, the low response

rate and challenges experienced with determining the exact population size and drawing

a representative sample of the target population may limit the generalisability of the

results.

Conclusions

The findings from this study illustrate the complexity of the AT selection process and

provide insight into how South African RPs quantify the influence of different factors

on their AT selections.  The results may be useful to RPs in different contexts by

expanding awareness of influencing factors and shedding light into how RPs providing

services in contexts with limited resources conceptualise AT selection.  Additionally,

the study illustrates the need to adapt the ATD Selection Framework (11) for

application to young children in a resource limited context.
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