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Purpose: This study attempted to capture the evidence-based 
practice (EBP) behaviours of expert occupational therapy (OT) 
clinicians in order to develop a reference model of EBP in falls 
prevention. Methods: Expert clinicians participated in the 
creation of a clinical vignette through focus group discussions. 
Using the vignette as the stimulus case, the same clinicians 
answered questions that reflected the EBP process. Validation 
of original responses and data synthesis occurred through a 
second focus group. This validation process resulted in the 
elaboration of a tree structure EBP decision model. Results: 
Findings show that clinicians are not expert evidence-based 
practitioners. Although some of the experts’ clinical decisions 
were based on a combination of professional experience 
and research evidence, clinicians relied primarily on clinical 
experience for more complex aspects of decision-making. When 
explicitly instructed to answer questions corresponding to 
the five EBP steps, experts were compelled to think about the 
use of evidence and could proceed through the EBP process. 
Conclusions: The model represents the expert clinical decisions 
in each of the EBP steps and illustrates what aspects of the 
decision-making process are in line with EBP versus aspects 
that are driven primarily by experience. This research has the 
potential to assist clinicians working in prevention of falls in 
geriatric rehabilitation who can use the model as a practice 
framework to guide them through the EBP process.

Keywords:  Occupational therapy, evidence-based practice, 
falls, professional practice

Introduction

With advances in rehabilitation interventions and rising 
expectations from consumers to receive best possible care, 
occupational therapists (OTs) are expected to work within 
an evidence-based practice (EBP) context [1–3]. There is 
good evidence that findings from scientific research are not 
routinely used to inform decisions about patient care [4–7]. 

In fact, although there has been a rise in available scien-
tific evidence in areas of occupational therapy (OT) such as 
stroke and cerebral palsy, many clinicians continue to use 
practices that are not supported by this research. As a result, 
researchers are now shifting their focus towards identifying 
and applying effective strategies to help clinicians embrace 
and adopt EBP. To support clinicians in this endeavour, a 
clearer understanding of what characterizes optimal per-
formance in an evidence-based decision-making approach 
is needed. Attributes of expert performance gleaned from 
observations of clinicians who apply EBP in their daily 
practice can provide useful insights into what expert EBP 
looks like in a particular clinical area. These attributes can 
then be used to design models of EBP that present clinicians 
with a framework for best practice. Expert models can also 
be useful for educators in the design of curricula that help 
students acquire EBP competencies [8,9]. Although falls in 
the elderly is a growing problem with substantial resources 
being allocated for prevention and management of patients 
with falls and that there is a large body of scientific evidence 
on fall prevention strategies, there is no empirical evidence 
on the behaviours and decisions of expert OT clinicians who 
apply the EBP process in this area of practice. This paper 
describes the process of generating an OT reference model 
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of EBP behaviours in the area of prevention of falls in the 
elderly population and the resulting tree structured decision 
model.

Background

Evidence-based practice (EBP) has been defined as the inte-
gration of current best evidence with clinical expertise and 
patient choice [10]. EBP involves a five-step process [11–13]: 
1) formulating a clear and answerable question derived from 
the patient’s problem or need, that captures four components: 
(P) the target population, (I) the intervention, (C) the com-
parison to another group or another intervention and (O) 
the desired outcome of the intervention; 2) searching the 
literature for the best available research to help answer the 
clinical (PICO) question; 3) conducting a critical appraisal of 
the literature to assess its trustworthiness and its value and 
relevance for a particular patient and context; 4) combining 
clinical expertise, the patient’s perspective and the available 
scientific evidence in making a clinical decision for and 5) 
assessing the effectiveness of the intervention and one’s pro-
ficiency with the EBP process.

Mounting interest in EBP for its potential to improve pa-
tient outcomes and efforts to help clinicians adopt EBP have 
led to a burgeoning of research on various aspects of this 
process. These include monitoring of gaps between actual 
practice and EBP, identification of EBP barriers and the role 
of experience and expertise in the application of research evi-
dence in clinical practice.

Gaps between actual practice and EBP
While the EBP process has been clearly delineated and OT 
clinicians are frequently reminded of the importance of bas-
ing their clinical decisions on scientific evidence, several 
studies have found that OTs are not incorporating research 
findings in their practice [4–7]. Researchers in the USA [4,7] 
surveyed OTs to examine the use of evidence in practice and 
found that although the majority of therapists had favour-
able attitudes towards EBP and felt that EBP should be an 
essential part of clinical practice, only 38% of surveyed clini-
cians reported using research findings in their practice [7]. 
Likewise, a survey of 930 US therapists showed that while 
most (97%) had positive attitudes about EBP and close to 
80% were confident in their ability to find and critically re-
view the literature, only one in four therapists actually used 
the literature to inform their clinical decision-making [5]. A 
cross Canada study on stroke rehabilitation [6] found that 
clinicians were not routinely using best practices even though 
there are over 900 randomized controlled trials on assess-
ment and treatment interventions in stroke management and 
many readily available and highly recognized best practice 
guidelines [14,15]. Also in the area of stroke, a multi-center 
study of rehabilitation specialists [16] found that only 13% of 
patients with unilateral spatial neglect were actually assessed 
with a standardized assessment; an intervention that is con-
sistent with EBP. Results from these studies clearly highlight 
the substantial gap that exists between the norms of EBP and 
current OT practice.

Barriers to EBP
Poor uptake of research findings in OT practice has been found 
to be in large part due to a number of barriers including a lack 
of administrative support (limited access to research materi-
als, computers and library resources) [17], a lack of dedicated 
time to search for and incorporate research results in practice 
[4,6,18,19], negative attitudes towards research [20] and a 
lack of confidence and skill in interpreting, synthesizing and 
applying research findings [18,21–25]. A more recent study 
on factors that influence clinicians in adopting best practice 
suggests that personal habits may also block clinicians from 
adopting sound practices [26].

For EBP to be successfully employed and to improve patient 
outcomes, practitioners must be able to combine their clini-
cal expertise with the best available evidence from research as 
well as with the values and preferences of the patient they are 
interacting with. It appears that the extent to which research 
findings can actually inform clinical practice is related to not 
only the factors listed above but to both clinical expertise and 
experience [27–31]. Research evidence is only one element 
of EBP. It is not a substitute for clinical judgment nor does it 
contribute to EBP in isolation [1,29,32].

The role of experience and expertise in EBP
Although the literature on EBP expertise is primarily anec-
dotal, there is extensive research on expertise in general and 
expertise in the professions in particular, that offers a solid 
foundation for identifying and understanding expertise in EBP. 
This literature can be useful in informing the development of 
OT expert models and outlining what individual OTs need to 
know along a trajectory of development, to demonstrate com-
plex performance in a given domain such as EBP [8,9,34,35].

Traditional expertise research has shown that experts reach 
superior performance levels in their domain not only because 
of years of experience but because of deliberate practice. This 
form of practice involves self-monitoring as well as feedback 
on well-defined tasks that help the individuals improve cer-
tain aspects of their performance [36–39]. In the context of 
solving problems, experts are better than novices at retrieving 
and using large amounts of well-organized and structured 
domain-specific knowledge [40–42] and they do so with 
minimal cognitive effort [8]. They execute skills with greater 
automaticity, exert greater cognitive control of their perfor-
mance [43] and readily use all sources of information and 
available resources in order to solve a problem [44]. Experts 
are attuned to a problem’s affordances, utilizing these to solve 
problems more effectively [45]. They focus on conceptual fea-
tures of a problem and see patterns, cues and underlying prin-
ciples [42,46], they can select better problem solving strategies 
and they deal with both well and ill-defined problems more 
successfully than novices [40,42,43,46,47]. Although initially 
experts spend more time analyzing an unfamiliar problem 
qualitatively, they are faster at solving the problem because 
of extended practice in the domain, highly developed pattern 
recognition and more efficient problem solving skills [48,49]. 
Moreover, experts have better self-monitoring abilities which 
help them detect errors and remain informed about the status 
of their comprehension as they solve a problem [50,51].
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Expertise in the health professions
Findings from expertise studies in medicine [52–58], nursing 
[59–64] and psychology [65] have formed the foundation for 
our current understanding of expertise in the health profes-
sions and its distinguishing attributes from expertise in other 
domains such as music, chess and sports. Expertise in medi-
cine and OT is unlike expertise in many other domains [66] 
in that these experts demonstrate mastery of a diverse body of 
knowledge (biomedical, clinical) and a range of motor (surgical 
skills, manual muscle testing skills), cognitive (problem solving, 
clinical reasoning) and interpersonal skills. Also unlike other 
domains, expertise in the health professions involves coordi-
nation of formal versus experiential knowledge. For instance, 
physicians must keep up with the volume of new knowledge 
on diagnostic tools and medical treatments [67] in addition to 
engaging in extensive periods of professional development and 
deliberate practice in order to attain success in their domain.

The major common features of expertise that cut across 
different domains and makes it different from more generic 
skills or talents, be it in medicine, sport or chess, is the breadth 
and depth of individuals’ knowledge, their highly developed 
cognitive processes and their engagement in extensive and 
deliberate practice with feedback [66].

Who qualifies as an expert?
Identifying someone as an expert in their domain has always 
been a contentious issue in studies of expertise [36,41,68–70]. 
Criteria used to identify someone as an expert in a domain in-
clude social reputation (peer nomination), formal education, 
accumulated accessible knowledge and length of experience 
in a domain, which is typically over 10 years [34,71]. Crit-
ics have been particularly vocal about using social reputa-
tion and length of experience as criteria. In fact, in the case 
of peer nomination of experts in computer programming 
[72] and physics [73], actual performance of the nominated 
experts using this criterion was found to be not exceptional 
at all. The performance of both computer programmers and 
physics professors were not consistently superior to that of 
computer science students or physics students’ performance 
on introductory physics problems. With regards to using the 
level of training and experience as a criterion for identifying 
experts, it has been suggested that often, this attribute has 
only a “weak link to objective measures of performance” [43]. 
Studies in psychology [74], software design [75], finance [76] 
and medicine [39] have shown that length of experience and 
training are not consistently associated with success in patient 
care, superior financial advice on investments and more accu-
rate diagnoses of heart sounds. As a result, rather than use the 
above-mentioned criteria, researchers have proposed that the 
focus be shifted to identifying individuals who consistently 
perform in a superior manner in a specific area, whether they 
are socially recognized as experts or not [39]. To establish 
the quality of performance, typically laboratory tasks (think 
aloud, recall and summarization, explanation and knowledge 
elicitation) have been used both in general studies of expertise 
and expertise in biomedical domains [77,78].

While there is a need for OTs to offer evidence-based  
services, research findings suggest that available scientific  

evidence is not routinely used to inform clinical decisions. Fea-
tures of expertise in OT have yet to be studied in relation to the 
behaviours and skills reflected in EBP. In other words, it is not 
clear if and how expert OT clinicians manifest EBP. Support-
ing clinicians in successfully integrating evidence in practice 
requires a thorough understanding of how attributes and be-
haviours of expert OT clinicians in a given context correspond 
with the EBP process. This study aimed to identify the practice 
behaviours of expert OT clinicians in prevention of falls in the 
geriatric population, determine the extent to which these are 
congruent with EBP and use the identified behaviours to cre-
ate an EBP reference model for OT practitioners.

Methods

Ethics approval was obtained from the Institutional Review 
Board of the Faculty of Medicine of a research intensive Uni-
versity, in Montreal, Quebec, Canada.

Study participants
Recruitment
Study participants were expert OTs from five University af-
filiated clinical sites in a large metropolitan area in Quebec, 
Canada. Taking into account common practice and the cor-
responding criticisms regarding the criteria for identifying 
experts, for the purposes of this study, for participants to be 
considered expert, they had to meet the following criteria: 1) 
be nominated by the OT department manager who had to 
consider the person an expert in geriatrics and vouch for their 
ongoing participation in falls prevention programs; 2) have 10 
or more years of OT clinical experience in geriatrics; 3) have 
participated in a minimum of one falls prevention activity per 
year and 4) be willing to provide informed consent. To re-
cruit participants, the principal investigator contacted the OT 
manager at five clinical sites in the metropolitan area of the 
study, described the study and asked for names of clinicians 
who met the inclusion criteria. Ten clinicians met the study 
criteria. Subsequently, a letter including the description of the 
study and the invitation to participate along with a consent 
form were sent to these individuals. The invitation resulted in 
nine respondents who comprised the expert OT sample and 
agreed to take part in study.

Participant characteristics
Table I shows participants’ professional employment and 
clinical experience profile. One participant worked in a long 
term care facility, four were employed in geriatric rehabilita-
tion centers, three worked in an adult rehabilitation center 
where the majority of patients are over the age of 65 and one 
clinician worked in the community where the majority of her 
interventions took place in patients’ homes.

Study procedure
There were three phases in the creation of the OT EBP refer-
ence model. Phase 1 involved designing a clinical vignette to 
be used as the stimulus case for capturing the EBP process 
of study participants. Vignettes have been used for eliciting 
clinicians’ attitudes and beliefs, evaluating recall, applying 
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clinical knowledge to solving clinical problems [79–81] and 
elucidating the OT decision-making process [82]. Clinical 
vignettes, contrary to actual clinical case data, afford the pos-
sibility of including as much detail as necessary depending 
on the nature of the information being elicited, the learning 
task and the level of the learner. Clinical vignettes can also 
be used in educational contexts as learning tools to help stu-
dents identify core clinical features and begin to work through 
the EBP process. The practice area, ‘prevention of falls in the 
geriatric population’, was selected for three reasons: 1) Falls 
are a serious and prevalent problem in the elderly. Substantial 
human and financial resources are often allocated to deal with 
this serious problem; 2) OTs have a key role in falls preven-
tion programs as well as in the follow-up of patients with re-
peated falls; 3) Unlike many other areas of OT practice there 
is considerable scientific research available that can be used to 
inform clinical practice and facilitate EBP.

Study participants attended a two-hour focus group to 
discuss the content of a vignette depicting an elderly patient 
with a history of falls who is admitted to a hospital that is 
specializing in geriatric rehabilitation for OT assessment and 
treatment. The focus group used a dual moderator format 
[83]. The moderator (AT) asked open-ended questions and 
used probes to guide participants through the discussion. The 
experienced co-moderator, who was familiar with the area of 

study but was not part of the research team, ensured that the 
session progressed smoothly. The discussion was framed with 
12 questions (Table II). Two research assistants took detailed 
notes during the focus group. The moderator transcribed the 
notes into a coherent clinical vignette which was then sent to 
the nine clinicians for member checking [84]. No revisions 
or additions were proposed. The outcome of this phase was a 
clinical vignette depicting an elderly woman with a history of 
falls (Appendix A).

Phase 2 involved applying the EBP process as the expert 
clinicians dealt with the patient presented in the vignette. 
Table III shows the five questions corresponding to the EBP 
steps that participants were asked to answer. The final vignette 
and the five EBP questions were mailed to the participants. To 
ensure that participants had sufficient time to complete the 
questions given their busy schedules, they were given eight 
weeks to respond individually. They were instructed to use 
any information or resources at their disposal, other than 
peers or superiors. No specific instructions were provided 
on the nature of the information to be included. There was 
no reference to the EBP process and neither was there a glos-
sary to provide definitions for various terms. Participants 
requested an extension to complete the task and were granted 
four additional weeks. At the end of the 12 week-period, one 
participant did not complete the task and another withdrew 
from the study. This resulted in a sample of seven experts 
completing the study.

In Phase 3, following a preliminary analysis (described in 
detailed in the next section) of the data generated by clinicians’ 
original responses to the questions listed in Table III, the seven 
participating clinicians were invited to a second focus group. 
This consensus building exercise allowed for the verification of 
data, analytic categories and interpretations with participants 
from whom the data were originally obtained [85,86] and  
allowed for greater synthesis of the responses generated in 
phase 2. This member checking focus group also enhanced 
the validity of interpretations made during all phases of the 
analysis. Five of the seven original clinicians participated in 
this focus group, and as a group, they added, deleted or modi-
fied responses and selected the ideal answer for each question.  

Table I.  Characteristics of the nine (9) participating expert occupational 
therapists.
Practice area Long term care: (n = 1)

Geriatric rehabilitation: (n = 4)
Adult rehabilitation: (n = 3)
Community: (n = 1)

Experience in OT 18 (range: 10–30)
Experience in geriatrics 16 (range: 9–20)
Experience in falls prevention 16 (range: 9–20)
Previous degrees Yes = 2

Diploma in organizational 
micromanagement
Diploma in management (in progress)

Participation in the 
development of fall  
prevention initiatives

Yes n = 6
Nature of fall prevention initiatives
1) �Development of policies and procedures 

regarding falls prevention in OT and PT 
and alternatives to restrains

2) �Development measures for preventing 
falls including risk for falls scale

3) �Group education sessions for clients and 
families

4) �Education in the community about falls 
and falls prevention

5) �Development of an education module 
for clients in hospital

6) �Development of a one hour fall 
prevention session for clients in hospital

Frequency of participation in 
falls prevention programs

Minimally at present time (n = 2)
Daily (n = 1)
Weekly (n = 1)
Monthly (n = 1)
Bi-monthly (n = 2)

As needed (n = 2)

Table II.  First focus group questions.
  1. What kind of client would you commonly see in a clinical setting 

who has been admitted due to a fall (age, gender, reason for 
admission)?

  2. What would be a realistic past medical history?
  3. What kind of social history would you expect this client to have?
  4. What would be the circumstances surrounding the fall?
  5. What would be the clinical profile upon admission?
  6. What medical treatment/ interventions would be done in acute care 

immediately following the fall?
  7. What would be the documented reason for referral to OT?
  8. What would be the assessment process in OT?
  9. What results would you anticipate from the OT assessment?
10. What would the OT treatment plan be?
11. What recommendations would be made regarding and prior to 

discharge?
12. What would you anticipate the client’s overall status to be at 

discharge?
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Mediated group discussions led to synthetic categories of 
concepts and sequence of actions for each EBP step. The final 
categories and concepts were used to create a tree structure refer-
ence model that highlights the expert group’s decisions and the 
sequence in which these would be made for the elderly patient 
with a history of falls depicted in the simulated scenario.

Data sources, analysis and synthesis
Participants’ written responses to the five EBP questions 
comprised the data source for this study. Analysis occurred 
in three levels. First, individual responses were recorded and 
compiled. Second, the principal investigator (PI) used open 
and axial coding to generate low inference categories from the 
original responses [85]. This facilitated the identification of 
similarities in participant responses when they were describ-
ing the same concept or making reference to a similar concept. 
Third, the categories were further synthesized into categories 
of what appeared to be similar actions, behaviours or deci-
sions. These analyses accommodated for taking into account 
both individual and group responses.

Participants were shown the three levels of analysis during 
the member checking activity. Specifically, the PI showed the 
original responses, along with levels 2 and 3 of the analysis. 
The PI explained how the analysis took place and asked par-
ticipants: 1) whether their responses were included in level 1, 

2) whether their original responses were reflected in levels 2, 
3) whether they agreed with the categories and concepts gen-
erated from the coding process and 4) whether they wished 
to add or remove any of the categories and concepts. Group 
discussions ensued for each EBP question. Consensus was 
achieved on the three levels of analysis for each EBP step. This 
three-step process of analysis is elaborated below using the 
first question as an example.

EBP Step 1: PICO question (Tables IV–VII)
For the first question (EBP Step 1), participants presented 
their PICO questions. The PI identified the four PICO com-
ponents for each participant.

Analysis level 1: Table IV illustrates the analysis of the 
population (P) component of the PICO which involved a list 
and frequency of responses. Responses included: “community 
older person”, “community dwelling senior”, “patient with a his-
tory of falls”, “senior over 65” and “78 year old female with a 
history of fall”.

Analysis level 2: Open and axial coding was used to 
identify categories and their associated concepts. The cod-
ing resulted in three categories for the “P”: a) person/age/
gender, b) location of residence and c) condition/patient 
characteristic. Nested within each category were a number 
of concepts. “Older person”, “senior”, “patient”, “senior over 
65” and “78 year old female” were concepts nested within the 
first category person/age/gender. The concepts “community” 
and “community dwelling” were nested within the second cat-
egory and the concept “history of falls” was nested within the 
category condition/patient characteristic.

Table III.  Questions regarding EBP process.
EBP step Question
Step 1: Clinical 
Question

Given the scenario in the vignette and the family’s 
question regarding the fall prevention program, 
what is your PICO question for this client?

Step 2: Searching  
the Literature

Conduct a search to find literature that could help 
you answer your PICO question.As part of your 
search strategy list which databases, search engines 
and key words you would use?Once you identify the 
sources, which of the following factors do you use 
to determine the value of the source: peer-reviewed 
sources, type of publication and research design, 
type of scholarly databases, disciplinary source and 
impact factor. Rate each factor as ‘must drive my 
search’, ‘can drive my search’, ‘does not drive my 
search’ or ‘do not know’.

Step 3: Appraising  
the Literature

Appraise the literature you found in relation to the 
client in the vignette.In critically appraising the 
literature, list and rank, in order of importance, 
the sections of an article you consider most useful? 
(Example: abstract, methods, discussion, results, etc.)

Step 4: Decision-
making

What will you recommend for this client?Describe 
your plan/ recommendations and state which 
of the EBP components (research evidence, 
clinical experience, client wishes) informed your 
recommendations.

Step 5: Re-evaluation The client has been home three months after having 
completed your recommended fall prevention 
program and has fallen twice since the treatment 
ended. The client’s daughter has contacted you to 
let you know about the recent falls. Answer the 
following 3 questions:·List the possible reasons 
why the client (Mrs. P.) fell again?·What will you 
recommend in this situation?·Which of the EBP 
components (research evidence, clinical experience, 
client wishes) informed your recommendations.a

aThis hypothetical scenario was provided because participants could not observe 
the actual outcome of the intervention or objectively evaluate the reasons for the 
recurrence of falls.

Table IV.  Analysis of ‘P’ component of PICO.
Level 1: responses of individual experts

•  community older person (n = 1)
•  community dwelling seniors (n = 1)
•  client with a history of falls (n = 3)
•  seniors (65 plus) (n = 1)
•  78 year old female with history of fall (n = 1)

Level 2: response of experts, combined and grounded Expert responses 
regarding population make reference to:

•  �person/age/gender: older person, senior, client, senior over 65, 78 
year old female

•  �reference to location of residence: community, community 
dwelling

•  condition or client characteristic/history: history of falls
Level 3: synthesis: possible combinations of concepts and words to be used 
in the “P” of the PICO

•  �for an older client/ for a senior/ for a client/for a senior over 65/for 
older women

•  �for an older person living in the community/ for a senior living in 
the community/ for a client living in the community/ for a senior 
over 65 living in the community/ for older women living in the 
community

•  �for a community dwelling older person/ for a community dwelling 
senior/ for a community dwelling client/ for a community dwelling 
senior over 65/ for community dwelling older women

•  �for an older person living in the community with a history of falls/ 
for a senior living in the community with a history of falls/ for a 
client living in the community with a history of falls/ for a senior 
over 65 with a history of falls living in the community/ for elderly 
women with a history of falls living in the community
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Analysis level 3: The final step in data reduction involved 
combining the low inference categories into themes repre-
senting all the possible variations of actions, behaviours or 
decisions. Table IV illustrates the 20 possible variations for 
the ‘P’. These were increasingly detailed ranging from a simple 
“For an older patient” to a more detailed description such as 
“for a senior over 65 with a history of falls living in the com-
munity”. During the member checking activity, participants 
were presented with the three levels of analysis and asked to 
agree upon which categories and specific words described 
each PICO component. Tables V–VII show the analysis for 

the remaining three components of the PICO question. The 
same analysis was carried out for steps 2, 3, 4 and 5 of the EBP 
process.

Results

EBP model step 1: PICO question
Figure 1 illustrates the results generated from Step 1 in a sche-
matic format. Fourteen categories representing the four PICO 
components were identified. For example the ‘population’ 
component includes three categories (person, location, condi-
tion/patient characteristic). Nested within each category are a 
number of concepts. Concepts represent either a synonym or 
an alternative for a PICO concept. For example in the category 
‘person’ the concepts “older person”, “senior”, “patient”, “senior 
over 65” are synonyms used to describe the individual in the 
vignette. In the category ‘another intervention’ the concepts 
“traditional rehabilitation” and “PT and OT only” represent 
two different intervention alternatives.

The highlighted terms in Figure 1 represent the final con-
cepts that make up the PICO question for the patient in the 
vignette as per participant consensus: (P) For a senior over the 
age of 65 with a history of falls and living in the community, (I) 
does participation in a multifactorial fall prevention program 
in addition to traditional rehabilitation, (O) reduce the number 
of future falls and the need for hospitalization, (C) compared to 
traditional in patient rehabilitation only?

EBP model step 2: searching the literature
Results of literature search
Participants identified 33 articles from 20 different sources 
(Table VIII). Eighty percent (n = 16) of the sources were peer 
reviewed journals, 60% (n = 12) of which had an impact factor. 
Eighty percent (n = 16) were from health care disciplines other 
than occupational therapy or physical therapy and two of these 
(10%) were from peer reviewed rehabilitation journals. Thirty 

Table VII.  Analysis of ‘O’ component of PICO.
Level 1: response of individual expert

•  reduce the incidence of fall (n = 1)
•  in minimizing falls and their effects (n = 1)
•  decrease the number of future falls (n = 3)
•  decrease the number of falls or the severity of injury (n = 1)
•  no outcome (n = 1)

Level 2: response of experts, combined responses grounded (with range of 
responses) Responses regarding outcome make reference to:

•  reduction in incidence/ number of falls (# of falls)
•  �reduction in incidence/ number and effects of falls (# of falls + 
effects)

•  �reduction in incidence/ number or severity of injury (# of falls +/
or effects)

•  subsequent falls (falls in the future) (timing of falls)
Level 3 synthesis: possible permutations

•  reduce the number of falls
•  reduce the number of falls and their effects
•  reduce the number of falls or the severity of falls
•  reduce the number of falls in the future
•  reduce the number of future falls and their effects
•  reduce the number of future falls or the severity of their effects

Table V.  Analysis of ‘I’ component of PICO.
Level 1: responses of individual experts

•  �participation in a rehabilitation usual rehabilitation care and 
multifactor fall prevention program (n = 1)

•  �the evidence for the value of fall prevention programs (n = 1)
•  �participation in a fall prevention program in the community (n = 3)
•  �a fall prevention session (n = 1)
•  �no intervention (n = 1)

Level 2: response of experts, combined responses grounded (with range of 
responses) Responses regarding the intervention make reference to:

•  �program only: fall prevention programs
•  �a session not full program: session
•  �location of the program (where the program would take place): fall 

prevention program in the community
•  �program type in combination with rehabilitation (traditional 

rehabilitation): a rehabilitation usual rehabilitation care and 
multifactor fall prevention program

Level 3: synthesis: possible permutations
•  �fall prevention session
•  �fall prevention program
•  �fall prevention program in the community
•  �multifactorial fall prevention session
•  �multifactorial fall prevention session in the community
•  �multifactorial fall prevention in the community
•  �multifactorial fall prevention program and usual rehabilitation

Table VI.  Analysis of ‘C’ component of PICO.
Level 1: response of individual expert

•  �usual rehabilitation care with no participation to fall prevention 
program (n = 1)

•  �compared to only having exposure to OT and PT on the ward 
during hospitalization (n = 3)

•  �in comparison to seniors who do not have access to this kind of 
session (n = 1)

•  �no comparison (n = 1)
Level 2: response of experts, combined responses grounded (with range of 
responses) Responses regarding comparison make reference to:

•  �comparing the intervention with traditional rehabilitation only 
(usual rehabilitation, exposure to PT and OT only)

•  �comparing the intervention with no intervention (do not have 
access to this kind of session)

•  �location of the program/where the program would take place: 
while in hospital, in client)

Level 3 synthesis: possible permutations
•  �compared to traditional PT and OT only
•  �compared to usual rehabilitation only
•  �compared to those who do to have access to this session
•  �compared to usual in client rehabilitation only

D
ow

nl
oa

de
d 

by
 [

M
cG

ill
 U

ni
ve

rs
ity

 L
ib

ra
ry

] 
at

 1
0:

11
 2

1 
N

ov
em

be
r 

20
17

 



Evidence-based practice reference model  317

Copyright © 2012 Informa UK Ltd.

six percent (12/33) of the articles reported results of random-
ized controlled trials, four were systematic reviews (12%) and 
two (6%) were meta-analyses. Since the reference model in this 
study primarily represents processes, these results were not in-
cluded in the representation.

The tree structure for searching the literature is illustrated 
in Figure 2. It includes participants’ ratings of the five ‘driving 
factors’ (peer-review, research design, databases, disciplinary 
sources and journal impact factor) and the five categories of 
key words used in searching the literature. ‘Peer-reviewed 
source’ is the only factor rated as ‘must drive the search’. The 
categories of key words include ‘person’, ‘prevention’, ‘benefits’, 
‘intervention’ and ‘location’. Nested within the categories, are 
the specific keywords used for search. For the category ‘per-
son’, participants identified six keywords (concepts): “elderly”, 
“over 65 years of age with history of falls”, “older”, “senior”, “falls 
in the elderly” and “over 65”. Rankings of the keywords are 
illustrated with the numbers, 1, 2 and 3. No ranking indicates 
that the keywords can be used interchangeably if the original 
search (using the first three keywords) fails to produce rel-
evant literature.

EBP model step 3: critical appraisal
The information gleaned from this step was limited because 
only two of the seven participants answered the question. 
There was no evidence of formal critical appraisal although 

one of the two participants who answered this question used 
recognized critical appraisal criteria such as ‘supportive of 
PICO’, ‘similarity of study populations’, ‘sample size’, ‘quality 
of results regarding the effectiveness of the intervention’ and 
‘the use of randomized controlled trials as a rigorous research 
design’. Figure 3 shows the four main critical appraisal cat-
egories and accompanying concepts that were derived from 
the consensus building focus group: ‘standard of the research’ 
(of high standard, of low standard), ‘relevance of the research’, 
‘usefulness of the research’ and ‘manuscript sections’. For ex-
ample, a study was deemed to be of a “high standard” (cate-
gory) if it was “supportive of the PICO question” (concept) and 
if the study findings showed the intervention to be effective 
(concept). Figure 3 also illustrates which of the manuscript 
sections and subsections were considered to be important 
when reading the literature and the corresponding rating for 
each. In the ‘methods’ category for example, participants re-
ported that they ‘must read’ about “study variables”, “sample 
size”, “description of the intervention”, “outcomes measures”, 
“research instruments” and “research design”. They do not 
read about the “setting” in which the study was conducted. 
Depending on the circumstances, they ‘can read’ about “in-
clusion and exclusion criteria” as well as “statistics” and “data 
analysis”. Participants disregarded this information in clinical 
decision making because of a self-reported lack of knowledge 
in these areas.

Figure 1.  EBP reference model step 1: clinical (PICO) question.
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EBP model step 4: treatment planning and 
recommendations
Figure 4 illustrates the eight categories of treatment recom-
mendations and the rating (must be done, can be done, or 
does not need to be done) reflecting the relative importance of 
each recommendation derived from the consensus building 
focus group. Participants reported that although all the listed 
interventions may be appropriate when deciding on a treat-
ment plan for a patient with a history of falls, seven of the eight 
final categories of interventions targeted the specific needs 
of the patient depicted in the vignette. Overall, when asked 
to list which EBP components (clinical experience, patient 
choice, research evidence) were used to support these deci-
sions, participants agreed that two of the five necessary rec-
ommendations (comprehensive discharge plan and assessment  

of footwear) were based on clinical experience (1/3 EBP com-
ponents) and three (multifactorial fall prevention program, 
CLSC interventions at home and in-patient rehabilitation  
and education) were based on a combination of the evidence 
from the literature participants had read in combination with 
their clinical experience (2/3 EBP components).

EBP model step 5: evaluation of intervention outcomes
Eight categories of possible causes for the recurrence of falls 
emerged from the analysis. There was no mention of compli-
ance with fall prevention recommendations or effectiveness 
of the fall prevention program as potential causes. During 
the second focus group, participants reported that recurrence 
of falls is a complex phenomenon caused by a combination 
of patient and contextual factors. The patient-specific causes 

Table VIII.  Results from searches.

Journal/source Study design (n)
Total n of articles from 
source Peer-reviewed source Impact factor

Disciplinary source: PT/
OT Other health disciplines 
(OHD), Other (O)

Journal of Science and Medicine 
in Sport

review 1 Yes Yes: 1.212 OHD

Age and Ageing letter to the editor 
(1) MA (1)

2 Yes Yes: 1.910 OHD

Gerontology review (1) 1 Yes Yes: 1.358 OHD
Journal of American Geriatrics 
Society

review (1) RCT (6) 7 Yes Yes: 3.539 OHD

Worldviews on Evidence Based 
Nursing

SR (1) 1 Yes Yes: 1.167 OHD

Cochrane Library 2009 SR (1) 1 N/A N/A OHD
British Medical Journal RCT (1) SR (1) 2 Yes Yes: 9.723 OHD
Australian Occupational Therapy 
Journal

SR (1) 1 Yes No PT/OT

Canadian Seating and mobility 
conference Proceedings

conference 
proceedings

1 No N/A O

Journal of Gerontological Nursing pilot study 1 Yes No OHD
Report Public Health agency of 
Canada

technical report 1 No No Other

Nursing and Health Sciences. clinical trail non-
randomized (1)

1 Yes No OHD

Clinical Calcium ? 1 ? No OHD
Physical Therapy. longitudinal cohort 

study (1) Cross 
sectional survey 
(1) RCT (1)

3 Yes No PT/OT

New England Journal of Medicine Review (1) 
Clinical trial (1) 
Prospective study 
(1)

3 Yes Yes: 51 OHD

Journal of Epidemiology and 
community health

RCT (1) 1 Yes Yes: 2.956 OHD

Gerontologist. RCT (1) 1 Yes Yes: 1.820 OHD
Medical Care RCT (1) 1 Yes Yes: 3.534 OHD
Journal of the American Medical 
Association

MA(1) 2 Yes Yes: 23.17 OHD

American Journal of Medicine RCT (1) 1 Yes Yes: 4.907 OHD
Total n of sources: 20 RCT n = 12 n = 33 Yes: n = 16 Yes: n = 12 PT/OT journals: n = 2

SR n = 4  No: n = 2 No: n = 6 OHD: n = 16
MA n = 2  N/A: n = 1 N/A: n = 2 Other: n = 2
Reviews n = 4  TBA: n = 1   

SR, systematic review; RCT, randomized controlled trial; MA, meta-analysis.
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(all expect ‘environmental/extrinsic factor’ in Figure 5) are 
more likely to contribute to the recurrence, than failure of 
one or more components of the multifactorial fall preven-
tion program. Participants unanimously reported that their 
extensive clinical experience facilitated the identification of a 
wide repertoire of causes that are considered relative to each 
patient. Participants reported that neither the literature nor 
the patient’s input guided this process.

Figure 5 shows the eight categories of new actions (follow-
ing the recurrence of falls) and the order in which they would 
be offered. Participants identified one necessary intervention: 
a family meeting to discuss the circumstances of the fall and 
coordinate additional resources as needed. The remaining 
seven categories derived from clinician consensus, represent 
possible actions in the event that the main intervention fails. 
None of the participants mentioned the need for or the im-
portance of re-examining any of the previous EBP steps nor 
was there any mention of reassessing personal proficiency in 
searching, appraising and implementing the research evidence 
which are normally done in the last EBP step. The revised plan 
of action was also exclusively derived from clinical experience 
(one of the three components of EBP).

Reference model representing expert clinicians’  
evidence based practice behaviors
Figures 1–5 represent the EBP reference model created from 
the decisions of experienced clinicians in the area of falls 
prevention in the elderly. Each step in the reference model 
includes the categories and concepts that delineate the actions 
and decisions that are made for a patient with a history of 
falls. The model also includes rankings that illustrate the im-
portance attributed to certain decisions as well as the actions 
that are supported by clinical experience, scientific evidence 
and patient choice.

Discussion

The objective of this study was to develop an OT reference 
model in the area of fall prevention in the elderly and identify 
the extent to which participants adhered to the principles of 
EBP as part of their clinical decision-making for a written sim-
ulated case. There was variability and breadth in participants’ 
responses in steps 2, 4 and 5 of the EBP process. Individual 
searches for literature (Step 2) did not yield any common  
articles. Interestingly, more than half of the articles reported 

Figure 2.  EBP reference model step 2: searching for literature.
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results of randomized controlled trials, systematic reviews and 
meta-analyses. Considering the volume of published research 
on this topic and the position of these research designs on the 
evidence hierarchy [10] this finding is reassuring. Although 
the present study did not examine participants’ knowledge of 
research, their selection of published articles with rigorous 
research methodologies suggests some basic knowledge of 
research methods. The number of categories and key words 
for searching the literature suggests that clinicians rely on a 
broad list of synonyms which they use interchangeably or 
in sequence depending on the success of their search. Thus, 
while overall, they may end up using the same set of key-
words and databases, it may be that because of the sequence 
of the entry in their searches, their yield is not identical. It 
is also possible that when they originally conducted the lit-
erature searches (on their own time and individually) they 
may have used different terms. Only through the process of 
group discussion and consensus with the other participants, 
they arrived at a particular set of key words included in the 
reference model.

The extensive lists of recommendations in Step 4 and 
causes of recurrence and new action plan in Step 5 suggest 
two things. First, that optimal management of a complex 
clinical scenario hinges on a combination of treatment in-
terventions. Second, that clinicians’ experience with numer-
ous patients through the years has contributed to a rich and 
well organized body of knowledge from which participants 

are drawing in order to effectively identify causes of falls 
and select appropriate interventions [40–42]. Consistent 
with expertise research findings in other domains [41,42], 
extended experience in falls prevention has likely resulted 
in participants having developed a set of patterns and cues 
regarding patients with a history of fall. Clinicians are able to 
successfully recognize similar patterns and draw from cues 
presented in the current clinical situation in order to effec-
tively solve a problem (find the possible causes of recurrence 
and consider subsequent interventions). In the final step of 
the EBP process where participants listed their new plan of 
action, neither a review of the EBP process nor an assessment 
of their individual proficiency with the process were consid-
ered to be possible new actions. Although the EBP process 
is supposed to culminate in a review of the outcome of the 
intervention for which scientific evidence is sought and that 
individual reflection and reassessment are believed to be cru-
cial in improving one’s aptitude in EBP, these actions may not 
be congruent with clinicians’ demanding caseloads or their 
knowledge of the EBP process.

There was limited variability in responses to steps 1 and 
3. Without additional data on clinicians’ knowledge of PICO 
and EBP prior to this study, it is not possible to make any con-
clusions on why participants’ PICO questions (step 1) were 
so similar. The variability in step 3 (appraising the literature), 
even though only two participants provided responses to 
this section, suggests limited familiarity and skill in critical 

Figure 3.  EBP reference model step 3: appraisal of literature.
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appraisal which is consistent with the findings from the litera-
ture presented earlier in this paper [18,21–25]. Variability in 
responses may also be due to individual differences in clini-
cal expertise and the extent of participants’ experience in the 
area of falls prevention. While this study did not examine any 
of the individual attributes of expertise mentioned earlier, 
evidence from the expertise literature in professional domains 
indicates that such differences do exist [53,7–90]. Looking at 
participants’ experiences, it is evident that experiences vary 
both quantitatively and qualitatively (i.e., the type of involve-
ment). With respect to the former, the number of years of 
clinical practice ranges from 9 to 20 as does the frequency 
with which participants engage in fall prevention activities. 
As to the latter, it can be noted that some participants took 
part in specialized activities within prevention of falls such as 
developing new programs or creating written documents for 
patient education whereas others participated in only basic 
patient education. These qualitatively different experiences 
may be linked to the mandates of the various clinical sites 
which offer OT services according to the patients’ stage in 
the recovery process (rehabilitation vs. community setting). 
Rehabilitation centers offer services targeting remedial treat-
ments for fractures, education on preventing falls and prepa-
ration for discharge, whereas community settings normally 
follow patients in their home for maintenance with minimal 
if any form of remediation. Where there is a mandate to of-
fer intensive treatment for prevention of falls, clinicians will 
necessarily be forced to use targeted interventions that can 

eventually translate into greater exposure and experience in 
this domain.

The data do not allow for drawing any resolute conclu-
sions regarding the role of deliberate practice in explaining 
individual differences in EBP behaviours. In most areas of OT, 
clinicians do not select and deliberately introduce interven-
tions in order to improve their proficiency in those interven-
tions. Rather, the ‘practice’ of falls prevention interventions is 
a function of the therapists’ caseload, their knowledge of the 
clinical area, their ease with different interventions and the 
availability of resources (equipment, physical space). Deliber-
ate practice may be a mediating mechanism for the develop-
ment of expertise in this area but only under certain condi-
tions. The precise conditions (circumstances and facilitators) 
under which a clinician is compelled to engage in purposeful 
practice in order to attain superior levels of competence in 
this area require further study. Deliberate practice may have 
a role in the development of expertise in OT professional 
contexts such as falls prevention, but this is probably unlike 
deliberate practice in domains such as music or sports where 
an individual practices purposefully for a number of hours 
daily, with feedback and supervision in order to improve per-
formance [37–39]. Opportunities for an OT to engage in this 
kind of deliberate practice are seriously limited if the clinical 
context does not afford regular and appropriate patient cases.

The study findings have shown that being an expert OT 
clinician is not synonymous with being an expert evidence-
based practitioner. The expert clinicians did not integrate all 

Figure 4.  EBP reference model step 4: decision-making/client recommendations.
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EBP components (scientific evidence, clinical experience and 
patient choice) in their clinical decisions for the patient de-
picted in the vignette. One third of their recommendations 
were informed by research evidence and the majority of deci-
sions were based primarily on past experiences with patients 
with similar problems (Figure 5). This finding is consistent 
with the notion of the “evidential knowledge base” which has 
been reported as necessary in clinical practice [91]. Scien-
tific evidence alone, without knowledge and experience in a 
domain, does not speak for itself. Thus, clinicians must rely 
on their clinical experiences to judge if and how they will use 
the scientific evidence. Although additional data regarding 
clinicians’ motives for relying primarily on clinical experience 
would be needed to explain this finding, there are a number of 
possible explanations. First, all seven participants were trained 
during a period where EBP was not part of OT professional 
education. As it has been suggested, novice clinicians are more 
likely to utilize evidence in practice than more seasoned prac-
titioners most probably because of the recency of exposure to 
EBP in their university training [92,93]. Second, time since 
graduation seems to influence the extent to which a clinician 
stays abreast of and uses current best evidence. The average 
number of years since graduation in our sample was 18 years. 
EBP was not a foreign concept for participants; however,  
they were not familiar with the details of the EBP approach 
and/or the five-step process. Third, participants may have 

experienced a number of the EBP barriers earlier in their 
practice, which may have deterred them from adopting this 
approach. Although potential inhibiting reasons were not 
explored in this study, several participants in informal dis-
cussions following both focus groups, reported that in the 
“real world”, issues such as busy case loads and increasingly 
demanding patients with complex co-morbidities were dis-
couraging them from using an EBP approach. These barriers 
have also been identified by other researchers [4,6,19,18]. 
Fourth, clinicians may have been either unaware that there 
is current evidence in falls prevention or they may not have 
been recently involved in any continuing education initia-
tives on best practices in this domain. Interestingly, a recent 
systematic review of strategies for rehabilitation profession-
als (occupational therapists and physical therapists) to move 
evidence-based knowledge into practice [94] showed that 
multi-component knowledge translation interventions were 
effective for enhancing knowledge and practice behaviours of 
physical therapists but were unsuccessful in producing chang-
es in OTs’ clinical practices. Though this review included very 
few studies specifically of OTs, findings suggest that even if 
our sample of clinicians had participated in such knowledge 
translation strategies, we most likely would not have observed 
differences in EBP behaviours in the present study. Fifth, rely-
ing primarily on clinical experience is consistent with other 
studies on best practice behaviours in OTs [17,18,21]. Indeed, 

Figure 5.  EBP reference model step 5: evaluation of outcome.
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perceptions that clinical experience is paramount even in the 
presence of research evidence may influence if and under 
what circumstances scientific findings are considered and ul-
timately incorporated in practice. Others [95] have suggested 
that an underlying factor, or practice style trait, may influence 
if and how a clinician responds to new information. Practice 
style may be influenced by what is considered as credible 
sources of evidence, the value attributed to evidence vs. ex-
perience, the importance attributed to practical issues such as 
managing workload vs. patient satisfaction and the readiness 
to diverge from group norms (issues of non-conformity) [95]. 
A study on the prevalence of practice style traits of physical 
and occupational therapists working in stroke rehabilitation 
showed that most therapists were ‘pragmatists’ according to 
the practice style questionnaire [95,96]. Pragmatists, who fo-
cus on the day to day demands of clinical practice and who 
are primarily concerned about efficiency, may be willing to 
“diverge from local norms” [95] (p. 939) but only if this is not 
disruptive to their practice. In contrast, very few clinicians in 
that study were ‘seekers’ whose clinical practice was driven by 
scientific evidence. It is therefore possible that in the present 
study, participants’ reporting that experience was the main 
driving force behind most clinical decisions is in part due to 
an underlying practice style trait.

Findings from the present study suggest that arriving at 
one common end-point regarding EBP in falls prevention 
is not straightforward. Complex patient scenarios appear 
to require a broad range of actions within the EBP process 
particularly in steps 4 and 5. Hence, it may be a challenge to 
integrate all components of the EBP process when trying to 
make a clinical decision about a fall prevention intervention. 
Given the extensive list of responses in those two steps and 
clinicians’ reports that there is no “one size fits all” approach to 
managing patients with falls, expert practice in prevention of 
falls may be a function of the individual and unique needs of 
each patient. If accurate, this explanation would be consistent 
with the patient-centered philosophy of OT. This explanation 
may even appease critics who argue that patient-centered OT 
practice is inconsistent with EBP and that unless the patient is 
included in every step of the process, clinicians risk sacrificing 
the profession’s espoused philosophy of patient-centeredness. 
Results from the study reported herein, however, do not pres-
ent any evidence that the proposed interventions involved pa-
tient input. This was an unexpected and surprising finding.

Expert practice in prevention of falls appears to manifest 
itself in a broad repertoire of possible explanations for the 
aetiology of falls and in a range of treatment interventions 
that are largely based on extensive clinical experience in the 
domain. Expert OTs can proceed through the EBP process 
with cueing. In the absence of a structure that scaffolds clini-
cians through this process, the same experts rely primarily on 
their experience and their extensive knowledge of their pa-
tients to make a clinical decision. Even when the EBP process 
is clearly outlined, clinicians fall short in clearly articulating a 
clinical question and searching for and appraising the litera-
ture. This is most likely due to their limited knowledge and 
skill in steps 1 through 3 which most OT academic programs 
have just recently begun teaching explicitly as part of the EBP 

curriculum. Decisions in steps 4 and 5 of the process include 
fewer and more precise concepts which may reflect clinicians’ 
highly organized and structured experiential knowledge.

A final discussion point is if and how the EBP approach in 
the context of falls prevention, adds value to clinical practice. 
For the most part, the OTs in the study based their clinical 
decisions on previous clinical experiences with the majority 
of fall prevention recommendations still in use primarily be-
cause of their supposed success over the years. While this may 
not automatically result in ineffective or hazardous decisions, 
the practice of selecting treatments mainly because they have 
always worked may be leading OTs down a slippery slope. 
Clinical experience alone does not replace EBP. Clinical deci-
sions must be based on a weighted use of expert judgment, 
patient-centered practice, clinical experience and scientific 
evidence. These necessary components of the evidence-based 
OT process work together, albeit at varying degrees and for 
different situations, to address the unique occupational needs 
of individuals living with disabilities. The question of whether 
under specific conditions clinical experience in falls preven-
tion is sufficient and whether it can, to some extent, com-
pensate for limited research knowledge and uptake, requires 
further study.

The reference model of expert OT practice in falls preven-
tion for an elderly population with a history of falls generated 
in this study is a useful reference model for what expert clini-
cians likely do, what aspects of the process are in line with EBP 
and what aspects of EBP are missing. The model identifies 
which actions are influenced by experience, research evidence 
and patient input.

Implications for practice

The research reported in this paper is the first to attempt to cap-
ture the EBP behaviours of expert clinicians in one area of OT 
practice and create a reference model that illustrates the expert 
behaviours that are consistent with all three components of 
EBP and those that are primarily driven by clinical experience. 
Study results have the potential to contribute to EBP practice 
and education. The findings broaden the existing knowledge 
base regarding experts’ practice behaviours in the area of falls 
prevention in every day practice terms. Results support exist-
ing evidence that most clinicians rely primarily on their clinical 
experience to guide clinical decision-making. Clinicians can 
make deliberate efforts to think about and incorporate EBP 
principles when scaffolded through the EBP process despite 
limited knowledge of concepts such as PICO and limited skill 
in searching and appraising the literature. Also from a practice 
point of view, a possible contribution of this study is the po-
tential for the resulting model to be used in OT as a practice 
framework. Clinicians working in prevention of falls in geriat-
ric rehabilitation can use the model to guide them through the 
steps of the decision-making process regarding interventions 
for falls prevention. With further validation, the model gener-
ated in this study can also be used as a framework for teaching 
and assessment in OT education. In order to help students 
acquire expert practice competencies in falls prevention, edu-
cators can use the model to: 1) demonstrate the expert actions 
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taken to arrive at a clinical decision regarding falls prevention 
including aspects of the decision-making process that are and 
are not congruent with EBP, 2) develop teaching activities that 
help students move along the decision-making process and 3) 
assess students’ competence in decision-making by comparing 
their responses to the responses of expert OT clinicians de-
picted in the model. Finally, the methodology from this study 
can be used for developing models of expert practice in other 
domains of OT where there is available scientific evidence such 
as stroke and cerebral palsy.

Study limitations

The first limitation in the study is related to the data col-
lection process. Clinicians completed the task on their own 
time over a 12-week period. Even though they were given 
direction as to what resources they could use, they may have 
used other resources or their responses to the questions may 
have been influenced by interruptions caused by clinical 
duties or their help seeking from others. A second limita-
tion is that this research was conducted in one area of OT 
practice. Although there is ample scientific evidence to draw 
from when making a clinical decision about fall prevention 
programs, the results are specific to this area of OT practice 
and may therefore have limited generalizability. Lastly, the 
inclusion criteria (being identified as an expert clinician by 
supervisors, 10 years of clinical OT experience or more, ex-
tensive experience in geriatrics and regular participation in 
prevention of falls programs) are only robust criteria insofar 
as the insights we have from the current literature on exper-
tise. Only future research findings will be able to shed light 
on the conclusiveness of the inclusion criteria for the sample 
included in this study.

Directions for future research

This study is the first to systematically identify features of 
expert OT clinical decision-making in one area of OT prac-
tice. As such, it has uncovered important insights into expert 
practice in this area and pointed to interesting directions for 
further research. Given the apparent shortcomings in the ap-
plication of EBP, it would be worthwhile to generate a model 
created by a group comprised of clinicians, researchers and 
academics with recognized expertise in EBP. The knowledge 
and behaviors gleaned from these experts could be used to 
create more comprehensive representations of expert EBP 
in specific domains of OT practice. Given that there are re-
searchers who study EBP and that most academics in OT pro-
grams are involved in teaching EBP, identifying these experts 
should not be a challenge. Identifying clinician experts in EBP 
however, may prove to be a far greater challenge in light of 
recent studies which have shown that most OT clinicians are 
not readily using research evidence to support their practice. 
With ongoing efforts to move knowledge into practice, as evi-
denced by the sharp rise in knowledge translation studies, we 
may witness a move towards increased use of best practices. 
If knowledge translation strategies prove to be successful in 

changing clinicians’ behaviours, there may be a larger pool of 
experienced clinicians with recognized skills and expertise in 
EBP to draw from when attempting to create expert models 
of EBP. Future research on the development of expert EBP 
models will likely need to go hand in hand with knowledge 
translation studies.

Another avenue for research on the development of expert 
models includes replicating the methodology used in this 
study in other areas of OT practice where there is existing 
scientific evidence to validate the approach. Emerging sci-
entific evidence for rehabilitation interventions in areas such 
as stroke and cerebral palsy provides fertile ground for ad-
ditional testing of this methodology.

This study captured the decisions of experienced OT cli-
nicians in one area of practice. Although not all of the be-
haviours were consistent with all of the EBP principles, the 
reference model does illustrate expert OT decision-making 
in falls prevention. It would be worthwhile to examine the 
differences in clinical decision-making for falls prevention, 
amongst clinical experts with no recognized expertise in EBP 
and expert evidence-based OT practitioners. This comparison 
could yield important data regarding the differences in the na-
ture of the patient-centered clinical decisions and the specific 
conditions under which scientific evidence is integrated in 
practice.

Another possible avenue for research that extends from 
this study would involve examining clinicians’ EBP behav-
iours in real time and authentic contexts. There are two major 
advantages in using real patients in investigations of EBP. The 
first is that OT clinicians will have the opportunity to assess 
the impact of their evidence-based interventions, assess their 
own proficiency with the EBP approach and make plans for 
improvement. Ultimately, these actions can help clinicians to 
further hone both their clinical skills and their EBP skills. The 
second advantage, relates to researchers observing the actual 
outcomes that result from clinical decisions supported by re-
search findings. Results from studies conducted in authentic 
contexts could begin to answer a question which has been 
raised by sceptics of the EBP movement: Does EBP lead to su-
perior care and improved clinical outcomes? To gain greater 
insights into the reasons for clinicians’ EBP decisions and ex-
amine what underlying cognitive processes may be support-
ing the decisions made in EBP, future studies using qualitative 
methodologies and cognitive task analyses could be used. 
This kind of research could be conducted with clinicians in 
different practice areas and with varying levels of experience. 
Regardless of which of the above mentioned research avenues 
are pursued, future studies of expert models in OT will have 
to take into account developments in expertise research that 
are grounded in cognitive psychology as well as current devel-
opments in knowledge translation.
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Appendix A:  Stimulus Vignette

Mrs P. is a 78-year-old woman widowed for 5 years. Her past 
medical history includes, hypertension, diabetes, bilateral 
cataracts, osteoarthritis in her knees and spine and vertigo. 
She also has a history of urinary track infections and pneu-
monia. She lives alone in a 2-storey single family house which 
she has owned for 35 years. Her bedroom is on the second 
floor which she accesses with 17 steps and a railing (13 steps, 
a landing and 4 more steps). There are no steps outside the 
home. The main bathroom with the bath and shower are on 
the second floor. There is a powder room with a toilet and 
sink on the main floor. Mrs P. has a son who lives in Toronto 
and a daughter who lives 20 minutes away but is burdened 
with a busy job and who helps to care for her frail, live-in 
father-in law. The daughter also occasionally baby sits her 
6-month old grandson. Mrs P. has a neighbor that she has 
known for many years but with whom she does not have 
any significant contact. She does not have any other friends 
or social network. Her income is limited with a modest old 
age pension and small savings which are running out. Mrs P. 
worked as a clerical assistant for a window manufacturer for 
13 years but stopped working to raise her children and never 
returned to work. When her children left home she began 
volunteering in a nearby community center. She volunteered 
there for 25 years. She enjoys sewing, playing cards, reading, 
knitting and watching television. She went to church every 
Sunday morning until about 3 years ago. In the last 3 years 
she has become less active: she stopped going to church and 
has been more homebound. When asked why she does not go 
out as much she says: I’m just not up to it”.

Mrs P. fell getting out of bed one night to go the bath-
room. She could not move much and remained on the floor 
for almost 24 hours. Eventually she crawled to the phone and 
called her daughter who in turn called the ambulance. When 
asked what happened she told the ambulance technician: “I 
don’t know, I suddenly found myself on the floor”. She was 
taken to the emergency where an X-Ray revealed a right hip 
fracture (intertrochanteric neck of the femur). Four days 
after her fall she had a hemiarthroplasty (partial right hip 
replacement). The surgery was successful and 5 days later she 
was transferred to a rehabilitation hospital with the following 
restrictions: 90 degrees right hip flexion, no hip internal rota-
tion and no hip adduction. She is permitted to weight bear 
fully. The first day at the rehabilitation hospital she was seen 
by an OT for a wheelchair assessment and PT for evaluation 
of transfers and for the loan of a walking aid. On the second 
day, she was seen by OT for an initial interview and complete 
ADL assessment using the FIM (Functional Independence 
Measure). The results of the initial interview and ADL as-
sessment are:

This is her first documented fall but she has admitted to •	
several “near falls” without injury
There are mild cognitive problems (temporal orienta-•	
tion and short term memory) which are observed from 
talking with her and observing her during dressing and 
transfers,

She requires close supervision for chair and toilet trans-•	
fers and assistance for shower and bed transfers,
She requires moderate assistance with lower body dress-•	
ing, use of a walker and close supervision for ambulation 
for short distances and requires moderate assistance to 
wash her lower body in the shower in a sitting position
She requires frequent reminders to respect her restric-•	
tions; She follows instructions inconsistently,
She has skin redness on the buttocks and swelling in the •	
right leg,
She complains of pain in the right hip upon movement •	
(7/10 on the Visual Analog Scale)
She is unable to maintain adequate positioning in bed or •	
to change positions in bed,
She has good static balance but precarious unsupported •	
standing balance when she stands to pull up her under-
garments and trousers.
She has poor endurance (fatigues after walking 5 to 7 •	
meters).

 The treatment plan in OT included: 1) a formal screening 
of her mental status (Mini Mental Status Examination: 24/30 
- borderline score), 2) providing technical aids for dressing 
and education on their use, 3) teaching and practice of safe 
transfers and bed mobility, 4) meeting with daughter to dis-
cuss patient’s pre-fall situation, 5) practice of functional mo-
bility with walker, 6) endurance exercises, 7) self-medication 
program, 8) evaluation of Instrumental Activities of Daily 
Living (IADL) 9) referral to social work. Mrs P has now been 
in rehabilitation for 4 weeks. The team is discussing her dis-
charge which is scheduled to be in 2 weeks. Mrs P’s clinical 
profile at discharge is as follows:

She can dress and undress using a long-handled reacher, •	
shoehorn, sock aid and elastic laces,
She can sponge bathe at the sink in sitting and needs help •	
to get in the bathtub using grab bars to sit on bath chair.
She transfers out of bed independently; can transfer to the •	
car independently and can transfer to the toilet indepen-
dently using a raised toilet seat. She needs a commode (at 
her bed side) for night time.
She can prepare breakfast and reheat meals but needs as-•	
sistance for meal preparation.
She walks with a walker independently indoors and re-•	
quires supervision for mobility outdoors.
She can go up and down the stairs with a cane, 1 rail and •	
close supervision.
She can manage her meds with a dossette box (pill box)•	
Mini Mental score: 27/30 considered within normal limits•	

 Mrs P. will be discharged home with the following recom-
mendations: 1) temporarily move her bed to the main floor 
for easier access to the powder room and kitchen, 2) referral 
to CLSC for bathing and home safety evaluation, 3) referral to 
Meal on Wheels, 4) information on lifeline service, 5) referral 
to adapted transport, 6) purchase of adaptive equipment for 
bathroom (grab bars, bath seat and raised toilet seat) for her 
home (these have been ordered). She has already purchased 
a long shoe horn, a sock aid, elastic laces and a tray for her 
walker. 7) Her daughter will assist with groceries and laundry 
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and she will have help for housecleaning once very 2 weeks. 
There are 2 weeks left prior to her discharge and the team is 
considering the recommendation that Mrs P. take part in the 
hospital’s fall prevention program. Mrs P. and her daughter 
have been informed that you are thinking of having her 

take part in the Fall Prevention Program. They ask you 
to explain how this program will be of additional benefit 
for her, given her exposure to Occupational and Physical 
Therapies on the ward. How would you respond and how 
would you justify your response?
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