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ABSTRACT
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Background: Occupational therapy patient records are required for legal purposes, but may also be used to produce evidence for
practice. Our aim was to establish how comprehensively occupational therapists documented patient records.
Methodology: We conducted a descriptive cross-sectional study of occupational therapists at public health facilities in a South
African province. Trained raters audited five randomly-drawn records per participant using a checklist developed for the study. The
maximum possible score was nine and the lowest was zero. Audits were checked for consistency.
Results: Forty-nine occupational therapists participated and 240 records were audited. Records contained information on intervention
(96%) and changes occurring at impairment (82%) and activity and participation levels (64%). Documentation of baseline assessment
(impairment level: 20%; activity and participation level: 10.4%) and re-assessment (impairment level: 7%; activity and participation
level: 0.0%) was limited. Audit scores were significantly better in the work practice area (H=16.10, p=0.003) and among therapists
in urban areas (U=24.50, p<0.001).There was a significant negative correlation between audit score and number of clients seen per
month (rs=-0.46, p<0.001).
Conclusion: The low audit scores suggest that the records did not contain sufficient information to produce robust evidence.
Manageable ways of documenting occupational therapy practice need to be devised.
Keywords: audit, documentation, evidence-based practice, occupational therapy, patient records, practice-based evidence, quality of records

INTRODUCTION

outcomes is essential for building professional experience as written
notes may facilitate more accurate reflection on practice. Accurate
documentation of routine practice also enables a profession to
build a bank of quality data that can be used to create evidence to
underpin practice8. While there is some similarity in the processes
therapists use to collect evidence (information) about the best possible intervention for a client, and that of researchers, the focus of
the former is “improving intervention for a particular client” while
the latter is more concerned with “adding knowledge to the body
of evidence available for planning assessments and conducting
interventions with future clients”6:434. The process of generating
evidence from everyday practice has been coined practice-based
evidence by Margison et al. within the discipline of psychotherapy8.
We propose that practice-based evidence (evidence that can be generated through practice) is as important as evidence-based practice
(implementing evidence in practice). Occupational therapists thus
need to be afforded the time to document their practice mindfully
so that the information recorded may be used for research purposes to create the evidence required for practice. This argument
has been affirmed by Sherwood9: 2 who advocated that “evidence
is best generated in relation to your own specific clients, services
and interventions”.
Occupational therapy records may be read and used by a variety
of audiences including team members, clients and family members,
facility managers and administrators. A United States survey of occupational therapists found that 64% of the respondents felt that
evidence should be communicated in documentation especially
where funding was concerned and when it was a departmental
requirement10. It is therefore important that records are profes-

Clear and accurate documentation is essential to build a body of evidence that is based on practice. One of the main responsibilities of
health care practitioners stipulated in the Health Professions Council
of South Africa (HPCSA) ethical rules is to “keep accurate patient
records”1: 20. A patient record, as defined in the HPCSA Guidelines,
is “any relevant record made by a health care practitioner at the
time of or subsequent to a consultation and / or examination or
the application of health management”2. The 2012 National Core
Standards (NCS) for Health Establishments in South Africa gives
greater clarity in defining patient records as “A collection of documents that provides an account of each episode in which a client
visited or sought treatment and received care or referral from a
health care facility”3. Within occupational therapy a patient record
“means information, however recorded (e.g. written, electronically
recorded/entered, audio, video, photographs, diskette), generated
(in the case of an occupational therapy record) by the occupational
therapist or an individual supervised by the occupational therapist,
pertaining to occupational therapy services provided by the occupational therapist”4:17. Patient records document “what has
happened to the client in a chronological sequence”, show clinical
reasoning, keep team members informed, and “demonstrate the
effectiveness of occupational therapy”5:xv. They can therefore be
used to monitor patient progress (or lack thereof) provided there
is a “clear, simple and coherent documentation of the process and
outcome of assessment and intervention procedures”6: 434. Patient
notes are legal documents2,3,7 and an important source for assessing
the quality of patient care through clinical audit3.
It is argued that documentation of therapists’ actions and their
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sional and of a satisfactory standard5. This implies that they should
be accurate and complete and provide a clear description of what
has occurred in occupational therapy5. Although occupational therapists regard record keeping as important, it can cause uncertainty
and frustration. Participating occupational therapists in a Swedish
study experienced several professional dilemmas related to their
documentation practices which influenced what they recorded in
their patient notes11. Dilemmas included using everyday language
as opposed to professional language, highly structured notes versus providing a comprehensive picture of the patient, juridical and
ethical demands compared to environmental conditions, varying
expectations of those accessing the notes, and conflicts between occupational therapy reasoning and medical reasoning. Factors within
the workplace, such as time, routines, and tasks expected by other
professionals, also affected their ability to document properly11.
Unlike countries such as Canada and the United States where
documentation guidelines have been developed4,12, there are no
specific guidelines for occupational therapy documentation in South
Africa. The HPCSA Guidelines on patient records2 which apply to all
health professions under their auspices, state that records should be
complete, concise, consistent, and use a standardised format2. They
explain a “standardised format” as notes containing “the history,
physical findings, investigations, diagnosis, treatment and outcome”
in that order2. Provision of such a structure enables the information
to be assimilated and summarised. It is evident from the language
used that the criteria have been devised with medical doctors in
mind, but modifications are possible to make the criteria suitable
for occupational therapy as practiced in clinical settings. According
to the HPCSA Guidelines therefore, occupational therapy records
should include: the patients’ personal particulars and bio-psychosocial history, the time, date and place of each occupational therapy
encounter, assessment of the patient’s condition with the findings,
the proposed intervention, referral details if relevant, the patient’s
response to treatment, information on absence from work with
reasons, and written proof of informed consent where applicable.
This aligns closely with Tickle-Degnen’s recommendations6:435 that
occupational therapy records include “descriptive attributes about
the client and the context of the assessment and intervention, the
client’s responses during the assessment, and intervention effectiveness for the client”. Occupational therapy guidelines for documentation guide therapists in what to include in their patient records in
addition to the fundamental aspects required (such as the patient’s
name, date of contact, and the therapists name and signature)4,12.
The implementation of the NCS for Health Facilities in South
Africa which “assist in setting the benchmark of quality care against
which delivery of services can be monitored”3:8 form part of the
South African Department of Health’s initiatives to improve the
quality of health care. Domain 6 (Operational Management) within
the NCS includes a section on medical records with one of the
performance standards being that “Patient information is accurately
and completely recorded according to clinical, legal and ethical
requirements”3. Compliance in this regard is measured with an
audit checklist. Audits of patient records provide basic data about
decisions and intervention13,14. To conduct an audit, specific criteria
based on clearly-defined standards need to be identified. These
should relate to the focus of the audit and are used to measure
performance15. Changes may be implemented after an audit, and
practice re-evaluated at a specified time to establish whether there
has been an improvement in quality15. This statement is supported
by a Swedish study that identified a great need for quality improvements in occupational therapy documentation and advocated for
additional “education and training supporting efficient documentation routines”16:79.
The purpose of this study was to examine the extent to which
occupational therapy records could be used to generate evidence
for practice. The aim was to explore how comprehensively occupational therapists at public health facilities in a South African
province completed their patient records. The specific objectives were: 1) to establish, using an International Classification

of Functioning, Disability and Health (ICF) Framework17, which
aspects were routinely assessed and recorded; and 2) to explore
the factors that were associated with satisfactory completion of
patient records.

METHODS
Study design
The study used a descriptive, cross-sectional design. Cross-sectional
studies collect data “from a sample of individuals (or groups) at a
particular point in time as a basis for inferring the characteristics
of the population from which the sample comes.”18:53 The study
was descriptive as it set out to describe a particular phenomenon
(the type of information captured in occupational therapy patient
records) in a specific sample18.

Population and sampling
The population included occupational therapists employed by the
Western Cape Department of Health (DOH). Refer to Table I for
details.

Table I: Population of occupational therapists (N=89)
Type of
setting

No. of
facilities

Care
priority

Occupational
therapy clinicians
No. (%)

Level 3/Central
hospital

3

Acute

31 (34.8)

Level 2/Regional

3

Acute

5 (5.6)

District Health
Service

60*

Acute

21 (23.6)

Specialised
Health Service

2

Non-acute

12 (13.5)

3

Acute and
non-acute

20 (22.5)

Total

71

89 (100.0)

* 54 community health centres/clinics and 6 district hospitals

Occupational therapists carrying a patient load who worked at
least 20 hours per week were eligible to participate. For practical
reasons, therapists working more than 115 kilometres from Cape
Town were excluded. Those planning to take leave during the study,
or who were leaving the employ of the DOH before the end of the
study, were also excluded due to the impact on the outcome data.
Recruitment occurred initially through the Metropole Occupational
Therapy in Health (MOTH) Foruma. In addition, three information
sessions were held and therapists who could not attend were contacted by a research co-ordinator who explained the purpose and
details of the study. Occupational therapy managers were asked
to recruit staff in their departments and acted as the liaison for the
principal investigator and research coordinator who checked that
participants met the eligibility criteria. All occupational therapists
that met the criteria and signed consent were included.

Development of the audit instrument
As the focus of our study was on measuring the extent to which
participants completed their patient records rather than evaluating the quality of their practice, an audit was the most appropriate
choice of method20. Audit instruments apply specific best practice
criteria to current practice to improve the quality of healthcare15,21.
MOTH Forum meetings are held monthly and attended by a representative, usually the head of department, from each occupational therapy
department or service. The purpose of the Forum is ‘to enable and
facilitate collaborative efforts, in striving for an occupational therapy
service of excellence, within the public sector’19: 1.
a
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Although incomplete documentation and missing data were a concern, the intention was not to capture the participants’ reasoning
processes but rather to develop a profile of their record-keeping.
A systematic review to identify suitable data collection instruments22 revealed three: a chart-stimulated recall evaluation form
for assessing competence in occupational therapists23, a chart audit
form measuring the use of outcome measures24 and an audit tool for
evaluating the quality of occupational therapy records in a province
in South Africa25. As none of these instruments were suitable in
their entirety for the purpose of the study, an audit checklist was
developed based on these instruments. Items were selected if they
contributed to answering the question: “What would one expect
to see in patient notes aimed at creating evidence for practice?”

but the IRR deteriorated further with six or more items having
less than satisfactory values. Feedback from the two international
panel members resulted in the rating scale being converted to a
dichotomous scale (A. McCluskey, PhD, email communication,
31 July 2008), with more specific descriptors containing only one
criterion being developed (M. Law, PhD, email communication, 25

Table II: Audit checklist
Record no. ……….

No
(0)

Yes (1)

N/A
(exclude)

Baseline assessment
at impairment level
Baseline assessment
at activity and participation level

Development of the grading rubric
A grading rubric (available from the first author on request) with
descriptors for each item was developed to guide scoring26. This
was refined and finalised during the piloting process by discussing
the results for each pilot test with the raters, identifying the reasons
for discrepancies between scores and revising the rubric accordingly. Further information on the development and scoring of the
rubric is provided in the data collection section.

Goals of intervention
Evidence-base for
any OT intervention
performed
Recording of intervention at impairment, activity or
participation level

Initial validation
The initial audit instrument containing six dichotomous scale (yes/
no) items was sent to an expert panel to review its face validity
and content validity. The panel consisted of two international colleagues with audit experience and two local experts. Feedback
from the panel led to the inclusion of the ICF27 as a framework to
differentiate between assessment, intervention and re-assessment
at impairment, activity and participation levels, in order to gauge
the focus of interventions. The clinical utility of this revised 15-item
checklist (with a four-point rating scale) was pre-tested by the
principal investigator who audited 10 patient records from one of
the facilities from which study participants would be recruited. This
resulted in the refinement of the audit criteria and the inclusion of
a not applicable response option.

Monitoring changes
in client’s condition between two
or more contacts at
impairment-level
Monitoring changes in
client’s condition between two or more
contacts at activity &/
or participation level
Re-assessment at
impairment level

Recruitment and training of raters

Re-assessment at

activity &/or participaTwo occupational therapists were employed and trained to contion level
duct the audits. Training entailed explaining each audit checklist
27
item, clarifying terminology , discussing scoring with the rating
SUB-TOTAL SCORE
…….(A) …....(B)
scales and using the checklist on patient records. One record was
SCORE OBTAINED (A):
audited jointly by the principal investigator and both raters, and
MAXIMUM
SCORE (9-B):
three records were subsequently rated with increasing levels of
independence to address inter-rater reliability
Table III: Inter-rater reliability for audit items
(IRR). After each audit, scores were discussed
and reasons for differences identified.
Item Item
Kappa (p)

Pilot testing and further validation
After training was complete, four pilots were
conducted with a set of 10 records each to test
the IRR and refine the 15-item checklist. Audits
were conducted independently by the two raters
with no discussion permitted. As the first four
pilots revealed poor IRR for several items, with
no consistency in how each item performed,
the rating categories were collapsed to form a
dichotomous scale. Re-analysis of the data did
not however improve its reliability, therefore
the four-point scale was retained. Examination of
the item scores across the four audits revealed
that the disagreements occurred in the items
referring to activity and participation. These two
levels were therefore combined. In addition,
item 4 (Recording of baseline assessments) was
redundant as recording of a baseline assessment
had already been scored in a previous item.
The revised 10-item checklist (four-point
rating scale) was tested in a further two pilots

Comments

no

0.60 (0.029)

Strength of
agreement

1

Baseline assessment at impairment-level

2

Baseline assessment at activity- and participation- 1.00 (0.001)
level

3

Goals of intervention

4

Evidence-base for any OT intervention performed 1.00 (0.001)

Perfect

5

Recording of intervention at impairment, activity 1.00 (0.001)
or participation level

Perfect

6

Monitoring changes in client’s condition between 0.65 (0.002)
two or more contacts at impairment-level

Substantial

7

Monitoring changes in client’s condition between
two or more contacts at activity and/or participation-level

0.69
(0.001)

Substantial

8

Re-assessment at impairment-level

0.80
(0.005)

Substantial

9

Re-assessment at activity- and/or participationlevel

0.80
(0.005)

Substantial

0.60
(0.019)

Moderate
Perfect
Moderate
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were calculated by adding the total number of yes responses and
converting them to percentages. Median audit scores were used
since the scores were ordinal. Ranges were calculated for the total
number of records audited per participant. To identify trends in
the contents of patient records, frequencies and proportions were
computed for each audit item across all records (n=240).
As data were not normally distributed, non-parametric statistics
were used throughout.The Kruskal-Wallis H-test or Mann-Whitney
U-Test was conducted to determine whether there were significant
differences between descriptive variables and median audit scores.
Mann-Whitney tests whether there is a relationship between two
groups when one is dichotomous and the other is at least ordinal,
while Kruskal-Wallis tests whether there is a difference in the medians between three or more groups29. To discover the factors that
impacted on the quality of patient records (audit score), Spearman’s
rank order correlation was computed to determine whether there
was a correlation between audit score and numerical variables (age,
years of experience and number of clients per month). Two-sided
significance tests were used throughout.

August 2008). For example, to score yes for item 3, a goal had to
be documented but did not have to be measurable. This revised
checklist was tested again and Cohen’s Kappa was computed with
Stata statistical software, release 10. Landis and Koch’s benchmarks
for Kappa (Poor: <0.21; Fair: 0.21-0.40; Moderate: 0.41-0.60;
Substantial: 0.61-0.80; Almost perfect: >0.81)28 were used to judge
the strength of agreement between raters. One item (Recording
of intervention at impairment level) had poor IRR (kappa=-0.154,
p=0.701) and was combined with another item (Recording of intervention at activity or participation level). The final audit checklist
thus consisted of nine items (see Table II) each of which showed at
least moderate agreement (kappa≥0.60) (see Table III).

Data collection procedure
Data collection commenced once participants had provided informed
consent. Participants submitted a list of patients seen in the specified
week and a random sample of five records was drawn from each list
using the ROUND RAND command in Microsoft Excel. Participants
were contacted by email or telephone to inform them of the records
to be audited. If five or fewer patients were seen, all records on the
list were audited. Arrangements were made to visit each facility and
participants were requested to have the selected records available.
Audits were conducted at participants’ places of work, with the
exception of one municipality where participants worked in different health facilities spanning a large geographical area. In this case,
participants (n=5) provided photocopies of their patient records,
removed identifying features to ensure anonymity, and either left
them with the occupational therapy manager for collection by the
principal investigator, or faxed them to the principal investigator.
On arrival at the audit venue, the principal investigator checked
that all selected records were available. In a few cases, patient lists
were not received before the audit and random selection had to be
done on a laptop at the audit venue. The therapist was then advised
of the records that were needed. Records that were unavailable on
the day of the audit were photocopied by the participant and faxed to
the principal investigator later. To ensure confidentiality, all identifying
information was deleted from faxed records and only initials were used
to ensure that the record appeared on the randomised selection list.
Records were audited with the validated audit checklist by one
of the two research assistants trained during the piloting phase. The
grading rubric was used to guide scoring. The principal investigator
checked all audits to verify that raters applied the criteria in the
grading rubric to allocate scores. Items in the audit checklist were
given a score of 0 (not evident in the record), 1 (item evident in
the record) or not applicable. Items were deemed not applicable
when it was not appropriate to include them. For example, if the
client had not yet been discharged a final assessment would not
have been expected. The maximum score was nine, unless items
were rated as not applicable in which case the total possible score
was calculated by subtracting the number of not applicable items
from nine. Discrepancies in scoring between the rater and principal
investigator were discussed until consensus was reached.

Ethical considerations
Ethical approval was obtained from the University of Cape Town
Health Sciences Faculty Human Research Ethics Committee (REC
REF: 259/2006) and the Western Cape Provincial Department
of Health (Ref. 19/18/RP37/2008). Letters were sent to medical
superintendents or senior managers at the facilities in which occupational therapists agreed to participate to inform them about
the study and obtain their support. Informed consent was obtained
from all participants prior to the start of the study. Participants were
allocated study numbers to ensure anonymity. As existing records
were used for the audit, patient care was not compromised. Patient privacy was protected by using numbers rather than names
on audit checklists. Audit checklists were numbered prior to data
collection to ensure patient anonymity. Although the research assistants conducting the audit would not usually have had access to
patient records, the use of numbers rather than names ensured
that confidentiality was maintained as far as possible. The audit
should not, therefore, have exposed patients to additional harm.

RESULTS

Of the 89 potential participants, 12 did not meet the inclusion criteria,
thus 77 were eligible. Forty-nine agreed to participate (63.6%) and
28 declined due to time pressures (n=16), lack of interest (n=3)
and failure to submit a consent form (n=2) (see Table IV). Seven
participants did not disclose their reasons for declining. In total, 240
records were audited at 15 sites. Most participants submitted five
records for audit (46/49, 93.9%). Three had fewer than five records
audited, because they had either not seen five different patients in the
selected week or the record was unavailableb at the time of the audit.
Although it was possible that participants could have made changes

Table IV: Reasons for exclusions (n=40)

Data management

Failed to meet inclusion criteria (n=12)

Data were entered into Microsoft Excel by one of the research assistants and double checked for accuracy by the principal investigator. Data were captured after each facility audit. Participant’s study
numbers were used during data entry to ensure confidentiality. Data
were stored securely throughout the study.

No. of participants

Leaving employ of DOH

8

Maternity leave

2

Worked > 115km from Cape Town

2

Declined (n=28)

Data analysis
Data were exported into, and analysed with, STATISTICA 12.
Measures of central tendency and dispersion were determined for
all descriptive variables. Categories were combined if there were
few responses. This was done for work setting (both were combined with urban as the therapist was likely to have contact with
other colleagues) and qualification level (all postgraduate qualifications were combined into a single category). Practice areas were
collapsed into five groups: mental health, neuromusculoskeletal,
paediatrics, work and combination. Audit scores for each record

Time pressures

16

Lack of interest

3

Forgot to submit consent/ thought too late
to participate

2

Unknown

7

Records were in the doctor’s office or being used by other members
of the multi-disciplinary team at the time of the audit.

b
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to their records prior to the audit, there was no evidence of this.

ment to be made about the representation of the sample. Less than
50% of the population of occupational therapists in district health
and specialised services participated.
Participants’ median age was 28.0 (Range: 22.0-50.0) years
and median experience was 5.0 (Range: 0.5-31.0) years. Most
participants were female (95.9%) and had only an undergraduate
qualification (87.8%). Slightly less than half worked in tertiary facilities (40.8%) with most participants being based in urban areas
(87.8%) (refer to Table VI).

Demographic and practice characteristics
A comparison of the number of participants in the sample and
population per facility type is available in Table V to enable a judgTable V: Participant details (n=49) compared with the
population (N=89)
Type of
facility

Facilities
No.

Clinicians
in sample
No. (%)

Clinicians in
population
No. (%)

Proportion of
population in
sample

Level 3/
central
hospital

3

22 (44.9)

31 (34.8)

71.0

Level 2/
regional
hospital

3

5 (10.2)

5 (5.6)

100.0

District
health
services

52

8 (16.3)

21 (23.6)

38. 1

Specialised
services

4

14 (28.6)

32 (40.0)

43.8

Total

62

49 (100.0)

89 (100.0)

Audit of patient records
The overall performance per audit item is shown in Figure 1. Most
records documented information about the intervention provided
and changes in the patient at impairment and/or activity and participation levels. Few records included baseline assessment or
re-assessment data, occupational therapy goals or mention of an
evidence-base for the intervention.

Table VI: Demographic and practice characteristics of
participants (n=49)
Variable

Median (Range)

Age (years)

28.0 (22.0-50.0)

Experience (years)

5.0 (0.5-31.0)

No. clients per month*

60.0 (10.0-220.0)

B/line-imp: Baseline assessment at impairment level; B/line-A&P: Baseline assessment at activity and participation level;
Monitor-imp: Monitoring changes in client’s condition at impairment-level;
Monitor-A&P: Monitoring changes in client’s condition at activity and/or participation-level; Reassess-imp: Re-assessment at impairment-level; Reassess-A&P:
Re-assessment at activity- and/or participation-level

No. (%)

Gender
Male

2 (4.1)

Female

47 (95.9)

Total

49 (100.0)

Undergraduate

43 (87.8)

Postgraduate

6 (12.2)

Total

49 (100.0)

Primary

9 (18.4)

Secondary

12 (24.5)

Tertiary

20 (40.8)

Figure 1: Proportion of responses per audit item (n=240)

The median overall audit percentage score was 40.0% (Range:
13.7-76.0%). Median audit percentages for qualification level, setting, level of care and practice area are shown in Table VII. There

Qualification

Table VII: Audit percentage scores by descriptive
variable (n = 49)
Variable

No.

Median audit % (Range)

Diploma/Bachelors

43

40.0 (13.7-76.0)

Postgraduate

6

43.4 (30.2-60.0)

Qualification level

Level of care

Setting

> 1 level

8 (16.3)

Urban

43

42.9 (22.7-76.0)

Total

49 (100.0)

Rural

6

22.9 (13.7-35.4)

Level of care

Place
Urban

43 (87.8)

Tertiary

20

42.9 (24.0-76.0)

Rural

6 (12.2)

Secondary

12

40.8 (22.7-56.8)

Total

49 (100)

Primary

9

32.6 (13.7-52.7)

> 1 level

8

43.9 (34.6-54.6)

Practice area

Practice area

Mental health

6 (12.2)

Neuromusculoskeletal

14 (28.6)

Work practice

5

60.0 (56.0-76.0)

Paediatrics

7 (14.3)

Neuromusculoskeletal

14

46.5 (22.7-56.8)

Work

5 (10.2)

Mental health

6

38.5 (30.5-48.6)

Combination

17 (34.7)

Paediatrics

7

39.0 (31.4-43.4)

Total

49 (100.0)

Combination

17

35.4 (13.7-52.4)

69
South African Journal of Occupational Therapy — Volume 46, Number 1, April 2016

© SA Journal of Occupational Therapy

were wide ranges in scores across all variables. Audit scores were
lowest in rural areas, at primary level and for participants working
in a combination of areas. In terms of practice area, work obtained
the highest median score.
There was a significant negative correlation between audit
score and clients seen per month (rs=-0.46, p<0.001). Correlations between audit score, years of experience and age were not
significant. The difference in audit score for practice areas was significant (H=16.10, p=0.003) with work scoring significantly higher
(median=60.0, range: 56.0-76.0) than the other areas. Audit scores
were also significantly higher for participants in urban (median: 42.9,
range: 22.7 – 76.0) compared to rural (median: 22.9, range: 13.7
– 35.4) settings (U=24.50, p<0.001). There were no significant
differences in audit scores for qualification or level of care. Results
for statistical tests are displayed in Table VIII. Significant p-values
are indicated in bold.

This not only limits the possibilities for creating evidence from the
data available in patient records, it may have implications for the
quality of care. Zegers et al30 found an association between poor
quality information in hospital patient records and higher rates of
adverse events, and concluded that the quality of information may
be a predictor of the quality of care. Incomplete documentation has
been reported in other occupational therapy studies. For example,
an audit of 46 occupational therapy stroke records at an academic
hospital in South Africa revealed that all records were incomplete,
leading the researchers’ to express concern about the potential
implications for patients, the hospital and the profession31. Similar
limitations have been reported for occupational therapy records
in schools for learners with special needs in the Western Cape of
South Africa32. In the latter study, most information was recorded
less than 50% of the time. In light of Tickle-Degnen’s claim that “frequent and prospective documentation can aid session-by-session
decision-making by demonstrating client response and change in
a clear and concrete manner”6:435, the high number of incomplete
records in the current study raises questions about the possible
impact on occupational therapy practice.
Participants in the current study recorded information about
patient intervention (95.8%) and monitored changes in the patient
at impairment (81.5%) and/or activity and participation (63.7%)
levels. The inadequate reporting of baseline assessments (impairment level: 20.4%; activity and participation level: 10.4%), reassessments (impairment level: 7.1%; activity and participation
level: 0.0%), occupational therapy goals (34.6%) and evidence for
the intervention (0.4%) echoes the findings of a South African study
which identified limitations in documenting assessment information
(reported in 15% of records), treatment plans (11%), treatment
sessions (28%), and discharge information (13%)32. A second South
African occupational therapy study found that only 9% of stroke
records contained information about patient improvement (or lack
thereof), and that evaluation and treatment was least documented
(only 35% included an occupational therapy plan)31. A Swedish
study of community-based occupational therapists similarly revealed
sparse recording of assessment (2%), treatment plans (2%), goals
(6%), follow up (7%) and evaluation (1%) relating to prescribing
technical aids16.
The sparse documentation of the evidence-base for intervention in the current study was not surprising considering that few
clinicians in the Department of Health have access to evidence
sources33,34. Davis et al10 found that participants with access to
evidence sources at work were more likely to cite evidence in
their documentation (r=0.305, p>0.01). They further identified
barriers to citing evidence in documentation, namely time limitations at work (55.6%), patient quota requirements (18.3%), not
understanding the research (12.7%) and not knowing how to
apply the outcomes of research to clients (12.7%)10. It seems that
including evidence in patient records may be more necessary under
particular circumstances. For example, an American study found
that although most occupational therapy respondents (63.5%) felt
evidence should be included in documentation, it was considered
most important to include when funding was at stake or when
dictated by their department10. Thus, it may not be necessary or
feasible for evidence to be cited in all occupational therapy records.
The absence of a standard or model to guide practitioners in how
to communicate evidence in clinical documentation is likely to be a
strong factor influencing the dearth of recording such information10.
The practice of incomplete documentation is concerning considering that information on assessment, intervention (including goals),
the patient’s response to intervention and the outcome of the intervention are regarded as essential elements of occupational therapy
patient documents4,6,12. Furthermore, the paucity in documenting
baseline assessment and re-assessment information has implications
for determining the outcomes of occupational therapy, and thus
for establishing its evidence-base. While recording of assessment
information is important, the type of assessments used need to be
considered carefully so that relevant data are collected. To generate

Table VIII: Results for statistical tests for audit scores by
demographic and practice variables (n = 49)
Variable

Median
audit score
(Range)

Test
statistic

df

P value

Age

rs=-0.06

0.703

Clients per month

rs=-0.46

<0.001

Years of experience

rs= 0.12

0.401

Practice area

H=16.10

4

0.003

H=6.09

3

0.108

Mental health

38.5
(30.5 - 48.6)

Neuromusculoskeletal

46.5
(22.7 - 56.8)

Paediatrics

39.0
(31.4 - 43.4)

Work

60.0
(56.0 - 76.0)

Combination

35.4
(13.7 - 52.4)

Level of care
Tertiary

42.9
(24.0 – 76.0)

Secondary

40.8
(22.7 – 56.8)

Primary

32.6
(13.7 – 52.7)

> 1 level

43.9
(34.6 – 54.6)

Qualification level
Undergraduate

40.0
(13.7 – 76.0)

Postgraduate

43.4
(30.2 – 60.0)

U=102.00

0.429

U=24.50

<
0.001

Setting
Urban

42.9
(22.7 – 76.0)

Rural

22.9
(13.7 – 35.4)

H = Kruskal-Wallis H-Test; rs = Spearman’s Rank Order
Correlation Coefficient; U = Mann-Whitney U-Test

DISCUSSION

The low median audit scores reflect the generally poor quality of the
content of the occupational therapy records audited in this study.
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high quality evidence for occupational therapy practice, assessments
must be standardised and suitable for measuring occupational performance outcomes9. Failure to collect and document all necessary
information will result in patient records that are not useful for
creating evidence. In support of this statement, an analysis of the
electronic records of mental health occupational therapists in the
United Kingdom revealed few records with completed follow-up
assessments and concluded that the possibilities for demonstrating
changes in clinical outcomes across services was thus limited35.
The focus on impairment as opposed to activity and participation
in the current study is not really surprising considering the dominant
influence of the medical model within many Department of Health
facilities in South Africa due to the quadruple burden of disease.
It is, however, disturbing considering that occupational therapy is
“concerned with promoting health and well being through occupation”36, and that “The primary goal of occupational therapy is to
enable people to participate in the activities of everyday life”36. The
limited recording of activity and participation in the current study
echoes that of a Swedish study that similarly found inadequate documentation of occupational performance (activity and participation)
(7%, n=182) in occupational therapy records16. This may be due
to occupational therapists adjusting their documentation by using
medical language to be more respected in the multi-disciplinary
team, and omitting the language of occupation and occupational
performance11. In contrast to this, a second Swedish study found
that although few occupational therapy records were complete, the
majority captured activity and participation37. A United Kingdom
review of the occupational therapy service within a National Health
Service Trust likewise found that records focussed on activities
of daily living38 (an aspect of activity and participation). The poor
representation of the main focus of occupational therapy in the
records audited in the current study may have potentially serious
consequences for the development of the profession and thus
requires further investigation.
Possible reasons for incomplete occupational therapy patient
records have been discussed in previous studies. Rischmuller and
Franzsen32 attributed the gaps in occupational therapy records to
several factors, including the roles and expectations of occupational
therapists, lack of accountability and the absence of clear guidelines32.
As in the study by Lundgren Pierre and Sonn11, it is possible that the
HPCSA requirement for records to be as short and concise as possible caused difficulties for the participants who, in adhering to this
requirement, omitted information that is important in occupational
therapy. It is also possible that the underground nature of occupational therapy practice (the parts of practice that are not documented
but are highly valued and form an integral part of the clinical reasoning
process) may have resulted in the study participants not documenting all they knew about a patient39. Occupational therapists seem
to consider more than purely legal and ethical aspects when rating
their satisfaction with their patient records. For example, Lundgren
Pierre found that even when the occupational therapists followed
the occupational therapy process to document their practice, some
were dissatisfied with their records because they were “uncertain
about putting words to or naming some aspects of the professional
assessments, the small things going on all day long, intertwined in
legitimate tools and well-defined professional tasks, although they
valued them highly”40:174. Lastly, due to the short-term nature of
many of the facilities where participants in the current study were
employed, priority may have been given to interventions to enable
patients to be independent at home once discharged which may have
prevented participants from conducting formal baseline assessments
and re-assessments. Thus, documenting all the aspects contained
in the audit checklist may not have been feasible in these settings,
however desirable they may be.
Exploration of the factors that influenced the quality of the
records in the current study showed that practice area, place of
work (urban/rural) and the number of clients seen per month
played a role. The fact that records in the area of work scored
significantly higher than those in other areas (H=16.10, p=0.003)

is probably because these records are often used for medico-legal
purposes, and are therefore open to closer scrutiny. One explanation for therapists in urban settings obtaining significantly higher
median audit scores than their counterparts in rural settings, may
be due to the former having greater access to resources in terms
of academic literature as well as supervision and support structures.
The finding that the level of care had no bearing on the quality of
records supports a previous study that likewise found no relationship between these variables25. We hypothesised that therapists
with a postgraduate qualification may be more inclined to document their practice in more detail. This was however not the case
as the median audit scores were similar (postgraduate: 43.4%;
undergraduate 40.0%) and the results of the Mann-Whitney Test
were not significant (U=102.00; p=0.429). This may have been
due to the small sample size for postgraduate qualifications (n=6).
It may also be that postgraduate coursework programmes do not
include documentation as part of the curriculum.
Responsibility for ensuring that the content of records reflects
the core values of occupational therapy rests with the profession.
It is encouraging to note therefore, that some occupational therapy
departments have developed their own documents outlining the
domains of occupational therapy and that these concepts are reflected in their documentation (E. Williams, email communication,
23 September 2015). In the current context of quality improvement
initiatives within the Department of Health, occupational therapists
will need to be increasingly accountable for what they document
in patient records. As part of the NCS, medical records, including
those of occupational therapy, will be audited. Although the audit
checklist that will be used focusses primarily on services provided
by doctors and nurses, much of the general information is appropriate for occupational therapy records. The quality assurance
programme implemented by the Gauteng Department of Health
includes an audit tool for evaluating the standard of record keeping
by allied health professions41. The tool is framed within the ICF and
the items reflect the type of information outlined in occupational
therapy documentation guidelines developed elsewhere4,12. This
holds great promise for gathering data that can be used to create
evidence that is context-specific and relevant for occupational
therapy practice in South Africa.

STRENGTHS AND LIMITATIONS OF THE
STUDY

This is the first study to document the content of occupational
therapy records in South Africa from the perspective of practicebased evidence. It provides an overall picture of the content of occupational therapy records and gives some direction as to what the
profession should consider in terms of documentation guidelines.
Strategies that strengthened the quality of the data included pilot
testing of the audit instrument until adequate IRR was achieved,
training of the raters, double-checking audit ratings and data entry
for accuracy, and use of objective criteria to evaluate records and
guide raters (grading rubric).
A limitation is the inclusion of participants employed at Department of Health facilities in one province of South Africa and the
under-representation of participants from district health and specialised services. The findings can therefore not be generalised to
all occupational therapists employed by the Department of Health
nor can they be applied to occupational therapists in other sectors,
such as private practice, education or non-profit organisations.

IMPLICATIONS AND
RECOMMENDATIONS

Several implications for practice, education and research emerge
from this study.

Practice
The overall poor quality of the records audited in this study has
serious ethical and legal implications. It also impacts the occupa-
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tional therapy contribution within the multi-disciplinary team. The
fact that the quality of the records decreased as patient numbers
increased points to the need for more effective human resource
planning to provide sufficient time for accurate and thorough patient
record keeping. Of concern is the lack of congruence between the
information documented in the records, and the core philosophy
of occupational therapy. Failure to document practice that reflects
the unique contribution of occupational therapy could affect funding
of occupational therapy services.
The occupational therapy profession is missing an opportunity
to use data from patient records as evidence for practice. It would
be valuable for the profession to devise a guideline for documentation that reflects the core values of the profession, and to develop
criteria for information that should be included routinely in patient
records for adoption across sectors. This would need to be reflected
in the record keeping audit tools used across the country. Moving
from written records to electronic records may facilitate easier
retrieval of patient information for synthesis and analysis purposes.

2.
3.
4.
5.
6.

Education

7.

The high rate of incomplete documentation points to a need for
strengthening education around documentation at both undergraduate and postgraduate levels. Undergraduate students need to
understand the record keeping requirements set out in the HPCSA
ethical rules and be given sufficient opportunities to develop basic
competence in writing patient records. In-service training covering
good documentation practices should be routinely included as part
of continuous professional development programmes to improve
the quality of occupational therapy patient records.

8.

9.
10.
11.

Research
Further investigation should be undertaken to determine the underlying reasons for poor record keeping and to understand how
and why therapists choose to document what they do. Viable ways
for documenting occupational therapy practice should be developed. This should ideally be a partnership between clinicians and
academics so that a practical and realistic method is devised that
has potential for use in research to support practice and develop
the profession.

12.
13.

CONCLUSION

The current study reiterates Rischmuller and Franzsen’s32 conclusion that occupational therapists are not meeting the requirements
for record keeping laid down by the HPCSA. It is also clear that
an evidence-based approach to occupational therapy documentation is currently not in use, and as a result the data cannot be used
to produce evidence. The generally poor quality of occupational
therapy progress notes is concerning in light of ethical standards
and the imperative for occupational therapy to demonstrate its
effectiveness. The lack of emphasis on occupational performance
as opposed to performance components may reflect a failure of
occupational therapists to adopt a client-centred approach that
focuses on patient needs in everyday life. There is an urgent need
to raise awareness about the importance of accurate and complete
documentation and to devise manageable ways for occupational
therapists to document their practice consistently and in line with
occupational therapy core values.
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