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�‘There is a kind of medical knowledge which is not so much 
concerned with the cure of disease as the detection of error and the 
conviction of guilt’ – Samuel Farr, 1788 

The trauma crisis in South Africa (SA) is witnessed daily by 
doctors working in emergency departments (EDs).[1-8] KwaZulu-
Natal (KZN) and the Western Cape are the only provinces in SA 
with electronic trauma registries.[1,4] A KZN study of data from one 
of these electronic registries found 1  263  847 ED visits for assault, 
gunshots and motor vehicle accidents from 2012 to 2022.[1] Intentional 
trauma exceeds non-intentional trauma with a ratio of 2:1.[1] A 
single-centre study in the Eastern Cape Province found that 42.2% 
of trauma-related ED visits were due to interpersonal violence 
(IPV).[2]

Doctors are not only responsible for treating victims of IPV, 
but also need to record injuries to aid as evidence in legal 
investigations.[5-9] The J88 form is a medicolegal document from 
the Department of Justice, and is unique to SA.[6,8] The first 
attending medical practitioner completes it.[8] Kotzé et al.[8,9] and 
Müller et  al.[6] have published articles with guidelines outlining 
how to complete the J88 form, aiming to improve documentation. 
Multiple studies have emphasised the importance of accurate 
documentation and its effect on criminal prosecution.[5-10] 

In a sensory ethnographic study by Mogale et  al.,[10] prosecutors 
stated the following: ‘(The) J88 is real and conclusive evidence 
because it is presented under Section 212 of the Criminal Procedure 

Act as amended’. Additionally, prosecutors stated that medical 
practitioners were not completing the J88 forms accurately.[10] 

A 2018 study of community service medical officers (CSOs) who 
had graduated from the University of the Free State (UFS) drew 
attention to their lack of training on medicolegal documentation. 
Only 26.8% of participants reported having had undergraduate 
training on completing the J88 form for assault cases.[7] This 
highlighted the knowledge gap experienced by doctors regarding 
adequate medicolegal documentation.[7] 

This study aimed to assess the accuracy of wound documentation 
by doctors working in mixed medical and trauma EDs based on 
clinical findings documented on the J88 form, according to a 
simulated scenario. 

Methods
Design
This multi-centre prospective, observational, cross-sectional study 
was approved by the University of the Witwatersrand Human 
Research Ethics Committee (ref. no. M230251). The population 
size was estimated at 100 doctors. For a confidence level of 95% 
and a margin of error of 5%, the convenience sample size was 
approximated at 80 doctors. 

The study population comprised emergency medicine consultants 
and registrars, medical officers (MOs), community service medical 
officers (CSOs) and medical interns. Years post qualification as 
independent medical practitioners categorise medical officers. 
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Grade  1 medical officers (MO 1) have <5  years’ work experience, 
grade 2 medical officers (MO 2) have 5 - 10 years’ experience, and 
grade 3 medical officers have >10 years’ experience.

Study sites included Helen Joseph Tertiary Hospital and two 
regional hospitals: Tambo Memorial Hospital and Thelle Mogoerane 
Regional Hospital. All three hospitals have mixed EDs with large 
trauma burdens. 

Data collection
Moulage of various injuries was made by the primary investigator 
using silicone and a clothing mannequin limb (Fig.  1). Six injuries 
were depicted: three stab wounds, one laceration, one bruise and one 
abrasion (Figs 1, 2 and 3). Basic terminology included:
•	 stab: a sharp force injury that is deeper than long[7]

•	 laceration: an open wound from blunt force injuries caused by 
tearing of the skin[7]

•	 bruise: blunt force trauma applied to an area resulting in rupture of 
the capillary blood vessels in the underlying soft tissue[7]

•	 abrasion: blunt force injury to superficial layers of the skin, 
scraping the surface of the skin.[7]

All injuries were described, measured and validated by two 
specialist emergency physicians and one trauma surgeon. A station 
was set up with the mannequin, and a short clinical scenario was 
given to the participants. An information sheet was supplied to each 
participant. Informed consent was implied by the completion of 
the questionnaire and J88 form. Participants were requested to 
complete a questionnaire and document injuries (as simulated 
by moulage on the mannequin) on a J88 form (appendix, http://
coding.samedical.org/file/2370). Sections of the J88 form given 
for completion by participants were the clinical findings of section 
F (appendix A), and the anatomical diagrams (appendix B). 

The questionnaire consisted of basic demographics, experience 
in the ED, how often participants manage IPV, frequency of 
J88 form completion, documentation of wound characteristics 
and participants’ impression of undergraduate and postgraduate 
training on wound documentation and measurement. 

Assessment of wound documentation
Wound documentation relating to demographics was analysed 
according to the  total number of participants who completed the 
relevant question of the questionnaire. Wound documentation 
on the J88 form that did not relate to demographics was analysed 
according to the  total number of participants who completed the 
J88 form.

Completed J88 pages were marked against a pre-set validated 
rubric for each wound (appendix C). The rubric was based on 
that produced in a study by Loots et  al. (appendix D).[5] Each 
rubric assessed specific wound characteristics: type of injury, wound 
description (location, size, shape, age estimation), mechanism, and 
correlation of wound description to the anatomical diagram. A rubric 
was compiled for stab wounds, incisions and lacerations, with a total 
score of nine. A separate rubric was compiled for abrasions and 
bruises, with a total score of eight. These weighted scores contributed 
to a global mark representing the accuracy of wound documentation 
across blunt and sharp force injuries, as well as the overall accuracy 
of wound documentation. Data were collected over 3 months from 
July 2023 to September 2023.

Data analysis
Data were analysed by an external statistician with IBM SPSS 
Statistics version 28 (IBM, USA). Descriptive statistics are presented 
as frequencies and percentages for categorical variables, and as 
means (standard deviations) or medians (interquartile ranges) for 
continuous scale variables. Where data were skewed, comparisons 
were done using the Kruskal-Wallis test. The sample t-test was 
used to examine for under- and overestimation. Significance testing 
was done using ANOVA for normal distributed data. Statistical 
significance was accepted as a p<0.05.

Results
Demographics
Eighty-three participants completed the J88 form, and 80 completed 
the questionnaire. Three participants gave no reason why they did not 
complete the questionnaire. Demographics are documented in Table 1.

Fig. 1. Moulage on mannequin. Fig. 2. Moulage of laceration.

http://coding.samedical.org/file/2370
http://coding.samedical.org/file/2370
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Current practices on wound documentation
Participants rated their usual practice in terms of several aspects of 
wound documentation, from ‘never’ to ‘always.’ Most participants 
self-reported that they ‘always’ document lacerations (82.5%), 
bruises (63.8%) and abrasions (62.5%), with little variability between 
participants’ answers. While 71.8% of participants stated that they 
‘always’ document stab wounds, 2.6% indicated that they ‘sometimes’ 
indicate these, 3.8% ‘rarely’ and 1.3% of participants indicated 
‘never’. Participant answers had high variability ranging from ‘never’ 
to ‘always’. Most participants (72.5%) reported that they ‘always’ 
document incisions, 2.5% ‘never’ document incisions and 7.5% stated 
that they did so ‘rarely’.

Most participants (42.5%) indicated that wound measurement is 
‘always’ important, although they ‘never’ (20%), ‘rarely’ (41.3%) and 
‘sometimes’ (35%) measure wounds to ensure accuracy. 

Wound description of simulated injuries
According to the pre-set rubric, the average overall accuracy of 
wound documentation was 48%. The overall score for blunt force 
injuries was an average of 56%, and sharp force injuries scored 
40.7%. The accuracy of individual wound documentation was as 
follows: abrasion, 62.5%; laceration, 55.5%; bruise, 50%; stabs 1 and 
3, 44.4%; and stab 2, 33.3%. The location and size of the wound were 
documented by 98.8% (n=82) of participants across all wounds. 
(Table 2).

Most participants (89.2%, n=74) correctly signed pages 4 and 6 of 
the J88 form. One participant described an additional wound that 
was not part of the wound moulage. 

There was no statistically significant relationship between 
qualification, years qualified as a doctor and years of experience in 
the ED in improved wound documentation. 

Wound size estimations
Wound size was underestimated in most large wounds (>5  cm 
length), but accurate in smaller wounds. There was a statistically 
significant underestimation of abrasion length (p<0.001), abrasion 
width (p<0.001), bruise length (p<0.001) and laceration length 
(p<0.001). Blunt force injuries were underestimated, while sharp 
force injuries were accurate to within 2 mm (Table 3).

Subgroup analysis of wound size estimations
There were no statistically significant differences between sexes, 
qualifications, or years since qualification as a medical practitioner. 

Perception of training
Likert scale analysis was done, with a  focus on central tendency. 
Wound documentation training during undergraduate education was 
considered either ‘poor’ or ‘acceptable’ by 30% each of participants, 
‘very poor’ by 18.8% and ‘very good’ by only 2.5%. Postgraduate 
wound documentation training was considered ‘very poor’ (34.2%) 
or ‘poor’ (43.4%) by most participants, with only 10.5% finding it 
‘acceptable’, 9.2% ‘good’ and 2.6% ‘very good’. 

Both undergraduate and postgraduate training in wound 
measurement was considered ‘poor’ or ‘very poor’ (70.5% and 84%, 
respectively).

Discussion
Trauma is a widespread issue in SA, placing significant demands 
on both medical and legal systems.[1,5,6] The J88 form provides the 
judicial system with medical evidence, and the doctor’s interpretation 
of injuries.[5-10] Information obtained from the J88 form is more 
useful to the justice process when the documentation is complete 
and accurate.[5-9] Proper wound description – including location, size, 
shape, depth, edge and age – requires sound medical terminology and 
adequate training.[5-9]

Fig. 3. Measurement of stab 3.

Table 1. Participant demographic characteristics (N=80)
Characteristic n (%)
Gender (n=80)

Male 41 (51.3)
Female 39 (48.7)

Level of experience (n=80)
Intern 9 (11.2)
CSO 11 (13.8)
MO Grade 1 16 (20)
MO Grade 2 6 (7.5)
MO Grade 3 5 (6.2)
Emergency medicine registrar 25 (31.3)
Emergency medicine consultant 8 (10)

Years registered as a doctor post qualification (n=79)
<1 5 (6.3)
1 - 5 35 (44.3)
6 - 10 25 (31.7)
>10 14 (17.7)

Years of experience in the ED (n=79)
<1 20 (25.3)
1 - 5 36 (45.6)
6 - 10 16 (20.2)
>10 7 (8.9)

CSO = community service medical officer; MO = medical officer;  
ED = emergency department.
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Training gaps persist. Most study participants expressed that 
undergraduate training in wound documentation was ‘acceptable’ 
or ‘poor’, with postgraduate training as largely ‘poor’. Fouché et al.  [7] 
found that while >65% of UFS medical school graduates had had 
prior training in general medicolegal and wound documentation, 
>73% had not received training specific to J88 completion. Training 
encompasses medicolegal documentation in terms of overall accuracy 
and specific wound features.

Documentation remains poor. In our study, the overall average 
accuracy of wound documentation was 48%. These findings echoed 
those of a Pretoria study, where <20% of cases were appropriately 
documented.[5] 

Interestingly, our study found that the description of blunt force 
injuries scored higher than that of sharp force injuries. This could be 
attributed to the study design and the Hawthorne effect. Other studies 
found that blunt force injuries were often missed or inadequately 
described.[5,7] Caution must be used when interpreting these data, 
as further studies are needed on the discrepancy between blunt and 
sharp force injuries. 

Despite the improved scoring of blunt force injuries, a sizeable 
proportion of bruises in our study were missed (25.3%), and it 
remains unclear whether including them would have improved 
scores. Blunt and sharp force injuries have specific characteristics 
that set them apart.[6] Documentation of positive features may allow 
identification of the weapon of assault.[6] 

Descriptions lacked key details. While participants self-reported 
that they often described the shape of injuries, <10% of participants 
indicated the shape of sharp force injuries. Age and suspected 
mechanism of injury were recorded in <6% of injuries. These 
findings are consistent with those of Loots et  al.,[5] who also noted 
that specific wound characteristics, such as shape and age, were rarely 
documented.

Perceived competence often exceeds actual performance, reflecting 
the Dunning-Kruger effect. Contributing factors include lack of 
knowledge, time constraints and the absence of feedback mechanisms, 
as the J88 forms are not routinely audited.[5] 

Our study found that the most frequently documented wound 
features (98.8%) were location and size. Again, Loots et  al.[5] had 
similar findings, with >50% of injury documentation indicating 
location.Our study found that large wounds (>5  cm length) were 
underestimated, while size estimation was more accurate for wounds 
<5 cm (within 2 mm accuracy). 

A UK study found that consultants had larger error proportions, and 
that sex influenced wound size estimation, with males overestimating 
and females underestimating wound sizes.[11] The authors speculated 
that junior staff were directly involved in acute wound management, 
but did not explain why sexes differ.[11] Sex and level of experience 
did not play a role in improved wound documentation or wound size 
estimation in our study  – possibly due to greater trauma exposure 
in SA. 

Medicolegal documentation is an essential skill, yet as Mogale et al.[10] 
state, doctors document from a health and not a legal perspective. 

Current training is inadequate to equip doctors in the specialised 
field of medicolegal documentation and legal proceedings of the 
justice system.[5-8,10] Improved education, clearer protocols, templates, 
measuring tools and continuing professional development initiatives 
are needed.[5,11,12] Enhancing undergraduate training is key to 
preparing junior doctors to care for victims of IPV.[5,7,10] 

Study limitations
This was a small study. It was performed in academic regional 
and tertiary hospitals, and may not be reflective of the practices 
at smaller hospitals and community health centres. Convenience 
sampling was used.

Dissemination of results
The results of this study will be shared with the Division of 
Emergency Medicine at the University of the Witwatersrand. The 
study and its findings will be presented at future academic meetings, 
and forwarded to the participating EDs.

Conclusion
Wound documentation is a vital skill that requires more training 
at both undergraduate and postgraduate levels. It is necessary 
to address this skill deficit, and improve accurate medicolegal 
documentation. Implementing wound description templates and the 
use of measuring devices in EDs may improve documentation, and 
should be investigated in future studies. 

Data availability. Data available from authors on reasonable request.
Declaration. This publication was a requirement for RK’s MMed 
(Emergency Medicine) degree from the University of the Witwatersrand.

Table 2. Accuracy of form J88 wound description (N=83)

Type of injury Injury missed, n (%)
Wound characteristic noted, n (%) Injury not correlating 

with diagram, n (%)
Accuracy according 
to rubric, %Shape Age Mechanism Depth Edge

Blunt
Abrasion 2 (2.4) 27 (32.5) 4 (4.8) 3 (3.6) n/a n/a 8 (9.6) 62.5
Laceration 2 (2.4) 47 (56.6) 3 (3.6) 4 (4.8) 16 

(19.2)
7 (8.4) 1 (1.2) 55.5

Bruise 21 (25.3) 8 (9.6) 3 (3.6) 3 (3.6) n/a n/a 2 (2.4) 50
Sharp

Stab 1 0 (0) 7 (8.4) 3 (3.6) 4 (4.8) 14 
(16.9)

2 (2.4) 0 (0) 44.4

Stab 2 3 (3.6) 7 (8.4) 4 (4.8) 5 (6) 12 
(14.5)

2 (2.4) 0 (0) 33.3

Stab 3 0 (0) 6 (7.2) 4 (4.8) 5 (6) 13 
(15.7)

1 (1.2) 0 (0) 44.4

n/a = not applicable.
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