
A Dissertation submitted
to the Graduate School

Valdosta State University

in partial fulfillment of requirements 
for the degree of

DOCTOR OF EDUCATION

in Adult and Career Education

in the Department of Leadership, Technology, and Workforce Development 
of the James L. & Dorothy H. Dewar College of Education and Human Services

December 2025

MARISSA ROSE MIRECKI

M.S., Thomas Jefferson University, 2018
B.A., Bryn Mawr College, 2016



© Copyright 2025 Marissa Rose Mirecki

All Rights Reserved





FAIR USE

This dissertation is protected by the Copyright Laws of the United States (public Law 94-533, 
revised in 1976). Consistent with fair use as defined in the Copyright Laws, brief quotations 
from this material are allowed with proper acknowledgement. Use of the material for financial 
gain without the author’s expressed written permission is not allowed. 

DUPLICATION

scholarly purposes when so requested by a library user. The duplication shall be at the user’s 



i

ABSTRACT

work has identified external factors that impact OTPs’ EBP behavior, such as 

cognitive factors and OTPs’ EBP behaviors. 

sectional survey to measure Floridian OTPs’ reports of EBP 

= .001), possession of a bachelor’s 

< .001) or master’s degree (
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Overview of the Problem

experts defined a complex behavior, emphasizing the importance of “

h” 
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applied (Salbach, 2010), this work will use EBP to describe clinicians’ behaviors when applying 

clinicians’ behaviors when moving outside of the clinician

Occupational Therapy Practitioners and Their Role in Evidence-Based Practice

increase the client’s ability to complete the acti
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believe this training better equips them to address healthcare consumers’ needs, including an 

into practicing OTPs’ EBP behaviors consistently demonstrates that they do not integrate the 

Barriers and Facilitators of Evidence-Based Practice 

managers, lack of time, and difficulty accessing journal articles as key contributors to OTPs’ 

Both implicit and explicit cognitive factors play a role in a professional’s decision to engage in 
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. For example, the clinicians’ confidence in their general clinical skills may impact their 

efficacy, and social desirability impact healthcare practitioners’ EBP 



5

reflection to improve OTPs’ EBP

reflection intervention on OTPs’ practice and found 

that it improved participants’ confidence in searching for research evidence. This finding 

reflection strengthened participants’ identities as occupational therapists (Gallagher et al., 2023) 

cognitive processes that relate to the self and perceptions about one’s abilities to conduct EBP 
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Statement of the Problem  

the relationship between OTPs’ implicit cognitive 

Theoretical Framework
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Theory of Planned Behavior

that successfully improve practitioners’ EBP behaviors 

Note. Adapted from The theory of planned behavior: Frequently asked questions, by Ajzen, 

2020.

According to the TBP, attitudes are beliefs that engaging in the behavior will “lead to a 

certain outcome or provide a certain experience” (Ajzen, 2020, p. 315). In this study, attitude 

refers to OTPs’ beliefs about the possible outcomes of EBP, such as pa
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increased confidence as a practitioner. Furthermore, OTPs’ attitudes are also informed by their 

perform the behavior and one’s belief about the value that others place on the behavior 

. OTPs’ subjective norms are their perceptions of their community's beliefs, values, and 

EBP behaviors. Ajzen’s (2020) construct of norms encompasses beliefs about how others in 

one’s community will perceive one’s decision to engage in a target behavior an

According to Ajzen’s (1991) theory, OTPs who believe their community values EBP are 

In the model, behavioral control is one’s perception of the presence or absence of 

this study, behavioral control is an OTP’s belief in their ability to implement EBP. If OTPs 

An individual’s accessible beliefs about the behavior inform the three precursor factors of 

Though the process of determining the factors that contribute to an individual’s decision 
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accommodate “spontaneous activation of attitudes, subjective nor

formation of intentions and performance of behavior” (p. 20). Behavior that the TPB explains is 

measure subconscious beliefs because they occur without the actor’s awareness. Self

can bring these beliefs into an actor’s sphere of consciousness, increasing

An individual’s accessible beliefs about the behavior inform the three precursor factors to the 
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Five Steps of Evidence-Based Practice

Purpose of the Study

The purpose of this quantitative study is to clarify the factors that contribute to OTPs’ 
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Research Questions

Research Question One 

What are OTPs’ self

Research Question Two

behavioral control predict OTPs’ evidence

nuanced understanding of the factors that impact OTPs’ KT. By including f
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OTPs’ professional behavior. 

Research Question Three

norms, and perceived behavioral control predict OTPs’ evidence

e to OTPs’ EBP and the 

practice and attitudes predict OTPs’ evidence

practice and subjective norms predict OTPs’ evidence

practice and perceived behavioral control predict OTPs’ evidence

subjective norms predict OTPs’ evidence

perceived behavioral control predict OTPs’ evidence

norms and perceived behavioral control predict OTPs’ evidence

practice, attitudes, and subjective norms predict OTPs’ evidence

practice, attitudes, and perceived behavioral control predict OTPs’ evidence
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practice, subjective norms, and perceived behavioral control predict OTPs’ evidence

subjective norms, and perceived behavioral control predict OTPs’ evidence

Significance of the Study

tion that will most effectively address the patient’s complaint and prevent a 

An understanding of the factors that lead to a medical practitioner’s decision to engage in 
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Delimitations

This study will investigate OTPs’ perceptions of their self

research will investigate OTPs’ cognitive factors as they relate specifically to EBP but not as 

OTPs’ use of EBP but not on other aspects of their 

Definition of Terms

•

•

•
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•

barriers to an individual’s ability to engage in meaningful activities, roles, and routines 

•

•

•

•
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The Theory of Planned Behavior

individual’s attitudes toward the behavior, 

perception of subjective norms (SN), and PBC.  In Ajzen’s 19
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Note. Adapted from The theory of planned behavior, by Ajzen, 1991.

Target Behavior

In Ajzen’s (1991) early descriptions of the TPB, the target behavior is the behavior being 

an understanding of the OTP’s BI to use the early 
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Actual Control

Behavioral Intention

Ajzen (1991) describes BI as an individual’s determination to perform a target behavior. 

Perceived Behavioral Control
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and power over control beliefs. Control beliefs are an individual’s perception about the presence 

These factors combine to create the OTPs’ assessment of her PBC, which impacts both her 

Attitudes

Attitudes are an individual’s beliefs about the behavior 

o the individual’s perception 

graft, this could refer to the OTP’s perception that she will have to spend a lot of time reassuring 

allay the patient’s fears. However, she may also believe that she will feel proud of herself as an 
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Subjective Norms

Ajzen (1991) describes SN as an individual’s perceived social pressure to engage in the 

target behavior. SN are made up of normative beliefs, which describe an individual’s beliefs 

workers’ clinical judgment in high esteem, 

the behavior, their social circle’s actual reaction will 

Development of the TPB
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Note. Adapted from The theory of planned behavior: Frequently asked questions, by Ajzen, 

2020.

Updates to PBC
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Updates to SN

the social pressure of an individual’s immediate 

social circle. In the OTP example, this is the OTP’s perception of how their coworkers and 

account would impact an OTP’s SN 

Manning’s OTP. 

Modern Construction of the TPB Model

psychologist’s
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The Theory of Planned Behavior and Implicit Cognitive Factors 

Ajzen (2011) states that “attitude, subjective norms, and perceptions of control as well as 

intentions…are assumed to guide behavior implicitly without cognitive effort and often below 

conscious awareness” (p. 1122). Though the theory allows for the impa
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impacting BI and behavior, Ajzen’s (2011) assertion that implicit cognition impacts behavior is 

assertion comes from a study on undergraduates’ sedentary 

itudes on behavior (Phipps et al., 2022). This suggests that individuals’ cognitive 

that the degree of an individual’s reflection determines the extent to which her behavior can be 



25

Reflective Practice and the Theory of Planned Behavior

this change revealed that the reflective intervention positively impacted the participants’ PBC, 

precursor factors. A central component of Ajzen’s (2020) model is that a behavior’s outcome 

an individual’s attitudes, SN
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participants’ PBC, resulting in changed behavior that resulted in weight loss. Because the diary 

The Theory of Planned Behavior and Occupational Therapy

for entry into the field of OT is an associate’s degree for occupational therapy assistants and a 

master’s degree for occupational therapists 

community environments (AOTA, 2020). These practitioners assess a client’s deficits, including 
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Connection Between TPB and OT

The TPB has been used throughout the OT literature to describe the precursors to OTPs’ 

The TPB has been used to describe current OTPs’ practice intentions 

practice differs depending on the individual’s performance skills and patterns, client factors, 

impacting OTPs’ choice of occupation to target
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The researchers studied participants’ attitudes, SN, and PBC around incorporating best practices, 

concepts and OTPs’ intention to engage in a behavior. 

Using a TPB Framework to Understand OTPs’ Intentions Toward EBP.

researchers have investigated the link between aspects of the TPB and OTPs’ intention to engage 

something similar when investigating OTPs’ intention to use an evid

KT Interventions’ Impact on TPB Factors.

between precursor factors and BI, researchers investigated KT interventions’ impact on these 
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. The intervention significantly improved participants’ attitudes, SN, 

improved participants’ attitudes and SN toward EBP. The researchers split the PBC construct 

ficant impact on the OTPs’ intention to use 

is carried out (Ajzen, 2020). Actual control over behavior determines an individual’s ability to 
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OTPs’ intentions toward their practice were consistently impacted by their 

impactful in determining OTPs’ BIs, particularly toward engaging in best practices. 

Conclusions

Aspects of the TPB model impact OTP’s decisions on which areas of occupation to target 



31

Self-Reflective Practice and Evidence-Based Practice in Occupational Therapy

practice conversation. These experts’ definition highlights the complexity of this behavior, 

emphasizing the importance of “integrating individual clinical expertise with the best available 

clinical evidence from systematic research” (Sackett et al., 1996, p. 71). It is because of 

OTPs’ knowledge translation skills, research into their EBP behaviors consistently demonstrates 
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Theoretical Link between SRP and EBP
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a model of EBP that reflected all three groups’ values and understanding of the concept. After 

two rounds of theory development, the group’s model of EBP included SRP as one of the 
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EBP to address “hard complexity” problems (Blair & Robertson, 2005, p. 271) and SRP to 

address “soft complexity” problems (Blair & Robertson, 2005, p. 273) in OT practice. This work 
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increase OTPs’ EBP, with the mechanism being SRP 
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Experiential Link between SRP and EBP
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by Welch and Dawson’s (2006) work on the importance of 

’
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contributed to OTP’s increased SRP and EBP, supporting Gallagher ’

Change in EBP Behaviors after SRP

OTPs’ perspectives provide one type of information about the relationship between SRP 

with the OTPs’ mentors revealed OTPs’ inc



40

sources suggests that participation in a reflective intervention increases OTPs’ EBP behavior

from researchers who focused solely on OTPs’ 

Practical Link between EBP and SRP

intervention reflection did not impact OTPs’ EBP skills. In the qualitative 
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Conclusions

Chapter Summary
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One area of OTPs’ behavior that is of particular interest is EBP. This behavior is integral 
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Research Design

reflective practice (SRP) on occupational therapy practitioners’ (OTPs’) evidence

effective for discerning the relationship between an individual’s characteristics, attitudes, and 

What are OTPs’ self
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practice area predict OTPs’ evidence

PBC predict OTPs’ evidence

predict OTPs’ evidence

predict OTPs’ evidence

predict OTPs’ evidence

To what extent does the interaction between attitudes and SN predict OTPs’ 

To what extent does the interaction between attitudes and PBC predict OTPs’ 

To what extent does the interaction between SN and PBC predict OTPs’ 

and SN predict OTPs’ evidence

and PBC predict OTPs’ evidence

PBC predict OTPs’ evidence
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OTPs’ evidence

Population/Sample

with a significance level of α = 0.05 and a power of 0.80. The analysis accounted for 

I utilized a publicly available database of OTPs’ contact 
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Master’s degree

Note. From AOTA 2023 workforce and compensation survey report, by American Occupational 

Therapy Association, 2023. PP-OTD = Post-professional occupational therapy doctorate; OTD = 

occupational therapy doctorate.

Variables and Instrumentation
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measure has acceptable reliability, with Cronbach’s alpha of .96 in a sample of 319 healthcare 

sectionally to capture OTPs’ 

sectional design to capture information about OTPs’ EBP behaviors. Hitch 

The predictor variables in this study are OTPs’ self

Cronbach’s alpha of 
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item scale measures individuals’ attitudes, SN, PBC, intention and behavior, and clinical 

this scale has a Cronbach's alpha of “good or excellent” (Kaper et al., 2015, p. 1265) on all 

this scale in occupational therapists, finding Cronbach’s alpha of 

data describing OTPs’ demographic characteristics, including 
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Pilot Study

Procedure
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Data Analysis

What are OTPs’ self

area predict OTPs’ evidence

. Outliers were tested using Cook’s distance 
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reflective practice, attitudes, SN, and PBC predict OTPs’ evidence

Newman (2014) and Schafer and Graham (2002). Little’s MCAR Test 

. I used Rubin’s rules 
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Chapter Summary

sectional survey to gather data on OTPs’ cognitions regarding EBP, 
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Chapter four presents the study's results. The first section presents the results of the pilot 

study. The second section presents the results of the missing data analysis, along with a 

discussion of the methods employed to address missing data and a rationale for the decisions 

made. The third section presents the results of the instrument reliability tests. The fourth section 

presents the descriptive statistics for the measures used in the study, expressed using mean and 

standard deviation and the results of analyses conducted to understand the impact of temporality 

of response on the participants’ responses. The fifth section presents the results of research 

question 1, which explore the evidence- based practice (EBP) behaviors of occupational therapy 

practitioners (OTPs) based on area of practice, highest degree level, and years of experience. The 

next section presents the assumption checks completed on the data and the subsequent 

determination of which regression model to use. The following section presents the results of the 

best-subsets linear regression model, addressing research question 2. The final section continues 

the reporting of the best-subsets linear regression model, focusing on the results that answer 

research question 3 and its sub-questions. 

Pilot Study Results

Before sending out the survey, I consulted an interprofessional panel of rehabilitation 

professionals (one occupational therapist, three physical therapists, and a rehabilitation engineer) 

to determine the comprehensibility of the EBP Inventory. This panel was contacted to provide 

feedback on the native Qualtrics formatting for semantic differential questions in the mobile 
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option. The panel unanimously selected the formatting given three choices, though concerns 

regarding the lack of labels on options 2-5 were voiced. The panel was concerned that 

participants would be more likely to select the extreme options because they had labels, while the 

intermediate options did not. 

Due to my concerns regarding the mobile option for this survey, I specifically requested half of 

my participants to complete the survey with the mobile option and half to complete it using the 

desktop interface. Participants (n = 10) completed the pilot survey in an average of 10.6 minutes 

(SD = 4.6), with completion times ranging from 5.5 to 17.2 minutes. This suggests the survey 

was generally manageable in length and did not impose a significant time burden on respondents.

To evaluate response behavior, particularly the use of extreme responses (i.e., selecting 

the lowest or highest value on the Likert-type items), I reviewed patterns across the three 

individual surveys: Self-Reflection and Insight Subscale (SRIS), EBP Inventory (EBPI), and 

EBP Implementation Scale (EIS). The EIS showed a high frequency of extreme agreement 

responses, with 6/10 participants selecting the maximum or minimum score on at least half of the 

items. In contrast, the SRIS and EBPI elicited responses with fewer extreme values (1/10 and 

0/10, respectively). 

The lack of extreme scores in the EBPI suggests that the formatting of the semantic 

differential questions does not disproportionately encourage extreme responses and this format is 

appropriate for my study. 

Responses

There were 345 respondents over the three weeks of survey collection. This is a 2.9% 

response rate. My sample of 345 respondents well exceeds the number of participants identified 

in the power analysis as necessary to find statistically significant results, which was 139. The 
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three emails were sent at one-week intervals. To understand the impact of response time on 

features of the response, participants were separated into three groups, described in Table 2. The 

early group (42.4%) responded after the initial recruitment email but before the first reminder 

email. The late group (21.9%) responded after the first reminder and before the second reminder. 

The last-minute group (35.8%) responded after the third reminder email.  

Frequency of Early, Late, and Last-Minute Responders in the Sample

n %
Early responder 122 42.4
Late responder 63 21.9
Last-minute responder 103 35.8

Missingness

Missing data were present in the sample at both the item and construct level (Newman, 

2014). Missing data in a single participant ranged from 0%-100%. Participants who had 100% 

missing data had opened the link but not answered any survey questions. There were 54 such 

participants, and they were all removed. Chi-square testing revealed that there were no 

statistically significant differences between participants who had completed any survey questions 

and participants who had completed no survey questions on the time at which they completed the 

survey (early, late, or last minute), X2(2) = 0.20, p = .90. Once the participants with 100% 

missing data were removed, there remained 288 participants. This still exceeds the number 

identified by the power analysis (139) as necessary to draw conclusions about the population. In 

this group, 8% of all total data points were missing. Missing data in a single participant ranged 

from 0%-89.8%. Even at the highest level of missingness, all participants had filled out at least 

one full subtest of one of the measures, which Madley-Dowd et al. (2019) suggest is enough to 



57

guide the use of multiple imputation if data are missing completely at random (MCAR) or 

missing at random (MAR). Missing data in a single response item ranged from 0%-14.6%. 

To assess the mechanism of missingness, Little’s MCAR test was performed on the variables 

with missing data. The test was statistically significant, X2(1689) = 1886.37, p = .001. This 

suggests that the data are not MCAR. Binary logistic regressions revealed that the property of 

missingness in each variable with multiple missing observations was able to be predicted by 

other variables in the dataset, suggesting that the data are MAR. Therefore, the assumptions of 

MAR data were applied to this dataset, and the analysis was conducted according to the 

recommendations of Enders (2025). 

Multiple imputation by fully conditional specification (Liu & De, 2015) was utilized to 

create 5 datasets with imputed data for the missing variables. I used a multivariate analysis of 

variance to compare the imputations to the original data and found no differences between the 

datasets. Rubin’s rules (Rubin, 1987) were used to create a pooled value for all analyses. These 

values are presented. 

Demographic Features of the Participants

Table 3 presents the demographic features of the participants, including their area of 

practice, number of years of experience, and degree level. Because these values are the pooled 

values from the multiple imputation, the count values are not all whole numbers. Chi-square tests 

were conducted to compare the data collected with the data available from the American 

Occupational Therapy Association’s (AOTA’s) national survey of OTPs (American Occupational 

Therapy Association, 2023). The analyses compared the observed values in each category with 

the known numbers of the larger population of OTPs in Florida. All p-values were greater than 

.05, suggesting that there are no statistically significant differences between the demographics of 
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this sample and the population. This suggests that the sample is representative of the population 

of OTPs in Florida.  

Demographic Characteristics of Participants

Characteristic n %
Area of practice

Academia and research 15.6 5.42
Home and community 40.6 14.10
Hospital 46.0 15.97
Long-term care 32.0 11.11
Mental and behavioral health 14.6 5.07
Schools, EI, community education 44.0 15.28
Outpatient 79.0 27.43
Other 16.2 5.63

Experience
<1 year 11.8 4.10
1-5 years 41.4 14.38
6-10 years 24.0 8.33
11-15 years 21.0 7.29
16-20 years 25.4 8.82
21-25 years 28.6 9.93
26-30 years 48.8 16.94
31 or greater 87.0 30.21

Degree level
Baccalaureate degree 83.0 28.82
Master’s degree 124.8 43.33
Post-professional doctorate (PP-OTD) 16.6 5.76
Professional doctorate (OTD) 34.0 11.81
Research doctorate (e.g., PhD, ScD) 11.8 4.10
Other 17.8 6.18

Note. EI = Early intervention; PP-OTD = Post-professional occupational therapy doctorate; OTD 

= occupational therapy doctorate.

The majority of participants work in outpatient (27.43%), with the second largest number 

working in hospitals (15.97%), followed by schools, early intervention, and community 
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education (15.28%). The majority of respondents have 31 or greater years of experience 

(30.21%), followed by 26-30 years (16.94%), and 1-5 years (14.38%). The majority of 

respondents have a master’s degree (43.33%). The second largest group of participants has a 

baccalaureate degree (28.82%), followed by a professional doctorate (11.81%). Notably, none of 

the respondents in the sample have a certificate or an associate’s degree as their highest level of 

education. The large number of respondents with a baccalaureate and master’s degree is 

understandable given the large number of participants who work in clinical settings such as 

schools and hospitals. Doctoral-level degrees are not required to work in clinical settings. The 

only work setting for OTPs that requires a doctorate degree is academia (Accreditation Council 

for Occupational Therapy Education, 2020). 

Instrument Reliability

Cronbach’s Alpha was used to establish the internal consistency for each instrument used 

(Table 4). Cronbach’s Alpha coefficient is acceptable at .70 or higher. All the measures used for 

this study had appropriate internal consistency. 

Reliability of Instruments Used

Measurement Scale Cronbach’s Alpha
Self-Reflection and Insight Scale .92
EBP Inventory- Attitude .94
EBP Inventory- Subjective Norms .89
EBP Inventory- Perceived Behavioral Control .92
EBP Implementation Scale .94

Descriptive Statistics

Table 5 presents descriptive statistics for the constructs measured in the study. The mean 

score on the Self-Reflection and Insight Scale (SRIS) was 59.27 (SD = 9.64), indicating that on 
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average, participants answered “agree” to the prompts, indicating that they engage in self-

reflective practice (SRP). The mean score on the EBP Inventory- Attitude subscale (EBPIA) was 

39.17 (SD = 7.75), indicating that on average, participants endorsed positive attitudes about EBP. 

The mean score on the EBP Inventory- Subjective Norms subscale (EBPISN) was 21.02 (SD = 

5.84), indicating that on average, participants reported mildly positive subjective norms about 

EBP. The mean score on the EBP Inventory- Perceived Behavioral Control subscale (EBPIPBC) 

was 29.60 (SD = 5.76), indicating that on average, participants reported positive feelings of 

perceived behavioral control over EBP. The mean score on the EBP Implementation Scale (EIS) 

was 19.80 (SD = 14.92), indicating that on average, participants reported engaging in most of the 

EBP activities more than three times but less than five times in the past eight weeks. The high 

standard deviation value indicated that there is considerable heterogeneity in the sample on this 

behavior. 

Description of Participants’ Responses on Each Measure

Measure M SD
Self-Reflection and Insight Scale 59.27 9.64
EBP Inventory- Attitude 39.17 7.75
EBP Inventory- Subjective Norms 21.02 5.84
EBP Inventory- Perceived Behavioral Control 29.60 5.76
EBP Implementation Scale 19.80 14.92

Temporality of Response Analysis

Analyses were conducted to understand the differences in participants’ responses to the 

measures based on when they answered the survey questions. Participants were split into three 

groups; early, late, and last-minute responders. The early group was the group that responded 

after the first recruitment email and before the second email. The late group responded after the 
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second recruitment email and before the third email. Finally, the last-minute group responded 

after the third recruitment email and before the end of the survey. Shapiro-Wilk tests were used 

to determine if each group’s data for each outcome measure (SRIS, EBPIA, EBPISN, EBPIPC, 

and EIS) were normally distributed. This suggests that the responses a participant gave were not 

related to time of response. An alpha level of .05 was used for all normality analyses. The 

Shapiro-Wilk tests revealed that all subgroups had non-normally distributed data on all measures 

(all p  < .001). The Kruskal Wallis test, a non-parametric alternative to the one-way analysis of 

variance (McDonald, 2014), was used to analyze the impact of response time on participant 

responses on all outcome measures of interest. An alpha level of .05 was used for all analyses. 

Table 6 presents the mean ranks for each group and Table 7 presents the results of the Kruskal 

Wallis test. 

Mean Ranks of Respondents on Outcome Measures

Measure Group Mean rank
Self-Reflection and Insight Scale Early responder 147.82

Late responder 148.59
Last-minute responder 136.70

EBP Inventory- Attitude Early responder 150.08  
Late responder 131.38
Last-minute responder 144.76

EBP Inventory- Subjective Norms Early responder 144.54
Late responder 149.15
Last-minute responder 140.17

EBP Inventory- Perceived Behavioral 
Control

Early responder 148.79

Late responder 142.33
Last-minute responder 139.46

EBP Implementation Scale Early responder 147.44
Late responder 160.72
Last-minute responder 129.60
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Results of the Kruskal Wallis Test

Measure χ2 df p
Self-Reflection and Insight Scale 1.25 2 .53
EBP Inventory- Attitude 2.17 2 .43
EBP Inventory- Subjective Norms 0.50 2 .78
EBP Inventory- Perceived Behavioral Control 0.76 2 .69
EBP Implementation Scale 5.92 2 .06

There were no statistically significant differences between participants who responded at 

different time points and their responses on the SRIS, χ2(2) = 1.25, p = .53, with a mean rank 

SRIS score for the early responder group of 147.82, the late responder group of 148.59, and the 

last-minute responder group of 136.70. This suggests that the responses a participant gave were 

not related to time of response. There were no statistically significant differences between 

participants who responded at different time points and their responses on the EBPIA, χ2(2) = 

2.17, p = .34, with a mean rank EBPIA score for the early responder group of 150.08, the late 

responder group of 131.38, and the last-minute responder group of 144.76. This suggests that the 

responses a participant gave were not related to time of response. There were no statistically 

significant differences between participants who responded at different time points and their 

responses on the EBPISN, χ2(2) = 0.50, p = .78, with a mean rank EBPISN score for the early 

responder group of 144.54, the late responder group of 149.15, and the last-minute responder 

group of 140.17. This suggests that the responses a participant gave were not related to time of 

response. There were no statistically significant differences between participants who responded 

at different time points and their responses on the EBPIPBC, χ2(2) = 0.76, p = .67, with a mean 

rank EBPIPBC score for the early responder group of 148.79, the late responder group of 142.33, 
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and the last-minute responder group of 139.46. This suggests that the responses a participant 

gave were not related to time of response. There were no statistically significant differences 

between participants who responded at different time points and their responses on the EIS, χ2(2) 

= 5.92, p = .06, with a mean rank EIS score for the early responder group of 147.44, the late 

responder group of 160.72, and the last-minute responder group of 129.60. This suggests that the 

responses a participant gave were not related to time of response. 

Research Question 1. What are OTPs’ self-reported EBP behaviors?

The participants were separated into groups based on their demographic characteristics. 

Then I examined their scores on the outcome measures. 

Area of Practice

Table 8 shows the descriptive statistics for each of the predictor and criterion variables, 

separated by area of practice. The group that reported the highest level of self-reflective practice 

were OTPs who work in schools, early intervention, and community education (M = 59.99, SD = 

8.64). The group that reported the lowest level of self-reflective practice were OTPs who work in 

academia and research (M = 55.79, SD = 10.12).  However, the OTPs who work in academia and 

research reported the highest level of the precursor factors to EBP: attitudes, subjective norms, 

and perceived behavioral control (EBPIA M = 41.07, SD = 5.67; EBPISN M = 22.87, SD = 5.76; 

EBPIPBC M = 31.06, SD = 4.95). The group who works in academia and research also reported 

the highest level of EBP behavior (M = 31.13, SD = 11.27) out of all of the practice areas 

included in the analysis. 

The group that reported the least positive attitudes about EBP were OTPs who practice in 

an area not encompassed by the given categories (M = 38.05, SD = 7.35). The group that 

reported the second lowest attitudes about EBP were OTPS who practice in mental and 
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behavioral health (M = 38.34, SD = 9.23). The group that reported the least supportive social 

norms about EBP were OTPs working in mental and behavioral health (M = 16.80, SD = 8.56). 

This group also reported the lowest level of perceived behavioral control over their EBP (M = 

27.35, SD = 4.86). The group that reported the lowest level of EBP behavior were OTPs who 

work in long-term care (M = 13.18, SD = 11.40). 

Description of Participants’ Responses on Each Measure, Separated by Area of Practice

Area of 
Practice

n SRIS M (SD) Att M (SD) SN M (SD) PBC M (SD) EIS M (SD)

Academia 
and research

15.6 55.8 (10.1) 41.1 (5.7) 22.9 (5.8) 31.1 (5.0) 31.1 (11.3)

Home and 
community

40.6 58.9 (9.1) 39.4 (7.5) 20.1 (5.9) 29.9 (5.8) 20.2 (16.0)

Hospital 46 59.3 (8.8) 38.7 (7.8) 18.1 (8.5) 28.9 (6.3) 17.8 (16.0)
Long-term 

care
32 59.1 (10.1) 39.0 (7.5) 17.8 (8.9) 27.9 (7.6) 13.2 (11.4)

Mental and 
behav. 
health

14.6 59.0 (9.0) 38.3 (9.2) 16.8 (8.6) 27.4 (4.9) 25.8 (13.2)

School, EI, 
community 
education

44 60.0 (8.6) 40.4 (7.8) 18.5 (7.7) 29.9 (4.3) 19.1 (13.9)

Outpatient 79 60.0 (10.3) 38.7 (8.2) 22.5 (6.1) 30.5 (5.5) 20.2 (14.8)
Other 16.2 59.6 (12.4) 38.1 (7.4) 20.5 (6.8) 30.0 (5.6) 19.9 (16.5)
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Highest Degree Level

Table 9 shows the descriptive statistics for each of the predictor and criterion variables, 

separated by highest degree. The group that reported the highest level of reflection were OTPs 

who have post-professional occupational therapy doctorate degrees (M = 60.77, SD = 7.93). The 

group that reported the lowest level of reflection were OTPs who have a bachelor’s degree (M = 

57.64, SD = 10.72).

The group that reported the most positive attitudes about EBP were OTPs with 

professional doctorates in occupational therapy (M = 41.54, SD = 6.83). The group that reported 

the least positive attitudes about EBP were OTPs who had credentials not encompassed by the 

given categories (M = 38.49, SD = 8.75). This group also reported the lowest values for the 

remaining precursor factors (EBPISN M = 18.05, SD = 5.00; EBPIPBC M = 26.57, SD = 5.04). 

The group that reported the second lowest positive attitudes about EBP were OTPs with a 

master’s degree (M = 38.63, SD = 7.90). the group that reported the second lowest SN and PBC 

of EBP were OTPs with a research doctorate (EBPISN M = 18.45, SD = 6.50; EBPIPBC M = 

29.98, SD = 5.67). The group that reported the most supportive social norms about EBP were 

OTPs with post-professional occupational therapy doctorates (M = 23.16, SD = 6.36). The group 

that reported the highest level of perceived behavioral control over their EBP behavior were 

OTPs with professional doctorates in occupational therapy (M = 32.09, SD = 5.21).  

The group that reported the highest level of EBP behavior were OTPs with post-

professional occupational therapy doctorates (M = 34.33, SD = 15.02). The group that reported 

the lowest level of EBP behavior were OTPs with bachelor’s degrees (M = 14.08, SD = 12.68). 
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Description of Participants’ Responses on Each Measure, Separated by Highest Degree Level 

Highest Degree 
Level

n SRIS M 
(SD)

Att M (SD) SN M (SD) PBC M 
(SD)

EIS M 
(SD)

Bachelor’s 83 57.6 (10.7) 38.7 (7.6) 21.2 (5.6) 29.5 (5.7) 14.1 (12.7)
Master's 124.8 60.7 (8.8) 38.6 (7.9) 20.8 (5.7) 29.5 (5.9) 17.9 (13.5)

PP-OTD 16.6 60.8 (7.9) 40.7 (7.8) 23.2 (6.4) 30.1 (5.7) 34.3 (15.0)
Professional 

doctorate
34 59.0 (10.5) 41.5 (6.8) 23.0 (5.9) 32.1 (5.2) 25.6 (18.9)

Research 
doctorate

11.8 57.7 (9.5) 39.3 (7.9) 18.5 (6.5) 29.0 (5.7) 26.6 (10.7)

Other 17.8 58.3 (8.1) 38.5 (8.8) 18.1 (5.0) 26.6 (5.0) 30.0 (9.1)

Years of Experience

Table 10 shows the descriptive statistics for each of the predictor and criterion variables, 

separated by years of experience. The group that reported the highest level of reflection were 

OTPs who have been practicing for 16-20 years (M = 62.38, SD = 7.45). The group that reported 

the lowest level of reflection were OTPs who have been practicing for 26-30 years (M = 58.34, 

SD = 10.98). 

The group that reported the most positive attitudes about EBP were OTPs who have been 

practicing for less than one year (M = 42.75, SD = 5.34). The group that reported the least 

positive attitudes about EBP were OTPs who have been practicing for 6-10 years (M = 37.52, SD 

= 8.10). This group also reported the lowest values for the remaining precursor factors (EBPISN 

M = 17.35, SD = 8.54; EBPIPBC M = 27.40, SD = 5.65). The group that reported the most 
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supportive social norms about EBP were OTPs who have been practicing for 31 years or more 

(M = 21.67, SD = 5.98). The group that reported the highest level of perceived behavioral control 

over their EBP behavior were OTPs who have been practicing for 31 years or more (M = 30.75, 

SD = 5.21). 

The group that reported the highest level of EBP behavior were OTPs who have been 

practicing for less than one year (M = 29.14, SD = 19.48). The group that reported the lowest 

level of EBP behavior were OTPs who have been practicing for 21-25 years (M = 16.16, SD = 

11.11). 

Description of Participants’ Responses on Each Measure, Separated by Years of Experience 

Years of 

Experience

n SRIS M (SD) Att M (SD) SN M (SD) PBC M (SD) EIS M (SD)

<1 11.8 62.2 (9.7) 42.8 (5.3) 21.4 (6.0) 30.3 (6.3) 29.1 (19.5)

1-5 41.4 60.0 (8.6) 39.3 (7.0) 20.7 (5.7) 29.8 (6.4) 16.2 (12.1)

6-10 24 58.8 (7.7) 37.5 (8.1) 17.4 (8.5) 27.4 (5.7) 27.7 (15.5)

11-15 21 56.2 (9.1) 37.6 (8.5) 18.6 (9.7) 28.1 (6.0) 20.6 (13.3)

16-20 25.4 62.4 (7.5) 39.7 (7.5) 19.3 (8.2) 29.1 (6.0) 25.2 (17.7)

21-25 28.6 58.5 (7.5) 38.3 (6.6) 17.7 (9.2) 28.1 (6.1) 16.2 (11.1)

26-30 48.8 58.3 (11.0) 38.3 (8.6) 21.5 (5.6) 30.3 (4.8) 17.4 (15.2)

31+ 87 59.4 (10.9) 40.1 (7.9) 21.7 (6.0) 30.8 (5.5) 18.6 (14.6)
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Regression Assumption Checks

The factors investigated by the regression were tested to determine if they met the 

assumptions of the regression. The residuals were not normal, as all Shapiro-Wilk tests were 

statistically significant. Large VIF values suggested that multicollinearity was present in the data. 

Small Cook’s distances indicated that there were no notable outliers in the data. Scatterplots of 

the standardized residuals and predicted values supported the conclusion that the assumption of 

homoscedasticity was met. 

Regression Model Variable Selection

Both a stepwise regression and a best subsets regression were conducted to understand 

multiple perspectives on potential variables to include in the final regression model. I chose the 

best subsets regression because it is more robust to violations of multicollinearity than the 

stepwise regression (Ruengvirayudh & Brooks, 2016), and it outputted models that were more in 

line with the theoretical understanding of the appropriate variables to include in the model. 

Theoretical understanding of the phenomena under study is a key part of variable selection 

(Greenland, 1989; Ruengvirayudh & Brooks, 2016).  Among the best subsets I selected the 

model that optimized the adjusted R2, parsimony, and alignment with the theoretical 

understanding of EBP. 

Research Question 2. To what extent do self-reflective practice, attitudes, subjective norms 

(SN), perceived behavioral control (PBC), years of experience, degree level, and practice 

area predict OTPs’ evidence-based practice?

The final regression model included both main effects and interactions of the predictor 

variables. Table 11 displays the Pearson correlation coefficients for the scale predictor variables 

included in the model. 
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Correlations Between the Scale Predictor Variables

M SD 1 2 3 4 5 6 7 8 9 10
1. SRIS 59.27 9.64 —
2. PBC 15.86 4.53 .19* —
3. SRIS*Att 2336.89 642.56 .71* .45* —
4. SRIS*SN 1254.18 429.78 .59* .51* .70* —
5. Att*SN 845.75 339.37 .20* .58* .67* .84* —
6. Att*PBC 1181.33 383.09 .22* .85* .74* .59* .80* —
7. SN*PBC 640.09 255.73 .18* .79* .50* .84* .90* .78* —
8. SRIS*Att 

*SN
50779.74 23330.49 .51* .56* .83* .94* .94* .76* .84* —

9. Att*SN 
*PBC

26168.54 13454.56 .21* .75* .65* .81* .97* .88* .96* .91* —

10. EIS 19.80 14.92 .09 .30* .27* .36* .41* .36* .41* .39* .43* —

*p < .01. 

Linear multiple regression was performed to determine if demographic characteristics, 

self-reflection, and precursor factors were statistically significant predictors of EBP behavior. 

The model significantly predicted EBP behavior, R2 = .45 R2adj = .39, F (16, 287) = 12.62, p < 

.001 (see Table 12). Table 13 displays the coefficients of the regression model, separated by 

predictor variables. The following main effect predictors contributed significantly to the model: 

SRIS scores (B = -3.70, t = -3.42, p = .001), EBPIPBC scores (B = 5.90, t = 2.86, p = .004), 

bachelor’s degree (B = -15.97, t = -5.01, p < .001), master’s degree (B = -11.93, t = -3.86, p = 

.002), long-term care (B = -5.84, t = -2.50, p = .01), and 1-5 years in practice (B = -5.47, t = -
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2.12, p = .04) (see Table 12). The following categorial predictors did not contribute significantly 

to the model: professional doctorate degree, 6-10 years in practice, and 21-25 years in practice.

Results of the Regression Model for EIS

SS df MS F p
Regression 27325.27 16 1707.83 12.62 < .001
Residual 36636.38 271 135.19
Total 63961.65 287

Note. EIS= Evidence-Based Practice Implementation Scale

Coefficients of the Regression Model for EIS

B 95% CI for B SE B β t p
LL UL

Intercept 59.51 29.41 89.61 15.35 3.88 < .001
SRIS -3.70 -5.82 -1.58 1.08 -2.39 -3.42 .001
PBC 5.90 1.86 9.95 2.06 2.28 2.86 .004
Interaction SRIS*Att 0.09 0.04 0.14 0.03 3.83 3.25 .001
Interaction SRIS*SN 0.21 0.10 0.33 0.06 6.05 3.59 < .001
Interaction Att*SN -0.06 -0.10 -0.02 0.02 -1.31 -2.85 .004
Interaction Att*PBC -0.17 -0.28 -0.07 0.06 -4.45 -3.17 .002
Interaction SN*PBC -0.40 -0.62 -0.17 0.12 -6.82 -3.45 .001
Interaction 

SRIS*Att*SN
-0.01 -0.01 -0.002 0.001 -7.72 -3.49 .001

Interaction 
Att*SN*PBC

0.01 0.01 0.02 0.003 10.51 3.98 < .001

Bachelor's degree -15.97 -22.70 -9.25 3.19 -0.48 -5.01 < .001
Master's degree -11.93 -18.55 -5.32 3.09 -0.40 -3.86 .002
Professional doctorate 

degree
-7.22 -14.90 0.47 3.73 -0.15 -1.94 .06

Long-term care -5.84 -10.42 -1.26 2.34 -0.12 -2.50 .01
1-5 years -5.47 -10.61 -0.34 2.58 -0.13 -2.12 .04
6-10 years 3.68 -2.17 9.53 2.97 0.07 1.24 .22
21-25 years -4.72 -10.06 0.63 2.70 -0.09 -1.75 .08
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Note. n = 288. SRIS = Self-Reflection and Insight Scale; Att = Evidence-Based Practice 

Inventory- Attitude; SN = Evidence-Based Practice Inventory- Subjective Norm; PBC = 

Evidence-Based Practice Inventory- Perceived Behavioral Control; EIS= Evidence-Based 

Practice Implementation Scale.

The results from this analysis suggest that many of the variables included in the model 

predicted the level of the criterion variable, evidence-based practice implementation in OTPs. 

The model explained 45% of the variability in EIS. This means that while these predictors are 

helpful at understanding EBP, there are other factors not measured in this study and, therefore, 

not included in the model that impact EBP. Notable predictors of EIS included OTPs’ SRIS 

score, EBPIPBC score, degree level, workplace, and experience level. SRIS was a negative 

predictor of EIS. For every 1-point increase in the SRIS score, the EIS score decreased by a 

statistically significant 3.70 points, suggesting a negative relationship between self-reflection and 

EBP. However, for every one-point increase in the EBPIPBC score, the EIS score increased by a 

statistically significant 5.90 points, suggesting a positive relationship between perceived 

behavioral control and EBP. 

All the demographic characteristics identified by the model as statistically significant 

predictors had a negative relationship with EIS. Possession of a bachelor’s degree was associated 

with a 15.97-point decrease in EIS score, and a master’s degree was associated with an 11.93-

point decrease in EIS score. Notably, post-professional doctorate was associated with a 7.22-

point decrease in EIS score, but this relationship was not statistically significant (p = .06). 

Working in long-term care was associated with a 5.84-point decrease in EIS score. Finally, 

reporting being in practice for one to five years was associated with a 5.47-point decrease in EIS 

score. 



72

Research Question 3. To what extent does the interaction between self-reflective practice, 

attitudes, SN, and PBC predict OTPs’ evidence-based practice? 

Linear multiple regression was performed to determine if interactions between self-

reflection and precursor factors were statistically significant predictors of EBP behavior. This 

interaction was not identified by the model as a predictor that optimized the adjusted R2, 

parsimony, and alignment with the theoretical understanding of EBP. Therefore, it was not 

included in the final model. 

Research Question 3.a. To what extent does the interaction between self-reflective practice and 

attitudes predict OTPs’ evidence-based practice?

Linear multiple regression was performed to determine if interactions between self-

reflection and precursor factors were statistically significant predictors of EBP behavior. The 

interaction between SRIS and EBPIA scores contributed significantly to the model (B = 0.09, t = 

3.25, p = .001) (see Table 13). The SRIS and EBPIA interaction is positive, but the main effect of 

SRIS is negative. In this case, even though self-reflection typically decreases EBP, the interaction 

indicates that as attitudes about EBP become more favorable, the negative impact of self-

reflection on EBP decreases. The reverse is also true: when attitudes about EBP are less 

favorable, the negative impact of self-reflection on EBP increases. 

Research Question 3.b. To what extent does the interaction between self-reflective practice and 

SN predict OTPs’ evidence-based practice?

Linear multiple regression was performed to determine if interactions between self-

reflection and precursor factors were statistically significant predictors of EBP behavior. The 

interaction between SRIS and EBPISN scores contributed significantly to the model (B = 0.21, t 

= 3.59, p < .001) (see Table 13). The SRIS and EBPISN interaction is positive, but the main 
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effects of SRIS and EBPISN are negative. Even though self-reflection has a negative effect on 

EBP, at higher levels of SN the negative effect is less. Conversely, at lower levels of SN, the 

negative effect of self-reflection on EBP is more pronounced. 

Research Question 3.c. To what extent does the interaction between self-reflective practice and 

PBC predict OTPs’ evidence-based practice? 

Linear multiple regression was performed to determine if interactions between self-

reflection and precursor factors were statistically significant predictors of EBP behavior. This 

interaction was not identified by the model as a predictor that optimized the adjusted R2, 

parsimony, and alignment with the theoretical understanding of EBP. Therefore, it was not 

included in the final model.

Research Question 3.d. To what extent does the interaction between attitudes and SN predict 

OTPs’ evidence-based practice?

Linear multiple regression was performed to determine if interactions between precursor 

factors were statistically significant predictors of EBP behavior. The interaction between EBPIA 

and EBPISN scores contributed significantly to the model (B = -0.06, t = -2.85, p = .004) (see 

Table 13). Because the main effect of SN on EBP is negative, this interaction means that the 

negative impact of SN on EBP is lessened at higher levels of positive attitude toward EBP, but it 

is intensified in participants who score lower on the attitudes measure. 

Research Question 3.e. To what extent does the interaction between attitudes and PBC predict 

OTPs’ evidence-based practice?

Linear multiple regression was performed to determine if interactions between precursor 

factors were statistically significant predictors of EBP behavior. The interaction between EBPIA 

and EBPIPBC scores contributed significantly to the model (B = -0.17, t = -4.45, p = .002) (see 
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Table 13). This interaction means that the impact of PBC on EBP is lessened at participants who 

report more positive attitudes about EBP,  but is more impactful in those with lower scores on the 

attitude scale.

Research Question 3.f. To what extent does the interaction between SN and PBC predict 

OTPs’ evidence-based practice?

Linear multiple regression was performed to determine if interactions between precursor 

factors were statistically significant predictors of EBP behavior. The interaction between 

EBPISN and EBPIPBC scores contributed significantly to the model (B = -0.40, t = -6.82, p = 

.001) (see Table 13). This interaction means that the impact of PBC on EBP is lessened at higher 

levels of SN but intensified at lower levels of SN about EBP.

Research Question 3.g. To what extent does the interaction between self-reflective practice, 

attitudes, and SN predict OTPs’ evidence-based practice?

Linear multiple regression was performed to determine if interactions between self-

reflection and precursor factors were statistically significant predictors of EBP behavior. The 

interaction between SRIS, EBPIA, and EBPISN scores contributed significantly to the model (B 

= -0.01, t = -7.72, p = .001) (see Table 13). Though this interaction can be interpreted in multiple 

ways, the most relevant insight it provides is into the impact of attitudes on the interaction 

between SRP and SN. The positive interaction between SRP and SN indicates that high levels of 

SN mitigate the negative impact that SRP has on EBP. This means that the effect of SRP on EBP 

is less negative at higher levels of SN. The three-way interaction indicates that the strength of 

this relationship changes at different levels of attitude. In cases of highly positive attitudes, the 

effect of SRP is more independent of the value of SN. The reverse is true at low levels of 

attitude: the effect of SRP is more strongly linked to the value of SN. 
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Research Question 3.h. To what extent does the interaction between self-reflective practice, 

attitudes, and PBC predict OTPs’ evidence-based practice?

Linear multiple regression was performed to determine if interactions between self-

reflection and precursor factors were statistically significant predictors of EBP behavior. This 

interaction was not identified by the model as a predictor that optimized the adjusted R2, 

parsimony, and alignment with the theoretical understanding of EBP. Therefore, it was not 

included in the final model.

Research Question 3.i. To what extent does the interaction between self-reflective practice, SN, 

and PBC predict OTPs’ evidence-based practice?

Linear multiple regression was performed to determine if interactions between self-

reflection and precursor factors were statistically significant predictors of EBP behavior. This 

interaction was not identified by the model as a predictor that optimized the adjusted R2, 

parsimony, and alignment with the theoretical understanding of EBP. Therefore, it was not 

included in the final model.

Research Question 3.j. To what extent does the interaction between attitudes, SN, and PBC 

predict OTPs’ evidence-based practice?

Linear multiple regression was performed to determine if interactions between the 

precursor factors were statistically significant predictors of EBP behavior. The interaction 

between EBPIA, EBPISN, and EBPIPBC scores contributed significantly to the model (B = 0.01, 

t = 10.51, p < .001) (see Table 13). Though this interaction can be interpreted in multiple ways, 

the most relevant insight it provides is into the impact of attitudes on the interaction between 

PBC and SN. The negative interaction between PBC and SN indicates that high levels of SN 

decrease the positive impact that PBC has on EBP. This means that the effect of PBC on EBP is 
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less positive at higher levels of SN. The three-way interaction indicates that the relationship 

between SN and PBC changes at different levels of attitude. In cases of highly positive attitudes 

about EBP, the effect of PBC is more closely linked to the value of SN. The reverse is true at low 

levels of attitude: in this case, the effect of PBC is more independent of the value of SN.

Chapter Summary

This chapter presents the results of the analysis that was conducted on the data from 

OTPs. Surveys were used to collect information on OTPs’ EBP, demographic factors, and 

cognitive factors related to EBP.  Statistical analyses revealed trends in the relationships between 

the variables. 

Descriptive analysis of the demographic factors detailed the state of EBP in OTPs of 

differing degree levels, years of experience, and practicing in different professional contexts. 

Regression analysis revealed that SRP, PBC, degree level, area of practice, and years of 

experience all were significant predictors of EBP. Furthermore, several interaction terms were 

included in the model as significant predictors. This indicates that the impact of SRP and PBC 

were moderated by the other cognitive factors included in the model. In some cases, three-way 

interactions indicated that these relationships were further influenced by a third variable. 
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The purpose of this study is to clarify the factors that contribute to occupational therapy 

practitioners’ (OTPs’) evidence-based practice (EBP). The knowledge gained from this study 

will fill a gap in the current understanding of EBP, which neglects internal cognitive factors in 

favor of measuring external institutional factors. This study explicitly addresses the cognitive 

factors that, according to the Theory of Planned Behavior (TPB), are considered crucial in 

forming the intention to engage in a behavior: attitudes, perceived behavioral control (PBC), and 

subjective norms (SN) (Ajzen, 1991). I also investigated the impact of self-reflection on EBP, 

which provides a more robust picture of the effect of implicit cognitive factors on EBP. This 

understanding can be used to inform interventions to promote EBP by comprehensively 

addressing the barriers and taking advantage of any facilitators. 

Discussion

The results of this study provide insight into the state of EBP in OTPs, demographic 

predictors of EBP, and cognitive predictors of EBP. This section situates the results in the context 

of the previously published literature regarding EBP, self-reflective practice (SRP), and the TPB. 

While the results of this study provide further support for the findings of previous researchers, 

they offer essential nuance in the interpretation of these results that was not previously known. 

The main contribution of these results is in providing further understanding of the relationship 

between precursor factors, SRP, and EBP. 
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The State of EBP in OTPs

Overall, I found that participants reported relatively low engagement in EBP, scoring, on 

average, 19.80 (SD = 14.92) out of a possible 72 points on the Evidence Implementation Scale 

(EIS). This is similar to the results found by Kreuger et al. (2020), whose participants scored an 

average of 14.8 points (SD not shared) on the same measure. This finding aligns with the results 

of Y. Wang et al. (2019), who, through a survey, found that American OTPs report engaging in 

EBP a little less than some of the time. This trend is present globally, with Australian OTPs 

reporting the use of best practices less than 30% of the time (Nott et al., 2020) and 81.5% of 

Swedish OTPs reporting reading one or fewer research articles per month (Lindström & 

Bernhardsson, 2018). 

However, I found that attitudes about EBP were relatively positive, with participants 

scoring, on average, 39.17 points (SD = 7.75) out of a possible 48 points on the Evidence-Based 

Practice Inventory- Attitudes (EBPIA). This supports the results found previously, that OTPs 

have overwhelmingly positive attitudes about EBP, even in cases of low implementation 

(Lindström & Bernhardsson, 2018; Y. Wang et al., 2019). I also found that SN about EBP were 

moderate, with participants scoring an average of 21.02 points (SD = 5.84) out of a possible 30 

points on the Evidence-Based Practice Inventory- Subjective Norms (EBPISN). Though no 

studies have isolated OTPs’ SN about EBP, one study found that 20% of participants in a mixed 

sample of allied health professionals, which included OTPs, reported that their profession did not 

encourage EBP. Though these researchers did not describe whether there were patterns in this 

result based on profession, it suggests that there may be a subset of OTPs who do not feel that 

others in the profession value EBP, while a larger percentage feel that other OTPs support their 
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use of EBP (Engels et al., 2020). However, because the analyses were pooled across multiple 

professions, it is impossible to understand the relationship between this finding and my results.

I also found that the OTPs in my sample endorsed relatively high PBC regarding EBP, 

scoring an average of 29.60 points (SD = 5.76) out of a possible 36 points on the Evidence-Based 

Practice Inventory- Perceived Behavioral Control (EBPIPBC). Research into OTPs’ perceptions 

of the barriers to EBP overwhelmingly finds that OTPs identify control factors, such as difficulty 

accessing literature and lack of time to engage in the EBP process, as the main barriers to EBP 

(Cardin & Hudson, 2018; Engels et al., 2020; Provvidenza et al., 2020; Y. Wang et al., 2019; 

Wenke et al., 2022). Although the TPB literature suggests a relationship between control factors 

and PBC, no work has yet been done on this relationship in OTPs’ EBP behavior. Since previous 

work has not investigated the PBC construct as a whole in the context of EBP, it is challenging to 

definitively determine how my result aligns with this literature. 

Demographic Predictors of EBP

The regression model analysis found that SRP, PBC, degree type, years in practice, 

practice area, and several interactions were significant predictors of EBP behavior. The 

significant interactions were the interaction between SRP and attitudes; the interaction between 

SRP and SN; the interaction between attitudes and SN; the interaction between attitudes and 

PBC; the interaction between SN and PBC; the interaction between SRP, attitudes, and SN; and 

the interaction between attitudes, SN, and PBC. 

The significant predictors among the degree types were a bachelor’s degree and a 

master’s degree. Achievement of a professional doctorate was included in the model as a non-

significant predictor. All degree types included in the model were negative predictors, indicating 

that achievement of these particular degrees was associated with lower use of EBP. This result is 
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similar to what was found by Krueger et al. (2020): that achievement of any type of doctorate 

was associated with higher use of EBP. Importantly, my study did not find that doctorate degrees 

were associated with higher EBP use, only that master’s and bachelor’s degrees were associated 

with lower EBP use. Furthermore, the entry-level post-professional doctorate was associated 

with a non-significant trend toward lower EBP use, which is a departure from what Krueger et al. 

(2020) found, though they did not distinguish between types of doctorate degrees, so it is 

difficult to draw a direct comparison. On the other hand, Klaic et al. (2018) found that 

achievement of a PhD or master’s degree was associated with an increase in EBP behavior. 

Notably, this sample did not include participants with a clinical doctorate of any kind. 

Practicing for 1-5 years was the only experience level that was a significant predictor in 

the model, though 6-10 years and 21-25 years were included in the model as non-significant 

predictors. Practicing for 1-5 years was associated with decreased engagement in EBP. This 

result somewhat supports Klaic et al.’s (2018) findings, who demonstrated that EBP declines 

with time. The results of this study did not show the same consistent decline over time that was 

found previously, with all levels of experience except for 1-5 years identified as non-significant 

predictors or not eligible for inclusion in the model at all. 

Practicing in long-term care was also included in the model as a significant predictor of 

EBP. It was negatively associated with EBP. This result adds more insight into the literature on 

the impact of practice area on EBP. Previously, a group of OTPs working in stroke rehab 

identified the nature of their area of practice as a support to engagement in EBP (Thomas et al., 

2023). My work expands those conclusions by taking a diverse sample of multiple practice areas 

and identifying one that is not a support to EBP.  
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Cognitive Predictors of EBP

PBC was included in the model as a significant, positive predictor of EBP. This means 

that as PBC increased, so did EBP. In contrast, SRP was included in the model as a significant, 

negative predictor of EBP behavior. This means that as self-reflection behavior increased, EBP 

behavior decreased. While this is in contrast to other studies that find a positive relationship 

between EBP and SRP (Krueger et al., 2020; Provident et al., 2015), the nature of regression 

analysis explains this discrepancy. Previous work has investigated the relationship between SRP 

and EBP in isolation, without accounting for other cognitive and demographic factors (Krueger 

et al., 2020; Lowe et al., 2007; Provident et al., 2015). This work utilizes a regression model to 

understand the impact of SRP when cognitive factors—attitudes, SN, and PBC—and 

demographic factors—degree level, practice area, and experience—are included in the model. 

When the impact of these aforementioned factors is removed, higher levels of SRP result in 

lower levels of EBP and vice versa. Notably, the correlation analysis revealed that SRP and EBP 

were positively, but not significantly, correlated. Unlike the regression analysis, the correlation 

analysis does not account for the impact of other factors, suggesting that the relationship between 

EBP and SRP varies depending on the way in which the model is constructed. 

The finding that SRP is negatively related to EBP when the impact of PBC and 

demographics is removed does not necessarily conflict with previous findings. Instead, it 

provides more context. This is particularly relevant when discussing the cognitive precursors to 

intention formation—attitudes, SN, and PBC. These precursor factors are based on an 

individual's accessible behavioral, normative, and control beliefs, respectively (Ajzen, 2020). 

Research suggests that self-reflection is a possible mechanism through which these beliefs 

become accessible (Phipps et al., 2022; Shuck et al., 2024). Therefore, in the context of behavior 
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change, the content of self-reflection is comprised of behavioral beliefs, normative beliefs, 

control beliefs, and cognitions not related to behavior change. 

According to this theory, then, the construct of SRP included in the model can be 

understood not as a monolith, but as an amalgamation of behavioral beliefs, normative beliefs, 

control beliefs, and other cognitions not related to behavior change. When EBPIPBC is included 

in the model as a predictor, the model controls for the control beliefs part of SRP. This means 

that the construct of SRP included in the model is limited to reflections unrelated to behavioral 

control. The negative B value in the model is related to reflections on behavioral beliefs, 

normative beliefs, and cognitions not related to behavior change. This means that, all things 

being equal, OTPs who spend a lot of time reflecting on the possible outcomes of using EBP, the 

EBP beliefs and behaviors of others around them, and reflecting on things not related to EBP, are 

less likely to engage in EBP. However, because PBC arises out of reflections on control beliefs, 

OTPs who spend a lot of time thinking about the barriers and supports that impact engagement in 

EBP and use these thoughts to create positive feelings of control over their EBP behavior are 

more likely to engage in EBP. Other models that do not tease out the impact of different types of 

cognitions simply find a main effect of SRP, with no understanding of which specific reflections 

are driving this effect. 

One potential explanation for the results I found in the regression is that OTPs who spend 

time thinking about practical barriers and facilitators to EBP come up with strategies that 

enhance the effect of the facilitators and mitigate the effect of the barriers. This leads to 

increased perceived behavioral control, which leads to increased EBP behaviors. OTPs who 

spend a lot of time reflecting on other aspects of their practice do not come up with the same 
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practical strategies to facilitate EBP use, so this aspect of self-reflection is counterproductive to 

EBP. 

The wider EBP literature supports this conclusion. OTPs overwhelmingly have positive 

attitudes about EBP, but low implementation (Cardin & Hudson, 2018; Y. Wang et al., 2019). I 

found that attitude is only a significant predictor of EBP when combined with other factors as an 

interaction, but not as a main effect, aligning my findings with what has previously been 

demonstrated in OTPs. Previous research has repeatedly identified that the main barriers to EBP 

are related to the control that OTPs have over their ability to engage in EBP behaviors, such as 

time for EBP activities (Cardin & Hudson, 2018; Provvidenza et al., 2020; Y. Wang et al., 2019; 

Wenke et al., 2022), and access to journal articles (Y. Wang et al., 2019). These researchers used 

self-report measures to identify these barriers, so they were actually measuring OTPs’ perceived 

behavioral control, not their actual control over their EBP behavior. This supports my finding 

that PBC is a strong predictor of increased EBP use. 

In the TPB, PBC is unique because it is often used as a substitute for actual control 

(Ajzen, 2020). However, in some situations, it is not a perfect substitute because an individual’s 

perception of her control over her actions varies based on her cognitive assessment of her 

supports and barriers, and she may not always be accurate in this assessment. Therefore, it is not 

clear whether this result suggests that the EBP problem is a cognitive problem or a practical 

problem. It is possible that two OTPs working in the same facility, with the same degree level 

and amount of experience, would report different levels of PBC because their cognitive 

assessment of the control they have over their EBP behavior varies. It is also possible that this 

difference in PBC varies because one OTP has found creative ways to mitigate her lack of time 

and access to resources, such as by listening to evidence-based podcasts on her commute to 
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work. Given the same circumstances, an individual’s PBC may vary because of her ability to 

problem-solve creatively. In either case, EBP has a cognitive solution: either altering OTPs’ 

cognitive assessment of PBC to increase their EBP behavior or supporting creative problem-

solving and reframing of time and resources to increase EBP behavior. On the other hand, if it is 

true that all OTPs in the same setting, with the same degree and years of experience, have the 

same assessment of PBC, this makes PBC an accurate representation of actual control. In this 

case, EBP does not have a cognitive solution. The only way to improve EBP is to induce the 

entities that employ OTPs (schools, hospitals, clinics, and other providers of care) to decrease the 

barriers to and increase the supports for EBP. Further research is required to understand better the 

factors that impact OTPs’ PBC. 

Limitations

Though there is value to understanding OTPs’ perceptions of their own EBP, the main 

limitation of this work is that it did not include objective measurements, either of OTPs’ EBP 

behaviors, SRP, or of their actual control over these behaviors. This makes it difficult to 

understand if OTPs are reporting a perception of EBP and SRP or actual engagement in the 

behaviors being studied. Another limitation is that this work only included participants from the 

state of Florida. Therefore, the results of this study cannot be generalized to OTPs from other 

locations. Finally, the SRP measure used was related to clinical practice in general, and not EBP 

specifically. Though participants were primed to think about their EBP before starting the survey, 

this does not guarantee that this work provides insights into the impact of EBP-specific 

reflection.  
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Implications for Theory

This work had theoretical basis in the Theory of Planned Behavior (Ajzen, 1985) and the 

dual process model (Kahneman, 2013). The results suggest several implications related to these 

theoretical frameworks. This section discusses the relevance of these findings to the TPB and the 

dual process model.

Implications for the Theory of Planned Behavior

The results from this study suggest that PBC is the biggest predictor of EBP in OTPs. 

This finding is contextualized by previous studies, which find that the key precursor factors in 

predicting behavior vary based on the population of OTPs, the target behavior, or other factors 

not yet understood (Doyle & Bennett, 2014; Glegg et al., 2017; Groth, 2011). This finding, that 

PBC impacts EBP, is in line with some of the literature suggesting that PBC plays a role in EBP 

behaviors related to stroke rehab and virtual reality use (Doyle & Bennett, 2014; Glegg et al., 

2017). However, other work looking at EBP behaviors related to carpal tunnel treatment found 

that PBC did not impact EBP (Groth, 2011). My work, which spans practitioners working in a 

wide range of settings, suggests that, overall, PBC impacts EBP behavior in OTPs, but does not 

rule out the possibility that specific EBP behaviors and practice settings may elicit different 

behavior change cascades. 

Implications for Dual Process Theory

Because self-reflection makes the implicit explicit (Ghaye & Lillyman, 2014), the finding 

that SRP is a major predictor of EBP supports the conclusion that individuals with different 

levels of awareness of their implicit cognitive processes behave differently. This supports the 

claim that both implicit and explicit cognition determine behavior (Kahneman, 2013). 

Furthermore, the results of this study suggest that there is a relationship between SRP, behavior, 
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and the precursor factors to behavior. The interactions between SRP and attitudes; SRP and SN; 

and SRP, attitudes, and SN indicate that these two precursor factors influence the effect that SRP 

has on EBP. Due to the nature of the methodology of this study, the directionality of this 

relationship is not known. However, one possible explanation for this relationship is provided by 

the theory that self-reflection may be the mechanism through which experience changes which 

behavioral and normative beliefs are accessible, thus informing future behavior (Ajzen, 2020; 

Chung et al., 2016).  

Implications for Occupational Therapy Practice

The results of this study suggest several take-home messages for the occupational therapy 

profession. 

When training new OTPs in entry-level programs, it may be helpful to include skill-

building that addresses cognitive barriers to EBP as well as academic skills. This has been 

recommended by Bannigan and Moores (2009) in relation to self-reflection, but the results of 

this study suggest that focusing this cognitive training on PBC may be the most effective 

strategy.

Practicing clinicians would also benefit from EBP-focused training that emphasizes 

understanding PBC, mitigating barriers, and increasing supports. This factor was identified as the 

largest cognitive predictor in the model. The finding that increased PBC is related to increased 

EBP use suggests an opportunity to support OTPs in their use of EBP by supporting their 

development of strategies and techniques to improve their PBC over EBP. 

When considering training opportunities for practicing clinicians, the results of this study 

suggest that it would be most impactful to focus on clinicians who do not hold an advanced 
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doctoral degree. Low EBP behavior was related to having a bachelor’s or a master’s degree. This 

population would benefit the most from interventions and training that address EBP. 

The results of this study suggest several strategies that OTPs can adopt to promote 

successful EBP use. OTPs should advocate for supports related to PBC, such as increased 

autonomy in how time at work is spent and a seat at the table in discussions on how departmental 

resources are used. For example, advocating for increased discretionary time at work to complete 

training, non-billable patient care, or other administrative tasks may support OTPs’ PBC. 

Departments that incorporate the perspectives of practicing OTPs, rather than just those of 

managing OTPs, when allocating departmental resources may experience increased engagement 

in EBP. 

The results of this study suggest that interventions aimed at improving OTPs’ attitudes or 

SN around EBP may not help improve OTPs’ EBP. Instead, resources would be better spent on 

supporting OTPs’ autonomy and control over their perceived barriers and supports to EBP. 

Furthermore, self-reflective interventions may be helpful, but only when the focus is on PBC. 

When reflection focuses on other topics, it may actually be counterproductive. 

Recommendations for Future Research

As previously discussed, this work found slightly different patterns of EBP use, 

particularly in practitioners with entry-level doctorates and at increased years of experience 

beyond five years. The research to which I compared my work was almost all conducted before 

the COVID-19 pandemic, providing a possible explanation for the difference in results. This is 

particularly relevant in light of the literature that suggests that EBP is related to burnout (Bar-

Nizan et al., 2024), and burnout patterns have significantly changed since the pandemic (Murthy, 
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2022). More research is needed to understand if the factors impacting EBP have changed since 

the pandemic irrevocably altered the healthcare workforce. 

Although my work provides some insight into the role of PBC on EBP, further research is 

necessary to better describe the relationship between actual control, PBC, and EBP. Furthermore, 

objective measures of SRP, actual control, and EBP would provide actionable insights into what 

solutions are needed for the EBP problem. 

Finally, interventional studies aimed at applying these insights to increase EBP are 

greatly needed. Low-cost, feasible interventions aimed at increasing OTPs’ EBP behaviors are 

imperative to improve patient outcomes and OTP job satisfaction. This work, which addresses 

the cognitive barriers to EBP, provides one such avenue to pursue to improve EBP. These results 

suggest that SRP-based interventions that focus on enhancing feelings of control over EBP may 

positively impact EBP in OTPs. 

Concluding Remarks

This study found similar patterns of EBP use in OTPs as have been previously found in 

the literature and contributes to an understanding of the cognitive factors that may drive the 

decision to engage or not engage in EBP. Other work has treated SRP as a monolith, but a 

nuanced understanding of the importance of reflecting on PBC emerged in these results. This 

suggests several avenues for future research, particularly the need for a better understanding of 

the directionality of the relationship between SRP, PBC, and EBP. There is also a need to 

research the impact that interventions based on this insight may have on EBP. These results are 

important to consider when planning training for future and practicing OTPs and determining 

departmental priorities for resource allocation. Appropriate application of these insights may 

improve the health and well-being of the population at large by increasing OTPs’ use of EBP. 
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Subject: Have 15 Minutes? Help Us Understand How OTPs Use Evidence
Hi [First Name],
I’m reaching out to invite you to participate in a research study designed specifically for 
occupational therapy practitioners like you.
I’m Marissa Mirecki, a doctoral student at Valdosta State University and occupational therapist, 
and I’m conducting a study about OTPs’ clinical decision-making.
The goal of this study is to better understand the cognitive factors, like self-efficacy and 
reflective thinking, that influence how OTPs engage with evidence-based practice. Your 
perspective is crucial to identifying what supports or challenges OTPs face in applying it 
effectively.
The survey takes approximately 15 minutes to complete, is completely anonymous, and 
participation is voluntary. There are no foreseeable risks and no direct benefits to you, but your 
responses can contribute to a deeper understanding of how to better support occupational 
therapists in Florida.

    

Questions regarding the purpose or procedures of the research should be directed to Marissa 
Mirecki at mrmirecki@valdosta.edu. This study (IRB-04602-2025) has been approved by the 
Valdosta State University Institutional Review Board (IRB) for the Protection of Human 
Research Participants. The IRB, a university committee established by federal law, is responsible 
for protecting the rights and welfare of research participants. If you have concerns or questions 
about your rights as a research participant, you may contact the IRB Administrator at 229-253-
2947 or irb@valdosta.edu.
Thank you for considering this opportunity to help advance our profession!
Warm regards,
Marissa Mirecki 
Valdosta State University

https://valdosta.co1.qualtrics.com/jfe/form/SV_3L6VWAlssMr8rDU
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What is your primary practice area?

☐Academia and research 

☐Home and community    

☐Hospital (other than mental health)

 ☐Long-term care 

☐Mental and behavioral health

☐Schools, early intervention, and community education

☐Outpatient clinic 

☐Other

How much experience do you have working as an occupational therapy practitioner?

☐Less than 1 year 

☐1-5 years 

☐6-10 years 

☐11-15 years 

☐16-20 years 

☐21-25 years

☐26-30 years 

☐31 or greater

Identify your highest level of education. 
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☐Certificate 

☐Associate degree 

☐Baccalaureate degree 

☐Master’s degree 

☐Post-professional doctorate (e.g., PP-OTD)  

☐Professional doctorate (e.g., OTD) 

☐Research doctorate (e.g., PhD, ScD) 

☐Other
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Melnyk et al. (2008). Below are 18 questions about evidence-based practice (EBP Some 
healthcare providers do some of these things more often than other healthcare providers. There is 
no certain frequency in which you should be performing these tasks. Please answer each question 
by circling the number that best describes how often each item has applied to you in the past 8 
weeks. 
In the past 8 weeks, I have: 

0 times <3 
times

5 
times

>5<8 
times

>8 
times

1. Used evidence to change my clinical 
practice.

0 1 2 3 4

2. Critically appraised evidence from a 
research study.

0 1 2 3 4

3. Generated a PICO question about my 
clinical practice.

0 1 2 3 4

4. Informally discussed evidence from a 
research study with a colleague.

0 1 2 3 4

5. Collected data on a patient problem. 0 1 2 3 4
6. Shared evidence from a study/ies in the form 

of a report or presentation to > 2 colleagues.
0 1 2 3 4

7. Evaluated the outcomes of a practice 
change.

0 1 2 3 4

8. Shared an EBP guideline with a colleague. 0 1 2 3 4
9. Shared evidence from a research study with 

a patient/family member.
0 1 2 3 4

10. Shared evidence from a research study with 
a multidisciplinary team member.

0 1 2 3 4

11. Read and critically appraised a clinical 
research study.

0 1 2 3 4

12. Accessed the Cochrane database of 
systematic reviews.

0 1 2 3 4

13. Accessed the National Guidelines 
Clearinghouse.

0 1 2 3 4

14. Used an EBP guideline or systematic review 
to change clinical practice where I work.

0 1 2 3 4

15. Evaluated a care initiative by collecting 
patient outcome data.

0 1 2 3 4

16. Shared the outcome data collected with 
colleagues.

0 1 2 3 4

17. Changed practice based on patient outcome 
data.

0 1 2 3 4

18. Promoted the use of EBP to my colleagues. 0 1 2 3 4
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Grant et al. (2002). 
Engagement in self-reflection 

strongly 
disagree

disagree slightly 
disagree

slightly 
agree

agree strongly 
agree

1. I don't often think about my 
thoughts (R) 

1 2 3 4 5 6

2. I rarely spend time in self-
reflection (R)

1 2 3 4 5 6

3. I frequently examine my feelings 1 2 3 4 5 6
4. I don't really think about why I 

behave in the way that I do (R)
1 2 3 4 5 6

5. I frequently take time to reflect 
on my thoughts

1 2 3 4 5 6

6. I often think about the way I feel 
about things

1 2 3 4 5 6

Need for self-reflection
1. I am not really interested in 

analyzing my behavior (R)
1 2 3 4 5 6

2. It is important for me to evaluate 
the things that I do

1 2 3 4 5 6

3. I am very interested in examining 
what I think about

1 2 3 4 5 6

4. It is important to me to try to 
understand what my feelings 
mean

1 2 3 4 5 6

5. I have a definite need to 
understand the way that my mind 
works

1 2 3 4 5 6

6. It is important to me to be able to 
understand how my thoughts 
arise

1 2 3 4 5 6
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Before proceeding to the survey, please carefully read our definitions of “clinical decision” and 

“evidence based practice”. These terms will be used in the survey.

research evidence with clinical experience and individual patients’
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①②③④⑤⑥ to improve my patients’ outcomes.①②③④⑤⑥
①②③④⑤⑥①②③④⑤⑥①②③④⑤⑥

①②③④⑤⑥①②③④⑤⑥ ①②③④⑤⑥
①②③④⑤⑥
①②③④⑤⑥

①②③④⑤⑥
①②③④⑤⑥
①②③④⑤⑥
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①②③④⑤⑥
①②③④⑤⑥
①②③④⑤⑥
①②③④⑤⑥
①②③④⑤⑥

①②③④⑤⑥
①②③④⑤⑥

①②③④⑤⑥
①②③④⑤⑥

①②③④⑤⑥
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①②③④⑤⑥
①②③④⑤⑥

①②③④⑤⑥
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