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Abstract (150 words)
Aims: This study describes the knowledge and tool needs identified by occupational therapists to improve their evaluation of older adults facing cognitive impairments and identify their preferred strategies for knowledge translation. Methods: A descriptive qualitative study design was used. Four focus groups were conducted with 16 occupational therapists working with cognitively impaired older adults in institutional and community care settings. An inductive approach was used to analyse the thematic content of the interviews. Results: Occupational therapists identified a need for up-to-date knowledge of cognitive systems and disorders and knowledge related to legal capacity and protection regimes. A need for short standardized performance-based tests was also identified. Preferred knowledge translation strategies included a combination of formal learning activities and peer interactions. Conclusion: Occupational therapists require an up-to-date knowledge base and specialized tools to assess this population. Strategies to translate existing standardized performance-based instruments into practice may contribute to meeting these needs. 
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Introduction

	Assessment is a key action point within occupational therapy practice in which the therapist clarifies the occupational issues of their clients and their underlying causes.1,2 Older adults faced with a cognitive impairment due to a neurocognitive disorder such as Alzheimer’s disease can experience a myriad of occupational issues associated with progression of the disorder. Declining cognitive functions such as memory and executive functioning result in a progressive loss of ability to perform activities of daily living (ADL). The individual may initially require increasing assistance with complex instrumental activities of daily living (IADL) such as managing finances or preparing meals, succeeded by assistance with the most basic ADL such as getting dressed and bathing.3,4 In addition, they may experience decreased ability to participate in paid employment, leisure activities, and social relationships as the disorder progresses.5,6 This loss of ability to participate in meaningful and necessary occupations can also be particularly challenging for caregivers.7,8 Informal caregivers report their own occupational issues associated with looking after their loved ones, including decreased engagement in social activities, leisure activities and in paid employment.8,9 
	An assessment of the older individual’s occupational performance limitations and participation restrictions is a starting point for addressing these complex issues. Depending on the needs of the older adult and their caregiver, the occupational therapist may focus on assessing the individual’s ability to perform routine self-care activities safely and independently. This may result in recommendations such as modifications to the home environment to enhance the individual’s autonomy and minimize risks to safety.10, 11 Alternatively, the occupational therapist may become involved in assisting the individual to find a suitable living environment if they are unsafe to remain at home due to their performance limitations.11,12 The assessment may also focus on determining the older adult’s capacity to continue participate in meaningful daily living and leisure occupations. This may result in the development of a tailored intervention plan to support their engagement in valued activities, which in turn can help prevent further functional decline and enhance their quality of life.13,14 Finally, an occupational therapy assessment may help to determine the need for a legal regime to protect the older adult’s person and property by documenting occupational participation restrictions that pose a risk to their safety.12,15-17 
	An occupational therapist draws many sources when choosing assessment methods, including models of practice, frames of reference, past experiences, clinical expertise and research knowledge.1,2 The choice of methods must consider the individual’s occupational issues and the context in which the assessment takes place.1,18 Hartman-Maier et al.’s18 framework for assessing clients with cognitive and perceptual impairments suggests using a combination of methods to fully appreciate the individual’s occupational issues within the context of their usual environment. Briefly, the methods suggested by this framework include interviewing the individual and their family members to clarify current occupational issues and obtain an occupational history. Standardized instruments for evaluating cognitive functions, also known as “bottom-up assessments”, are recommended to assess the individual’s cognitive strengths and limitations. These impairment-focused instruments include cognitive screening tests, such as the Mini-Mental State Examination (MMSE), cognitive screening batteries, such as the Cognistat and tests for function in specific cognitive domains, such as the Behavioral Inattention Test.19-21 Standardized performance-based tests, also known as “top-down” assessments, are recommended to assess the individual’s occupational performance. These tests are occupation-focused and concurrently measure the individual’s autonomy in everyday tasks and the extent to which they demonstrate the cognitive functions required to perform them. The Assessment of Motor and Process Scale (AMPS) or the IADL Profile are examples of such tests.22,23 The physical and social environment of the individual is also evaluated by the therapist, particularly with regard to how it supports autonomy and safety.
	This proposed combination of methods helps the clinician achieve an understanding of the older adult’s cognitive strengths and limitations and how they impact occupational performance and participation. Occupational therapists have been found to use a similar combination of recommended methods when assessing older adults with cognitive impairments in clinical practice. Impairment-focused, or “bottom-up” and occupation-focused, or “top-down” approaches are combined and include the use of methods such as interviews, standardized tests, and professional observations.17, 24-26 However, there are also important differences between Hartman-Maier et al.’s suggested framework and what clinicians use in practice, particularly with regards to the use of standardized instruments.24-26 Standardized tests generate a score for the individual’s performance. This score can then be compared to those of a cohort of similar individuals, which is one way for the clinician to understand the individual’s strengths and limitations. Non-standardized assessment methods do not quantify the performance and therefore rely on other sources for comparison. This might include past performances of the individual or that of other clients known to the therapist.27 
	In practice, occupational therapists have been shown to use standardized cognitive screening tests more than any other method to assess older adults with cognitive impairments, including both standardized and non-standardized methods of assessing of occupational performance.24,25  While occupational therapists frequently combine the use of cognitive screening tests with occupation-based methods to evaluate this population, they rely almost exclusively on using non-standardized methods, such as unscored observations of ADL or IADL.25-26 This combined approach makes sense, as the literature confirms that there are limitations to using standardized cognitive screening to understand occupational performance and participation issues.28,29 Cognitive screening tests are not comprehensive in their design in that they aim to screen for impairments in cognitive function. They do not define the extent of the impairment nor provide an appreciation of how it is expressed in the performance of daily life activities. The latter approach to assessing cognitive function has been termed by some in the literature as functional cognition.30-32 In addition to an appreciation of domains of cognition such as memory and executive function, it has been suggested that this functionally oriented approach for assessing cognition would include an appreciation of the individual’s motor skills that support their actions, as well as their previous activity performance patterns and the environment the activity is performed in. Performance-based measures that require the individual to perform routine activities that rely on their cognitive skills would also be utilized.30-32 
	Occupational therapists have confirmed that performance-based methods that are occupation-focused or “top-down” in their approach are most useful for predicting an individual’s safety for discharge home from hospital, for planning interventions that address occupational participation restrictions, and to assess an individual’s legal capacity for independent living.16,17, 24,33 Some have also indicated that standardized performance-based tests in particular provide a stronger foundation for planning and measuring the effect of interventions, as the results are reliable, structured and relevant to occupational participation and performance issues.33-34 However, despite the reported utility of such tests, their use in clinical practice by occupational therapists remains limited. 
	The literature has described several barriers to integrating standardized, performance-based tests into occupational therapy practice, including limited time to administer these tests and the need for additional training in order to use them.24,25,35 There are also a limited number of standardized performance-based tests with fully developed psychometric properties, including reliability and validity, for older adults with cognitive impairments.32,36 While previous studies have investigated the perceived knowledge needs of occupational therapists for providing interventions for older adults with cognitive impairments, to our knowledge there has been no inquiry into whether clinicians require specific knowledge or tools to support them in evaluating this population. It is important to determine if these needs exist. The lack of a comprehensive evaluation of the older adult by an occupational therapist may result in a suboptimal plan to address their complex occupational issues described above. 
	In the knowledge to action framework, Graham et al37 described that the first step to translating knowledge from research into clinical practice is to clearly identify the problem or becoming aware of the knowledge-practice gap. This step requires the involvement of a group of individuals that will determine the knowledge needed to fill the gap. Thus, the aims of this study were to 1) describe the perceived knowledge and tool needs of occupational therapists to support them in their evaluation of older adults facing cognitive impairments and 2) describe the strategies preferred by occupational therapists to translate knowledge into practice.

Materials and Methods 

[bookmark: _Toc75950850]	We conducted a descriptive qualitative study to meet our research objectives. Qualitative description facilitates a comprehensive understanding of an issue by obtaining as much descriptive information as possible from those involved and providing ‘largely unadorned answers to questions of special relevance to practitioners’.38(p.337) Ethical approval was obtained from the Comité d’éthique de la recherche vieillissement-neuroimagerie of the Centre Intégré Universitaire en Santé et Services Sociaux (CIUSSS) du Centre-Sud-de-l'île-de-Montréal [Aging-neuroimaging Research Ethics Committee of the University Integrated Health and Social Services Centre of the South-Central Island of Montréal ] (study id# CER VN 17-18-23) and from the Institutional Review Board for the Faculty of Medicine and Health Sciences at McGill University (IRB # A05-E41-18A).

Recruitment and Participants

	We used a purposive sampling approach described by as heterogeneity sampling.39 Our aim was to recruit a sample of occupational therapists from different practice settings and determine if we could identify common knowledge and tools needs among them. For inclusion in the study, the clinicians were required to be currently evaluating older adults with cognitive impairments on at least a monthly basis and were excluded if they had less than one year of experience working with this population. Ethical approval allowed us to recruit from the CIUSSS de Centre-Sud-de-l’Île de-Montréal, a large integrated urban university health and social services region. This region included occupational therapists practicing in a specialized geriatric care centre, 9 community care centres and 16 long term-care centres. We did not recruit from care settings that offered exclusively long-term care, as we wished to describe the assessment process used by occupational therapists to address issues of older adults related to continuing to live in their home environments in a community setting. In addition to an assessment of the older adult’s ability to participate in activities that are meaningful to them, an occupational therapy assessment in this context may involve addressing safety concerns related to their performance of activities related to taking care of themselves and their property. Managers in the targeted settings were approached first to ensure availability of occupational therapists. We were provided with email contacts for those interested in participating in the study. All occupational therapists who participated were recruited via email and were required to sign an information and consent form before participating.

[bookmark: _Toc75950851]Data Collection

	Focus groups were used as the main method of data collection to explore the knowledge, tool needs, and preferred knowledge translation strategies of the participants. Krueger and Casey40 suggest conducting 3 to 4 focus groups to explore a topic of interest. They also recommend using smaller focus groups (4 to 6 people) if the participants have a high level of expertise and if the study involves understanding a complex issue. We planned to conduct around 5 focus groups with up to 6 participants per group and adjust the number of focus groups during until we achieved data saturation.40,41 Occupational therapists recruited for our study were asked to participate in two focus group sessions: FGa and FGb. FGa explored the evaluation process used by participants, which is presented in another manuscript.42 FGb explored the knowledge, tools and strategies needed by clinicians to support them in the evaluation process, which are presented below.  
	The focus group sessions were held in the clinicians’ workplace. Each focus group was recorded using an audio recorder and lasted about 50-60 minutes, with a one to two-day gap between FGa and FGb. An experienced qualitative researcher (MC), moderated the focus groups and facilitated the discussion using a semi-structured interview guide (supplementary file). The key question for FGb was ‘In your opinion, what type of information is most useful when you assess the elderly with cognitive impairment?’ An assistant moderator (PBS) took notes and provided a verbal summary at the end of each focus group. Participants were also asked to complete a sociodemographic questionnaire prior to participating in the first focus group.

[bookmark: _Toc75950854]Data Analysis

	All data was transcribed and then analysed using the approach described by Miles et al.43 Our analysis aimed to find common themes among participants with regards to knowledge needs, tool needs, and preferred knowledge translation strategies. We followed their three-step process to: 1) sort and label the transcribed interview text into areas of content, or codes; 2) re-group codes and sub-codes together into broader themes; and 3) organize the themes in various matrices. To begin the inductive analysis PBS, PB and MS met to develop broad first cycle codes which included knowledge needs, tool needs and knowledge translation strategies. Further sub-codes were identified by PBS while applying the broad first cycle codes to the verbatims. All codes were validated with PB, NB and MC and saturation of codes was verified by NB and MC.
	The second step of the analysis process was initiated by PBS and MC once the full body of interview transcripts was coded. We re-grouped the codes into larger coherent themes based on the clinical need identified by the participants for additional knowledge and tools, and the reason for their preferred knowledge translation strategies. All themes were developed by PBS and were verified by MC, PB and NB. For the third step of the analysis, a content-analysis summary matrix display was constructed for the themes related to knowledge or tool needs, with the preferred strategies to translate knowledge or tools into practice displayed alongside each need (supplementary file). 

Data Validation

[bookmark: _Toc75950866]	To ensure the trustworthiness of our conclusions, we planned a third focus group (FGc) to validate the data with the original occupational therapists. We used the ZOOM platform for FGc to accommodate their availability. An interview guide was prepared and was sent to the occupational therapists with the matrix display summarizing the themes related to knowledge and tool needs for review two weeks prior to participating (supplementary file). They were also given the option to validate the themes via a questionnaire. During FGc, the occupational therapists were asked to confirm if the summarized themes, presented as a shared document on ZOOM, correctly reflected their knowledge and tool needs, the reason for the needs, and preferred knowledge translation strategies they described in FGb. For each theme, the moderator posed the principal question ‘How well does this represent the types of knowledge and tools that you require in the assessment process?’. Any modifications suggested for described needs and preferred knowledge translation strategies were recorded directly on the shared document and summarized verbally by the assistant moderator at the end of the group. The occupational therapists validated the knowledge and tool needs and knowledge translation strategies described in FGb and there were no suggested changes to the themes we have described. 

Results 

	Sixteen occupational therapists completed the study. The participants were divided into 4 groups with each group participating in FGa and FGb. The groups were organized according to the work location of the clinicians in order to facilitate their participation. Occupational therapists working in the same location remained together (three locations in total). Two locations each produced a group of 3 participants, which were kept together. The third location produced 10 participants, who were divided into two groups. Recruitment was discontinued at 16 participants, as the team agreed that data saturation had been reached. Saturation was agreed upon by all members of the research team as the interviews with the fourth group did not produce new information compared to the previous groups. Four participants were recruited for the result validation group (FGc). One participant from the community care settings had switched employment and was working at the geriatric care centre when the information was validated. 


---------------------------------	
Insert Table 1 about here
----------------------------------


	Ten of the sixteen occupational therapists were recruited from the specialized geriatric care centre. This included inpatient sub-acute, geriatric assessment and geriatric rehabilitation units, as well as a geriatric assessment clinic, cognitive clinic and a geriatric day centre. The remaining six participants were from two community care centres. The most frequent age range of cognitively impaired older adults evaluated by the participants was 76-85 years, with mild neurocognitive disorder being the most frequent diagnosis associated with presenting cognitive issues. On average, the participants assessed four older adults with cognitive impairments per week. Eight of the participants had between 1-5 years of clinical practice experience, four had between 6-10 years and four had 11 or more years. Nine had completed their entry-level training at a master’s level, while the remainder had trained at a bachelor’s level. Five indicated having completed additional training related to evaluating cognitively impaired older adults (Table 3).

--------------------------------
Insert Table 2 about here
--------------------------------


Themes related to knowledge and tool needs

[bookmark: _Toc75950867]	Three themes emerged representing the knowledge and tools needed by occupational therapists to evaluate cognitively impaired older adults: 1) knowledge related to cognition and occupational performance; 2) knowledge related to legal capacity and protection regimes; and 3) tools to evaluate the impact of cognitive function on occupational performance (Table 3). 

---------------------------------
Insert Table 3 about here
---------------------------------


Theme 1: Knowledge related to cognition and occupational performance 

	This first theme encompassed two subthemes: 1) keeping up to date with background knowledge and new research evidence on cognitive processes and disorders; and 2) improving scientific clinical reasoning to evaluate the impact of cognitive disorders on their clients’ occupational performance. 

Keeping up to date. Occupational therapists reported the need for a thorough understanding of cognitive processes and cognitive disorders to be better able to detect how they cause problems in occupational performance. Most indicated that they acquired this knowledge in their professional training. However, they stressed that this knowledge must be refreshed as theories and vocabulary change over time with new scientific developments. In addition, they may lose this knowledge if it is not used regularly in practice:

Dementia...it's something that's complex. I did training, and I also did a master's course. These are things that you should always refresh. Because memory, we only hear that term once in a while, we need someone to explain to us, all the new terms. (Focus group 4, Participant 2)

Improving scientific clinical reasoning. The clinicians also described a need to improve their scientific clinical reasoning. This type of clinical reasoning involves the therapist collecting information to formulate a hypothesis regarding the cause of their client’s issues and testing this hypothesis in order to arrive at a conclusion.44 For the clinicians in our study, this involves applying their knowledge of cognitive processes and cognitive disorders to identify the specific cognitive impairment impacting the older adult’s occupational performance and participation, how the impairment impacts their performance and participation and to what degree. Here, a participant provides a description of their clinical reasoning during an evaluation of an older adult client with a cognitive impairment:

I have to distinguish... right now, I have a lady that I'm dealing with who has memory problems. But I realized that there is a problem of spatial relation that slows down her processing. There's also a sequencing problem and apraxia. But that's the thing, to be able to identify the difficulties more quickly...I find that for me, it's long to find that. So, to be able to identify cognitive difficulties more quickly, that would help. And the level. The level of memory, and compensated how far? What are the things that help us know that she's going to be able to compensate, or transfer her compensation to the home? (Focus group 2, Participant 1)

	The above excerpt depicts this clinician’s desire to identify the cognitive impairment impacting their client’s occupational performance with greater fluency. Some of the clinicians in our study reported receiving formal training supporting the development of this type of clinical reasoning. This training provided up-to-date knowledge of cognitive disorders and functions while concurrently training them to identify how cognitive impairments manifest in occupational performance. Despite receiving such training, clinicians still reported the need to hone their scientific clinical reasoning, especially with regards to how to analyse what they observe during an assessment.

[bookmark: _Toc75950868]	 
Theme 2: Knowledge related to legal capacity and protection regimes

	The occupational therapists indicated that they are sought out by professionals, such as physicians and social workers, to contribute to decisions of legal capacity. As a result, they expressed the need for knowledge related to different types of incapacity and protection regimes. This information supports their pragmatic reasoning during the assessment by helping them target observations of occupational performance that are most relevant to the establishment of legal protection regimes and exchange of information effectively with other professionals. 

Even though I know that I am not the one who decides "is the person apt or not", I think I would be able to bring even more information. And I would be even better able to know how to get this information if I were more trained in this area (Focus group1, Participant 2)

	While some of the clinicians in our study received training related to legal capacity evaluation, either through short informal workshops or more formal courses, others reported difficulty accessing it. Some indicated that this training should be available to all occupational therapists working with older adults with cognitive impairments. They also expressed the need to attend the training themselves to receive the full benefits:

I know that there are maybe three or four OTs here who have already had this training. So yes, they gave us information afterwards, but for me, in concrete terms, it doesn't help. I didn't follow the training. (Focus group 1, Participant 2) 


[bookmark: _Toc75950869]Theme 3: Tools to evaluate the impact of cognitive function on occupational performance 

	The third theme encompasses three subthemes: 1) need for short standardized performance-based tests; 2) standardized tests in the context of legal capacity; and 3) evaluation guidelines and checklists.

Short standardized performance-based tests. Occupational therapists reported a need for short standardized, performance-based tests that do not require long formal training to use. They indicated that many of the performance-based tests they are aware of, including the AMPS and the IADL Profile, require too much time to administer, long formal training, or require materials that are out-of-date. In addition, some of the tests they use in practice, such as the Safe at Home assessment have incomplete norms for older adults.45 The clinicians indicated that while barriers such as administration time and need for training prevent them from using these tests, they find them to be theoretically interesting. They elaborate that such tests provide them with a theoretical structure for analysing how the individual’s cognitive function impacts occupation performance. Some also help them to predict safety and need for assistance at home.  
	 The occupational therapists specifically identified a need for instruments that measure IADL performance in multiple domains. The ideal instrument would require no more than 60 minutes to administer and would allow them to assess any IADL. It would generate a score based on the cognitive function demonstrated by the individual, such their ability to sequence steps or correct errors in the performance. With regards to existing performance-based instruments, the participants maintained that most are too rigid in their choice of activities and do not necessarily offer options reflecting what the individual does in daily life. They prefer to evaluate activities that are most pertinent to their client’s issues. However, they require a more structured means to analyse the individual’s performance, such a score that can be compared to a normative group:

If there was a way we could leave the task really free, but there was a way of analysing the activity that was a little more structured ... if there was a little more freedom in the choice of the task, that it is less framed as "it is absolutely necessary that she does that in this step so that we can use standardized assessment”. (Focus group 2, Participant 4)

	The occupational therapists from inpatient care settings also highlighted the need for a tool that helps them to predict an individual’s safety and need for assistance at home. They gave an example of how AMPS cut off scores can be used to predict an older adult’s need for assistance in community living and indicated they would like to make these types of predictions for any simulated task. However, the participants indicated that the AMPS requires them to choose from a list of standardized activities, and again highlight the need for an instrument that is flexible and allows them to choose activities that are relevant to their clients:

If she was making one egg instead of two eggs, you couldn't use that task. Yeah, well, mine [my patient] doesn't fit in there. I can't do any of the tasks. I mean, that's not what she does, you know? So that was problematic. (Focus group 2, Participant 2)

Standardized performance-based tests in the context of legal capacity. The participants highlighted the importance of using standardized tests when their evaluation has profound consequences to the individuals, such as in decisions of legal capacity. In these situations, the evaluation results need to be understood by other professionals and to be perceived as unbiased, as the results may be contested by the individual or their family. Using standardized tests helps the clinician to feel more confident that the assessment results will be accepted by the individual, other professionals, and their family:

It's easier to say, "well, look …we expect you to score 34 out of 35. You scored 22. There's a problem. We don't think you should..." It's easier to have a discussion with the person. (Focus group 4, Participant 3)
	
Evaluation guidelines and checklists. The occupational therapists in community care settings described a need for guidelines on how to better assess older adults with cognitive impairments. These guidelines would be accompanied by a checklist with examples of what to observe to appreciate their cognitive function during occupational performance. Items on the checklist might include observations such as the individual’s ability to plan and initiate activities or recognize objects in their environment. The type of assistance required could also be included. Occupational therapists both in community care and inpatient care settings indicated that using such a checklist would help to ensure they target the right information. Some indicated that they use an in-house checklist constructed for specific activities such as driving, but require one that could be used for any activity:

Driving a car, for example, in a scenario on the road, we have grids for that. So, during the evaluation, we check if the person signaled their intentions, if they put on the flashing light; visual scans, when they come to a stop or an intersection...maybe that's what we should have, but for different daily activities… (Focus group 3, Participant 3)
	
[bookmark: _Toc75950870]Themes related to preferred strategies to integrate new knowledge into practice

	Two main themes emerged describing the preferred strategies to translate new knowledge into practice; 1) interaction with experts and 2) interaction with students and peers.

[bookmark: _Toc75950871]Theme 1: Interaction with experts 

	Occupational therapists in our study identified experts as researchers who are constantly contributing to new evidence in their field. These clinicians do not have the time or resources to keep up-to date on new developments related to their practice, so they look to researchers to provide them with knowledge to move their practice forward:

That's one of the parts that I love about training, is getting up to speed on the evidence…that's a way to refresh our practice. And we need this to be prepared for us, because we don't have time. That's a much more effective way to have a concrete impact on our practice ...we need to have research people who act as agents of change. (Focus group 1, Participant 1)

	The clinicians in our study described a preference for both formal courses and informal workshops. Formal courses provide a more immersive experience while shorter workshops are easier to accommodate into their schedules. The clinician is more likely to integrate new knowledge when it is presented as clinical case studies with activities requiring them to apply the knowledge with peers. The use of video vignettes to illustrate clinical case studies was described as a helpful teaching tool:

...it's so interesting and relevant - especially because (the instructor) gives very concrete examples. It's not just theory. She often showed videos. Then we had to analyse them with the group. So, we equip ourselves with the right evaluation methods when dealing with patients who look like these examples. (Focus group 1, Participant 3)
	
Theme 2: Interaction with students and peers 

	The clinicians in our study described how interacting with occupational therapy students, their professional occupational therapy peers and other health professionals helps to translate knowledge into practice to address specific clinical issues in their work setting:

What interests me is to go see people in their context of evaluation, and maybe in other settings too - to have more experiential baggage than what I would acquire just by working here for years (Focus group 1, Participant 4)

  	While occupational therapy students bring up-to-date information from their training programs to clinical settings, discussion among professional peer groups helps occupational therapists to determine how they will use it specifically in practice:

The student is more up to date with what's going on right now, what's new. So that also allows us to keep ourselves up to date with our knowledge. (Focus group 1, Participant 5)

In the group, we exchanged a lot about our vision… there were people who had read a bit more, who had done training...that's how I got into it. It's by talking together, by exchanging ideas on the subject that I became aware of the impact. (Focus group 1, Participant 1)
	
Discussion 

	The objectives of our study were to identify the knowledge and tools needed by occupational therapists to support them in evaluating older adults facing cognitive impairments and to identify their preferred strategies for knowledge translation. The occupational therapists in our study described a clear need for knowledge and tools that were similar across a variety of inpatient, outpatient, and community care practice settings. They also described preferred ways to translate knowledge in practice based on their past successful experiences.  
	To complete their evaluations of older adults with cognitive impairments, occupational therapists identified a need for up-to-date, synthesized knowledge on cognitive processes and disorders. This need was reported to be met for some participants through attending formal courses given by experts in the field. The courses identified provided them with the up-to-date information they required, as well as trained their analytic skills to identify how a specific cognitive impairment impacts occupational performance. Analysing case examples and video vignettes were examples of training activities that support these skills. Despite attending formal courses with such content, some clinicians reported an ongoing need to further hone their scientific clinical reasoning to identify the cause of occupational issues related to cognition. They described this reasoning process as a lengthy but a necessary part of the evaluation. 
	The clinicians also described a need for training related to legal capacity and protection regimes in order to enable them to target and acquire information that is critical to team decisions. While some of the clinicians reported receiving such training given by experts in the field, others reported difficulty accessing it. They also highlighted the limited benefits to receiving the information from training when it is presented by peers and reported the need to attend the training themselves to apply it effectively in practice.
	Occupational therapists in our study also described a need for short performance-based tests that do not require long periods of time for training, and that can be adapted to any activity while producing a score. Clinicians from inpatient care settings were particularly interested in tests that could predict the older adult’s safety and need for assistance at home. The need for using standardized tests in the context of legal capacity evaluations was also highlighted by clinicians. These tests help to facilitate the acceptance of the evaluation results by the older adult and their family members and promote the communication of the results to other professionals. 
	Occupational therapists in both community care and inpatient care settings also described a need for checklists cueing them to observe cognitive functions during occupational performance, with examples of what to look for. Clinicians in community care settings described a concurrent need for clinical guidelines on how to best evaluate older adults with cognitive impairments. Short, performance-based tests, checklists and clinical guidelines are all tools that would support the scientific reasoning of clinicians during an assessment process by helping them to identify the cause of occupational issues related to cognition. 
	Finally, the clinicians indicated that interaction with experts in the field is essential to acquiring up-to-date knowledge and translating it into clinical practice. At the same time, they indicated that interactions with their professional peers helps them to apply knowledge to address specific clinical issues within their work setting.

Need for short performance-based tests

	While describing their need for short, performance-based tests, the occupational therapists in our study identified some standardized instruments they described to be theoretically interesting. These tests provide a theoretical base and structure to analyse the impact of cognitive function on occupational performance and/or predict safety and need for assistance. Three of the tests identified by the clinicians in our study included the AMPS, the ADL Profile and the IADL Profile.22,23,46 
	The AMPS was appreciated by clinicians for its ability to predict the individual’s need for assistance in performing everyday activities. The AMPS ADL motor and processing scales have been shown to discriminate the need for assistance in community living for a wide range of adult diagnostic groups including older adults with major neurocognitive disorders.47 For older adults with neurocognitive disorders due to Alzheimer’s disease, AMPS cut off scores below the 1.0 logic of the motor scales have shown a 94% accurate classification rate for and increased for assistance in the community.48 This psychometric feature would be helpful for clinicians working in institutional settings to predict the need for assistance of their cognitively impaired older adult clients upon discharge from hospital. The AMPS requires a five-day training course in order to be administered by a clinician.
	The clinicians also appreciated the theoretical base of the ADL Profile and the IADL Profile, in which executive operations of goal formulation, planning, carrying out the task, and verifying goal attainment are rated based on the assistance the individual requires during ADL and complex IADL. Studies have explored with success the feasibility of using the IADL Profile to evaluate healthy older individuals and its use in the context of an evaluation of legal capacity.15,49 As its psychometric properties continue to be developed, the IADL Profile would be useful for clinicians working in community care settings to evaluate the older individual’s need for physical and verbal assistance during complex IADL. This information would, in turn, be helpful for planning assistance-based interventions that address goal formulation, planning, execution, and verifying attainment difficulties. The IADL Profile requires a three-day training course in order to be administered by a clinician.
	While not referred to by the clinicians in our study, the Perceive, Recall, Plan and Perform (PRPP) is a standardized tool that could potentially meet their described needs. This system of task analysis evaluates the individual’s information-processing capacities during task performance while allowing the clinician to choose the task.50 A two-step system of task analysis is used to 1) calculate an overall score for independence in occupational performance and 2) rate their information processing ability on 4 scales (perceiving, recalling, planning and performing). Moderate to excellent single rater and inter-rater reliability of the PRPP system has been found with community-dwelling older adults.51 Based on it’s psychometric properties, the PRPP could be used by community-based occupational therapists to evaluate the individual’s autonomy in performing familiar everyday tasks as well as comment on their ability to process information. It could also be used to document changes in the individual’s autonomy over time. However, while occupational therapists have praised the PRPP for its resonance with the clinical aims of their profession and ecological fit in diverse practice contexts, they have also described challenges to its use. This includes the time required for translating use of the tool in practice and managing the expectations of team members for tests results that feature cognitive impairment-based reporting.52 The PRPP requires a five-day training course in order to be administered by a clinician.
	Such instruments have the potential to meet the described needs of occupational therapists to evaluate their older adult clients, particularly as their psychometric properties continue to be developed. However, and noted by the participants in our study, significant formal training is required to implement these tools in practice. In addition, the length of time to administer the IADL Profile is well over the one-hour limit the occupational therapists in our study described as ideal. 
	The need for performance-based tests featuring low examiner burden was stressed by the occupational therapists in our study.53 The development of new tools that are quick to administer and do not require long training could therefore indicate an important direction for future research. However, while it is important to respect this need, it is equally important to consider the potential pitfalls of restricting the use of existing tests due to long administration times and training requirements. It is unrealistic for any clinician to complete a complex evaluation of the impact of a cognitive impairment on occupational performance in one hour. Limiting the selection of evaluation tools due to time constraints may have significant consequences for an older adult, particularly when this choice will impact decisions such as whether they are safe to live at home. Time taken to complete a more appropriate assessment could also potentially provide a more cost-effective care alternative if the person is able to be supported in returning home versus being institutionalized. 
	Additional training may also be required to support therapists in contributing to decisions of legal capacity. Darzins12 emphasizes the need to use validated assessment tools to identify and document the individual’s restrictions in personal care participation that put the individual and others at risk. In addition to training in concepts related to legal capacity and protection regimes, occupational therapists could also benefit from training regarding what instruments would be beneficial to use in this context.  Usher and Stapleton16, 17 highlight the need for tools, resources and practice guidelines to assist occupational therapists in this area of practice. They also emphasize the importance of a functional approach to assessing cognition within the context of a legal capacity evaluation, drawing attention to the pitfalls of using cognitive screening tests alone to determine the individual’s capacity to make decisions that support successful independent living. 

Need for Knowledge Translation 

	While the participants described successful integration of new knowledge from interactions with experts in the field and interactions with professional peers and students, there were also limitations to these strategies. Some clinicians described barriers to accessing training provided by experts and also indicated that attending training did not always translate into using knowledge. This was exemplified by the clinicians in our study who had attended training for administering the AMPS, but subsequently did not use the test in clinical practice. This could suggest a need for additional strategies other than those they identified in order to meet their knowledge and tool needs.
	According to Graham et al.,37 once a clinical issue regarding the translation of knowledge to practice has been determined to be worthy of attention, steps that could follow include adapting the existing knowledge to local context and identifying the barriers and facilitators to using the knowledge. Adapting existing knowledge to local practice contexts may not be a realistic solution for clinicians in our study, particularly for translating the use of standardized performance-based instruments. However, further exploration of barriers and facilitators to using knowledge such as this could lead to further strategies to translate it into practice. This could involve a more in-depth exploration of all the determinants contributing to the practice behaviours of occupational therapists.54,55 Social influences and beliefs about professional roles are examples of practice determinants that could function as barriers to using existing knowledge. Wilding56, for example, noted how unconscious beliefs about the value of their profession among occupational therapists can contribute to undermining their efforts to address the occupational issues of their patients. The collective, long-term use of an integrated clinical reasoning model in clinical practice settings has been shown to strengthen both the professional identity of occupational therapists, as well as long-term commitment to practice improvement.57 The combination of individual and peer group analysis of real-life, ongoing critical clinical events has also been shown to contribute to meaningful practice change.58 Obtaining the perspective of other stakeholders such as clinical supervisors and managers could also help to develop and maintain effective strategies to support change.59 It would also be important to ask occupational therapists about their knowledge of evidence-based practice in this area in order to link this knowledge to their perceived needs. 
	We acknowledge limitations to the extent to which we can generalize the results of our study to all occupational therapists who evaluate older adults faced with cognitive impairments. Including clinicians from additional contexts, such as private practice and long-term care, may have provided a richer description of knowledge and tool needs. In addition, our sample was comprised of occupational therapists from a French-speaking province in Canada. Their practice may differ from other geographical settings, particularly with regards to their role in evaluating the need for legal protection regimes. This may result in different needs from those described by the participants in our study. Despite these acknowledged limitations, the themes emerging from qualitative interviews were common to clinicians from three practice locations with a combined total of 7 different practice contexts. The achievement of data saturation after interviewing 16 experienced therapists from these contexts suggests that our findings may be generalized to other clinicians with similar expertise.   

Conclusion

	We used descriptive qualitative methods to explore the knowledge and tools needed by occupational therapists to support them in a complex area of practice. Occupational therapists require ongoing maintenance of up-to-date knowledge, as well as specific tools to support them in evaluating older adults with cognitive impairments. While there is a need for the development of formal courses, short, informal workshops, evaluation guidelines and checklists and short, performance-based tools, our results suggest also could be a need for efforts to translate existing performance-based tools into practice. A more in-depth exploration of barriers and facilitators to using existing knowledge could be the first step to identifying the potential for additional strategies.
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Table 1. Focus group composition

	Group and setting
	FGa – Assessment Process
	FGb – Knowledge Needs
	FGc – Validation 

	Group 1 Geriatric Care Centre
	n = 5
	n = 5
	n = 0

	Group 2 Geriatric Care Centre
	n = 5
	n = 5
	n = 0

	Group 3 Community Care
	n = 3
	n = 3
	n = 2

	Group 4 Community Care
	n = 3
	n = 3
	n = 1





Table 2. Participant demographics

	Participant Demographics 
	N=16

	Practice Setting
	

	Geriatric Care Centre - In-patient care 
sub-acute unit 
geriatric assessment unit 
geriatric rehabilitation unit
	7 
2
1
4

	Geriatric Care Centre - Out-patient care 
geriatric day centre
cognitive clinic 
geriatric assessment clinic
	3
1
1
1

	Community care Centres
	6

	Years of Clinical Experience
	

	1-5
	8

	6-10
	4

	11+
	4

	Occupational therapy training
	

	Bachelor entry level:
	7

	Masters entry level:
	9

	Continuing Education 
	

	Cognitive evaluation courses: 
Example: AMPS, PECPA-2r, legal capacity
	5 

	Most frequent age evaluated
	

	65-75 years old
	4

	76-85 years old
	8

	86 years +
	4

	Most frequent diagnosis evaluated
	

	Delirium
	1

	Major neurocognitive disorder
	5

	Mild neurocognitive disorder
	9

	Other: Stroke
	1

	Number of evaluations per week
Mean
Range
	
3.95
1/month – 12/week





[bookmark: _Toc75950886]Table 3. Results for knowledge needs, tool needs, and preferred knowledge translation strategies

	Knowledge and tool needs
	Strategies

	
	

	1. Knowledge related to cognition and occupational performance: 
· Up to date background knowledge and new research evidence on cognitive processes and disorders and effective intervention strategies
· Improved scientific clinical reasoning to understand the impact of cognitive disorders on occupational performance
	· Interactions with experts, peers and students
· Practice guidelines based on evidence-based knowledge synthesis
· Formal Courses
· Short workshops adapted to the work context


	
	

	2. Knowledge related to legal capacity and protection regimes:
· Need to integrate standardized tests into the evaluation
	· Interaction with experts
· Formal courses
· Short workshops adapted to the work context

	
	

	3. Tools to evaluate the impact of cognitive function on occupational performance:
· Need for short standardized performance-based tests that do not required long formal training
· Checklists of what to observe during occupational performance
	· Development of new tools that are quick to administer and do not require long training
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