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INTRODUCTION 
Occupational therapists from all practice areas and settings must 
evaluate whether the methods they are using are appropriate, 
effective and efficient for their particular patient population. This 
regular and ongoing evaluation is integral to providing an efficient 
and effective service. It is necessary for service growth, support, 
funding and practitioner job satisfaction and motivation, this be-
ing even more so in situations of decreasing resource allocation 
for services coupled with increasing expectations on service 
outcomes. The Analytical Survey Method (ASM)1 incorporating 
the Vona du Toit Model of Creative Ability (VdTMoCA)2,3,4 is a 
tried-and-tested, purpose-designed, user-friendly means of ad-
dressing this need. It enables practitioners to undertake systematic 
investigation; to record, analyse and evaluate clinical information 
within their own setting and to address service needs effectively 
and efficiently.  

This method has at its core the description and compilation of 
data on an entire population which may comprise for example, all 
patients attending a specialised mental health care unit; all persons 
in a residential care facility for the independent aged, or even all the 
children in a particular class/grade/level attending an educational fa-
cility. The subsequent planning and/or evaluation of interventions is 
based upon the population profiles generated. The Analytical Survey 
Method is not an individual patient/client assessment tool, it does 
not replace traditional assessment and does not require additional 
assessment by any team member, but rather utilises knowledge and 
insights team members already have of each patient/client included 
in the Analytical Survey  process.
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This paper describes the effective integration and application of a hybrid analytical survey method in order to obtain a substantive 
profile and resource information about a patient/client population. Integrating the Vona du Toit Model of Creative Ability, the survey is 
used as a primary tool for planning intervention, evaluation and planning in occupational therapy practice. The process has been used 
extensively in action research in practices throughout South Africa and the United Kingdom and results have shown that it allows for 
a more targeted and efficient provision of intervention and treatment. This paper briefly describes the development of the Analytical 
Survey Method and details how the procedure is implemented using the example of its application in a UK mental healthcare facility. 
Its contemporary relevance is highlighted in the context of healthcare challenges and the need to demonstrate efficient and effective 
occupational therapy provision.

The ASM, containing both descriptive and analytical survey 
characteristics1,5, and which is described in this paper was de-
veloped by van der Reyden6,7 during the 1980s and 90s and was 
further refined by her through practise and ongoing review in a 
facility that provided care and therapeutic programmes for 1,300 
persons with mental health disorders8. Since then it has been ap-
plied effectively in numerous and varied settings in South Africa and 
more recently by Wilson and White9,10,11 in the United Kingdom. It 
therefor helps to answer the question “is what we are providing 
as a service, meeting the needs of the population that we serve?” 
The ASM has been found to be an effective means of answering 
this question in keeping with the guidelines provided by the World 
Federation of Occupational Therapists (WFOT)12 and the World 
Health Organisation (WHO)13. 

This ASM can be used when reviewing a population to deter-
mine needs, recognise strengths, weaknesses and barriers and to 
plan appropriate intervention. This can be for a small caseload such 
as a ward, a broader group of clients such as all adult wards or a 
much larger population i.e. an entire healthcare facility, school or 
even community facility. The ASM furthermore indicates how ef-
fective an established intervention programme is and will highlight 
areas for improvement and guidelines for the nature of interven-
tion required. Alternatively an occupational therapist acting in an 
advisory capacity is able to use the ASM to gain quick and robust 
data about the population and service to inform decision making 
and action planning. 

The survey is tailor-made to suit each population surveyed; the 
attitude, clinical expertise, skill and knowledge of the practitioners 
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within each setting being crucial to the outcomes of the process. 
What makes the use of this ASM unique and so effective in directing 
changes to service provision is the integration of the tenets of the 
VdTMoCA2,3,4 alongside individual biographical and performance 
data, coupled with the demographics and contextual analysis of 
the particular population. 

This method does not replace traditional individual and small 
group assessment and treatment planning; it does however provide 
a powerful data base allowing for an often new and enlightening 
perspective on the defined patient population as a whole. A well-
documented example9,10,11 of the effective implementation of the 
ASM is used to illustrate and elucidate the process in the form of 
vignettes interspersed throughout the text of this paper. These 
describe a government-funded (National Health Service) adult acute 

in-patient mental health occupational therapy service in Northamp-
tonshire Healthcare NHS Foundation Trust (NHFT) in the United 
Kingdom, which faced various service challenges requiring review 
of current practices. The ASM was implemented fully at this service 
with evident success.

The ASM process as illustrated in Figure 1 below, comprises 
of 5 Steps.

LITERATURE REVIEW
The financial pressures on healthcare providers and the need to 
prove efficient allocation of occupational therapy resources are 
pertinent to all therapists, regardless of their location or area 
of practice. All services and departments must consider ways in 
which to review service provision against the backdrop of avail-

Figure 1: the Analytical Survey Method process
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able resources, population needs and best practice. Heasman and 
Morley13 identified challenges to occupational therapists to improve 
productivity, enhance quality and deliver services that are cost ef-
ficient while working with limited resources and still prioritising 
best use of occupational therapy.

A WFOT12 document providing guidance on developing and 
managing occupational therapy services emphasised the need to 
determine the population served and identification of needs in order 
to deliver appropriate interventions. Other factors must also be 
considered such as the personnel required, accessibility and design 
of interventions, materials and resources required, underpinning 
processes and systems as well as leadership and overall governance 
and financial issues. The WFOT document suggested that surveys 
could be used to identify population needs and gaps in provision 
as part of the review and design process. A systematic process is 
required to consider the multitude of variables impacting on a par-
ticular intervention to ensure effective and efficient service provision.

The WHO14, literature identifies the gap between healthcare 
services provided to patients and recommended practice, detailing 
the growing interest in clinical audit in assisting healthcare profes-
sionals to assess and adjust their services based on data from their 
routine practice. The intention of an audit is to enhance profes-
sional performance, thereby improving the quality of healthcare and 
patient outcomes. The ASM comfortably meets both the WFOT 
and WHO criteria and is therefore of contemporary relevance to 
occupational therapists in practice today.

Principles for best practice in clinical audit 200215 identifies a 
five-step process in the audit cycle: Preparing for audit (defining the 
purpose, providing a structure, making time and collaboration with 
staff); selecting criteria (deciding what to measure, using guidelines); 
measuring performance (planning data collection, identifying and 
sampling the population, data sources and data analysis); making 
improvements (such as changing behaviours, identifying barriers 
and establishing the right environment); and sustaining improvement 
(monitoring and evaluating changes).

It is clear that a systematic process is required to consider the 
multitude of variables that impacts on a particular intervention in 
order to ensure that services provided are effective and efficient. 
The ASM enables practitioners to meet this requirement. The ASM 
considers characteristics of the patient population and the numer-
ous variables that impact on interventions. The survey process is 
closely aligned to the five-step process in the audit cycle and clearly 
facilitates therapist evaluation and service delivery improvement 
in a similarly systematic manner. The design of the ASM referred 
to in this paper does not fit any theory perfectly, as may happen 
with surveys, but is best described as an ongoing unstructured 
observational survey. It conforms to the general objective of the 
use of both analytical and descriptive surveys1,5, namely: to provide 
sufficient descriptive information in order to make inferences 
about the characteristics or features of a particular population1.
The design-based approach is further evident as it was used as 
the basis of and applied to circumscribed samples, in other words, 
populations of patients within particular service areas (in this case 
users of mental health care services). It is described as an analytical 
survey due to the manner in which it is applied in practice but also 

aligns itself to an extended clinical audit process.
As the ASM was developed through action research16,17. Dur-

ing this development, continual systematic recording and clinical 
application in a variety of settings ensured that the criteria for 
practitioner action research were further met. To clarify, the 
development of the ASM was essentially evolutionary and was an 
attempt to address questions such as how an occupational therapist 
working alone with support staff or assistants could provide an ef-
fective and efficient service to large numbers of clients, in excess of 
1000 at any one time; how to practically obtain relevant valid data 
sufficient to plan and implement interventions; and how to ensure 
continued service provision6,7. According to van der Reyden11 action 
and plans were not research driven, but rather evidence of ongoing 
reflective practice as is the case in action research. The end result 
was an encompassing programme for the entire population which 
provided therapeutic services at institutional, unit, disorder/dis-
ability and specific functional performance (creative ability) levels 
representing various components and layers of care provision as 
described by van der Reyden7.

Publications on the use of ASM are limited, however presenta-
tions have been delivered at several congresses/workshops and 
many clinicians have been given hands-on assistance by van der 
Reyden, and more recently also by Sherwood, Wilson and White 
to develop and implement the ASM in their clinical areas.  The 
integration of the VdTMoCA within the ASM compilation, the data 
analysis and subsequent planning and implementation lies at the core 
of the particular efficacy of this method and merits a brief review.

The VdTMoCA is a practice model based on theory developed in 
South Africa in the late 1960’s - early 1970’s from work undertaken 
by Vona Du Toit2,3,4 , an occupational therapist.

The VdTMoCA, which has human motivation as its core ten-
ant describes directedness, strength and manifestation of motiva-
tion within a developmental framework of nine sequential and 
interrelated levels of creative ability. These levels manifest on a 
continuum through different life cycles. The primary construct 
on which the theory is based is that motivation governs action 
(doing) and that action can be observed as the manifestation or 
expression of motivation. Intrinsic human motivation is believed 
to drive the development of skills or behaviour as environmental, 
social, relationship or occupational demands change and influence 
a person throughout life.  In the event of illness, trauma, and injury 
or in response to changing life demands, the model maintains that 
a person’s performance may stagnate or regress to a lower level 
of creative ability; conversely, a person may also show progression 
and/or recovery in level of creative ability. The VdTMoCA details 
the levels of creative ability according to defined descriptors, with 
each level encompassing the abilities developed in the previous level 
and containing the fundamentals for progression to the next level. 
The levels of creative ability as described may be applied to normal 
developmental stages as well as levels of recovery, impairment and 
deterioration of performance4.

Within mental health in-patient services it has been found, 
through survey data and clinical observation, that there is a predomi-
nance of individuals whose overall functioning corresponds to the 
first five levels of creative ability (Table 1). The performance of the 

Level of Creative Ability Motivation Corresponding action

1. Tone: Directed to biological existence only. Unconstructive

2. Self-differentiation: Motivation directed to differentiate self from others and things; 
make contact with the environment; satisfy biological needs.

Incidentally unconstructive/destructive 
action

3. Self presentation: Motivation directed to develop sense and presentation of self. Constructive action

4. Passive participation: Motivation directed to learn behaviours and skills for 
independent living; doing and being with others.

Action shows norm awareness

5. Imitative participation: Motivation directed to behave and perform tasks to standards or 
expectations as within group; to do as others do.

Norm compliant action

Table I: Levels of Creative Ability Predominantly Seen in Mental Health Care4,18
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majority of individuals using mental health care services have been 
found to correspond to self-presentation and passive participation. It 
is important to keep in mind that the creative ability levels describe 
performance on a continuum, from mere biological existence (Tone) 
to competitive contribution at a society/community and that levels 
may change. A person may also show characteristics of more than 
one level at a particular time.

Table 1 on page… contains very brief descriptors for “Motiva-
tion” and “Action” for each of the levels of creative ability as relevant 
to mental health care, and as  adapted from the  summary chart  of 
levels of creative ability provided by de Witt4.

The value of the VdTMoCA lies not only in its provision of 
descriptors of the creative ability levels, but also in the detailed 
guidelines for the determination of goals, principles for application 
and intervention planning (programmes) for persons or groups of 
persons functioning at each level.

THE ANALYTICAL SURVEY METHOD 
PROCESS
This paper describes a five-step process for the ASM with examples 
of its practical application. The process is straightforward and often, 
to those participating, enlightening. The vignettes included within 
the text contextualises the application of the ASM and provides 
an insightful practitioner narrative as occupational therapists at 
NHFT reflect on the ASM at various stages of its implementation. 
Permission for the use of the NHFT information was obtained by 
Wilson and White. The service vignettes are from an adult acute 
in-patient mental health service that consisted of two hospitals each 
with four wards for patients between the ages of 18 and 65 – one 
mixed gender admission ward (up to 12 beds), one male recovery 
ward (up to 17 beds), one female recovery ward (up to 17 beds) 
and one psychiatric intensive care ward (up to 7 beds).  The oc-
cupational therapy services in each of these hospitals at that time 
predominantly provided a group programme in a centrally located 
department with a kitchen, craft / art room, garden, gymnasium 
and group rooms.

The five steps within the analytical survey method consist of 
preparation, completion and administering, data analysis, action 
planning and evaluation. The implementation which usually follows 
on the action planning is logical and strongly recommended but not 
discussed as a step of the ASM.

Step 1: Preparation
The decision to undertake the ASM is best taken at a departmental, 
facility and service level whereas the rationale for this decision is 
preferably determined through team collaboration; the purpose 
must be specific and clear to all participants from the outset; this 
will impact on not only the “buy in” but also the type and extent of 
data required within the survey itself. The identification of a working 
group or task team will facilitate the process. The drivers behind 
undertaking the ASM may vary within each organisation and can 
range from a simple desire to check that what is being provided is 
still appropriate to the patients, to a more specific service delivery 
evaluation for the purpose of redesigning service provision to meet 
cost efficiency targets (see Vignette 1).  

Vignette1: As part of a service evaluation and improvement proj-
ect, the occupational therapy services embarked on a process of 
reviewing and redesigning the intervention and treatment provided. 
The rationale for service change was multi-faceted and was based 
on ongoing challenges due to the changing nature of mental health 
care: length of stay was becoming shorter, illnesses appeared more 
acute and generally more complex, and patients were discharged 
much sooner after slight improvements in performance were seen. 
Defining and implementing a structured occupational therapy 
pathway which was realistic to the pace and challenges of the set-
ting and met the needs of the patients was necessary. Staff were 

working exceptionally hard yet feeling that they were not achieving 
their potential outcomes, negatively impacting on staff satisfaction 
and role confidence.

In addition the service needed to demonstrate improving 
healthcare outcomes and efficiency in line with government drivers 
such as ‘Equity and Excellence: Liberating the NHS,19 but wanted 
effectiveness to be demonstrable by more than just the amount of 
treatment groups provided or number of attendees.

To ensure success of the process, parameters must first be 
defined.  The population must be circumscribed and may comprise 
an entire hospital facility, a specific ward or wards, one or more 
outpatient clinics or individual therapist caseloads. From clinical 
experience no population has yet been identified which could not be 
surveyed. Service managers and key stakeholders must be involved 
at the outset to support the proposed process identify potential 
limitations or barriers, areas requiring service changes or resources 
needed. These may vary from issues such as negative institutional 
cultures impacting on service delivery; the need to improve or adapt 
the environment to support better patient outcomes; or the need 
to review the skill mix of staff. Barriers such as time, commitment 
and resources are carefully considered in advance so that staff time 
is ring-fenced not only to complete the survey, but more importantly 
to implement the ensuing action plans. Without this, the process will 
be limited to an information gathering exercise without impacting 
intervention and thus not ensuring the desired outcomes for the 
population of service users.

As many occupational therapists and other team members 
with responsibility for the patient population must be involved in 
completing the survey, it is essential that they know their popula-
tion well and are able to chart information about the functioning of 
the population members. It is advisable and appropriate to involve 
multidisciplinary team members to enhance the perspective of 
assessment of functioning.

All staff involved need to be informed of the entire process, 
taught how to use the survey tool and ideally will have a working 
knowledge of the VdTMoCA to improve consistency and reliability 
of data and to facilitate the planning process. The lead person for the 
survey process must be named and identified; s/he should ensure 
that ethical approval has been obtained, should this be required, 
and that data and findings are handled in line with relevant infor-
mation governance and service provider data collection guidelines 
(see Vignette 2).

Vignette 2: Within our service development project the VdTMoCA 
was identified as a new model of choice to begin to address some 
of the issues faced, a decision made based on the strength of its 
developmental nature; level descriptors enabling practitioners to 
identify small functional improvement through levels and phases; 
its interrelatedness between motivation and action; and the struc-
tured and detailed treatment guidance provided. Emerging clinical 
evidence of the efficacy of the VdTMoCA was also a strong motivating 
factor. Our aim in undertaking the ASM was to identify the overall 
needs of the population in relation to occupational functioning 
and levels of creative ability in order to provide us with a robust 
baseline picture to guide required service changes.  The intention 
was to examine this against the treatment interventions that were 
currently provided in order to identify strengths and limitations 
and guide service transformation and delivery changes underpinned 
by the use of the VdTMoCA. We obtained approval from NHFT’s 
clinical audit and effectiveness committee to carry out this work as 
a service evaluation.

Facilitation of the survey process is most effectively undertaken 
by an individual experienced in using the ASM and is skilled in the 
analysis of data and interpretation of findings. The facilitator will 
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require expertise in both the practice area and the VdTMoCA in 
order to guide the working group and other staff to analyse and 
interpret findings, identify population needs, relate these to current 
best professional practice and formulate plans for optimal interven-
tion and service (see Vignette 3).

Vignette 3: The staff in NHFT were introduced to the ASM and 
thereafter supported and guided in the development and analysis 
components in the survey process by the developer of the method.     
Her knowledge and experience of the VdTMoCA helped to ensure 
that the interrogation of the information about our population’s 
needs against current occupational therapy provision and desired 
implementation of the VdTMoCA was well guided. We have since 
completed the analytical survey process on an annual basis without 
her input, but initially her involvement was crucial in our understand-
ing of the steps within the process and how to objectively view, 
analyse and interpret the data we had collected.

Step 2: Compilation and administering the ASM 

2.1. Compilation of the survey schedule 
The schedule is compiled in a table format with each column 
representing an item for input, starting with the name and other 
identifiers of the users of the service such as their admission number. 
A schedule usually includes a minimum of 60 and often up to 75 
items, depending on the population surveyed. The survey schedule 
typically includes items that reflect demographic and biographical 
data, needs, strengths/abilities, lifestyle, functional performance, 
skills, level of creative ability, programme or activity participation 
of the individual, environmental factors and resources. The rows 
are used to record the data for each individual.

The specific items are printed in cells created by the columns and 
the 2 top rows. The top row indicates the broader category of items 
such as biographical data and the next row specifies aspects of that 
category, for example the category ‘self-care’ may  include items  such 
as ‘hygiene’, ‘dressing’, ‘nail care’, ‘continence’ and so on. Each item 
indicator is usually abbreviated to fit space limitations, hence a need 
for a list of descriptors and an explanation of what each means. Each 
item may again have one or more aspects, for example, ‘Hygiene’ may 
include aspects such as ‘bathing’, ‘care of teeth’ and ‘uses AD (assistive 
device)’. The detail included per item is determined by contextual 
knowledge of the population and the information required.

The other rows are used to record the individual patient/client 
information as per item.  Of particular significance to occupational 
therapists is the detailing of occupational performance and creative 
ability in addition to the environmental factors that may impact on 

occupational functioning and programme design/implementation.
The survey is population specific, for example, a survey schedule 

prepared for an elderly population suffering from dementia together 
with physical frailty will differ significantly from that for a group of 
children with special educational needs; similar categories may be 
represented but actual detail of items / aspects will differ. The format 
is thus consistent but with the content changing to fit the popula-
tion and survey need. The information to be gathered should be 
easily accessible, preferably from the prior knowledge of the staff.

The content is tabulated with rating scales and appropriate scor-
ing / coding systems applied different items or clusters of items to 
facilitate analysis. As the survey may deal with populations exceeding 
250 individuals, these scales need to be easily accessible and user-
friendly.  Scales may vary from using an ordinal scale for items used 
to determine severity of need for example a 5-point scale (where1 
indicates ‘Independent’ to 5 which indicates ‘Needs supervision and 
assistance from others’). For other items a simple Likert scale or 
a binary scale may suffice, whereas other items may need a code 
such as for diagnosis, or even a descriptive word.

Items for recording as well as rating scales used, must ultimately 
accurately and clearly reflect the profile characteristics of the popu-
lation and provide substantive indicators for intervention and/
or environmental change i.e. highlight those items which need 
to be addressed in programme analysis or planning.

The instructions for the compilation of the survey and the rating 
scales including the VdTMoCA level descriptors are best compiled 
as a separate document and used by staff as reference during the 
process. However, should space on the survey form allow, this 
information may also be indicated on the survey form for quick 
reference, as in Table II below. The VdTMoCA level determined 
by matching the person’s performance with a concise VdTMoCA 
level descriptor and indicating this under the specific item. These 
concise level descriptors are best provided on a separate schedule. 
The level is however further confirmed through correlation with 
other items on the schedule for example performance at level of 
Self Differentiation will be further confirmed by scoring in items 
such as self-care, social skills and participation in programmes.

Table II is an excerpt from an ASM schedule and illustrates the 
table format used. There will be additional items required to those 
illustrated which will be determined by the staff in the particular 
service area. In cases where an existing programme needs to be 
evaluated, items for recording participation in different activities 
and events on offer will also be required. This is best represented 
in a table with columns showing the different activities/events/inter-
ventions offered by occupational therapy and other disciplines. The 
rows are again used to record patient or client information. This 
enables cross-checking of items of information such as VdTMoCA 
level, diagnoses and participation.

Table II: Extract: Sample ASM schedule
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Table III  contains examples from a survey schedule used, listing 
some interventions offered; the list is not all inclusive and should 
preferably also reflect services other than occupational therapy. 
Interventions included must be situation specific. Activities/sessions 
recorded on the schedule should include that which is offered 
whether in individual, selected small group or general group activi-
ties/sessions and reflected as such. A scale (ratio measurement) to 
capture attendance and/or participation in intervention/treatment 
as offered in each setting is needed which is then correlated with 
the basic population survey findings. This correlation indicates the 
appropriateness of the current programme for identified popula-
tion needs and as such is a very powerful evaluation and planning 
tool. Attempting to effectively record attendance participation is 
complex as individual needs, contextual factors and day to day issues 
may impact, these include for example physical access, availability, 
resources, disorder and disability as well as performance levels, 
which all need to be factored into the analysis and findings. The 
rating scale must be simple to use but also effective in identifying 
efficacy of the programme mix. By way of example a hypothetical 
6-day programme consisting of 20 sessions (individual/group) is
used to illustrate an effective 4-point scale where: “O” represents
Optimal/adequate attendance/participation of appropriate or pre-
scribed sessions (clinically found to be at 70% plus, which would
translate into 15 or more out of 20 possible sessions per week). “I” 
= Inadequate attendance or participation (Inconsistency, frequent
absences 25-50% which, translates into 5 -10 sessions per week),
“NA” = Non-attendance, which may include an occasional ‘pop
in’ (0- 20% which means 1-2 sessions per week) and “X” = Inap-
propriate or not prescribed for the individual.

A 70%+ attendance rating was determined through clini-
cal discussion and validated by experience of the authors during  
several surveys conducted as the “optimal, realistic and consistent 
level of attendance” in a particular  case. This percentage makes 
allowance for ad hoc factors which may decrease attendance, such 
as investigations required, illness or family commitments.

2.2. Administering the ASM
The actual survey component of the ASM is conducted by a ‘survey 
team’ (i.e. the staff allocated to lead the project and which may 
include representatives from all units involved,), according to a 
prearranged plan and time table. It is worth repeating that the 
survey is completed without the presence of the patients/clients.

Staff and caregivers to whom the patients/clients are well 
known have been found to provide the most valuable inputs; it is 
thus recommended that such persons be involved in providing the 
data on   the individuals being surveyed.

It is preferable to survey a complete ward, unit or population 
in one ‘sitting’, or at least on consecutive days to increase inter-
rater reliability. As a general guide, the process takes approximately 
seven minutes per patient/client once al involved are familiar with 
the procedure. It is well worth spending extra time initially with 
the ‘survey team’ to ensure that those administering the survey 
have a clear understanding of the process, terminology, descrip-
tors and the coding used in the survey as well as the prompts used 
to illicit the required information, the rating scale criteria and the 
recording procedure to ensures consistency of implementation and 
evaluation and thus reliability. The process is thereafter undertaken 
methodically and with minimal deliberation, to facilitate the swift 
charting of information. For the sake of expediency all the required 
information should be at hand. Practically, it has been found to work 
most efficiently when the staff involved sit around a table, each  
with a hard copy of the printed schedule as well as the guidelines 
for recording and rating scales. Patient/client files/lists should be 
at hand. Staff then systematically contribute information on each 
patient/client from their own perspective. One person needs to be 
responsible for the ‘official’ recording of the decision on each item 
on what becomes the ‘master’ survey schedule used for analysis.

Collecting all information on one or two days may not be 
feasible or desirable in all settings and the survey process can then 

DG Name

X Personal management 1:1 self-care

X Sensory stimulation 1:1 therapy

0 Structured Task group - ward

X Baking groups – cooperative effort

0 Meal preparation skills – individualised

X Creative /expressive group

0 Community living skills (Shopping; transport )   

1 Relaxation therapy - techniques

X Cognitive training – games & exercises

X Creative Arts and crafts ( various mediums)

1 Life skills including stress ,anger, assertiveness 
training

1 Gardening- structured including different tasks

1 Social skills training sessions : basic- advanced

0 Handicrafts- individualised /free time activity

0 Creative  expression – music; drama ; literature

0 Outings / special event – seasonal/celebrations

1 Planning the day/time management  and structuring

1 Gym- use equipped facility

X
Physical games; active gross motor use equipment
Physical exercise groups

X Grooming – salon

1 Workshop activities e.g. repair /maintenance & 
manufacture

X Home/cottage industry training; tuck shop

Table III: Attendance/participation in intervention/
treatment

be adapted accordingly. An on-going, ‘rolling survey’, where each 
new client is recorded soon after admission, may be completed 
over a 3-month period. 

Step 3: Analysis
The compilation of findings happens in two phases: The primary 
(initial) phase, consists purely of the analysis of the data as recorded 
on the survey schedule for each individual, as part of the population, 
whilst the second phase comprises a contextual review of the find-
ings through interdisciplinary discussion and in-depth consideration 
of all issues/aspects requiring intervention.

The primary phase during which the baseline population profile 
is obtained, is undertaken once all information is charted for each 
patient/client with all items and aspects requiring intervention and 
major areas or needs identified. This is done by calculating the 
frequencies of incidence of need and correlating data for different 
items. This is usually most efficiently executed by a small group of 
no more than three persons to ensure the consistency and thus 
reliability of interpretation.

During this phase, as a rule, only the items with a frequency of 
need above 40% are considered as priority areas to interrogate 
further with a view to action planning for the population. This 
percentage, determined through practical clinical experience using 
the survey, has been found effective in ensuring that the primary 
needs of the population are addressed. Problems/needs which are 
reported for less than 40% of the population are addressed on a 
small group or individual basis as appropriate. For example if 29 
out of 40 persons were identified as being unemployed, this would 
identify it as a area for intervention for 72.5% of that population, 
indicating an apparent need for the implementation of a prevoca-
tional/work skills training programme. On the other hand, if 6 out 



South African  Journal of Occupational Therapy  —  Volume 47, Number 3, December 2017

59

© SA Journal of Occupational Therapy

of the 40 persons had mobility challenges, this would be shown as 
a problem for only 15% of that population and would be addressed 
on an individual patient/client basis.

As a further example, should the survey indicate the incidence 
of patients functioning at a creative ability level of Self-differentiation 
this would immediately indicate a need for inclusion of sensory 
stimulation, concept formation and basic self-care training inputs.

The primary phase also gives an indication of skills/abilities, 
performance and participation.

Implicit in this primary phase of analysis and provisional planning 
is the application of collective clinical knowledge and experience.

The second phase of analysis consists of presenting the provi-
sional findings to a wider group of practitioners/managers, indicating 
limitations, strengths and needs of the population as identified in 
phase one, along with proposals for action plans relevant to the 
population surveyed. This phase provides an opportunity to ensure 
accuracy of information, consideration of contextual factors and 
the correlation of findings as reflected for different items, each 
area of need identified being thoroughly interrogated by the team. 
This phase thus provides for the generation of ideas, and enhances 
the quality of planning to achieve a common goal or vision leading 
to Step 4, namely Action Plan Formulation which addresses the 
compilation of practical action plans for each goal. This phase  may 
be undertaken primarily as an informative  planning exercise, as 
described above and/or may be used to evaluate the current of-
ferings in view of the ASM findings use all this available information 
to inform change.

The population profile frequencies are thus, as mentioned 
above, often further correlated and scrutinised in conjunction 
with information about the existing intervention /treatment and 
uptake by patients/clients. This is a critical step which must be 
undertaken with much care as it may at once be the most exciting 
and at times alarming step as the reality of the extent to which 
the actual needs of the population are being addressed and any 
disjunction become unequivocally apparent. Staff must be open 
to the possibility of revelations which may highlight limitations 
in the current services provided; whilst offering clear indications 
for addressing issues identified. It is furthermore an affirming and 
encouraging step as areas of good practice are confirmed by the 
data. This phase has been found to lead to an increase in staff 
motivation as staff are intimately involved in the process and the 
formulation of the end results based on solid facts, statistics and 
principles for best practice.

Step 4: Action Plan Formulation 
Those involved in each setting need to take ownership of the find-
ings of the survey, acknowledging what it shows them about their 
population and where the strengths and weaknesses of their current 
programmes appear to lie, and should strive to combine ideas in 
order to formulate relevant action plans. Without commitment to 
further planning and implementation, the survey process entails a 
little more than a mere data-gathering exercise.

Action plans should be informed by: 

 � whether the data indicates  the need for additions, eliminations 
or a change of focus of interventions,

 � whether additional resources will be required to meet the
identified needs or need to be reallocated;

 � whether staff need to work in alternative ways;
 � whether procedures such as assessment processes, timeta-

bling, timing of interventions, ward routines and so on require 
adjustment; 

 � whether the current spread and skill mix of staffing is appropri-
ate to meet the identified needs;

 � whether staff may require additional training as a result of iden-
tified needs that have not been addressed before; and lastly,

 � what the realities of the setting may bring to the process in
terms of barriers or challenges such as staff motivation, politics 
of the workplace, staff confidence, senior management sup-
port, resistance to change and so on.

Key stakeholders must be informed and as far as possible in-
volved in planning to ensure that the reason for change and antici-
pated positive outcomes are understood and supported. Robustly 
collected data which has been presented well is difficult to contest 
and serves as an indication of innovative forward-thinking and a 
commitment to ensuring cost effectiveness and treatment based 
on patient need rather than “custom and practice”. 

Within the action plan review dates and targets are required 
to keep the process on track and ensure that all individuals in-
volved are aware of their role in the delivery of the plan. The 
timeframes will vary depending on the amount and depth of 
change indicated. Some changes will be “quick wins” and can be 
achieved in relatively short timeframes, while others will take 
more time and effort.

Vignette 4: The results of the analytical survey in NHFT confirmed 
the need and desire for service change and assisted in clarifying 
the areas that the occupational therapy staff were struggling with.  
Although the data showed us a great deal, we prioritised as a team 
the most important findings upon which we constructed action plans:

With the very acutely ill patients at Tone and Self-differentiation 
level of creative ability, the survey clearly identified that occupational 
therapists were unintentionally neglecting nearly one fifth of the 
population because of the severity of their illness, deeming them 
too unwell for occupational therapy. This figure provided a power-
ful message and provoked questioning by the staff who realised 
that in an acute mental health facility, with severity of illness ever 
increasing, it was unacceptable to maintain the viewpoint that 
individuals were too unwell for treatment until such time as they 
stabilised. The data highlighted the issue that treatment needed to 
be provided from day one of admission and the VdTMoCA provided 
the understanding and framework of how to begin treatment with 
those who were the most unwell.

The survey frequencies highlighted that attendance of occupa-
tional therapy groups was poor for patients functioning at the Self-
presentation level of creative ability, which made up over half of the 
population. The majority of group interventions were targeted and 
had participation from patients functioning at Passive participation 

and above of creative ability, who made up just over a quarter of 
the population.  The analytical survey data clearly highlighted this 
imbalance, as well as providing valuable data about overall group at-
tendance and the types of groups that were popular or well attended. 
Application of clinical knowledge and experience also allowed staff to 
further evaluate the therapeutic value of treatment sessions offered 
while taking into account the impact that symptomatology such as 
avolition and fatigue may have on participation.

The survey identified that two-thirds of the patient population 
had poor self-care. This was enlightening as individual therapists 
were aware of this regarding certain individuals within their own 
caseloads, but seeing the data for the population as a whole clearly 
demonstrated that this was a functional area of need to prioritise 
as a service, which had not been done up to that point.

Having identified that over three quarters of the population was 
unemployed, the programme was considered and it was acknowl-
edged by the team that interventions did not specifically address 
prevocational or vocational skills. Again this served to confirm the 
need to change the underpinning model of practice to the VdTMoCA 
which had a more skill-building focus to its treatment interventions, 
in order to work on pathways for development of prevocational skills 
at all levels of functioning.

Thus, the findings from the initial analytical survey clearly pro-
vided a structured starting point for the priority areas to address in 
terms of applying the VdTMoCA to a targeted treatment programme 
for our adult acute in-patient mental health service.
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The crucial component for efficient and effective implementa-
tion is the establishment of a management structure with an iden-
tified leader or leaders, realistic timeframes and other resource 
allocation. This cannot be overemphasised. Systems and procedures 
need to be put in place to keep the programme on track, to monitor 
progress and when necessary, to revitalise programmes.

Vignette 5: Once the important items for attention were identified, 
these were used to form the basis of our action plan for change.  
One action was to address the needs for patients at Tone and Self-
differentiation levels of creative ability, developing an appropriate 
treatment pathway based on sensory approaches and targeted 
intervention for personal management and self-care activities. 
As this was not in place currently, we identified the need to up-
skill staff in delivering sensory based treatments through external 
courses and in-house development sessions. Resources to support 
the delivery of sensory and self-care treatments were identified 
and a bid submitted to management with supporting information 
from the analytical survey to elicit additional funding to purchase 
items. Staff were allocated duties to compile a resource file with 
session outlines for different self-care tasks such as dental hygiene, 
hair care and shaving. The clinical lead occupational therapist was 
tasked with discussing alterations to the ward morning routines to 
allow occupational therapy staff to work with identified patients on 
self-care activities. The workload of occupational therapy support 
staff was reviewed in order to free up two daily slots to carry out 
regular sensory and physical based individual work with identified 
patients at Tone and Self-differentiation levels of creative ability 
across all of the wards.

Progress towards each identified action point on the action plan 
was reviewed within the weekly occupational therapy development 
meetings and wider procedural elements were discussed in the 
regular multidisciplinary and strategic forums to ensure sustain-
ability of service changes.

The day to day practical implementation of the new/revised/
expanded programmes is not described as a distinct/defined step 
of the ASM, it is however implicit in the effective execution of the 
ASM that the action plans will be implemented and follow-up done, 
The actual extent and time frames according to which this is done 
however, rests entirely with the facility/unit management and staff. 
Action plans may for example be delayed; implemented gradually 
over time or otherwise be implemented in their totality as from a 
certain date – or anything else in between. The implementation is 
seen as an in-house stage although the procedures and processes 
would have had to be effectively planned and organised as part of 
the action planning.

Looking at the 5 step ASM process the reader would have 
noticed that the implementation is not discussed as part of the 
ASM, although this would seem logical and is recommended. It is 
however entirely up to the facility/setting and the staff involved as 
to how the process will proceed. The most effective outcomes for 
both staff and clients occur when plans are directly implemented; 
planning without action may indeed be found to be futile, but this 
cannot be prescribed.

Step 5: Evaluation 
This step describes a process which is essentially an accelerated 
repetition of steps 1, 2 and 3, coupled with a comparative analysis 
of findings from the initial analysis and the findings of a follow-up 
survey. For services wishing to quantify the impact of change, a 
follow-up analytical survey will provide comparison data to the 
baseline data collected, thus providing a tool for evaluation as well 
as planning.

A minimal time for a follow-up ASM application is 12 months, 
although 6 months has been found to be effective and due to the 
shorter time frame adds a sense of urgency. To allow for effective 

comparison and evaluation the follow-up survey must be completed 
using the same format and procedure.

Comparison of baseline and follow-up data alongside staff and 
patient/client/carer questionnaires, which may be compiled to as-
sess satisfaction and change, will provide a robust and clear picture 
of the impact of the changes made. Findings of follow-up surveys 
should, as was done initially, be shared with all stakeholders. The 
follow-up survey provides documented evidence of progress in 
attaining goals set as well as an indication of areas needing further 
attention, modification or revitalisation. This step allows for review 
of staff efforts and achievements and the efficacy of the ASM as 
tool. Should Action Plans not have been implemented this step may 
still be used to determine whether a change of need has occurred.

Vignette 6: A second analytical survey was conducted in NHFT, 
nine months after full implementation of the VdTMoCA (see Table 
IV). This enabled staff to chart the progress they had made so 
far, demonstrating a clear improvement in service provision and 
outcomes and supporting on-going use of the VdTMoCA as an un-
derpinning model of practice. Having this evaluative data was highly 
empowering and furthered staff’s motivation to continue with their 
process of service delivery changes.

Table IV on page 61 clearly illustrates the substantive difference 
which the correctly managed implementation and follow up of the 
ASM brought about. This is only a small sample of the changes which 
occurred and were extracted for illustrative purposes.

Staff dedication and sound management of the entire process 
with strict attention to monitoring and follow-up is essential for 
achieving the remarkable improvements made at the facility which 
has provided the data to illustrate the ASM.

The reader may well ask what then?
The simple answer is that the ASM may be used as a once-off 

or the process may continue as part of the ongoing cycle of evalu-
ation, planning and implementation, with the focus changing as the 
need arises at different times.

CONCLUSION
This paper has explained the rationale behind the implementation 
and development of a situation-specific analytical survey, the ASM, 
as a mechanism and model for improved service provision in any 
setting and with any size of population. The paper used an actual 
mental health service user population of an identified mental health 
care facility within the UK to illustrate the process. The five-step 
process has been outlined with examples of application to enhance 
the readers’ understanding and to demonstrate its applicability in 
practice.

With current healthcare and financial demands becoming more 
intense the ASM has been highlighted as being of contemporary 
value, despite being developed 30 years ago.  It remains a powerful 
tool in enabling practitioners to evaluate and develop their services, 
thereby ensuring cost-efficient and therapeutically effective treat-
ment outcomes for the patients/clients they serve. The VdTMoCA 
has been identified as crucial to the ASM in ensuring that service 
delivery has a robust occupational performance foundation with 
clear pathways for patients functioning at all levels of ability.

The implementation of the ASM has proved to be effective 
in many and varied settings, with varied and numerous benefits 
which include:

 � Benefits to a facility such as greater efficiency of resources,
the direct impact on resource allocation enables the identifica-
tion of specific areas of need and thus resource requirements.  

 � Benefits to service provision including focussed, appropriate
services to the entire population

 � Benefits to the staff are evidenced in a greater sense of accom-
plishment; confidence in own contribution and the ability to justify
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Issues from Analytical Survey pre-VdTMoCA 
implementation.

Analytical Survey results 9 months after implementation of the VdTMoCA 
treatment programme.

There was 0% attendance of patients of lower creative 
ability levels (Tone and Self-differentiation) who 
only represented 17% of the overall population in 
occupational therapy.

100% of patients at Tone and Self-differentiation levels of creative ability were 
engaged in specifically targeted occupational therapy treatment based on sensory 
approaches and the VdTMoCA treatment approaches.

Patients functioning at Self-presentation level of creative 
ability (55% of the population) also showed low levels of 
attendance, attending only between 7.5% and 23% of 
occupational therapy on offer.

83% of patients at Self-presentation level of creative ability were engaged in 
specifically targeted sessions to meet their needs within the occupational therapy 
programme.

The majority of patients (66%) were identified as 
having poor self-care skills, but the occupational therapy 
programme did not address this.

Poor self-care remained an issue with just under half of patients (47%) having self-
care needs requiring intervention.

64% of individuals with significant self-care needs requiring physical assistance, 
direction or constant supervision were receiving targeted therapy to build their 
skill.

73% of individuals with moderate self-care needs requiring guidance were 
receiving targeted therapy to build their skill. 

78% of the population of employable age were 
unemployed and the occupational therapy programme 
lacked systematic opportunity for developing 
prevocational skills. 

Pathways for developing prevocational skills were developed within the 
occupational therapy programme using the principles of the VdTMoCA.  For 
example within the provision of food-based groups, these were graded; highly 
structured baking and simple food preparation was introduced for patients 
at lower levels of creative ability. This progressed to cooking skills groups for 
patients at Self-presentation to Passive participation levels of creative ability with 
some organisational and planning requirements but still with robust levels of staff 
support. This developed through to ‘cook and sell’ groups for patients at passive 
participation and Imitative participation levels of creative ability where emphasis 
was on allocation of tasks as a team (who takes food orders, who prepares food, 
who cooks food), planning food costs, cooking orders to saleable quality and 
within a time frame for customers.

General group attendance levels were a cause for 
concern with 80% of groups having less than 35% 
attendance levels. 

The groups provided lacked opportunity for undertaking 
constructive activity directed at skill building, had 
few overt social demands and tended not to provide 
challenges of unfamiliar situations or tasks which could 
elicit recovery and growth of creative ability.

Many of the groups offered appeared to encourage 
passive rather than active participation, such as relaxation 
groups where patients came to relax but without aspects 
of skill building to transfer skills into everyday situations. 
Patients relied on the therapist to relax them.

Only 21% of groups had less than 35% attendance levels.

The occupational therapy programme was constructed to address the four 
Occupational Performance Areas of the VdTMoCA (Personal Management, Use 
of Free Time, Social Ability and Work Ability) across all levels of functioning, 
bringing in unfamiliar tasks, norm awareness, social skills, task concept, and active 
participation.

Groups were prescribed and facilitated according to creative ability level.  For 
example, patients at Self-differentiation are seen by the therapist on the ward and 
worked with on an individual basis for up to 10 minutes regularly throughout the 
day to build awareness of self, the environment and others around them.  Patients 
at Passive participation attend a full day’s programme of occupational therapy off 
the ward, based on work-related skills and activities, taking responsibility for their 
own timekeeping and organising productive use of their free time on the ward.

Table IV: Comparison of NHFT’s baseline and follow-up ASM

clinical decisions effectively; it also helps staff to effectively apply 
the VdTMoCA across diagnostic, age and cultural groupings.    

 � Benefits to patient/client include effective therapeutic input
which is focussed on the real needs existing within a entire
setting thus leading to better outcomes in terms of not only 
the individual patient/client performance level increases and 
higher discharge but overall patient/client satisfaction with the 
input they are receiving. 

 � It may also be used when planning for expansion or refocus
of services.

With current healthcare and financial demands becoming more 
intense the ASM has been highlighted as being of contemporary 
value, despite being developed 30 years ago. It remains a powerful 
tool in enabling practitioners to evaluate and develop their services, 
thereby ensuring cost-efficient and therapeutically effective treat-
ment outcomes for the patients they serve.

The VdTMoCA has been identified as crucial to the ASM in 
ensuring that service delivery has a robust occupational perfor-
mance foundation with clear pathways for patients functioning at 
all levels of ability.

Limitations to the process are that it is dependent on practitio-
ner knowledge and understanding of the VdTMoCA and is initially 

more effective if facilitated by an expert in the process.
Occupational therapists in care settings are urged to consider 

its application within their own area of work. It is recommended 
that practitioners develop the use of the ASM to support their work 
as an individual as well as within a wider service context. Newly 
qualified practitioners or students on placements could effectively 
use the process to understand their small / initial caseloads and 
provide structure to ensure their work is targeted, while teams and 
larger services could use the process on a regular basis to ensure 
they adapt and change their service provision in order to remain 
efficient and effective over time.

The authors may be contacted for further information and 
ASM tool sharing.
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