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CHAPTER 01

Theory and philosophy - it’s personal
Wendy Sherwood

Learning points
Theory and philosophy of the VdTMoCA
How VdTMoCA theory and philosophy relate to the lived experience of being and becoming an oc-
cupational therapist
Perspectives on what it takes to know the VdTMoCA and the levels of creative ability
Perspectives on the process and experience of self-differentiation in relation to the Self-differentiation
level of creative ability, Destructive and Incidentally Constructive action

t+3S My dzyl @FAfrofS FT2NJ LINBOASH
VdTMoCA theory and philosophy - it’'s personal

Given how extensively theory and its importance is written about in the occupational therapy literature,
let’s cut to the chase. It's nonsensical for occupational therapists to say “I’m not interested in theory, but
in practice”, or that theory is the domain of academia, not the “real world of practice”, or that they need
to get on and practice without “wasting time” understanding complex theory (Couldrick & Alred, 2003,
p.38). It is understandable that these might be the perceptions of newly qualified therapists whose prac-
tice experience is limited to student placements only — this notion is returned to later.

Theoryless practice is in fact, a fallacy. Theory is knowledge. We have a professional knowledge base
which one cannot practice without. No practice is based on no knowledge. Our place as occupational
therapists is granted in practice because we are professionals — we profess to have knowledge that the
average Joe on the street does not have. We must have a certain amount of knowledge in order to do the
job of being an occupational therapist effectively. If we did not have knowledge (theory), we would not
be equipped to understand the occupational nature of people we serve, or to address their occupational
needs. In doing so, we draw on what we know to assist us in a given situation — knowledge gained from
experience, theories and frames of reference. For example, one might draw upon what one knows about
therapeutic use of self and counselling techniques when working with someone in grief, or the relationship
between cognition and behaviour when working with someone with obsessive compulsive disorder.

Drawing on knowledge not only guides occupational therapists’ practice but supports effective practice.
| am a good example of the difference theory can make to being an effective practitioner. There is no
doubt that although | was credited with being a proficient occupational therapist leading up to when |
discovered the VdTMoCA | became a far better and effective one on learning the Model and applying it
to practice. The accounts | have heard from countless colleagues, including many who are authors in this
text, suggest a similar experience. Prior to knowing the VdTMoCA (hereafter referred to as the Model),
although confident in working with clients who were probably on the Self-presentation (patient-directed
phase) level of creative ability or above, | was aware that as a mental health occupational therapist, | was
not effective, or even particularly competent in providing occupational therapy for clients who were on
the first two levels of creative ability, i.e. those experiencing florid psychosis, catatonic depression, chron-
ic or ‘treatment resistant’ schizophrenia or severe personality disorder with destructive behaviour. | did
my best — | drew on the knowledge that | had, but it was insufficient. There was a cavernous gap in my
knowledge, despite diligently studying occupational therapy, broad aspects of mental health practice, and




Chapter 01: Theory and philosophy — It's personal

recommended occupational therapy models such as the Model of Human Occupation (Kielhofner, 2008)
and the Canadian Model of Occupational Performance and Engagement (Polatajko et al, 2007). The
WdTMoCA filled the gap, and since first trying the Model eighteen years ago, | have felt and been more
knowledgeable, and subsequently better equipped to do the job of being an occupational therapist - for
all clients | have worked with. So, theory is important, in fact essential.

Realising in practice the effectiveness of the VdTMoCA's focus on ability (creative ability), led to reflecting
on the time when | lacked confidence and competence for providing occupational therapy to dients who
were on the first two levels of creative ability. Because | had tried to engage these clients but repeatedly
had been unsuccessful or engagement was 'hit and miss’, | concluded, as did the rest of the multidisci-
plinary team that the client was "not ready for occupational therapy”, or "not suitable for occupational
therapy”. There were definitely clients in inpatient adult mental health services who were perceived to be
“not ready for OT”, and not expected to be so until medication had taken effect. This is still a commonly
held view in practice, as occupational therapists, support workers and students anecdotally report, and
is evident in Chapter 5. However, on reflection, | realised that it was not that the dient was not ready or
not suitable for occupational therapy, but that the occupational therapy | knew how to provide was not
suitable for the dlient. Of course! — this has to be the case unless we are withdrawing our belief in the
centrality of ‘doing’ to human beings and therefore do not believe that all human beings are innately in
need of occupation/activity participation, even if appearing unable to act on this need. Or, perhaps we
have stopped viewing clients on the Tone and Self-differentiation levels of creative ability as being occu-
pational or capable of occupational performance, which is more likely. Thinking about it, how remarkable
that despite professional knowledge of the occupational nature of human beings, occupational therapists
arrive at such a conclusion about ‘readiness for OT".

For me, the change in my effectiveness was the result of a shift in the relationship | had to theory. Theory
and | became connected, in fact we are inseparable. As a VdTMoCA-informed occupational therapist,
theory is personal. It should be the case that, as occupational therapists, theory always fesls personal
because theory is knowledge — there is no you as an occupational therapist without knowledge, and
there is no practice that is based on no knowledge. So, the question arises as to why it took knowing the
WdTMoCA for theory to be experienced as personal. | think the answer is to do with three key factors:

the VdTMoCA has strong philosophical foundations which are reflected in its theoretical
assumptions;

the Model provides detailed treatment principles that act as a guide for linking philosophy and
theory to practice in a practical way;

the personal process towards "knowing” the Model including being open to, and reflective on
the lived experience of VdTMoCA philosophy and theory in the therapist-client encounter.

This combination has had a profound effect on me as a whole {(private, personal and professional self).
What has been forged is a lifelong connection or oneness with the VdTMoCA theory and philosophy —it's
personal. This will be expanded upon and explored in this chapter, the starting point being to explore the
commonly held notion of a theary-practice gap.




CHAPTER 03

Sensory Integration and Creative Ability:
Towards a Symbiosis for Self-actualisation

Elize Janse van Rensburg

Learning points
The theories of sensory integration and creative ability were developed during similar time periods in
two separate parts of the world
Sensory integration and creative ability share common assumptions
Sensory integration and creative ability can be used symbiotically to facilitate growth, enhanced o
cupational behaviour and self-actualisation
When used in combination, the theories of sensory integration and creative ability have powerful
therapeutic potential

Introduction

For occupational therapists trained and practicing in the field of sensory integration, the rigorously and
extensively researched sensory integration theory provides a powerful lens through which we may view
our clients, as well as a potent toolbox to employ the sensory integration guided knowledge and skills to
guide intervention. Similarly, the theory' of creative ability as presented in the Vona du Toit Model of Cre-
ative Ability (Van der Reyden et al., 2019) is another powerful contributor to the occupational therapist’s
toolbox - although best known for its application in the field of mental health.

In this chapter, the author reflects upon the origins and core assumptions of these two theories that may
guide practice in paediatric occupational therapy. Postulates regarding change, growth and/or develop-
ment are considered, and the interactive nature between the two theories are highlighted from case ex-
amples. An argument is presented that, in combination, these two theories provide a “mix” that not only
answers to the call for holistic mind-brain-body consideration (Bundy & Murray, 2002) in intervention, but
is also contextually relevant (Alers, 2008). Finally, a reflection on some potential conflicts or challenges
that may require special consideration in practice when choosing to work with these two theories simul-

1 The term theory will be used in connection with both sensory integration and creative ability for ease of reading, although due acknowl-
adgement is given to the development of these bodies of knowledge as, among others, theoretical frames of reference and models.
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CHAPTER 04

Therapeutic steps in Low Secure Services
through an Occupational Therapy pathway:
A ten-week process of discovery and
development

Betsey Walker

Learning points
The role of a critical friend as an agent for change in the design and delivery of a service model
The design, delivery and evaluation of a 10-week programme approach to delivering group-based oc
cupational therapy
The impact of evidencing outcomes for service users, the multidisciplinary team and occupational therapists
Insight into what may be required to robustly embed the VdTMoCA into an inpatient forensic service,
including ideas and resources for similar undertakings.

Introduction

Implementing significant changes to occupational therapy provision in a busy service can feel daunting,
particularly when the stakeholders other than the occupational therapists are happy with the existing pro-
vision. This chapter outlines the process that an occupational therapy team in a low secure forensic ser-
vice undertook to change its model of practice and move to group-based service delivery. This chapter is
written as a descriptive and reflective account on the process, including the experience and learning from
each of the following stages: reviewing the existing service provision, seeking help to apply the VdTMoCA
(Van der Reyden et al., 2019a), preparing for the change, new service delivery, evaluation. The chapter
concludes with a summary of how this undertaking ultimately led to a positive change for the service.

In aiming to provide the reader with some guidance on what may be required to robustly embed the
VdTMoCA into an inpatient forensic service, ideas and resources for similar undertakings are included in
the text and the appendices.

Low secure services

Low secure services are the least restrictive of the three types of secure care, defined by NHS
England (2018) as:

80
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view the number of groups named individuals attended and the specific aims of those groups for those
individuals. A range of groups can address different components of creative ability, or target the same/
similar components as needs, for example David's need to improve tool handling and increase self-es-
teem. The unnamed group participants only attended one group in the programme.

Box 4-1. Groups for specific level of creative ability and individuals’ aims

Job Club (SP):
Ben - Improve management of own routine and ability to organise self; increase responsibility around planning.
Group participant 1 - Improve time management skills; improve ability to plan and organise self; improve problem solving skills.
Participant 2 - Maintain existing skills; improve evaluation skills; improve ability to take responsibility for a role within the group.
Participant 3 - Improve evaluation skills; develop ability to take responsibility for a role within the group; improve ability to co-operate
with others.
Participant 4 - Improve planning and organisation skills; increase awareness of the needs of others.

Creative Writing (PP):
Ben - Develop effective communication in group; develop norm compliance.
Victor - Increase group involvement; encourage to develop abstract thinking and be open to other ideas.
Participant 5 - Increase ability to work and cooperate with others in a group.
Participant 6 - Increase awareness of the needs of others; improve ability to set realistic goals for self; take turns within a group setting.
Participant 7 - Develop norm compliance; increase awareness of the needs and interests of others.
Participant 8 - Develop norm compliance; to experience cognitive challenge.

Lego Therapy (SP):
Kurt - Improve tool handling; develop norm compliance.
Craig - Improve frustration tolerance; increase ability to work with others.
David - Improve tool handling skills; increase ability to adapt to others; improve self-esteem within group.
Group participant 9 - Develop norm compliance; increase awareness of others.

Cook and Share (SP):
Craig - Increase social contact; develop norm compliance; improve ability to work with others; develop routine and basic cooking skills.
Jim - Increase awareness of others; improve tool handling; assess benefits of repetition within activity.

Who Am 17 (SP):
Kurt - Increase awareness of others; Develop norm compliance; encourage conversation with others.
Jim - Assess ability to retain information; increase his awareness of others.
David - Improve ability to adapt to the needs of others; improve self-esteem.
Mack - Experience enjoyment within group; improve tolerance of others.
Participant 10 - Develop norm compliance.

Gardening group (SP):
Craig - Improve ability to work with others; improve frustration tolerance.
David - Improve tool handling; increase self-esteem.
Mack - Increase frustration tolerance and ability to tolerate others in a group setting; encourage exploration of enjoyable activity.
Victor - Develop role and taking responsibility; improve planning and organisational skills.
Participant 11 - Encourage use of creative skills in alternative role; increase responsibility taking.
Participant 12 - Improve evaluation skills.

While providing treatment, the groups also afforded assessment opportunities. For example, the way
that the Creative Writing group was structured and presented meant it provided specific group work
conditions allowing therapists to assess Ben's Social Ability in a group setting. There were concerns about
Jim'’s ability to retain information, therefore the Who am 1? group was used to assess this ability while also
attending to a treatment aim.

Below, the named service users’ aims as stated in Box 4-1, are grouped for each individual to illustrate
that even though they were on the same level of creative ability as others in the group programme, they
had personal aims (Table 4-3).




CHAPTER 06

Stroke and creative ability

Bhavna Bahgoo and Juliana Freeme

Learning points

e Assessment of creative ability in stroke rehabilitation

e Understanding the use of the VdATMoCA as an important guideline for optimising neuroplasticity
e Application of the VdATMoCA treatment principles in stroke rehabilitation

Introduction

Stroke rehabilitation is an important field of practice in occupational therapy, as the stroke population is
one of the largest groups of clients treated by occupational therapists (Nilsen et al., 2015). In the European
Union, stroke is the second most common cause of death, and a leading cause of adult disability (Wafa
et al., 2020). Future projections indicate a drastically increasing number of people living with stroke in the
next 30 years, as populations continue to grow and people live up to an older age with an increased rate
of survival after stroke (Wafa et al., 2020). The implication of the increased number of stroke survivors
is that more people will be living with post-stroke impairments and disability, and will therefore require
rehabilitation (Stewart et al., 2018). Up to 40% of stroke survivors suffer from residual physical disability
(Lariviére et al., 2018), and as many as 50% of people living with stroke will experience psychosocial or
emotional dysfunction (Hildebrand, 2015), as well as a significant decrease in independence in functioning
in occupational performance areas, which has an impact on stroke survivors’ ability to live independently
at home (Quaney et al, 2009; Kim, et al., 2014).

Stroke rehabilitation is complex due to the varied nature and severity of the physical, psychosocial and
emotional symptoms, and the consequent effect on the person’s ability to live and function independent-
ly. Occupational therapists are well equipped to enable persons with stroke to manage a satisfying and
fulfilled life through the management of physical as well as psychosocial symptoms, and ultimately guid-
ing individuals in improving their activity participation in all areas of occupational performance.

This chapter describes how occupational therapists can use the theory and principles of the Vona du Toit

Model of Creative Ability (VdTMoCA) (Van der Reyden et al., 2019a) in stroke rehabilitation, as a pawerful
way to enrich the effectiveness of their intervention. Now, mare than ever, occupational therapists require
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Chapter 06: Stroke and creative ability

Volition and action affected by stroke

Due to the interrelationship of volition, motivation and action as a central belief of the VdTMoCA (Van der
Reyden & Sherwood, 2019), consideration of all these aspects of a person’s level of creative ability is highly
relevant in stroke rehabilitation, as both physical and psychosocial impairments are present post-stroke.
The decline in the person’s level of volition, as compared to their functioning pre-stroke, could be caused
by multiple factors. The most apparent effect on volition and motivation is ascribed to the primary psycho-
social impairments caused by the stroke, indicated by the lesion site and visible damage to the central ner-
vous system. Impairments occur in basic and higher-level cognitive dysfunction, executive function skills,
decreased frustration tolerance, impulsivity and increased anxiety and irritability, aggressiveness, apathy,
and most commonly depression (Hildebrand, 2015). These can all affect volition and motivation.

An occupational therapist should not assume that a patient with mild physical impairments will be func-
tional and independent in all areas of occupational performance and will be able to return to their pre-
stroke activity participation. There may have been a significant change in the level of volition, which will
affect ability to function independently in all areas of occupational performance. In these cases, the gen-
eral treatment principles should be used according to the patient’s level of creative ability.

The disruption in physical and psychosaocial functioning post-stroke also leads to a decline in activity par-
ticipation. A person's experience of action and the outcome thereof, influences volition and motivation
(Van der Reyden & Sherwood, 2019). Therefore, the deterioration in activity participation secondary to
the physical and psychosocial impairments, and the loss and grief after suffering the stroke, may cause a
further decline in the person’s level of volition (Fig. 6-1).

Relationship between physical and psychosocial
impairments and effect on levels of volition and action

PHYSICAL
IMPAIRMENTS

PSYCHOSOCIAL
IMPAIRMENTS

LEVEL OF
ACTION

LEVEL OF
VOLITION

Figure 6-1. The relationship between physical and psychosocial impairments
and the effect on levels of volition and action
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CHAPTER 08

Application of the VdATMoCA to
occupational therapy within a High Secure
Mental Health Hospital

Charlotte Carpenter, Suzanne Jordan,
Joanna Lawrence, Annie London, Jade Reilly,
Martin Southon, Lyndsey Summers

Learning points

¢ Rationale for the decision to implement the VdTMoCA within a High Security Hospital
* How the model was implemented in different stages of patients’ recovery

e The effectiveness of the model in capturing change in patients’ skill development

Introduction

This chapter describes the journey, challenges and successes achieved via a service change for occu-
pational therapy at Broadmoor Hospital. The occupational therapy service implemented the change to
use the VdT Model of Creative Ability (VdTMoCA) (Van der Reyden et al., 2019) in response to feeling
deskilled and unable to engage with patients who declined to engage in the existing therapy programme.
As a result of the change of model of practice, the occupational therapists implemented a new therapy
programme. Patients were invited to attend sessions in which activities had been graded to the patients’
abilities. This provided treatment sessions in which previously disengaged patients, engaged. The new
programme gave a platform for occupational therapists to assess patients’ skill development and sup-
port patients’ recovery journeys, reducing recidivism and thereby improving their overall experience and
quality of life.

This chapter orientates the reader to the high security hospital context and explains the rationale leading
to a decision to implement the VdTMoCA. The reader then gains insight into the strategies that the oc-
cupational therapy team employed to realise the aim of improving its service and demonstrating its value
and contribution through outcome measurement. This is a detailed section, aimed at supporting readers
planning on undertaking a similar process. This is followed by exemplars of how the Model informed
practice, illustrated by case examples of accupational therapy assessment and treatment in distinct parts
of the service for differing stages of patients’ recovery: Admission, Assertive Rehabilitation and Intensive
Support and Treatment (ISAT) / Intensive Care Unit (PICU).
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Chapter 08: Application of the VdTMoCA to occupational therapy within a High Secure Mental Health Hospital

Positive risk taking when facing violence

On ISAT, many individuals do not respond well to the usual methods of treating risk behaviours, i.e. phar-
macological treatment. In this circumstance, due to expertise in carefully structuring activities/tasks and
environments, occupational therapists can make a significant contribution to interventions for reducing
the risk of violence, and also improve patient outcomes. Although impulsive behaviour would in the past,
have been a barrier to engagement in any therapy (Pompili & Fiorillo, 2015), the risk a person poses does
not mean that activities must be restricted (McNeill & Banningan, 2014). Rather, activity participation
has distinct benefits. Careful use of activity and the environment is recognised to reduce violence and
aggression in mental health settings and reduce restrictive practice (NICE Guidelines 2015). Hence, occu-
pational therapists’ legitimate tools of practice (e.g. use of activity, activity and environmental analysis,
grading) (Mosey, 1986; Van der Reyden et al., 2019b) plus knowledge of the person-activity-environment
relationship, can support positive risk-taking in terms of patients” engagement in activity. This is enhanced
with knowledge of the levels of creative ability, as unpredictable, chaotic and/or impulsive behaviour is
expected and understood in the first three levels of creative ability.

On the Tone level of creative ability, occupational performance is mainly reflexive, hence purposeless,
unplanned action. Progression through this level is partly evidenced by turning towards stimuli, which in-
dicates growing awareness, plus giving attention (Casteleijn & Holsten, 2019). On the Self-differentiation
level, therapist-directed phase, there is fleeting attention, but little discernible intention driving behaviour
other than to satisfy basic needs, e.g. for food. However, there emerges ability to respond to simple re-
quests such as to lift one’s leg, pick something up, wipe one's face. In contrast, on the Self-Presentation
level, there is intentional investigation/exploration of materials, objects, people and situations, as well as
own abilities. However, there is a great deal of impulsive action due to poor executive functioning, such as
poor insight or judgement of own abilities, abstract reasoning, planning and decision-making, and poor

Table 8-9. Risk behaviours that can be expected on the first three levels of creative ability (therapist-directed phase)

Volition Action Risk behaviours
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CHAPTER 10

Making sense of dementia — a multi-sensory
approach based on the first four levels of the
Vona du Toit Model of Creative Ability

Sylvia Birkhead

Learning points

* The needs of an increasing ageing population, specifically related to dementia

* The positive impact of the person-centred-care approach on intervention outcomes

* How to use multi-sensory stimulation graded for different levels of creative ability
Linking stages of dementia to the levels of creative ability

Introduction

After more than two decades of working with old age home residents in South Africa, | have developed
a practice-based, therapeutic approach for enriching the lives of the aged, particularly those living with
dementia. A person-centred approach enables the therapist to use the most meaningful multi-sensory
input in activities for each individual, and therefore bring about maximal impact on functional abilities, in
line with the individual’s stage of dementia.

Training in multi-sensory stimulation by Flo Longhorn, a sensory stimulation specialist from the UK, was
the impetus for incorporating multi-sensory stimuli into activities being done with people living with
dementia in old age homes and the community. As | trialled sensory activities for appropriateness with
individuals in each of the stages of dementia, the realisation dawned that the stages of dementia corre-
spond with the first four levels of the Vona du Toit Model of Creative Ability (VdTMoCA) (Van der Reyden
et al., 2019a). This provided a theoretical framework that helped in making sense of dementia in practice
for me, and led to the development of a multi-sensory stimulation programme for people on the first four
levels of creative ability.

This chapter provides an overview of ageing and the stages of dementia aligned with the levels of creative
ability, and goes on to explain a programme of multi-sensory activities for people with dementia at dif-
ferent levels of creative ability. This chapter reflects this author’s personal professional development jour-
ney, hence is written in the first person. It refers to the South African context for practice, but describes
practice that can be applied in any context providing care for older people.

The term client-directed is used in preference to patient-directed in relation to the middle phase of any
level of creative ability, as this better reflects the person-centred approach advocated in this chapter.
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Chapter 10: Making sense of dementia — a multi-sensory approach based on the first four levels of the Vona du Toit Model of Creative Ability

that can stimulate reminiscence or create an ambience of energy or calmness. This stimulation is particu-
larly important for individuals who cannot access the wider environment or initiate interaction with mate-
rials, objects and people. In dementia care settings, to promote and maintain maximal function through
sensory cues, one could put a sign on the door to indicate where the bathroom is, or paint the toilet seat
a strong colour that contrasts with the background wall/floor tiles/covering and toilet bowl. Sounds, such
as cutlery and crockery being laid out on a table can be the sensory cue to direct a person to the dining
room, or the smell from the kitchen can increase appetite.

Linking sensory input with levels of creative ability

In learning about the sensory aspects of functioning and approaches to the use of multi-sensory stim-
ulation, | have drawn upon a number of authors who have developed multi-sensory practices, namely
Longhorn (2007), Fowler (2007), Bowlby (1993) and Moore (2002).

Flo Longhorn demonstrated to me how to apply multi-sensory stimulation principles to individuals and
to daily group-based interventions. This included providing multi-sensory stimuli to older people in the
therapist-directed phase of the Tone level of creative ability (1:1 intervention), and those on the Self-dif-
ferentiation level of creative ability (group programme). Following this training, the sensory components
of activities were increasingly incorporated into all activities that | carried out in old age homes. Learning
how sensory input can be graded according to the person’s degree of function/level of creative abil-
ity, was the beginning of “making sense of dementia” practice for me. It became evident that using
multi-sensory stimulation activities contributed to clients’ improvement in creative ability, exhibiting most-
ly a shift from the Self-differentiation, Destructive/Incidentally constructive level to the Self-presentation,
Constructive explorative level of creative ability. The multi-sensory input was altered slightly to allow for
greater exploration or problem solving, depending on the level of creative ability. Incorporation of aspects
of other multi-sensory programmes added to the input that | provided, up to the Passive Participation,
Norm awareness level of creative ability.

The levels of creative ability and associated treatment principles have been used as a framework for iden-
tifying and providing guidance on activities that could be used with individuals at each stage of dementia
(Table 10-1). Sensory-focused use of activities can be used on an individual basis, particularly with individ-
uals on the level of Tone with Unplanned, purposeless action. On the levels of Self-differentiation, a group
programme becomes possible and beneficial, as described later in this section. Whether intervention is
ona 1:1 or group basis, clients will gain the greatest benefit from sensory input which is cognisant of each
person’s sensory preferences. Such information can be gained through use of a person-centred question-
naire, with input from the individual or carers and family. This information informs therapists as to which
senses for stimulation are preferred, or disliked and therefore avoided. This knowledge informs the use of
meaningful stimuli to each specific client. The sensory properties of all meaningful activities within a per-
son’s life should be considered, including Personal Management, Constructive Use of Free Time and work
activities. | use a person-centred sensory profile questionnaire as an adaptation of Longhorn’s (2007),
which was conceptualised on the work of Winnie Dunn.
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CHAPTER 12

Relationships between sense of self, sensory
processing, and volition as manifested in the
first levels of creative ability

Carla van Heerden

Learning points

e Relationships between sense of self, sensory processing, and development of volition as manifested in
the first levels of creative ability

e The importance of enabling traumatised clients to re-establish a sense of who they are

Introduction

This case study talks to the experiences of working with a young woman with acquired brain injury, who
was seen by a mental health occupational therapist in private practice in Australia. The Vona du Toit Mod-
el of Creative Ability (VdTMoCA) (Van der Reyden et al.,, 2019a) is not taught in Australian universities and
is not well known at all. In this situation, the therapist dealing with the young woman (pseudonym Paula)
was referred this case and found that she was not making any progress until I, as her clinical supervisor
introduced it to her as a different lens through which she could view Paula’s presentation.

Joint reflections between the therapist and myself, as her clinical supervisor, led to consideration of the
inter-relationships between the experience of a sense of self, how sensory information is processed, and
the development of volition, particularly during the first levels of creative ability. What follows, is a brief
introduction to the case and context, as well as the clinical reasoning, or hypothetical anticipation of what
would be required during intervention. Next, the change in focus of intervention and subsequent changes
in the presentation of the client is discussed. Throughout the discussion, theoretical constructs and the
implications for practice are highlighted.

Paula
Paula, a 22-year old woman, was involved in a motor vehicle accident three years before she came to the
attention of a mental health occupational therapist for the first time. She presented with diagnoses of
anxiety, depression and post-traumatic stress disorder associated with excessive fatigue, memory prob-
lems, poor concentration, sleep difficulties and personality changes. Functionally, Paula had been unable
to work since her accident. She was unable to establish a daily routine or effectively implement anxiety
management strategies, resulting in her staying indoors on her own during the day. In terms of living

tF 3S& THICA NB dzyl @ Af I 6fS FT2NJ LINBGASs




CHAPTER 13

Seclusion: The end of the road for
occupational therapy or a new route with the
Vona du Toit Model of Creative Ability?

Louise Jeffries

Learning points
How the clinical presentation of individuals in seclusion can be understood through attention to the
Self-differentiation and Self-presentation levels of creative ability
How the VdTMoCA treatment principles can be applied to occupational therapy for individuals on the
Self-differentiation and Self-presentation levels of creative ability in seclusion
How the VdTMoCA can inform care plans to exit seclusion and reduce the use of restrictive interven-
tions
How the VdTMoCA treatment principles can be applied as a multidisciplinary team in a forensic setting
Questions related to the use of seclusion and forensic settings for research

Introduction

As an occupational therapist working in a medium secure forensic ward with adult males, my interest in
engaging patients in seclusion began as a result of reflecting on my own practice and the national drive
to reduce restrictive practices. In the past, when a patient had to be secluded it was common practice to
stop occupational therapy intervention and re-commence when the patient returned to the ward. This is
not the practice in all services presently, as there are occupational therapists who actively engage patients
who are in seclusion. However, | have known the rationale for disengaging individuals from occupational
therapy when in acute disturbance frequently throughout my career. Hence, the first half of the question
posed in the title of this chapter is: Seclusion - the end of the road for occupational therapy? In this chap-
ter, | propose that it does not need to be, based on my experience of using the Vona du Toit Model of
Creative Ability (VdTMoCA) (Van der Reyden et al., 2019a) to inform not only occupational therapy, but
a multidisciplinary approach to care and treatment. The sharing of how our practice on the forensic ward
has since changed due to the influence of the VdTMoCA, may prompt the reader to reflect on his/her
own current practice and how the VdTMoCA may influence being an occupational therapist.
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