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Abstracts
Background: This article describes occupational therapists’(OTs) 
use of cognitive assessments (standardized and nonstandardized) 
over 6 months on a healthcare campus.  Also described are OTs’ use of 
the results of cognitive assessments to substantiate recommendations 
such as family education, safety, discharge disposition, and return to 
driving.
Method: An anonymous, 10-question survey was emailed to 
over 50 occupational therapists on a healthcare campus in three 
practice settings: acute hospital, neurological rehabilitation, and 
outpatient. Survey questions included the use of standardized and 
nonstandardized cognitive assessments and how results influence 
occupational therapist’s recommendations and clinical decision-
making.
Results: Over 80% of the reported tests administered over 6 
months were nonstandardized or screening assessments versus 14% 
standardized assessments. Trends for the use of nonstandardized 
over standardized tests appeared to be related to time constraints 
and productivity demands, although comments stated that limited 
inferences could be made from nonstandardized assessments. 
Additionally, themes emerged regarding the influence that practice 
setting has on clinical decision-making and the overall use of 
cognitive assessments.
Conclusion: Across practice settings, OT on this healthcare 
campus use cognitive assessments and results to provide various 
recommendations that are influenced by the setting. In all practice 
settings, therapists more often implement nonstandardized versus 
standardized assessments to access cognition.
Running Title: Cognitive assessments across the continuum of care 
on a healthcare campus
Keywords: Cognition; Nonstandardized Cognitive Assessments; 
Occupational Therapy; Standardized Cognitive Assessments
Abbreviations
   ACLS,   Allen Cognitive Level Screen;  ADL, activities of daily 
living; AOTA, American Occupational Therapy Association; CA, 
cognitive assessment; DLOTCA, Dynamic Lowenstein Occupa-
tional Therapy Cognitive Assessment; EFPT, Executive Function 

Performance Test; IADL, instrumental activities of daily living; 
LOTCA, Lowenstein Occupational Therapy Cognitive Assessment; 
MMSE, Mini-Mental Status Exam; MoCA, Montreal Cognitive 
Assessment; NCSE, Neurobehavioral Cognitive Status Exam; OT, 
occupational therapist or therapy; SLUMS, Saint Louis University 
Mental Status Exam; WPCA, Weekly Calendar Planning Activity
   Occupational therapists (OTs) are educated in the intricacies 
of cognition. They are well-positioned to evaluate and address 
cognitive impairments in individuals who have been diagnosed 
with specific diseases such as Parkinson’s disease; sustained injury 
such as brain, spinal cord, and orthopedic trauma; or experienced 
neurological events such as strokes [1]. These individuals, especially 
those with neurological diagnoses, may have cognitive impairments 
that impact activities of daily living (ADLs), for example, bathing, 
and instrumental activities of daily living (IADLs), like financial 
or medication management [1-3]. The use of cognitive assessment 
(CA) instruments to identify impairment is, therefore, essential to the 
OT client’s well-being. OTs are positioned to improve client quality 
of life by appropriately assessing cognitionin at least three ways. 
First, accurate identification of cognitive impairment allows OTs to 
effectively address its effects on IADLs, such as money management, 
childcare, managing a chronic illness, driving, working, and 
planning for future needs [2-4]. Second, based on recent literature, 
through the consistent use of CAs over time, measurable changes in 
cognition, performance, and participation data can provide evidence 
of therapeutic achievement [5,6]. Third, the use and documentation 
of CAs can substantiate or justify the need for ongoing services or 
further specialized evaluation [2].
Importance of Cognitive Assessments in Occupational 
Therapy
   Recent research highlights the pivotal role that OT has in 
reducing readmission rates. For example, assessment of cognition 
and subsequent assistance with medication management have 
been shown to be successful components of readmission reduction 
strategies [7,8]. Evidence supports that OT that focuses on clients’ 
daily functioning needs specifically as a spending category is the 
only rehabilitation discipline for which an increase in spending on 
OT has a statistically significant impact in lowering readmission rates 
and therefore supporting the need for ongoing and elevated CAs [8].
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   Cognitive impairment as a risk factor has also been associated 
with a 17% greater risk of first-time hospitalization; accordingly, 
OT is positioned to provide services to assess and address cognition 
to reduce hospitalizations [9]. Edwards and colleagues found that 
although individuals who experienced a mild-to-moderate stroke 
were deemed fully recovered when physical symptoms were resolved, 
there was evidence of residual cognitive impairments [2]. Such 
deficits in attention and concentration could have long-term negative 
effects on the person’s quality of life and imposed barriers to their 
engagement in meaningful activities [2]. In this study, Edwards and 
colleagues surveyed clients [6] months after they had experienced a 
mild-to-moderate stroke. They found that 35% were discharged home 
with no further therapy services [2]. However, clients continued to 
experience significant issues: 62% reported decreased proficiency 
in employment and volunteer activities, 36% reported decreased 
engagement in social activities, and 18% reported a decreased return 
to driving [2]. These findings indicate that despite independence with 
routine ADLs and mobilization, clients restricted their participation 
in preferred occupations and reported ongoing stroke-related 
deficits affecting life satisfaction [2]. In a second study, Edwards 
and associates compared OT hospital documentation to the results 
from a post stroke battery of standardized assessments that measured 
cognition, language, visual acuity, visual-spatial neglect, hearing, 
and depression [10]. Results indicated that clients demonstrating 
impairment had at least one cognitive or sensory deficit that was not 
documented by the primary therapist [10]. This study identified that 
the cognitive skill of memory was one of a cluster of components that 
failed to be documented in clients’ medical records most often and 
that 35% of clients had three or more undocumented impairments. 
Researchers determined that standardized CA was more efficient in 
detecting cognitive impairments than was routine clinical care [10]. 
These authors concluded that by not formally assessing cognitive 
abilities with standardized assessments, several deficits could go 
unrecognized and, therefore, untreated [10]. Di Carlo, Edwards, 
and their colleagues argued that if attention was focused on CAs to 
measure the impact of impairments on ADLs and IADLs, OTs could 
better help reduce the long-term effects of stroke and recommend 
appropriate follow-up services [2].
   AOTA’s Vision 2025 supports the consistent assessment of cognition 
in clinical practice, recognizing that CA is client-centered, evidence-
based, and cost-effective [11]. In addition, AOTA supports the use 
of CA for providing critical links between education, research, and 
clinical practice [1, 11]. AOTA’s recent statement on cognition, 
cognitive rehabilitation, and occupational performance not only 
delineates the role of OT but also provides a narrative to describe the 
theoretical and research foundations that support OT’s key position 
in addressing cognition [1]. The statement highlights OTs’ roles in 
assessing cognition in many contexts to gain a holistic picture of the 
impact on clients’ roles, daily activities, or preferred occupations, 
rather than assessing cognition components in isolation [1]. OTs bring 
an understanding of the interrelatedness of cognition to a client’s 
overall function in the home and community [1]. Unfortunately, 
despite supportive statements and OT educational practices, CAs 
are documented in the literature as underused in clinical OT settings. 
There is little evidence to indicate that the use of CA instruments in 
allied health is increasing [12, 13].
Underuse of CA in OT Clinical Settings
  In a review of CAs across allied health professions, including OT, 
Duncan and Murray [13] described the routine use of standardized 
assessments as an ambition. Wolf and associates [14] found that 71% 
of clients diagnosed with mild to moderate stroke were discharged 
home with little to no ongoing therapy services. The authors posited 
that this gap is due partly to no singular stroke scale having the item 
breadth and sensitivity to identify all deficits impacting clients’ 
post stroke participation. Despite the OT knowledge base and well-
developed theoretical frameworks regarding the evaluation and

treatment of clients with cognitive impairments, current research 
suggests that the use of standardized assessments in clinical OT 
practice could be improved [14,15]. Evidence shows that therapists 
have restricted their scope of OT practice by discharging clients 
from OT services due to mobility and ADL independence, without 
formally assessing cognition [12,15]. Two reasons the researchers 
identified were limited time and ease of informal observations to 
determine cognitive status [12,15]. Occupational therapists may 
be underusing CAs in nonneurological populations as well. This 
situation is potentially detrimental to these populations because the 
incidence of postoperative cognitive dysfunction after major elective 
orthopedic surgery at the1-year follow-up is documented at threefold 
higher than in the general public [16,17]. Additionally, 25% to 50% 
of clients with heart failure are estimated to have cognitive deficits 
that may impact their performance, independence, and compliance 
with medication management, contributing to poor health outcomes 
and readmissions for care [8,18].
Situational Factors Influencing OT Practitioner Use 
of Cognitive Assessment
   In the home health setting, Burns and Neville’s CA study found 
that therapists preferred using nonstandardized OT assessments, 
which was influenced by situational factors that could partly explain 
the presumed underuse of CAs in various clinical settings [12,19].
Situational influences should be considered when evaluating OT 
practices as they relate to the frequency of CA use in any practice 
setting. These situational influences can be grouped by structural 
or administrative, clinician-specific, and client-specific categories. 
Structural or administrative influences include the cost of assessments, 
time constraints, the availability of assessments, specialized practice, 
and other allied health professionals addressing cognition. Clinician-
specific influences include lack of familiarity with appropriate 
measurements and CA being conducted through simple activities or 
interviews. Client-specific influences include diagnoses indicating the 
need for testing, endurance for the assessment, and client cooperation. 
Because of system and site-specific factors, the implementation of 
CA is not a straightforward matter. Although our study’s primary 
goal was not to investigate these factors, it is important to keep them 
in mind when looking at healthcare systems as a whole. 
   Our study aimed to assess and compare key aspects of CA practices 
among OTs in a single healthcare system across three clinical 
settings: the acute hospital, neurorehabilitation, and outpatient 
settings. Accordingly, at a large healthcare campus, we surveyed 
OTs to identify the CA instruments they used and how frequently 
they assessed cognition and applied the results to inform practice 
decisions. To our knowledge, no studies have reported a single 
healthcare system’s approach to CA across the continuum of OT care 
to assess care quality, which involves identifying the appropriateness, 
alignments, and variations in CA methods across clinical settings.
We believe it is essential for OTs to assess their practices across 
clinical settings within various healthcare environments to identify 
gaps and strengths in CA and to understand the impact of OT on 
client outcomes. Our methods may be applied to other systems and 
settings to support OTs in assessing and improving the quality of CA 
practices.
Methods
Participants and Procedures 
   A total of 57 survey invitation emails were sent to OTs employed at 
a large healthcare campus with three OT practice settings: the acute 
hospital, neurorehabilitation, and outpatient settings. Twenty-eight 
individuals (49% rate of return) participated in the online survey 
administered through Survey Monkey, which was available for 45 
days. The survey questions inquired about how OTs assess cognitive 
function across the continuum of care within the healthcare campus.
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The survey consisted of 10 questions designed to take approximately 
20 minutes to complete, including one free-response item. Reminders 
were sent 14 and 30 days after the initial invitation. The author-
designed survey was anonymous, and no identifying information was 
recorded. The hospital’s institutional review board gave this survey 
study exempt status.
Experience and Type of OT Practice
   Three items asked respondents for demographic information 
regarding OT experience. The first question addressed the primary 
practice area on the hospital campus, where the study was conducted. 
The second question asked how long OTs have been practicing 
(options ranged from 1 = less than 1 year to 5 = more than 15 years). 
The third item asked respondents to indicate the type of population 
with whom they typically work. Respondents could select as many 
populations as were relevant from this list: brain injury, spinal cord 
injury, Parkinson’s disease, hand/orthopedics, and stroke.
Cognitive Assessment Use and Frequency
   Respondents were asked to indicate which CAs they used and 
their frequency of use in the past 6 months. The survey covered 
the use of 10 CA instruments or methods, which we chose because 
they were available in all three settings on campus. The 10 CAs 
were organized in general categories of standardized CA, screening 
CA, and nonstandardized CA, including clinical observations. 

The five standardized cognitive assessments were as follows: (1) 
Dynamic Lowenstein Occupational Therapy Cognitive Assessment 
(DLOTCA) [20]; (2) Lowenstein Occupational Therapy Cognitive 
Assessment (LOTCA) [21]; (3) Cognistat Neurobehavioral Cognitive 
Status Exam (NCSE) [22]; (4) Executive Function Performance Test 
(EFPT) [23]; and (5) Weekly Calendar Planning Activity (WPCA) 
[24]. The four CA screens were as follows: (1) Allen Cognitive Level 
Screen (ACLS) [25]; (2) Montreal Cognitive Assessment (MoCA) 
[26]; (3) Saint Louis University Mental Status Exam (SLUMS) [27]; 
and (4) Mini-Mental Status Exam (MMSE), [28] and nonstandardized 
client observation.
Use of Cognitive Assessment Results
   Respondents were asked three questions regarding how frequently 
they used CA results to inform practice decisions in the previous 6 
months. These questions included the use of CA results to provide 
client and or caregiver education; to make recommendations for 
safety, driving, return to work, and supervision in the home or 
community; and to make recommendations regarding the living 
situation or discharge disposition. Responses for the frequency items 
were all rated on a 5-point scale. For the analysis, the five categories 
were collapsed into three basic categories: never used, sometimes 
use, always used (see Table 1 for survey items). One free-response 
question asked respondents to describe barriers to using CA in practice.

Item Response Options

In the last 6 months, how often have you administered a 
standardized cognitive assessment?

1 = I haven’t used any standardized cognitive 
assessments in the last 6 months
2 = 1-5 times
3 = 6-10 times
4 = 11-15 times
5 = I used a standardized cognitive assessment with 
every client

In the last 6 months, how often have you administered a 
nonstandardized cognitive assessment?

1 = I haven’t used any nonstandardized cognitive 
assessments in the last 6 months
2, 3, 4 (same as above)
5 = I used nonstandardized cognitive assessments with 
every client

In the last 6 months, how often have you used the 
results from (any) cognitive assessment to make 
recommendations such as safety, driving, return to 
work, supervision within the home and community?

1 = I do not base the above recommendations on the 
results of cognitive assessments
2, 3, 4 (same as above)
5 = I always base the above recommendations on the 
results of cognitive assessments

In the last 6 months, how often have you used the 
results from (any) cognitive assessment to make 
recommendations regarding the living situation or 
discharge disposition?

1 = I do not base discharge recommendations on the 
results of cognitive assessments
2, 3, 4 (same as above)
5 = I always base discharge recommendations on the 
results of cognitive assessments

What cognitive assessments or measurements have you 
used in the past 6 months? (Check all that apply)

MoCA, SLUMS, LOTCA, EFPT, Observations, NCSE, 
Mini-Mental, DLOTCA, Allen Cognitive Level Screen

If you do not use standardized cognitive assessments, 
please provide a brief explanation of why.

(open-ended)

Note: For analysis, response items 2, 3, and 4 were combined to indicate “Sometimes Use.” Final scale = 1 (never), 
2 (some), and 3 (always).

Table 1. Cognitive assessment survey items
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Occupational Therapist Characteristics N (%)
Acute Hospital 15 (42)
Neurological Rehabilitation 4 (21)
Outpatient Rehabilitation
Outpatient Vocational Neurorehabilitation 4 (12)
Movement Disorders Clinic 1 (3)
Outpatient Neurological-Rehabilitation 3 (18)
Outpatient Orthopedic and Upper Extremity 1 (3)
Client Population*
Brain Injury 18 (72)
Spinal Cord Injury 12 (48)
Parkinson Disease 8 (32)
Cerebral Vascular Accident 20 (80)
Orthopedic and Hand Injuries 4 (16)
Practice Experience in Years†
1 4 (15)
2-5 7 (26)
6-10 4 (15)
11-15 5 (19)
More than 15 7 (26)
*Total can add up to more than 100% due to OTs working in more than one setting.
†One OT did not complete this item.

Results
   Participants were OTs employed across three different settings at 
a single hospital healthcare campus. Descriptions of participants’ 
practice settings and experiences are presented in Table 2.
Cognitive Assessment Use
   Respondents were asked to indicate which types of CAs they used 
in the past 6 months. Table 3 presents the results across the three 
practice settings. Seventy of 84 (82%) total CA responses were 
nonstandardized or cognitive screen assessments, versus 13 of the 84 
total CA responses were standardized CAs. Of the cognitive screens, 
the MoCA was used by 21 of 28 therapists (75%). Participants used 
the SLUMS (15/28) (54%) and MMSE (11/28)(40%) to a lesser 
degree. Of the standardized cognitive assessments, the EFPT was 
reported to be used by 9 of 28 therapists (32%). The other assessments 
in this category were rarely used. 
   In the acute hospital setting, 40 of 45 (86%) reported CAs

were nonstandardized or cognitive screen assessments, and 5 of 45 
(11%) were standardized CAs. Of the cognitive screens, the MoCA 
was used by 11 of 15 therapists (73%). The EFPT was reported to be 
used by 4 of 15 therapists (27%).
   In the neurorehabilitation setting, 9 of 11 (82%) OTs reported the 
CAs used were nonstandardized or cognitive screen assessments, 
and 2 of 11 (18%) used standardized CAs. Of the cognitive screens, 
the MoCA was used by all 4 therapists in the neurorehabilitation 
setting. The CAs EFPT and WCPA were reported to be used by 1 of  
4 therapists (25%).
   In the outpatient setting, 11 of 28 (75%) OTs reported CAs used 
were nonstandardized or cognitive screen assessments, and 7 of 28 
(25%) reported were standardized CAs. Of the cognitive screens and 
nonstandardized CAs, clinical observation was reported to be used 
by 8 of 9 therapists (89%). The CA EFPT was reported to be used by 
4 of 9 therapists (44%).

Table 2. Participants (n = 28), practice setting, practice experience

Total 
n = 28 (%)

Acute Hospital 
n = 15 (%)

Neuro-rehab 
n = 4 (%)

Outpatient 
n = 9 (%)

Cognitive Screens*
MoCA 21 (75) 11 (73) 4 (100) 6 (67)
SLUMS 15 (54) 8 (53) 2 (50) 5 (56)
MMSE 11 (40) 7 (47) 2 (50) 2 (22)
ACLS 3 (11) 3 (20) 0 0
Nonstandardized Cognitive Assessments
Client observation† 20 (71) 11 (73) 1 (25) 8 (89)
Standardized Cognitive Assessments*
EFPT 9 (32) 4 (27) 1 (25) 4 (44)

Table 3. to be cont...
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Frequency of Cognitive Assessment Use
   Respondents were asked to indicate how frequently they assessed 
cognition using standardized, nonstandardized, or cognitive screen 
assessments in the past 6 months. Table 4 presents the overall results 
and the results for the three practice settings. Overall, the OTs reported 
always using standardized assessments 14% of  the time. They 
reported always using nonstandardized or cognitive screens 43% of 
the time. Respondents reported never using CAs 22% of the time. In 
the acute hospital setting, no OT reported always using a standardized 
CA, and 93% reported using a standardized CA sometimes.
About half (53%) of the OTs in the acute hospital setting reported

always using a nonstandardized CA or cognitive screen, whereas 26% 
reported using a nonstandardized CA or cognitive screen sometimes. 
In the neurorehabilitation setting, one of the four OTs reported always 
using a standardized CA, and half reported using a standardized 
CA sometimes. None of the OTs in the neurorehabilitation setting 
reported always using a nonstandardized CA or cognitive screen, 
and one of four reported sometimes using a nonstandardized CA 
or cognitive screen. In the outpatient setting, a lower percentage 
of OTs reported using standardized CAs always (33%) versus 
sometimes (56%); nonstandardized CAs or cognitive screens 
were reported to be used by 44% of OTs always and sometimes.

NCSE 1 (3) 0 0 1 (11)
WCPA 4 (14) 1 (7) 1 (25) 2 (22)
DLOTCA 0 0 0 0
LOTCA 0 0 0 0
Neuro-rehab, neurorehabilitation.
*Respondents were able to select multiple cognitive assessments; the % was calculated by dividing the number of 
responses by the number of OTs.
†Client observation included ADL and IADL performance.

Table 3. Cognitive assessments used by OT by setting

Total* 
n = 28 (%)

Acute Hospital 
n = 15 (%)

Neuro-rehab 
n = 4 (%)

Outpatient 
n = 9 (%)

Standardized Cognitive Assessments

Always 4 (14) 0 (0) 1 (25) 3 (33)
Sometimes 21 (75) 14 (93) 2 (50) 5(56)
Never 3 (11) 1 (6) 1 (25) 1 (11)
Cognitive Screens or Nonstandardized Cognitive Assessments
Always 12 (43) 8 (53) 0 (0) 4 (44)
Sometimes 10 (36) 5 (26) 1 (25) 4 (44)
Never 6 (21) 2 (13) 3 (75) 1 (11)
Neuro-rehab, neurorehabilitation.
*Total % calculated as the number divided by the total number of respondents.

Table 4. OT frequency of use of cognitive assessments by setting

Cognitive Assessment Use to Inform Practice and  
Recommendations
   Respondents were asked to indicate the use of results from any CA 
for specific clinical purposes in the past 6 months (Table 5). Overall,  
37% of clinicians reported that they always use assessment results to 
inform practice and recommendations, 61% reported sometimes, and 
9% reported never. Across the settings, clinicians reported using CA 
results to inform practice and recommendations similarly.
Barriers to Using in Practice
   Three clinicians responded to the free-response question, which 
asked to identify barriers to using CA in practice. Participants 
reported that 1) “nonstandardized assessments are easier and quicker 
to administer than standardized assessments”; 2) “the results are 
interesting but difficult to correlate to ADLs and IADLs”;3) “there 
is not enough information on the available tests to select the most 
appropriate CA for clients”; and 4) CA is perceived as not relevant 
due to the diagnosis, as one respondent indicated “the patient 
population is primarily cardiothoracic and orthopedic.”
Discussion
   We examined the current practices of OTs regarding the use of CAs 
(standardized, nonstandardized, and screens) across three clinical 
settings (acute care hospital, neurorehabilitation, and outpatient 
care). A key finding of the study is the large extent to which 

nonstandardized assessments and screens are used instead of 
standardized assessments. In all three settings, OTs responded 
"sometimes" more frequently than "always" to describe their use 
of standardized CAs. The study indicates that, while CAs are used 
in all practice settings, nonstandardized CAs, such as observations, 
are preferable to the available standardized CAs. This finding aligns 
with recent research findings, which indicate that nonstandardized 
CAs were used most frequently to determine the cognitive status of 
clients [12, 29]. There were responses in the "never" category, which 
supports the concept that OTs may be limiting their scope of practice. 
According to Wolf and associates, [14] this lack of CA can lead to 
clients not receiving appropriate ongoing services, which may impact 
their quality of life [2, 5].
   A key study aim was to examine the frequency of use of any CA 
to inform OT practice regarding clinical recommendations and 
client or caregiver education. The reported results for CA use were 
similar among the groups: In all three groups (settings), CA use was 
inconsistent and limited. This finding supports the need for further 
investigation into why clinicians may implement CA with clients 
but not use the results. The results also support the concept that 
OTs may be limiting their scope of practice in providing in-depth 
recommendations regarding the impact of cognitive impairments on 
ADLs and IADLs [2].
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CA information, OTs are more likely to feel confident and provide 
more holistic care, which may enhance client outcomes.
Conclusion
   This study was conducted to contribute to the body of knowledge 
regarding OT use of CAs in different practice settings. The survey 
results highlight the similarity in the frequency of use among the 
settings: (1) CAs are used inconsistently and in a limited fashion 
across all settings, (2) standardized CAs are underused, and (3) 
when OTs do use CAs, they do not use the results to make clinical 
decisions on some issues such as discharge recommendations, safety, 
driving recommendations, or family education. This discovery 
further supports the notion that OTs restrict their scope of practice 
by overlooking or not prioritizing cognition. AOTA’s statement on 
cognition purports that “cognitive functioning is always embedded in 
occupational performance (ADLs, IADLs) and cannot be accurately 
understood in isolation”[30]. As such, OTs should implement CA 
as part of routine care for clients to better meet the societal needs 
of their clients [14]. With the implementation of CA, the ecological 
validity of the testing situation would be heightened, and OTs would 
have more evidence-based information regarding client abilities, and 
this would allow them to make better-informed recommendations.
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