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Postgraduate Certificate in Occupational Therapy in Neurological Rehabilitation

Evidence-Based Practice in Neurological OT

Evidence‑Based Practice (EBP) in neurological occupational therapy (OT) is a systematic approach that
integrates the best available research evidence with clinical expertise and the individual preferences, values,
and circumstances of the client. Understanding the terminology that underpins EBP is essential for
postgraduate students who are preparing to work in neurological rehabilitation settings. The following
explanation provides a comprehensive glossary of key terms, each defined in detail, illustrated with practical
examples, and examined for common challenges that may arise during implementation.

Evidence‑Based Practice refers to the deliberate use of current, high‑quality research to inform clinical
decision‑making. In neurological OT, this means selecting interventions that have been shown to improve
functional outcomes for clients with conditions such as stroke, traumatic brain injury, multiple sclerosis, or
Parkinson’s disease. The process involves three core components: The best research evidence, the clinician’s
professional judgment, and the client’s unique goals and values.

Clinical Expertise is the practitioner’s accumulated knowledge, skills, and judgment acquired through
education, training, and hands‑on experience. In a neurological context, clinical expertise includes the ability
to conduct a nuanced activity analysis, to recognize subtle changes in motor control, and to adapt
interventions based on the client’s neurophysiological status. For example, an occupational therapist who
has worked extensively with post‑stroke patients may intuitively know which positioning strategies will
facilitate upper‑limb activation during functional tasks.

Patient Values and Preferences represent the individual’s personal goals, cultural background, lifestyle, and
priorities. A client with Parkinson’s disease may prioritize maintaining independence in dressing over
improving fine motor dexterity for hobby‑related tasks. Incorporating these preferences ensures that the
chosen interventions are meaningful and motivating, which in turn enhances adherence and therapeutic
outcomes.

Best Available Evidence refers to the most reliable and relevant research findings at the time of
decision‑making. This evidence is typically derived from peer‑reviewed journals, systematic reviews, and
clinical practice guidelines. In neurological OT, the best available evidence may include randomized
controlled trials (RCTs) that evaluate the efficacy of constraint‑induced movement therapy (CIMT) for
upper‑extremity recovery after stroke.

Hierarchy of Evidence is a visual model that ranks research designs according to their methodological rigor
and susceptibility to bias. At the top of the hierarchy are systematic reviews and meta‑analyses of RCTs,
followed by individual RCTs, cohort studies, case‑control studies, and case series. Expert opinion and
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anecdotal reports occupy the lowest levels. Understanding this hierarchy helps clinicians critically appraise
the strength of evidence supporting a particular intervention.

Systematic Review is a structured, comprehensive synthesis of all relevant studies on a specific research
question, using explicit methods to minimize bias. For instance, a systematic review might aggregate
findings from multiple RCTs examining the impact of task‑specific training on gait speed in individuals with
multiple sclerosis. The review provides a high‑level summary of the evidence, often including a quality
assessment of each included study.

Meta‑analysis is a statistical technique used within a systematic review to combine quantitative results from
several studies, producing an overall effect size. A meta‑analysis of CIMT trials might reveal that, on
average, participants experience a 20 % improvement in affected‑arm function compared with control
interventions. This pooled estimate offers a more precise picture of the intervention’s efficacy than any
single study alone.

Randomized Controlled Trial (RCT) is an experimental study design in which participants are randomly
assigned to an intervention group or a control group. Randomization reduces selection bias and allows for
causal inference about the effect of the intervention. In neurological OT, an RCT might compare the
outcomes of a virtual reality training program to conventional occupational therapy for improving hand
coordination after a traumatic brain injury.

Cohort Study follows a group of individuals who share a common characteristic (e.G., Diagnosis of stroke)
over time to observe outcomes related to exposure to a particular intervention. Cohort studies are valuable
when RCTs are not feasible due to ethical or logistical constraints. For example, a prospective cohort study
may track the long‑term functional independence of clients who receive early versus delayed occupational
therapy after a spinal cord injury.

Case‑Control Study compares individuals with a specific outcome (cases) to those without the outcome
(controls) and looks retrospectively at prior exposures. While this design is efficient for studying rare
outcomes, it is more vulnerable to recall bias. A case‑control study might examine whether a history of
participation in adaptive sports is associated with better community reintegration after a stroke.

Outcome Measure is a tool or instrument used to assess the effect of an intervention on a specific domain
of client performance, satisfaction, or quality of life. Outcome measures can be standardized tests,
questionnaires, or observational checklists. In neurological OT, commonly used outcome measures include
the Fugl‑Meyer Assessment, the Canadian Occupational Performance Measure, and the Functional
Independence Measure. Selecting appropriate outcome measures is critical for documenting progress and
for evaluating the efficacy of evidence‑based interventions.

Validity refers to the degree to which an instrument measures what it purports to measure. A valid
assessment of upper‑extremity function should accurately reflect the client’s ability to perform real‑world
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tasks such as reaching for a cup. Types of validity include content validity, construct validity, and criterion
validity. When an outcome measure lacks validity, the data generated may misguide clinical decisions.

Reliability denotes the consistency of a measurement across time, raters, or items. High reliability ensures
that repeated administrations of the same test under similar conditions yield comparable scores. For
example, inter‑rater reliability is essential when multiple therapists assess a client’s functional mobility using
the Timed Up and Go test. Low reliability can obscure true changes in performance and impede accurate
evaluation of intervention effects.

Sensitivity is the ability of an instrument to correctly identify individuals who have a particular condition or
impairment. In the context of neurological OT, a sensitive screening tool for apraxia will detect most clients
who truly have apraxic errors in tool use. High sensitivity reduces the risk of false‑negative results.

Specificity is the capacity of an instrument to correctly identify individuals who do not have the condition in
question. A highly specific test for neglect will correctly exclude clients who do not exhibit neglect
symptoms. Balancing sensitivity and specificity is important when choosing assessments for diagnostic
purposes.

Responsiveness describes an instrument’s ability to detect clinically meaningful changes over time. An
outcome measure that is responsive can capture subtle improvements in hand function following a
task‑oriented training program. Responsiveness is a key attribute for tracking progress and for
demonstrating the impact of evidence‑based interventions.

Standardized Assessment is an evaluation tool that has been administered and scored according to uniform
procedures, allowing for comparison across individuals and time points. Standardized assessments provide
normative data, enabling clinicians to interpret a client’s performance relative to age‑matched peers.
Examples include the Mini‑Mental State Examination and the Berg Balance Scale.

Functional Independence Measure (FIM) is an 18‑item instrument that assesses the level of assistance
required for basic activities of daily living (ADLs) and mobility. The FIM is widely used in rehabilitation
settings to gauge the degree of functional independence and to monitor discharge readiness. Scores range
from total dependence to complete independence, providing a clear picture of client progress.

Montreal Cognitive Assessment (MoCA) is a brief screening tool for cognitive impairment, covering domains
such as attention, executive function, memory, language, and visuospatial abilities. The MoCA is more
sensitive than the Mini‑Mental State Examination for detecting mild cognitive deficits that may affect
occupational performance after a stroke or traumatic brain injury.

Activity Analysis is a systematic process of breaking down a task into its component parts to understand the
physical, cognitive, and psychosocial demands placed on the client. In neurological OT, activity analysis
helps therapists identify barriers to performance, such as impaired motor planning or reduced sensory
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feedback, and to devise targeted interventions. For example, analyzing the activity of “making a sandwich”
may reveal challenges in hand‑eye coordination, sequencing, and endurance.

Occupation‑Based Practice emphasizes the therapeutic use of meaningful occupations—activities that are
personally important to the client—to promote health and well‑being. In neurological rehabilitation,
occupation‑based practice aligns with the principle that recovery is best facilitated through authentic,
purposeful tasks rather than abstract exercises. A therapist might use cooking tasks to improve fine motor
skills, executive function, and social participation for a client recovering from a stroke.

Neuroplasticity describes the brain’s capacity to reorganize its structure, function, and connections in
response to experience, learning, or injury. Neuroplasticity is the physiological foundation for many
evidence‑based interventions in OT, such as repetitive task training, motor imagery, and constraint‑induced
movement therapy. Understanding neuroplastic mechanisms guides clinicians in selecting intensive,
task‑specific activities that promote functional re‑wiring.

Task‑Specific Training involves practicing functional tasks that directly target the skills the client wishes to
improve. The principle is that repetition of meaningful, goal‑directed activities enhances motor learning and
neuroplastic change. For instance, a client with hemiparesis may engage in repeated reaching and grasping
of objects of varying sizes to improve upper‑limb function.

Constraint‑Induced Movement Therapy (CIMT) is an evidence‑based intervention that restrains the
unaffected limb, compelling the client to use the affected limb for functional tasks. CIMT has demonstrated
significant gains in motor function for post‑stroke patients when delivered intensively over several weeks.
The therapy requires careful client selection, adherence to the “shaping” principle, and integration of
motivational strategies to sustain participation.

Shaping is a therapeutic technique that gradually increases the difficulty of a task as the client demonstrates
mastery of simpler components. In the context of CIMT, shaping might involve starting with a simple reach
for a large object and progressing to a more complex manipulation of a small, fragile item. Shaping
promotes skill acquisition while maintaining client engagement.

Motor Relearning refers to the process of acquiring or reacquiring movement patterns through practice,
feedback, and repetition. Motor relearning is grounded in principles of motor control and neuroplasticity
and is central to many evidence‑based OT interventions for neurological populations. Strategies such as
error‑augmented feedback, variable practice, and task decomposition facilitate motor relearning.

Sensory Integration is the neurological process that organizes sensory input to produce appropriate motor
responses. In neurological OT, sensory integration techniques may be employed to address sensory
processing deficits that interfere with functional performance. For example, a client with traumatic brain
injury may benefit from graded exposure to tactile stimuli to improve tolerance and participation in ADLs.
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Assistive Technology (AT) encompasses devices, equipment, or software designed to increase, maintain, or
improve functional capabilities. Evidence‑based selection of AT involves evaluating the effectiveness of a
device through research literature, considering client preferences, and ensuring proper training and
follow‑up. A low‑tech AT example is a built‑up handle for a drinking cup; a high‑tech example is a
voice‑controlled smart home system that supports independence for a client with severe motor impairment.

Implementation Science is the study of methods and strategies that facilitate the uptake of evidence‑based
interventions into routine clinical practice. Implementation science addresses the “know‑do” gap by
identifying barriers, facilitators, and context‑specific factors that influence adoption. In neurological OT,
implementation science may explore how organizational culture, resource availability, and therapist
attitudes affect the integration of a new evidence‑based gait training protocol.

Knowledge Translation refers to the process of moving research findings into practice, policy, and
community settings. Effective knowledge translation involves synthesizing evidence, tailoring messages to
target audiences, and employing interactive strategies such as workshops, mentorship, and
decision‑support tools. A knowledge‑translation initiative might involve creating a concise clinical guideline
on the use of virtual reality for upper‑limb rehabilitation after stroke.

Barriers to Evidence‑Based Practice are obstacles that hinder the adoption of research findings into clinical
decision‑making. Common barriers include limited time for literature review, lack of access to full‑text
articles, insufficient training in critical appraisal, and organizational resistance to change. Recognizing these
barriers enables clinicians and educators to develop targeted solutions, such as protected research time,
institutional subscriptions to databases, and continuing‑education programs.

Facilitators of Evidence‑Based Practice are factors that promote the integration of evidence into clinical care.
Facilitators may include supportive leadership, availability of evidence‑based guidelines, mentorship from
experienced clinicians, and a culture that values continuous learning. When facilitators are present,
therapists are more likely to engage in systematic literature searches, apply appraisal tools, and implement
evidence‑based interventions.

PICO Framework is a structured method for formulating clinical questions that guide literature searches.
PICO stands for Population, Intervention, Comparison, and Outcome. An example PICO question for
neurological OT could be: “In adults with chronic stroke (Population), does constraint‑induced movement
therapy (Intervention) compared with conventional OT (Comparison) improve hand function (Outcome)?”
Using PICO helps clinicians retrieve relevant evidence efficiently.

Critical Appraisal is the systematic evaluation of research studies to determine their validity, reliability, and
applicability to clinical practice. Critical appraisal tools, such as the CASP checklist or the PEDro scale,
provide criteria for assessing study design, bias, sample size, and statistical analysis. By critically appraising
evidence, therapists can differentiate high‑quality studies from those with methodological flaws.
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Evidence Synthesis involves combining findings from multiple studies to produce an overall conclusion
about the effectiveness of an intervention. Evidence synthesis may take the form of systematic reviews,
meta‑analyses, or narrative summaries. In neurological OT, evidence synthesis informs clinical guidelines,
protocol development, and policy decisions.

Clinical Practice Guideline (CPG) is a systematically developed statement that assists practitioner and patient
decisions about appropriate health care for specific clinical circumstances. CPGs are based on a rigorous
review of the evidence and often include graded recommendations (e.G., Strong, moderate, weak) based on
the quality of evidence. The American Occupational Therapy Association (AOTA) publishes CPGs for stroke
rehabilitation, providing evidence‑based recommendations for assessment, intervention, and outcome
measurement.

GRADE System stands for Grading of Recommendations Assessment, Development and Evaluation. It is a
transparent framework for rating the quality of evidence and strength of recommendations in CPGs. GRADE
classifies evidence quality as high, moderate, low, or very low, based on factors such as study design, risk of
bias, inconsistency, and indirectness. Understanding GRADE enables clinicians to interpret the confidence
they can place in guideline recommendations.

Implementation Fidelity refers to the degree to which an intervention is delivered as intended by its
developers. High fidelity ensures that the therapeutic components, dosage, and sequencing align with the
evidence base. In research, fidelity is monitored through checklists, observation, and therapist self‑report. In
clinical practice, maintaining fidelity may be challenging due to time constraints, client variability, and
resource limitations.

Dosage in the context of OT interventions denotes the amount, frequency, and duration of therapy sessions.
Dosage is a critical variable that influences treatment effectiveness. For example, research indicates that
high‑intensity, repetitive task practice (e.G., 3 Hours per day, 5 days per week) yields greater improvements
in motor function after stroke compared with lower‑intensity protocols. Clinicians must balance optimal
dosage with client fatigue and real‑world feasibility.

Outcome Evaluation is the systematic process of measuring changes in client performance, satisfaction, or
participation following an intervention. Outcome evaluation involves selecting appropriate measures,
establishing baseline scores, and re‑assessing at predetermined intervals. It provides data for clinical
decision‑making, demonstrates the value of therapy, and contributes to the evidence base through
practice‑based research.

Practice‑Based Evidence is knowledge generated from routine clinical practice, often through systematic
data collection and reflective analysis. While not as controlled as research‑generated evidence,
practice‑based evidence offers insights into real‑world effectiveness, client preferences, and contextual
factors. Occupational therapists can contribute to practice‑based evidence by maintaining outcome
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databases, participating in quality improvement projects, and publishing case series.

Research‑Generated Evidence originates from formal studies conducted under controlled conditions, such
as RCTs, cohort studies, and systematic reviews. This type of evidence is typically considered higher quality
due to rigorous methodology, but may lack ecological validity. Integrating research‑generated evidence
with practice‑based evidence creates a comprehensive knowledge base for informed decision‑making.

Ecological Validity refers to the extent to which research findings can be generalized to real‑world settings.
Interventions with high ecological validity are those that closely resemble everyday activities and
environments. For example, a study that evaluates the use of a simulated kitchen environment for training
ADLs has higher ecological validity than one that uses isolated, laboratory‑based motor tasks.

Transfer of Training is the ability of skills learned in one context to be applied to other contexts. In
neurological OT, ensuring transfer of training is essential; a client who improves hand dexterity during a
tabletop task should be able to apply that skill when dressing or cooking. Strategies to promote transfer
include practicing tasks in varied contexts, incorporating functional goals, and providing real‑life feedback.

Motivation is a psychological factor that influences engagement, effort, and persistence during therapy.
Motivation can be enhanced through goal‑setting, client‑centered activity selection, and positive
reinforcement. Evidence shows that intrinsically motivated clients are more likely to adhere to intensive
rehabilitation protocols, leading to better outcomes.

Goal‑Setting involves collaboratively establishing specific, measurable, achievable, relevant, and time‑bound
(SMART) objectives with the client. Goal‑setting aligns therapy with client priorities, enhances motivation,
and provides a framework for evaluating progress. In neurological OT, goals may range from “increase
independence in grooming” to “participate in community gardening once per week.”

Shared Decision‑Making is a collaborative process wherein clinicians and clients exchange information,
discuss options, and reach consensus on the chosen course of action. Shared decision‑making respects
client autonomy and integrates evidence with personal values. For example, a therapist may present the
benefits and risks of using a powered wheelchair versus a manual wheelchair, allowing the client to decide
based on lifestyle needs.

Ethical Considerations in EBP encompass issues such as informed consent, confidentiality, equitable access
to evidence‑based interventions, and professional responsibility to stay current with research. Therapists
must ensure that the interventions they recommend are supported by credible evidence and that clients are
fully informed about potential outcomes and uncertainties.

Continuing Professional Development (CPD) is the ongoing process of learning and skill acquisition that
maintains and enhances professional competence. CPD activities may include attending conferences,
completing online modules, participating in journal clubs, and engaging in research projects. In the
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fast‑evolving field of neurological OT, CPD is essential for staying abreast of new evidence and integrating it
into practice.

Journal Club is a structured forum where clinicians critically appraise recent research articles, discuss
methodological strengths and weaknesses, and consider implications for practice. Participation in a journal
club fosters critical thinking, encourages evidence‑based dialogue, and supports the translation of research
into clinical decision‑making.

Evidence‑Based Intervention is a therapeutic approach that has been demonstrated, through rigorous
research, to produce positive outcomes for a specific client population. Examples of evidence‑based
interventions in neurological OT include task‑specific training for gait rehabilitation, CIMT for upper‑limb
recovery, and virtual reality for cognitive‑perceptual training. Selecting an evidence‑based intervention
requires aligning the client’s goals, functional level, and contextual factors with the documented efficacy of
the therapy.

Virtual Reality (VR) technology creates immersive, computer‑generated environments that can be used for
therapeutic purposes. In neurological OT, VR provides a safe, controllable platform for practicing functional
tasks, such as navigating a virtual supermarket or performing hand‑eye coordination exercises. Research
indicates that VR can improve motor function and engagement, particularly when combined with
conventional therapy.

Telehealth involves delivering occupational therapy services remotely using video conferencing, phone calls,
or digital platforms. Telehealth expands access to evidence‑based interventions for clients in rural or
underserved areas. Studies have shown that tele‑rehabilitation for post‑stroke patients can achieve
comparable functional gains to in‑person therapy when appropriate protocols and outcome measures are
employed.

Adaptive Equipment refers to devices that modify the environment or task demands to enable client
participation. Examples include button hooks, built‑up utensils, and adaptive computer keyboards. Selection
of adaptive equipment should be guided by evidence regarding its impact on functional performance, client
satisfaction, and cost‑effectiveness.

Cost‑Effectiveness analysis evaluates the economic value of an intervention relative to its outcomes. In
neurological OT, cost‑effectiveness studies may compare the expense of a high‑intensity CIMT program
with the gains in functional independence and reduced caregiver burden. Understanding cost‑effectiveness
assists clinicians and administrators in allocating resources wisely.

Clinical Reasoning is the cognitive process that integrates assessment data, evidence, and client context to
formulate a therapeutic plan. Clinical reasoning involves hypothesis generation, data interpretation, and
ongoing evaluation. In evidence‑based neurological OT, clinical reasoning is informed by research findings,
best practice guidelines, and the therapist’s experiential knowledge.
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Reflective Practice is the habit of deliberately reviewing one’s own clinical experiences to gain insight,
improve decision‑making, and identify learning needs. Reflective practice encourages therapists to examine
how evidence was applied, what worked, what did not, and how future practice might be refined.
Journaling, peer discussion, and supervision are common reflective practices.

Professional Judgment combines clinical reasoning, experience, and intuition to make decisions in situations
where evidence may be incomplete or ambiguous. Professional judgment is essential when tailoring
evidence‑based interventions to the unique characteristics of each client, such as cultural considerations,
comorbidities, or personal preferences.

Evidence‑Based Education aligns teaching strategies with research on effective learning. In the postgraduate
certificate program, evidence‑based education may involve problem‑based learning, simulation, and
formative feedback, all of which have been shown to enhance knowledge retention and clinical skill
development.

Research Literacy is the ability to locate, read, interpret, and apply research findings. Developing research
literacy enables occupational therapists to critically evaluate the literature, understand statistical concepts,
and integrate evidence into practice. Core components of research literacy include familiarity with
databases (e.G., PubMed, CINAHL), understanding of study designs, and competence in using appraisal
tools.

Statistical Significance indicates that an observed effect is unlikely to have occurred by chance alone, based
on a predetermined threshold (commonly p Clinical Significance refers to the meaningfulness of an
intervention’s effect for the client’s everyday life. For example, a statistically significant improvement of 2
points on the Fugl‑Meyer Assessment may not translate into noticeable functional gains, whereas a
10‑point increase might enable the client to perform self‑care tasks independently. Clinical significance is
often evaluated using minimal clinically important difference (MCID) values.

Minimal Clinically Important Difference (MCID) is the smallest change in an outcome measure that clients
perceive as beneficial. MCID values help clinicians determine whether an intervention has achieved a
meaningful impact. For instance, an MCID of 6 points on the Timed Up and Go test indicates that a
reduction of at least 6 seconds is likely to be meaningful for community ambulation.

Statistical Power is the probability that a study will detect a true effect when it exists. Adequate power
(commonly 80 % or higher) reduces the risk of Type II error (false negative). In designing research, therapists
must calculate appropriate sample sizes to ensure sufficient power, especially when studying
heterogeneous neurological populations.

Bias refers to systematic errors that can distort study findings. Common types of bias include selection bias,
performance bias, detection bias, and reporting bias. Recognizing bias is essential for critical appraisal; for
example, lack of blinding in an RCT of a new OT intervention may inflate perceived effectiveness.
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Confounding Variable is an extraneous factor that influences both the independent and dependent
variables, potentially misleading the interpretation of results. In a study comparing two rehabilitation
approaches, patient age could act as a confounder if not properly controlled, because older adults may
recover differently than younger ones.

Randomization is the process of allocating participants to study groups by chance, which helps to equalize
known and unknown confounders across groups. Proper randomization enhances internal validity and
strengthens causal inferences.

Blinding (or masking) prevents participants, therapists, or outcome assessors from knowing group
assignments, thereby reducing expectancy effects. Double‑blinded designs, where both participants and
assessors are unaware of allocation, are considered the gold standard for minimizing bias.

Intention‑to‑Treat (ITT) Analysis includes all participants as originally allocated, regardless of adherence or
protocol deviations. ITT preserves the benefits of randomization and provides a conservative estimate of
intervention effectiveness. In OT research, ITT analysis is important when dropout rates are high due to
health complications.

Per‑Protocol Analysis examines only those participants who completed the intervention as prescribed. While
this analysis may show larger effect sizes, it can introduce bias because the sample may no longer be
comparable to the original randomized groups.

Qualitative Research explores experiences, perceptions, and meanings through methods such as interviews,
focus groups, and observation. Qualitative studies in neurological OT may investigate client narratives about
the impact of therapy on identity, or therapist perspectives on implementing new evidence‑based
protocols. Qualitative findings complement quantitative data by providing depth and context.

Mixed‑Methods Research combines quantitative and qualitative approaches to provide a richer
understanding of complex phenomena. A mixed‑methods study might assess the efficacy of a motor
relearning program (quantitative) while also exploring client satisfaction and perceived barriers (qualitative).
This integration supports comprehensive evidence generation.

Data‑Driven Practice emphasizes the use of objective data, such as outcome scores and performance
metrics, to guide clinical decisions. Data‑driven practice aligns with EBP by ensuring that therapy choices are
grounded in measurable results rather than solely on anecdote.

Clinical Audit is a systematic review of practice against established standards or guidelines. Audits help
identify gaps between current practice and evidence‑based recommendations, prompting quality
improvement initiatives. For example, a clinical audit might reveal that only 40 % of stroke patients receive
CIMT, despite guideline endorsement, leading to targeted training for therapists.
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Quality Improvement (QI) involves continuous, systematic efforts to enhance service delivery, patient
outcomes, and process efficiency. QI projects often use the Plan‑Do‑Study‑Act (PDSA) cycle to test changes
on a small scale before broader implementation. In neurological OT, a QI project could aim to increase the
proportion of clients receiving early occupational therapy within 48 hours of admission.

Plan‑Do‑Study‑Act (PDSA) Cycle is a four‑step iterative method for testing and refining changes. “Plan”
involves identifying an aim and designing an intervention; “Do” implements the change; “Study” analyzes
data; and “Act” determines whether to adopt, adapt, or abandon the change. Repeating the cycle promotes
incremental improvements and fosters a culture of evidence‑based practice.

Clinical Decision‑Support Tools are electronic or paper‑based resources that provide clinicians with
evidence‑based recommendations at the point of care. Examples include algorithms for selecting
appropriate outcome measures, dosage calculators for task‑specific training, and alerts about
contraindications for certain interventions. Decision‑support tools can streamline the integration of research
into everyday practice.

Electronic Health Record (EHR) systems can be configured to capture standardized outcome data,
facilitating data collection for practice‑based evidence and audit. When integrated with decision‑support
modules, EHRs can prompt therapists to document relevant assessments, track progress, and compare
results against benchmark data.

Professional Standards are documents that define the expected knowledge, skills, and attitudes for
occupational therapists. Standards such as the AOTA Scope of Practice and the World Federation of
Occupational Therapists (WFOT) guidelines emphasize the importance of evidence‑based practice as a core
competency.

Regulatory Requirements may mandate that therapists demonstrate competency in evidence‑based practice
as part of licensure renewal or accreditation. Compliance with these requirements ensures that practitioners
remain accountable to the public and to the profession.

Interprofessional Collaboration involves working with other health‑care professionals—physiotherapists,
speech‑language pathologists, physicians, nurses, and social workers—to deliver coordinated,
evidence‑based care. Collaborative teams can share research findings, develop joint protocols, and
collectively address complex client needs. For instance, a multidisciplinary stroke unit may create a unified
rehabilitation pathway that incorporates OT, PT, and SLT evidence‑based interventions.

Continuum of Care describes the seamless progression of services from acute hospitalization through
sub‑acute rehabilitation, community reintegration, and long‑term support. Evidence‑based practice should
be maintained throughout this continuum, ensuring that each phase builds upon prior gains and adheres to
the best available evidence.
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Transition Planning is the process of preparing clients for discharge from one care setting to another (e.G.,
Hospital to home). Transition planning involves assessing home accessibility, caregiver capacity, and
community resources, and then applying evidence‑based strategies to facilitate successful reintegration. For
example, home‑modification recommendations based on research about fall risk can reduce post‑discharge
injuries.

Disability‑Adjusted Life Years (DALYs) are a metric that quantifies the burden of disease by combining years
of life lost due to premature mortality with years lived with disability. Understanding DALYs helps
policymakers prioritize interventions that have the greatest impact on population health, such as
evidence‑based OT services for stroke survivors.

Health‑Related Quality of Life (HRQoL) captures the impact of health status on an individual’s physical,
mental, and social well‑being. HRQoL instruments, such as the Stroke Impact Scale or the Multiple Sclerosis
Quality of Life‑54, provide client‑centered outcomes that complement functional measures. Incorporating
HRQoL data aligns therapy goals with broader life satisfaction.

Client‑Centred Outcome Measures prioritize the client’s own perception of change. Tools like the Canadian
Occupational Performance Measure (COPM) ask clients to rate the importance and performance of
self‑identified activities, yielding individualized goal attainment scores. Evidence supporting client‑centred
measures underscores their relevance in evaluating the real‑world impact of OT interventions.

Standard Operating Procedure (SOP) is a documented set of instructions that outlines how a particular task
should be performed. SOPs ensure consistency, safety, and compliance with evidence‑based protocols. In a
neurological OT unit, an SOP might detail the steps for conducting a CIMT session, including safety checks,
shaping techniques, and documentation requirements.

Risk Management involves identifying, assessing, and mitigating potential hazards associated with
therapeutic activities. Evidence‑based risk management strategies may include using validated assessment
tools to screen for fall risk before gait training, or applying evidence‑based protocols for safe handling of
clients with limited trunk control.

Ethical Research Conduct requires adherence to principles such as respect for persons, beneficence, and
justice. In neurological OT research, ethical considerations include obtaining informed consent from clients
with cognitive impairment, ensuring that interventions do not cause undue harm, and providing equitable
access to study participation.

Informed Consent is the process by which a client voluntarily agrees to participate in an intervention or
research study after receiving clear information about its purpose, procedures, risks, benefits, and
alternatives. In the context of evidence‑based practice, therapists must explain the evidence supporting a
proposed intervention and obtain the client’s agreement.
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Professional Boundaries define the appropriate limits of therapist‑client relationships. Maintaining
boundaries ensures that therapeutic decisions are based on evidence and client needs rather than personal
preferences or external pressures. Boundaries also protect against conflicts of interest that could
compromise evidence‑based practice.

Conflict of Interest (COI) occurs when personal or financial interests may influence professional judgment.
Therapists must disclose any COI when recommending products, technologies, or services, and must ensure
that their recommendations are guided by the best available evidence.

Research Ethics Committee (REC) reviews study protocols to protect participant welfare and ensure ethical
conduct. Approval from an REC is required before initiating research that involves human participants,
including clinical trials of new OT interventions.

Data Privacy regulations, such as the General Data Protection Regulation (GDPR) or local privacy laws,
govern the handling of personal health information. When collecting outcome data for practice‑based
evidence, therapists must safeguard client confidentiality and secure data storage.

Evidence Synthesis Tools include software platforms like RevMan for systematic review management, and
statistical packages such as Comprehensive Meta‑Analysis for meta‑analytic calculations. Familiarity with
these tools can streamline the process of summarizing research for clinical guidelines.

Clinical Reasoning Models provide structured frameworks for decision‑making. Models such as the
Occupational Performance Process Model, the Gibb’s Reflective Cycle, and the Evidence‑Based Practice
Process Model help therapists integrate assessment findings, evidence, and client goals into coherent
intervention plans.

Evidence‑Based Process Model typically includes the steps: (1) Ask a clinical question, (2) acquire the best
evidence, (3) appraise the evidence, (4) apply the evidence to practice, and (5) evaluate outcomes. This
cyclical model reinforces continuous learning and adaptation.

Knowledge Gap refers to areas where current evidence is insufficient or inconclusive. Identifying knowledge
gaps directs future research priorities. For example, limited evidence on the long‑term effects of VR training
for gait rehabilitation in Parkinson’s disease highlights a knowledge gap that researchers may aim to fill.

Research Agenda is a strategic plan outlining priority topics for investigation. In neurological OT, a research
agenda might prioritize studies on the effectiveness of home‑based telerehabilitation, the impact of
culturally adapted interventions, and the cost‑utility of assistive technology.

Funding Sources include government agencies, foundations, and industry partners that support research
endeavors. Securing funding often requires demonstrating the relevance, feasibility, and potential impact of
proposed studies. Evidence‑based practice can be strengthened when research is adequately resourced.
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Dissemination is the process of sharing research findings with stakeholders, including clinicians,
policymakers, and the public. Effective dissemination strategies may involve publishing in peer‑reviewed
journals, presenting at conferences, creating practice briefs, and using social media platforms.
Dissemination ensures that evidence reaches the people who can apply it.

Implementation Frameworks such as the Consolidated Framework for Implementation Research (CFIR)
provide structured approaches for assessing factors that influence uptake of evidence‑based interventions.
Using an implementation framework helps planners anticipate challenges, tailor strategies, and monitor
progress.

Change Management encompasses the methods used to guide individuals and organizations through
transitions to new practices. Change management techniques—such as stakeholder engagement,
communication plans, and training workshops—are vital when introducing evidence‑based protocols into a
neurological OT service.

Stakeholder Engagement involves involving all parties affected by a change, including therapists, clients,
families, administrators, and community partners. Engaging stakeholders early fosters ownership, addresses
concerns, and enhances the likelihood of successful implementation.

Pilot Testing is a small‑scale trial of an intervention or protocol before full implementation. Pilot testing
allows for refinement based on real‑world feedback, identification of unforeseen barriers, and collection of
preliminary outcome data. For instance, a pilot study of a new home‑exercise app for stroke survivors can
reveal usability issues before broader rollout.
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