documenting occupational therapy practice

Documenting occupational therapy practice is the cornerstone of ethical, effective, and legally sound
client care. It’'s more than just filling out forms; it’s a systematic process of recording all aspects of a
client's occupational therapy journey, from initial evaluation through intervention and discharge
planning. This comprehensive record-keeping ensures continuity of care, facilitates communication
among the healthcare team, supports reimbursement, and serves as crucial evidence of the services
provided. Mastering the art and science of documentation is essential for every occupational therapist,

impacting everything from client outcomes to professional accountability.
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Understanding the Importance of Documenting Occupational

Therapy Practice

The act of documenting occupational therapy practice is fundamental to providing high-quality,
evidence-based care. It serves multiple critical functions within the healthcare system and for the
occupational therapist themselves. Accurate and thorough documentation ensures that the client's
progress, needs, and interventions are clearly communicated to all involved parties, fostering a
collaborative approach to treatment. This detailed record-keeping is vital for justifying the medical
necessity of services, which is a prerequisite for reimbursement from insurance providers and
government programs. Without proper documentation, occupational therapists risk non-payment and

potential legal repercussions.

Furthermore, occupational therapy documentation acts as a historical account of the client’s journey. It
allows for the tracking of progress over time, enabling therapists to modify interventions as needed and
demonstrate the effectiveness of their strategies. This longitudinal view is invaluable for making
informed clinical decisions and for evaluating the overall success of the therapy program. It also plays
a significant role in protecting the therapist and the employing organization by providing a clear record
of services rendered and the rationale behind clinical judgments. In essence, meticulous
documentation is an indispensable component of professional responsibility and clinical excellence in

occupational therapy.

Key Components of Occupational Therapy Documentation

Effective occupational therapy documentation is built upon a foundation of essential components that
capture the client's experience and the therapist's clinical reasoning. Each element contributes to a

holistic understanding of the client's occupational profile and therapeutic progress. These components



are not merely administrative requirements but are integral to the clinical process itself, guiding

intervention and ensuring accountability.

Client Information and Demographics

This initial section of any occupational therapy record typically includes basic identifying information
about the client. It encompasses their full name, date of birth, contact details, medical record number,
and referring physician. Accurate demographic data is crucial for proper identification, billing, and
maintaining organized client files. It sets the stage for all subsequent documentation related to the

individual.

Referral Source and Reason for Referral

Understanding why a client has been referred to occupational therapy is paramount. This part of the
documentation outlines the source of the referral (e.g., physician, another therapist, self-referral) and
the specific reasons for the referral. It often includes a summary of the client’s primary medical

diagnosis and any co-occurring conditions that may impact their occupational performance.

Occupational Profile and Assessments

This is where the therapist begins to delve into the client’s unique situation. The occupational profile
gathers information about the client’s history, experiences, values, interests, and needs, as well as the
contexts in which they engage in occupations. This is followed by the assessment section, which
details the results of standardized and non-standardized assessments used to evaluate the client’s
performance in areas of occupation, client factors (body functions and structures), and performance

patterns.



Goals and Objectives

Clearly defined, measurable, achievable, relevant, and time-bound (SMART) goals are the backbone of
occupational therapy intervention. This section articulates the client-centered goals that the therapy
aims to achieve, reflecting the client's desired outcomes. These goals are derived from the

occupational profile and assessment findings and guide the selection of interventions.

Intervention Plan and Implementation

The intervention plan outlines the specific strategies and activities that will be used to help the client
achieve their goals. This includes the frequency, duration, and type of occupational therapy services.
The documentation here details the actual interventions performed during each session, including the

therapist's actions, the client's response, and any modifications made to the plan.

Progress Notes

Regular progress notes are essential for tracking the client’s response to intervention and their
movement towards established goals. These notes should clearly indicate the client’s functional status,
any changes in their condition, the effectiveness of the interventions used, and any adjustments to the

treatment plan. They provide a narrative of the therapy process.

Discharge Plan and Summary

When therapy concludes, a comprehensive discharge plan is developed. This outlines
recommendations for continued support, home programs, or further services. The discharge summary
provides a final overview of the client’s progress throughout therapy, their functional status at
discharge, and the rationale for termination of services. It ensures continuity of care beyond the

occupational therapy setting.



Types of Occupational Therapy Documentation

The field of occupational therapy utilizes various types of documentation to capture different stages of
the client's therapeutic journey and to meet specific reporting requirements. Each document serves a

distinct purpose in ensuring comprehensive care and clear communication.

Initial Evaluation Reports

This is typically the first formal document created for a new client. It includes the occupational profile,
assessment results, a clinical reasoning statement that synthesizes the findings, the establishment of
problems and their impact on occupational performance, and the development of client-centered goals

and an intervention plan.

Progress Notes

These are periodic updates that detail the client’s response to interventions and their progress toward
goals. They are crucial for demonstrating the ongoing need for services and for informing treatment
adjustments. Progress notes are often written after each session or at regular intervals, depending on

the setting.

Re-evaluation Reports

If a client’s condition changes significantly, or if the planned course of therapy needs substantial
modification, a re-evaluation may be necessary. This report updates the client’s status, reassesses

their needs, and often revises goals and the intervention plan based on new findings.



Discharge Summaries

This document provides a comprehensive overview of the client’s occupational therapy experience
from admission to discharge. It includes a summary of services provided, the client’s progress towards
goals, their functional status at discharge, any recommendations for continued care or community

resources, and the rationale for terminating services.

Requests for Continued Authorization/Treatment Plans

In many healthcare settings, occupational therapy services require ongoing authorization from
insurance companies or healthcare administrators. These documents justify the continued need for
therapy, outlining the client’s progress, persistent deficits, and the rationale for extending the treatment

plan.

Consultation Reports

When an occupational therapist consults with other healthcare professionals, families, or caregivers
regarding a client’s occupational needs or strategies, a consultation report is often generated. This

document summarizes the consultation, recommendations, and any agreed-upon actions.

Functional Capacity Evaluations (FCEs)

These are specialized, in-depth assessments designed to determine an individual’s physical and
functional abilities for work-related tasks. The documentation for an FCE is extensive and includes
detailed objective measures of strength, endurance, range of motion, and other relevant physical

capacities.



Best Practices for Effective Occupational Therapy

Documentation

To ensure that occupational therapy documentation is not only compliant but also clinically useful and
professional, adhering to best practices is essential. These principles guide therapists in creating

records that are clear, concise, accurate, and client-centered.

¢ Be Timely: Document interventions and observations as soon as possible after the session or
event occurs. This minimizes the risk of forgetting crucial details and ensures the record reflects

the most current information.

* Be Accurate and Objective: Stick to factual observations and avoid subjective opinions or
assumptions. Use specific, descriptive language. For instance, instead of "client was sad,"
describe observable behaviors like "client appeared withdrawn, with downcast gaze and minimal

verbalizations."

e Be Thorough and Complete: Ensure all necessary components of the documentation are
included, addressing the client's needs, interventions, responses, and progress towards goals.

Leave no room for ambiguity.

¢ Be Concise: While thoroughness is important, avoid unnecessary jargon or lengthy, rambling
descriptions. Use clear, direct language and abbreviations only when they are universally

understood within the profession and facility.
» Use Client-Centered Language: Frame documentation around the client's occupations, roles, and
goals. Emphasize their strengths and participation in their own care. Refer to the client by name

rather than as "the patient" or "the subject" whenever appropriate.

¢ Maintain Legibility and Clarity: Whether handwritten or electronic, documentation must be easily



readable and understandable by other healthcare professionals. If using abbreviations, ensure

they are approved by the facility.

o Justify Medical Necessity: Clearly articulate the relationship between the client's deficits, the
interventions provided, and the anticipated functional outcomes. This is crucial for reimbursement

and for demonstrating the value of occupational therapy.

e Document Client and Caregiver Education: Record any information or training provided to the
client or their caregivers to support continued progress and independence. This includes home

exercise programs, adaptive equipment training, and energy conservation techniques.

* Review and Edit: Before finalizing any documentation, take the time to review it for accuracy,

completeness, and grammatical errors.

¢ Adhere to Facility Policies and Professional Standards: Familiarize yourself with and follow all
organizational policies regarding documentation, as well as the standards set forth by
professional bodies like the American Occupational Therapy Association (AOTA) or equivalent

international organizations.

Legal and Ethical Considerations in Documenting Occupational

Therapy Practice

The responsibility of documenting occupational therapy practice extends beyond clinical accuracy to
encompass significant legal and ethical imperatives. Failure to uphold these standards can have

serious consequences for the therapist, the client, and the healthcare institution.



Confidentiality and Privacy

Client records contain sensitive personal and medical information. Occupational therapists are bound
by strict confidentiality rules, such as the Health Insurance Portability and Accountability Act (HIPAA) in
the United States, or similar regulations globally. All documentation must be stored securely, and
access should be limited to authorized personnel involved in the client's care. Disclosing client

information without consent is a serious breach of ethics and law.

Accuracy and Authenticity

Documentation must be truthful and accurate. Falsifying or altering records is unethical and illegal.
Therapists must ensure that the information recorded reflects what actually occurred during the
session and accurately represents the client's condition and progress. Any amendments or corrections
to existing records must be clearly dated and signed, indicating the nature of the correction without

obscuring the original entry.

Medical-Legal Aspects

Documentation serves as a legal record. In cases of malpractice claims, worker's compensation
disputes, or disability evaluations, the client's occupational therapy record can be critical evidence.
Thorough, objective, and timely documentation can protect the therapist and their employer by

demonstrating that care was provided appropriately and according to professional standards.

Reimbursement and Fraud

Accurate documentation is directly tied to reimbursement from payers like insurance companies and
government programs. Documentation must clearly demonstrate the medical necessity and the skilled
nature of the services provided. Inaccurate or fraudulent billing, often stemming from poor

documentation, can lead to severe penalties, including fines and professional sanctions.



Professional Accountability

The act of documenting is a demonstration of professional accountability. It reflects the therapist's
commitment to providing quality care, adhering to ethical principles, and engaging in critical thinking
and clinical reasoning. The documentation process itself is a clinical skill that requires ongoing

development and attention to detail.

Informed Consent

While not always explicitly detailed in every note, the concept of informed consent underpins the entire
therapeutic relationship. Documentation may reflect discussions with clients about their treatment
plans, goals, and the potential risks and benefits of interventions, ensuring the client is an active

participant in their care decisions.

Technology and Tools for Documenting Occupational Therapy

Practice

The landscape of documenting occupational therapy practice has been significantly transformed by
technological advancements. Electronic health records (EHRs) and specialized software have become

commonplace, offering new efficiencies and capabilities for managing client information.

Electronic Health Records (EHRs)

EHR systems are integrated platforms that store all patient medical information, including occupational
therapy notes, in a digital format. These systems allow for easy access to client histories, facilitate
secure sharing of information among healthcare providers, and often include features for scheduling,
billing, and prescription management. They can improve workflow efficiency and reduce the risk of lost

paper records.



Specialized Therapy Documentation Software

Beyond general EHRs, numerous software solutions are specifically designed for rehabilitation
therapists. These platforms often include pre-built templates for evaluations, progress notes, and
discharge summaries, tailored to occupational therapy practice. They may also offer features for
tracking therapy minutes, managing caseloads, and generating reports for both clinical and

administrative purposes.

Mobile Documentation Tools

The rise of tablets and smartphones has led to the development of mobile apps that allow therapists to
document directly from the point of care, whether in a clinic, a client's home, or a community setting.
These tools can enhance productivity by eliminating the need to transcribe notes later and ensuring

information is captured in real-time.

Speech Recognition and Dictation Software

For therapists who prefer to dictate their notes, speech recognition software offers a way to convert
spoken language into written text within documentation systems. This can significantly speed up the
documentation process, especially for detailed evaluations or lengthy reports. However, it is crucial to

review and edit dictated notes for accuracy, as the technology is not always perfect.

Data Analytics and Reporting Tools

Many modern documentation systems incorporate analytics capabilities. These tools can help
therapists and facilities track key performance indicators, identify trends in client outcomes, measure
the effectiveness of different interventions, and generate reports for quality improvement initiatives or
research purposes. This data-driven approach can lead to more informed clinical decision-making and

service delivery.



Telehealth and Remote Documentation

With the growth of telehealth, occupational therapists are documenting services provided remotely.
This requires secure platforms for video conferencing and integrated documentation tools that can
capture the details of virtual sessions, including client engagement, observed performance, and

recommendations for home-based interventions.

Common Challenges and Solutions in Documenting

Occupational Therapy Practice

Despite the importance of robust documentation, occupational therapists often encounter challenges in
their daily practice. Recognizing these hurdles and implementing effective strategies can significantly

improve the quality and efficiency of documentation.

Time Constraints

A significant challenge is finding sufficient time to document thoroughly amidst demanding caseloads
and patient care responsibilities. Therapists may feel pressured to rush through documentation, leading

to incomplete or inaccurate records.

¢ Solution: Prioritize documentation by setting aside dedicated time each day. Utilize efficient
templates and electronic systems. Delegate administrative tasks where possible. Focus on

documenting the most critical information concisely.



Maintaining Consistency Across a Team

In settings with multiple therapists, ensuring consistent documentation practices, terminology, and
adherence to standards can be difficult. This can lead to varied quality and potential gaps in client

records.

¢ Solution: Implement standardized documentation training for all staff. Develop clear facility-
specific guidelines and templates. Conduct regular chart audits and provide constructive

feedback to the team. Foster a culture of shared responsibility for documentation quality.

Keeping Up with Evolving Regulations and Payer Requirements

Documentation standards and payer requirements can change frequently. Therapists need to stay

informed about these updates to ensure compliance, which can be time-consuming.

 Solution: Subscribe to professional association updates, attend relevant webinars and continuing
education courses. Designate a team member or manager responsible for staying abreast of

regulatory changes and disseminating information.

Balancing Detail with Brevity

Finding the right balance between providing enough detail to justify services and avoiding overly

lengthy notes that are time-consuming to write and read is a constant challenge.

e Solution: Focus on documenting the "what," "why," and "how" of interventions and client
responses. Utilize objective data and measurable outcomes. Use approved abbreviations and

shorthand where appropriate, but always prioritize clarity.



Technological Issues and Learning Curves

Implementing new electronic documentation systems or dealing with technical glitches can disrupt

workflow and create frustration. Therapists may also require training to effectively use these systems.

¢ Solution: Provide comprehensive and ongoing training for all staff on new systems. Ensure
adequate IT support is available. Choose user-friendly and intuitive software solutions where

possible. Allow for a transition period and provide resources for troubleshooting.

Ensuring Accuracy in Telehealth Documentation
Documenting services provided via telehealth presents unique challenges in capturing client

engagement and functional performance remotely.

¢ Solution: Develop specific telehealth documentation templates that address the nuances of
remote service delivery. Clearly document the platform used, client’s reported environment, and

methods for assessing engagement and performance.

Documenting Occupational Therapy Practice: A Focus on

Client-Centered Care

At its heart, occupational therapy is deeply client-centered. This philosophy must be reflected in every
aspect of documentation, transforming it from a mere administrative task into a powerful tool for

empowering individuals to engage in meaningful occupations.



When documenting, the occupational therapist should consistently frame the narrative around the
client's goals, values, and desired outcomes. This means actively incorporating the client's own words
when appropriate, particularly in the occupational profile and goal-setting sections. Instead of simply
listing deficits, the documentation should highlight the client’s strengths and their active participation in
their therapeutic process. For instance, a note might describe how a client used a newly learned
compensatory strategy to prepare a meal, emphasizing their newfound independence and the client’s

positive feedback on the strategy’s effectiveness.

Furthermore, documenting client education and the client’s understanding of their treatment plan is
crucial. This demonstrates a collaborative approach where the client is an informed partner in their
recovery. When detailing interventions, the therapist should explain how each activity directly relates to
the client's identified occupations and goals. This ensures that the documentation not only justifies the
service but also showcases its relevance to the client's life. By consistently prioritizing the client's
perspective and actively involving them in the documentation process, occupational therapists can
ensure their records are not only compliant but also deeply humanistic and reflective of truly client-

centered care.

The Role of Documentation in Quality Improvement and

Research

Beyond its immediate clinical and legal implications, meticulous documentation in occupational therapy
practice plays a vital role in driving quality improvement initiatives and contributing to the broader body
of research within the profession. The data captured in client records, when analyzed systematically,

can reveal patterns and insights that lead to enhanced service delivery and a deeper understanding of

therapeutic interventions.



Quality Improvement

Through the analysis of documentation, healthcare organizations and individual practitioners can
identify areas for improvement in their services. For example, by reviewing progress notes, a therapist
might notice that certain interventions are consistently yielding better outcomes for a specific diagnosis.
This insight can then inform the development of more effective treatment protocols or specialized
programs. Similarly, audit data from documentation can highlight common documentation errors or
omissions, prompting targeted training to improve the overall quality and completeness of records
across a department or facility. This continuous feedback loop ensures that occupational therapy

services remain evidence-based and responsive to the evolving needs of clients.

Research and Evidence Generation

Client records serve as a rich source of data for research. When aggregated and anonymized,
documentation can provide valuable information about the effectiveness of various occupational
therapy interventions, the trajectory of recovery for different conditions, and the impact of specific
therapeutic approaches. For instance, researchers might analyze discharge summaries to identify
common factors associated with successful outcomes for individuals with stroke, or examine evaluation
reports to understand the prevalence of certain functional limitations within a particular population. This
data-driven approach is essential for building the evidence base that supports occupational therapy

practice and for advancing the profession’s knowledge and scope.

Performance Measurement

Documentation also facilitates the measurement of therapist and organizational performance. Metrics
such as caseload size, intervention duration, client progress rates, and discharge satisfaction can all
be derived from documentation. This data can be used for professional development, program
evaluation, and demonstrating the value of occupational therapy to stakeholders and payers. By
consistently and accurately documenting practice, occupational therapists contribute to a robust system

of accountability and continuous learning that ultimately benefits clients.



Future Trends in Documenting Occupational Therapy Practice

The evolution of healthcare and technology continues to shape how occupational therapy practice is
documented. Several emerging trends are poised to further enhance efficiency, data utilization, and the

overall impact of documentation.

Increased Integration of Artificial Intelligence (Al)

Al is expected to play a growing role in occupational therapy documentation. Al-powered tools could
assist with tasks such as automatically extracting key information from dictated notes, identifying
potential documentation gaps, suggesting relevant ICD-10 codes, or even providing predictive analytics
on client outcomes based on documented data. This could significantly reduce the administrative

burden on therapists and improve the accuracy and consistency of records.

Greater Emphasis on Patient-Reported Outcomes (PROs)

The trend towards patient-centered care will likely lead to a more prominent inclusion of PROs within
occupational therapy documentation. Therapists will increasingly integrate data directly from clients
regarding their functional status, pain levels, and overall well-being. This could be achieved through
digital questionnaires integrated into EHRs or through structured client interviews captured in progress

notes.

Interoperability and Data Sharing

As healthcare systems become more interconnected, the ability to seamlessly share patient
information across different providers and settings will become even more critical. Future trends point
towards greater interoperability between EHR systems, allowing occupational therapists to access and
contribute to a more comprehensive view of the client’s health journey, thereby improving care

coordination and reducing redundant documentation efforts.



Advanced Analytics for Population Health Management

The data captured through occupational therapy documentation will be increasingly leveraged for
population health management. By analyzing trends across large patient datasets, therapists and
healthcare organizations can identify at-risk populations, develop targeted interventions, and measure
the effectiveness of programs at a community level. This shift from individual-focused documentation to

broader health data analysis represents a significant evolution.

Blockchain Technology for Secure Record Keeping

While still in its nascent stages for healthcare, blockchain technology offers potential for highly secure,
transparent, and tamper-proof record-keeping. This could revolutionize how sensitive client information
is managed, ensuring data integrity and providing a verifiable audit trail for occupational therapy

services.

Personalized and Predictive Documentation

As data analytics capabilities advance, documentation may become more personalized. Systems might
proactively prompt therapists with relevant information based on a client’s history and current
condition, or even predict potential challenges and suggest preventative interventions. This proactive
approach could elevate the role of documentation from a retrospective record to a forward-looking

clinical support tool.

Frequently Asked Questions

What are the most crucial elements of documentation for occupational
therapy?

Key elements include client identification, assessment findings, treatment goals, intervention strategies,



progress toward goals, client response, recommendations, and therapist credentials. Accuracy,

conciseness, and relevance are paramount.

How does documentation support billing and reimbursement in
occupational therapy?

Thorough documentation directly links services provided to established goals and measurable
outcomes, justifying medical necessity. This evidence supports reimbursement claims and compliance

with payer requirements.

What are the ethical considerations in occupational therapy
documentation?

Ethical documentation involves maintaining client confidentiality, ensuring accuracy and honesty,
avoiding biased language, and obtaining informed consent for information sharing. It also includes

proper record retention and destruction.

How can occupational therapists effectively document progress and
outcomes?

Using objective measures, standardized assessments, client-reported outcomes, and observable
changes in function allows for clear demonstration of progress. Quantifying improvements and linking

them to interventions is crucial.

What are best practices for documenting telehealth occupational
therapy sessions?

Documentation for telehealth should include the modality used, platform details, duration of the
session, any technical issues, and the specific interventions delivered. It should still adhere to the

same principles of accuracy and completeness as in-person documentation.



How does documentation contribute to interprofessional collaboration
in occupational therapy?

Clear and comprehensive documentation facilitates communication and continuity of care among
healthcare professionals. It provides a shared understanding of the client's needs, progress, and

treatment plan, enabling collaborative decision-making.

What are common documentation pitfalls occupational therapists
should avoid?

Pitfalls include vague or subjective language, incomplete entries, omitting key information, illegible
handwriting (in paper records), failing to document missed appointments or cancellations, and not

updating plans of care regularly.

How can occupational therapists ensure their documentation is
compliant with regulatory requirements?

Staying updated on guidelines from organizations like AOTA, Medicare, Medicaid, and private payers
is essential. This includes understanding specific requirements for evaluations, progress notes, and

discharge summaries. Regularly reviewing organizational policies and procedures is also key.

Additional Resources

Here are 9 book titles related to documenting occupational therapy practice, each starting with , and a

short description for each:

1. The Occupational Therapy Documentation Handbook: Mastering the Art of Client Records
This comprehensive guide delves into the essential elements of occupational therapy documentation,
emphasizing clarity, conciseness, and compliance. It covers various documentation formats, from initial

evaluations to progress notes and discharge summaries. Readers will learn how fo effectively



communicate client progress, justify interventions, and meet legal and ethical requirements through

skillful writing.

2. iTherapy Notes: Essential Documentation Strategies for the Modern OT

This practical resource focuses on streamlining the documentation process for today's busy
occupational therapists. It provides actionable tips and strategies for efficient note-taking, including
leveraging technology and understanding common abbreviations and terminology. The book aims to
reduce documentation burden while ensuring accurate and meaningful records that reflect the value of

occupational therapy services.

3. iProgress: Capturing Client Gains Through Effective Occupational Therapy Documentation

This book highlights the importance of documenting client progress in a way that demonstrates the
impact of occupational therapy interventions. It explores how to effectively capture functional gains,
skill development, and changes in patrticipation. The authors offer examples and frameworks for writing

compelling progress notes that showcase the client's journey and the therapist's expertise.

4. iCompliance: Navigating the Regulatory Landscape of Occupational Therapy Documentation

This title addresses the critical need for occupational therapists to understand and adhere to various
regulatory requirements in their documentation. It breaks down complex rules and guidelines from
payers, accreditation bodies, and legal frameworks. The book provides practical advice on how to
ensure documentation meets all compliance standards, minimizing risks and maximizing

reimbursement.

5. iEvaluation: Crafting Comprehensive Occupational Therapy Assessments and Reports

Focusing on the initial stages of practice, this book guides occupational therapists in creating thorough
and insightful evaluations. It covers best practices for selecting and administering assessments,
interpreting results, and translating them into client-centered goals and treatment plans. The emphasis
is on writing clear, objective, and defensible evaluation reports that set the foundation for successful

therapy.

6. iJustification: Documenting the Medical Necessity of Occupational Therapy Interventions



This book is dedicated to the crucial skill of justifying the medical necessity of occupational therapy
services through meticulous documentation. It explains how to clearly articulate the client's needs, the
rationale behind chosen interventions, and the expected outcomes. Readers will learn to write notes
that effectively communicate the value and essentiality of their work to third-party payers and other

stakeholders.

7. iCollaboration: Documenting Interdisciplinary Teamwork in Occupational Therapy

This resource explores the unique documentation needs when occupational therapists collaborate with
other healthcare professionals. It provides guidance on communicating effectively within an
interdisciplinary team, contributing to shared care plans, and documenting shared decision-making
processes. The book emphasizes how clear documentation fosters seamless care and improves client

outcomes.

8. iEthicalPractice: Maintaining Integrity Through Occupational Therapy Documentation

This title addresses the ethical considerations inherent in documenting occupational therapy practice. It
discusses principles of confidentiality, informed consent, accuracy, and objectivity in record-keeping.
The book offers insights info navigating ethical dilemmas related to documentation and ensuring that

client records reflect professional integrity and respect for client autonomy.

9. iOutcome: Measuring and Documenting the Impact of Occupational Therapy Services

This book centers on the importance of documenting the outcomes of occupational therapy
interventions. It explores various methods for measuring and quantifying client progress and the impact
of services on their participation and quality of life. The authors provide practical guidance on how to
articulate and present these outcomes effectively in documentation to demonstrate the value and

effectiveness of occupational therapy.
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