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ORIGINAL ARTICLE

Assessment of clients with cognitive impairments: A survey of Norwegian
occupational therapists in municipal practice

Linda Stigena, Evastina Bjørka, Anne Lundb and Milada Cvancarova Småstuenc

aDepartment of Health Science, NTNU, Norwegian University of Science and Technology, Gjøvik, Norway; bDepartment of
Occupational Therapy, Prosthetics and Orthotics, Oslo and Akershus University College, Oslo, Norway; cDepartment of Health Science,
Oslo and Akershus University College, Oslo, Norway

ABSTRACT
Background: With the Coordination Reform Act initiated in 2012, Norwegian occupational thera-
pists in municipal practice have been given responsibilities concerning clients with cognitive
impairments. With emphasis on supporting best practice, the aim was to investigate the practice
of Norwegian municipal occupational therapists (OTs) in their assessment of clients with cogni-
tive impairments.
Method: An online questionnaire was used to collect data from 497 of 1367 OTs in Norwegian
municipalities (RR¼ 36%)
Results: The most frequently used methods were informal interviews (91%), observations (91%)
and standardized assessments (73%). The most frequently used standardized assessments were
the Clock Drawing test (60%) and the Mini Mental State Examination (MMSE 59%). The most
common reasons for using standardized assessments were to get a better foundation for initiat-
ing interventions (74%), to get more reliable results (64%) and to measure the effect of interven-
tions (47%). The most common reasons for not using standardized assessments were that they
did not have competence (49%) or that they did not have access to the materials (40%).
Conclusion: The results indicate that there are challenges when it comes to the methods and
standardized assessments used. These findings invite further research on enabling municipal OTs
to move further towards evidence-based practice.

ARTICLE HISTORY
Received 12 May 2015
Revised 15 November 2016
Accepted 11 December 2016

KEYWORDS
Cognition; municipal
rehabilitation; occupational
therapy; standardized
assessment tools

Introduction

Cognitive functions are essential to the performance of
everyday occupations [1] and can be defined as the
ability to take in, organize, manipulate and integrate
new information with previous experiences in order to
plan, structure and perform goal directed behaviour [2].
Cognitive impairment can lead to difficulties in the
way people think, feel and/or act and can result in loss
of, or difficulties in acquiring or maintaining, abilities
and skills necessary for occupational performance [3].

Norway is currently facing demographic changes
that affect the health services; and, within the munici-
palities, the group of young service recipients with
long-term and complex somatic disorders, such as
multiple sclerosis (MS), Parkinson's disease, epilepsy,
stroke, brain injuries after accidents and brain
tumours [4] has doubled in the past 10 years [5].
Demographic projections in the Care Plan 2015 indi-
cate that there are approximately 66,000 people with
dementia in Norway and the number is expected to
double by 2040 [6]. Under the Coordination Reform

Act, the municipalities have been given new responsi-
bilities, such as the early assessment of needs for
health services and follow up services closer to
people’s homes. Consequently, the occupational
therapists’ (OT’s) responsibilities related to assessment
of clients with cognitive impairments is increasing
and the development of competence in those matters
is, therefore, essential [7].

Through assessments, OTs can measure cognitive
function as well as get an understanding of how cog-
nitive abilities contribute to and influence occupa-
tional performance [3,8]. The results of assessments
are used to indicate the need for service, design inter-
ventions based on measurement results and evaluate
the results of interventions [9]. OTs examine cogni-
tion and performance from many different perspec-
tives and use a variety of methods during the
assessment process, such as interviews, cognitive
screening, performance-based assessments and specific
cognitive measures [10]. Since the assessment of cog-
nitive function can be considered as a starting point
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of OT interventions, when working with people with
cognitive impairments, appropriate, valid and reliable
assessments are crucial [11]. The implementation of
evidence-based practice (EBP) has also stressed the
importance of utilizing standardized assessments with
sufficient psychometric properties [9,10,12,13].

Previous research

A range of assessment tools is available for OTs in
clinical practice and they can be described as bot-
tom–up or top–down assessments [14]. Using bot-
tom–up assessments, OTs assess cognitive capacities,
such as memory, attention and problem solving that
are believed to be prerequisites to successful occupa-
tional performance [12]. With top–down assessments,
OTs use a broad approach and can assess clients by
focusing on their roles and whether the person is able
to perform occupations, through observation and
informal interviews [12]. Several research studies have
investigated OTs’ pattern of practice in relation to the
assessment of clients with cognitive impairments
[7,15–24]. The results of these studies indicate that
OTs use both top–down and bottom–up assessments
when assessing clients with cognitive impairments.
Related to assessment of cognitive function, most
standardized assessments used are bottom–up assess-
ments [7,15–19,21–23], although top–down assess-
ments are valued as more important for OTs
[8,20,21,23]. The top–down assessments preferred are
often non-standardized, such as informal interviews
and observation [8,16–19,21–23,25]. The Assessment
of Motor and Process Skills (AMPS) [26] is the most
commonly mentioned standardized top–down assess-
ment tool used in order to measure the consequences
of cognitive impairments on the activities of daily liv-
ing (ADL) [15,16,18–20,24,27]. The majority of the
bottom–up assessments frequently mentioned in inter-
national studies are standardized assessments such as
the Mini Mental State Examination (MMSE)
[16–18,22,23,25,28], Neurobehavioral Cognitive Status
Examination (Cognistat) [15,17,18,29], Loewenstein
Occupational Therapy Cognitive Assessment
(LOTCA) [17,20,24,25,30] and Rivermead Behavioural
Memory Test [16,19,22,24,31]. In addition, some
assessments seem to be more used in certain geo-
graphical areas. In North- America, the Allen
Cognitive Level Screening [20,21,32], the Cognitive
Competence Test (CCT) [18,23,33] and the Cognitive
Assessment Scale for the elderly [18,23,34] are fre-
quently used. In Oceania, the Australia Therapy
Outcome Measure (AusTOM) [19,35] and the
Assessment of Living Skills and Resources [17,36] are

frequently used tools. In Scandinavia, the Cognitive
Test 50 (CT–50) [24,37] and the ADL taxonomy
[16,38] are tools that are frequently used by Danish
and Swedish OTs.

Getting valid and reliable assessment results have
been reported as the reason for using standardized
assessments [8,22], in addition to knowing what inter-
ventions to initiate [7,8,22,23]. Assessments that are
quick and easy to administer are valued as an import-
ant factor when choosing what assessments to use
[7,8,19,22–24]. Knowledge of, familiarity with and
accessibility of assessments are also important factors
when choosing assessments [7,8,22,23,25]. That tools
are not specific enough [22] and that the results are
difficult to link to the specific occupational perform-
ance [8,22] are reasons reported for choosing not to
use standardized assessment tools. Time constraints
and heavy workloads are also reasons for not using
standardized assessments [7,8,19,22–24]. Limited
knowledge of how to use assessment tools and of how
to interpret assessment results are also reasons for not
using standardized assessment tools [7,8,22,23,25].
Although systematic training increases reliability and
validity of scoring, it has been reported that a limita-
tion on using standardized assessments is due to the
significant training time and costs related to it [23].
Less use of assessment tools by OTs working in muni-
cipal practice compared with those working in
regional, county and primary care facilities was
recently documented in both a Swedish [16] and a
Norwegian study [39]. Results from the Norwegian
study also report that the OTs from the municipal
services valued the usefulness less highly than OTs in
the private or governmental sector [39].

Understanding one’s own practice has been sug-
gested to be a prerequisite in order to be able to
implement EBP [40]. It has also been suggested that
critical reflection on one’s own practices are
supremely important in relation to the development
of the OT profession [41,42]. With the emphasis on
supporting best practice, it is important to identify
the main assessments used in municipal OT practice
and the rationale for their use. When practice patterns
have been made clear, OT can proceed towards EBP;
therefore, this study was commissioned to investigate
Norwegian municipal OT practice in relation to the
assessment of clients with cognitive impairments. The
research questions in this study were (1) What meth-
ods and standardized assessment tools do OTs work-
ing in municipal services use to assess clients with
cognitive impairments? (2) What are the reasons for
their choices? (3) Is there any association between the
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use of certain methods and standardized assessment
tools and OTs’ graduating year or work setting?

Method

Questionnaire

An online self-administered questionnaire was devel-
oped for this study using EasyfactTM [43]. It con-
tained two subsections about (i) participants'
demographic characteristics and (ii) the assessment of
clients with cognitive impairments. Cognitive function
was in the questionnaire defined as the ability to take
in, organize, manipulate and integrate new information
with previous experiences in order to plan, structure
and perform goal directed behaviour [17]. The ques-
tionnaire consisted of 14 questions and eight ques-
tions were multiple-choice, two questions had two
options and four questions were open-ended. The
multiple-choice questions all had an option labelled
‘other, please specify’. An example of a multiple-
choice question is ‘What method do you use to assess
the patient’s cognitive functioning?’ Answer options
were (i) conversation, (ii) a semi-structured interview,
(iii) a structured interview, (iv) standardized assess-
ment tools, (v) observation of daily activities and (vi)
other, please specify. The participants had the option
of choosing up to six alternatives. The alternatives
were not defined in the questionnaire, so consequently
the participants answered the question having their
own definitions in mind. An example of an open-
ended question is ‘When were you educated as an
occupational therapist?’ It was estimated that the
questionnaire would take 6–8min to complete. The
questionnaire was piloted prior to commencing data
collection to ensure face validity [44]. The first pilot
group consisted of four OTs with experience of work-
ing in a municipal centre with elderly people and,
specifically, people with dementia. Revisions under-
taken after the pilot were in relation to estimated time
use and the wording of certain questions. After the
revisions had been done, the questionnaire was
piloted a second time with a group of five OTs work-
ing in municipal practice, representing the target
group for this study. After the second pilot, revisions
relating to making some of the open-ended questions
into multiple-choice questions were made, and
some alternatives to multiple-choice questions were
added.

Participants

The Norwegian occupational therapy organization
(Ergoterapeutene) distributed the questionnaire to

ensure anonymity of the participants. The question-
naire was distributed by email to 1367 OTs registered
in the organization’s database whose workplace was in
municipal services. Numbers from the national statis-
tical agency indicate that at the time of the data col-
lection there were 1998 OTs in Norwegian
municipalities, so the organization’s database covered
approximately 68% of the OTs working in Norway
[45]. All OTs participated on a voluntary basis; agree-
ing to participate by entering the link in the invitation
email. After the questionnaire was distributed, 71 OTs
e-mailed the first author to decline participation for
various reasons and this prompted some curiosity
about the rest of the dropouts. A follow-up survey
was developed based on the reasons stated, and dis-
tributed to 880 OTs who did not participate in order
to investigate their reasons for declining participation
in the study. Seven months after the deadline of the
original questionnaire, the follow-up survey was dis-
tributed. The Norwegian Center for Research Data
(NSD) approved the study in regards to ethics prior
to data collection. The authors tried to follow the eth-
ical principles for medical research in the Helsinki
Declaration, throughout the process with respect to
data collection.

Data analysis

Frequencies and percentages were used to describe the
categorical data. The multiple-choice questions were
analysed with each possible answer treated as separate
variables. Logistic regression [46] was used to estimate
the association among (i) the participants’ work set-
ting and use of different methods for assessing cogni-
tive impairment, (ii) education year and use of
different methods for assessing cognitive impairment
and (iii) the participants’ work setting and use of spe-
cific standardized assessment tools. When performing
the regression analysis 1996 was used as a breaking
point for ‘graduating year’. The reason for this was
that in the middle of the 1990s a change in the cur-
riculum of OT schools took place, emphasizing a
clearer focus on occupational performance–based
assessments and evidence-based practice.

In dichotomizing the data for analysis, where
assessment was used the label ‘1’ was attached and ‘0’
was attached where it was not used. The dependent
variables used were methods and the specific standar-
dized assessment tools and the covariates were work-
place (home only or institution) and graduating year.
The results were expressed as odds ratios (OR) with
95% confidence intervals (CI). p Values<0.05 were
considered statistically significant. As this study is
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considered an exploratory analysis, no correction for
multiple testing was performed. All analyses were per-
formed using SPSS software [47]. The open-ended
questions and the option ‘other, please specify’ were
analysed using content analysis, aiming to quantify
the responses [48]. The responses to the open-ended
question regarding education year were grouped
together in 5-year intervals in SPSS, as the responses
were numerical. The responses to the open-ended
alternative for the question regarding what standar-
dized assessment tools they used were categorized and
counted, according to the name of the assessments
the participants mentioned. The responses on the
open-ended alternative for reasons for using and not
using standardized assessments were also analysed
through content analysis aiming to find similarities
between the respondents. The responses for the fol-
low-up survey were analysed by calculating the rela-
tive frequencies.

Results

The questionnaire was distributed to 1367 OTs and
after two reminders, 497 completed the questionnaire,
leading to the response rate in this study being 36%.
As many of the questions were multiple-choice ques-
tions and the participants had the opportunity to
choose more than one alternative, the percentages
reported in the results add up to more than 100%.
The follow-up survey consisted of three questions and
was completed by 231 OTs. The main reasons for not
completing the questionnaire were that assessment of
cognitive function was not part of their job (42%) and
that they did not have time to complete the question-
naire (34%). Other reasons for not completing the
questionnaire were that they do not work with clients
(13%) and that they do not work in municipal
service (11%).

Participants’ demographic characteristics

As regards gender, 94% of the participants were
female and 6% were male. This corresponds well with
studies previously reporting the distribution of the
male: female ratio within the OT community in
Norway (92% female, 8% male [39]). The graduating
year of the participants ranged from 1971 to 2013.
The spread within the OTs from different health
regions, South-East (51%), West (24%), Middle (14%)
and North (11%), was representative for the number
of OTs working in the different health regions at the
time of the data collection (South-East 48%, West
22%, Middle 18% and North 12% [45]). With regard

to work setting, most of the participants work with
clients living at home (93%). Many of the participants
work with clients in institutions (55%) and many with
clients living at home as well as with clients in institu-
tions (45%). Working with clients living at home and
with clients living in institutions was the most com-
mon combination of work settings among the partici-
pants in this study. In addition, 10% work in
administration, 5% only with clients in institutions
and 4% work in municipal competence services. It is
unknown whether the participants have any further
education in OT for clients with cognitive impair-
ments or in assessment of cognitive function. The
participants work with a range of client groups, which
are specified in Table 1. The most frequent groups are
persons with stroke (70%) and persons with progres-
sive neurological conditions such as multiple sclerosis
(MS), Parkinson’s disease, amyotrophic lateral sclerosis
(ALS) (69%). Thereafter, the more frequent groups
are persons with dementia (59%) and persons with
unspecified cognitive impairments (59%). As the table
indicates, the participants work with a wide range of
client groups.

Assessment of clients with cognitive impairment

Methods for assessing clients with cognitive
impairments

The most frequently used methods for assessing
clients with cognitive impairments were informal
interviews (91%), observations (91%) and standar-
dized assessments (73%). See Table 2 for detailed
results on methods. In relation to the difference
between informal interviews and semi-structured

Table 1. Participants’ demographic characteristics and client
groups.

Frequency among
participants

Characteristic Number (n) Percentage

Graduating year (n¼ 497)
Median 2002

2013–2004 208 42
2003–1994 171 34
1993–1984 67 14
1983–1971 51 10

Client groups (n¼ 497)
Persons with stroke 346 70
Persons with progressive neurological conditions 345 69
Persons with dementia 296 60
Persons with unspecified cognitive impairments 291 59
Persons with cerebral palsy 252 51
Persons with developmental disorders 247 50
Persons with traumatic brain injuries 233 47
Persons with psychiatric disorders 190 38
Other 184 37
Persons with autism 130 26
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interviews, this is addressed in the discussion section.
Logistic regression indicated that the group graduating
since 1995 was more likely to use observation as a
method than those graduating before 1996
(OR¼ 1.64).

Standardized assessment tools

The participants reported in total the use of 44 differ-
ent assessments tools. The most frequently used
standardized assessment tools were the Clock
Drawing test (60%) and MMSE (59%). Table 3 shows
the tools reported by more than 1% of the partici-
pants. Logistic regression indicated that the partici-
pants working with clients living in municipal

institutions use the Clock Drawing test and the
MMSE more often than the participants working only
with clients living in their own homes (OR¼ 1.72 and
OR¼ 1.55, respectively). Participants working only
with clients living in their own homes were used as
covariate in the regression analysis and that is why
that is shown in Table 4. Logistic regression also indi-
cated that the participants who use either MMSE or
the Clock Drawing test are likely to have considered
using the other of these two tests. Hence, it was more
common to use the two tests in combination, than
one of them by itself (OR¼ 1.64). For details on
regression analysis, see Table 4.

Reasons for using and not using standardized
assessment tools

The reasons stated by the participants as to why they
use or do not use standardized assessments are pre-
sented in Table 5. The most common reasons for
using standardized assessment tools were to get a bet-
ter foundation for initiating interventions (74%), to
get more reliable results (64%) and to measure the

Table 2. Frequency of participants’ method of assessing
cognition.
Method for assessing cognition N % of cases

Observation of daily activities 362 91
Conversation 362 91
Standardized assessment tools 291 73
Semi-structured interview 132 33
Other 37 9
Structured interview 36 9

Table 3. Frequency of participants’ use of standardized assessment tools.
Standardized assessment tools N % of cases

Clock Drawing test 279 60
Mini Mental State Examination, MMSE 276 59
Sunnaas kitchen observation 95 20
Trail Making Test, TMT 51 11
Rivermead Behavioural Memory Test 46 10
Loewenstein Occupational Therapy Cognitive Assessment, LOTCA 32 7
Trandex 23 5
Assessment of Motor and Processing Skills, AMPS 23 5
The Perceive, Recall, Plan and Perform system of task analysis, PRPP 15 3
Montreal Cognitive Assessment, Moca 13 2
Arnadottir Occupational Neurobehavioral Evaluation, A-ONE 13 3
Canadian Occupational Performance Measure 12 3
Dementia Assessment Tool for Primary Health Care 9 2
Practical Mental State, PMS 8 2
Test of playfulness 7 1
Cognitive Test 50, CT 50 7 1
Dementia Assessment Tool for Primary Health Care 7 1
Movement Assessment Battery for Children, MABC 7 1
Neuromotor examination for children and adolescents, NUBU 5 1

Table 4. Regression analysis on association between method and standardized assessment use and practice location and gradu-
ating year.
Dependent variable (reference) Variable (covariate) OR 95% CI p Value

Use of standardized assessment tools (non-use¼ ref) Educated including and after 1996 0.829 0.544 – 1.264 0.383
Working with clients living at home only 1.715 1.167 – 2.521 0.006�

Use of observation as method (non-use¼ ref) Educated including and after 1996 1.643 1.039 – 2.597 0.034�
Working with clients living at home only 1.603 1.036 – 2.480 0.034�

Use of conversation as method (non-use¼ ref) Educated including and after 1996 1.749 1.128 – 2.713 0.013�
Working with clients living at home only 1.233 0.521 – 2.919 0.634

Use of the Clock Drawing test (non-use¼ ref) Educated including and after 1996 0.829 0.544 – 1.264 0.383
Working with clients living at home only 1.715 1.167 – 2.521 0.006�

Use of MMSE (non-use¼ ref) Educated including and after 1996 0.986 0.650 – 1.497 0.949
Working with clients living at home only 1.551 1.057 – 2.275 0.025�

�p Value <0.05.
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effect of their interventions (47%). The most common
reasons for not using standardized assessment tools
were that the participants did not have the compe-
tence to do so (49%), they did not have access to
materials (40%) and that there was a lack of time
(30%) to do so. The participants had the opportunity
to give reasons why standardized assessment tools
might be used even though they did not use any
themselves. Twenty per cent of the participants used
the option ‘other’ in reply to the question on why
they use standardized assessment tools. Answers indi-
cate that the participants use them as they are well-
known tools for the multidisciplinary team and that
they are expected to use them as part of the process
of diagnosing dementia. Twenty-seven per cent of the
participants used the option ‘other’ in answering the
question on why they do not use standardized assess-
ment tools. Reasons stated were that it was the
responsibility of other members of the team to do
standardized assessments; that the clients have already
been tested in the hospitals; or that the participant
did not reckon the standardized tests they were able
to use would be relevant, because assessment of the
patient’s occupational performance would be more
appropriate.

Discussion

The aim of this study was to investigate Norwegian
municipal OT practice in relation to assessment of cli-
ents with cognitive impairment. Specifically (1) What
methods and standardized assessment tools do OTs
working in municipal services use to assess clients
with cognitive impairments? (2) What are the reasons
for their choices? (3) Are there any associations
between the use of certain methods and standardized
assessment tools and OTs’ graduating year or work
setting?

Methods for assessing clients with cognitive
impairments

The results indicate that the group of OTs educated
after 1995 were more likely to use observation as a
method than those educated before 1996. One possible
explanation for this could be the shifting paradigms
within OT, where OTs in the 1960–1980s had a more
reductionist view on both assessments and interven-
tions [49], where the occupational performance aspect
was not emphasized in many practice settings to the
degree it has come to be since the 1990s. However, one
might also assume that the tradition in the various
practice locations would have an influence on this
aspect, leading to newly hired OTs adopting the tradi-
tions already existing in the practice locations.

Historically, OTs have favoured non-standardized
assessments such as informal interviews and unstruc-
tured observations [12]. A major limitation when
using informal assessments is the challenge of ensur-
ing the reliability and validity of the assessment
results, leading to difficulties with, among other
aspects, measuring treatment outcomes [11,12]. As
observations and informal interviews are valued as
important methods for OTs [16–19,22–25], it is
important to have standardized tools to use in com-
bination with these methods, in order to ensure valid
and reliable assessment results.

Standardized assessment tools

In addition to observations and informal interviews,
73% of the participants in this study report that they
use standardized assessments. Many standardized
assessments used within OT are bottom-up assess-
ments, measuring body function and structures
[7,15–23]. However, it can be argued that those are
not always suitable in municipal practice, where the
focus in many cases is more on the level of activity,
occupation and participation. In this study, the
MMSE and the Clock Drawing test were the most fre-
quently used standardized assessment tools. An associ-
ation was found between them demonstrating that if
MMSE is used it is likely that the same OT would
also use the Clock Drawing Test. Regression analysis
also indicated that the participants working with cli-
ents living in institutions use the MMSE and the
Clock Drawing test more frequently than the partici-
pants working only with clients living at home. It was
outside the scope of this study to investigate why that
is, however, although one explanation could be that
OTs in municipal institutions in many cases have a
specific responsibility to perform these standardized

Table 5. Frequency of participants use and non-use of stand-
ardized assessment tools.

N % of cases

Reasons for using standardized tools
To get a better foundation for initiating intervention 250 74
To get more reliable results 216 64
To be able to evaluate effect of the intervention 161 47
Other 68 20
Reasons for not using standardized tools
Lacks competence 124 49
Do not have access to materials 103 40
Lack of time 77 30
Other 71 28
There is no tradition for it at the workplace 65 26
The tests does not provide answers to what

I am wondering about
55 22

Do not want to expose my clients to testing 39 15
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tests as routine on admission. The other international
studies that found MMSE used frequently did not
find that the Clock Drawing Test was as common as
it had been among the Norwegian OTs
[15,16,18,19,21]. Although the Clock Drawing test is
not that frequently used in the international studies, it
has been recommended for use in connection with
screenings such as the MMSE [15,50]. One reason for
the frequent use of the Clock Drawing test in Norway
can be the effects Ageing and Health [51] has had on
developing and implementing the Dementia
Assessment Tool for Primary Health Care [51]. The
assessment contains eight different tools, whereas the
MMSE and the Clock Drawing test are the two that
are usually completed by OTs. It is also documented
that standardized assessment tools that are quick and
easy to administer are important for OTs in clinical
practice when they are choosing what tools to use
[7,8,19,22–24]. Although the participants did not state
that as a reason for using the MMSE and the Clock
Drawing test in this study, it could be assumed that
this aspect is an important reason for the reported
frequent use of these two tools, as they can both be
administered within a short timeframe and do not
require extensive training.

There were no differences between the groups edu-
cated before and after 1996 in regard to the use of
standardized assessment tools and this was noteworthy,
as with the implementation of EBP from the mid-
2000s, the OT schools have emphasized standardized
assessments in the curriculum. The client groups the
participants are working with are those with stroke and
progressive neurological disorders and the most com-
mon tools are the Clock Drawing test and the MMSE.
This is interesting, as both these tools are emphasized
as tools suitable for use in connection with diagnosing
dementia rather than with the assessment of stroke and
neurological impairment. Whether it is a mistake to
use these tools for assessment of stroke or neurological
impairment would be an important subject to reflect
upon and investigate further.

When reporting the most frequently used method
for assessing cognitive function the OTs in this study
report that they use observation of daily activities and
informal interviews. Looking at the valid and reliable
top-down assessments, they are used to a very limited
extent and that indicates that most of the observations
done are non-standardized. Five per cent indicate
they use the Assessment of Motor and Processing
Skills (AMPS), 3% the Perceive, Recall, Plan and
Perform system of task analysis (PRPP), and 3% indi-
cate they are using the Arnadottir Occupational

Neurobehavioural Evaluation (A–ONE). The Sunnaas
kitchen observation, however, [52], is reported as the
third most frequently used standardized assessment,
with 20% of the participants indicating that they use
it. The Sunnaas kitchen observation was developed in
Norway, at Sunnaas Rehabilitation Hospital in the
1980s. The language is Norwegian, and there is little
requirement in relation to costs or time used in order
to learn how to use it. Studies have emphasized that
costs and time requirements are important factors
that could hinder the implementation of new assess-
ment tools for OTs in clinical practice [7,8,19,22–24].
Subsequently, important reasons why so many of the
participants in this study choose to use the Sunnaas
kitchen observation in their practices could be that it
is available for OTs without cost or need for training
and that the language is well known. It is documented
in international studies that OTs tend to prefer assess-
ments developed in their own geographical locations
[16–20,23,24]. However, the reason why that is so
could be a topic for future research. The Sunnaas kit-
chen observation is standardized in regard to the
activities being assessed and scoring procedures; how-
ever, there are no studies on psychometric properties
in relation to its use [52]. This indicates that the
trustworthiness of the results could be questioned,
and whether it should be used to the extent reported
in this study ought to be studied.

Studies on psychometric properties have been
undertaken in regard to the AMPS, PRPP and
A-ONE. These studies indicate that the assessment
results can be considered valid and reliable for various
client groups [53–61]. These tools, however, require
OTs to take part in extensive training, which is time
consuming and costly. Although it is time consuming
to go for further training and implementing the new
tools in practice, spending the necessary time for a
thorough assessment will provide a starting point for
instigating the appropriate intervention and lead to
assessment results that are both valid and reliable.

Reasons for using and not using standardized
assessment tools

Seventy-two per cent of the participants in this study
reported that they use standardized assessment tools
in order to get a better foundation for initiating inter-
ventions, and this has been documented both in the
literature [9,11] and in previous research [7,8,22,23]
as reasons why standardized assessment tools are
used. It is important to have a thorough understand-
ing of clients’ resources and limitations in order to
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tailor interventions to the individuals [3,11,12]. It was
indicated by 64% of the participants that they use
standardized assessments in order to get more reliable
results, and this is in line with the implementation of
evidence-based practice where OTs are encouraged to
use more standardized assessments in their practices in
order to be able to trust the results of the assessments
[3,11,13]. Reliable and valid assessment results are also
important reasons for using standardized assessment
tools in previous research [8,22]. Almost 50% of the
participants say that a reason for using standardized
assessment was to measure the effect of their interven-
tions. When looking at the most frequently used
assessments, MMSE and the Clock Drawing test, they
have been developed in order to identify impairments
rather than describe occupational performance or
make predictions on a performance level [15,18]. It
was outside the scope of this study to investigate inter-
ventions and what tools are used to measure the effect
of the interventions; however, it is worth mentioning
that tools such as the MMSE and the Clock Drawing
test are not developed to measure interventions related
to an occupational performance level.

The three most common reasons for the partici-
pants not using standardized assessments were lack of
competence (49%), no access to materials (40%) and
lack of time (30%). Lack of competence has been
emphasized in other studies [7,8,22–24]. To cope with
that it has been suggested that OTs should take add-
itional courses, both in regard to assessment proce-
dures and as intervention [11]. Lack of time was the
third most common cause reported by the participants
for not using standardized assessments, and this was
also found to be a reason for not using standardized
tools in previous studies [7,8,19,22–24].
Implementation of new assessments takes time, and
challenges when doing assessments in the early stages
when they are not that familiar to the therapists, can
reduce the quantity of time given to other clients [7],
because using standardized assessments can take more
time [7,24]. In addition, OTs may experience difficulty
in prioritizing participation in further training, due to
a heavy workload from day to day [22]. However,
choosing not to prioritize time for training or doing
standardized assessments conflicts with evidence-
based practice and invites further reflection.

Limitations of the study

The aim of this study was to investigate Norwegian
municipal OT practice in relation to the assessment of
clients with cognitive impairment.

When using a questionnaire for data collection, the
use of closed questions enables the possibility of
drawing conclusions from a large group of partici-
pants [48]. However, there is a possibility that the
answer options may not reflect the exact meanings of
the OTs [48]. In order to minimize these disadvan-
tages, the participants in this study had the opportun-
ity to choose multiple-choice alternatives for
answering the different questions, in addition to being
able to give their own replies in the final alternative
labelled ‘other, please specify’. In spite of this, the par-
ticipants might not have used that option and thus
their exact meanings might have been lost.

The Norwegian occupational therapy organization
distributed the invitation to participate in this study
to the members registered in their database and this
led to many OTs receiving the invitation. Four hun-
dred and ninety-seven OTs participated in the study
but since there were 1998 OTs in Norwegian munici-
palities at the time of data collection, this study does
not reflect the whole picture. There is a possibility
that the database was not updated with the OTs’ cor-
rect email addresses and, based on the feedback
received from some OTs, they had changed jobs and
were, therefore, no longer in the target group for the
study. There is also a possibility that there are OTs
who would have been in the target group but at the
time of distribution were not registered in the organ-
ization’s database. This could be due to not having
updated their membership information, or they were
not members of the organization. The OTs received
the invitation by e-mail including an introductory text
with a link to the online questionnaire. As the word-
ing in the introductory text focused on assessment of
clients with cognitive impairments, some OTs could
have felt that was not their field of expertise (although
they might assess cognition in their practices), leading
them to decide not to participate. In addition, the first
author received feedback from some OTs that firewall
settings on their work computers would not allow
them to access the link with the questionnaire.

The most frequent methods for assessing cognitive
function were observation of daily activities and infor-
mal interviews. These are also frequently used
methods in international studies [16,19,23,25]. As the
answer options on what methods the participants use
when assessing clients with cognitive impairments
were not defined in the questionnaire, there could be
a source of error related to the results from this ques-
tion. The difference between an informal interview
and a semi-structured interview was up to the partici-
pants themselves to define and might have been
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interpreted differently. However, looking at the other
studies reporting that informal interview is a method
frequently used [16,19,23,25], it is likely that the
results in this study would not have differed largely
had the options been defined. In addition, the partici-
pating OTs piloting the questionnaire did not com-
ment on uncertainty regarding the definitions on the
various alternatives in the questionnaire, so conse-
quently they were not added to the questionnaire
prior to distribution.

The methodological limitations in this study raise
key questions regarding the trustworthiness of the
study. Whether the limitations are severe enough to
affect the transferability of the results is difficult to
say. The sample was representative in regard to sex,
graduating year and health regions, so at least it
should be grounds to generalize and state that this is
the practice of Norwegian OTs in municipal service.
However, only 36% filled out the questionnaire and
another 17% completed the follow-up study. That
means that the practice of 47% of the OTs in munici-
palities, at the time of data gathering, is still
unknown.

Implications for practice and future research

The methods preferred by the participants in this
study were informal interviews and observations. The
standardized top-down occupation-based assessment
tools were not generally used, indicating that most of
the observations done are unstructured observations.
In the current climate focusing on evidence-based
practice, it would be recommendable to implement
and use standardized assessment top-down tools in
the municipalities in a higher degree than the results
of this study indicated.

The client groups most participants are working
with are clients with progressive neurological diseases
and stroke, and the most frequently used standardized
assessment tools used are the Clock Drawing test and
the MMSE, which are recommended for use in
dementia care rather than neurology. Whether they
are in fact used on clients with neurological condi-
tions, such as stroke and progressive disorders such as
MS or Parkinson’s disease, is unknown and should be
a topic for future research. It is recommended that
the OTs in municipalities reflect upon the tools they
choose to use and the limitations they entail, in regard
to who they are developed for and what the results
can be used for.

The results of this study invite OTs to reflect and
create awareness of the choices, in addition to what
values and attitudes are implicitly influencing their

assessment practices. The results also prompt some
topics for future research such as

� How do municipal OTs use the results from
MMSE and the Clock Drawing test in their
practices?

� Is there a tendency that OTs prefer using standar-
dized assessment tools that have been developed in
their geographical areas and if so, why is that?

� In what way could a standardized observational
tool such as the PRPP [2] or the AMPS [26] be
suitable assessment tools used for observation of
the occupational performance aspect in the context
of municipal service?

Conclusion

The overall conclusions of this study indicate that
there are challenges regarding the assessment of cli-
ents with cognitive impairments, when it comes to
both the reported methods and the assessment tools
used by the participants. The participants’ preferred
methods for assessing cognition are informal inter-
views and observations, but the standardized assess-
ment tools in this regard are not frequently used.
These findings invite further reflection and research
on whether using non-standardized assessments con-
flicts with evidence-based work. This aspect could be
investigated through qualitative methods such as indi-
vidual or focus group interviews with the aim of ena-
bling municipal OTs to move further towards
evidence-based practice.
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