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Development and pilot testing of a Measure of potential barriers and facilitators to the Use

of a Standardized assessment Tool

Abstract

Introduction: Standardized assessment tools (SATSs) are essential to evidence-based assessment
practices. Identifying what impedes clinicians’ use of a SAT can help tailor strategies promoting
its use in clinical practice. This article presents the development of the Measure of potential
barriers and facilitators to Using a Standardized assessment Tool (MUST) questionnaire.
Preliminary findings are also reported from pilot testing in which the MUST was used to
investigate occupational therapists’ (OTs) perceptions of potential barriers and facilitators to the
use of the Activities of Daily Living Profile (ADL Profile), a SAT evaluating independence in
everyday activities of cognitively impaired adults.

Methods: The MUST was administered to 41 OTs attending continuing education workshops on
the ADL Profile. Internal consistency was explored using Chronbach’s alpha. Descriptive statistics
were used to analyse scores for each statement.

Results: Internal consistency for subscales related to clinicians’ characteristics (o = 0.7) and to
the SAT’s characteristics (o = 0.8) were adequate but lower for the subscale related to the clinical
setting (oo = 0.6). OTs’ perceptions of potential barriers were associated with: OTs’ perceived self-
efficacy; ADL Profile’s applicability to their clienteles, compatibility with values promoted in
their work setting and with their clients’ preferences; limited peer support and time to implement

the ADL Profile.



Discussion: The MUST, a theory-informed questionnaire, may prove useful in identifying
potential barriers needing to be adressed in continuing education training promoting the use of
SATSs by clinicians. The MUST is quick to administer and initial testing provides support for its

internal consistency.

Keywords: standardized assessment tool, evidence-based assessment, questionnaire development,

research/education, knowledge translation, implementation



Evidence-based practice is recognized as essential to clinical decisions leading to improved patient
outcomes 1. Although evidence-based practice targets both effective treatment and assessment
practices, more emphasis has been placed on interventions and less attention has been paid to
evidence-based assessment (EBA) practices . Clinicians engaging in evidence-based assessments
are encouraged to use standardized assessment tools (SATSs). SATs are essential in identifying
health-related problems, guiding the choice of interventions and monitoring evolution °®.
However, routine use of SATSs is known to be challenging for clinicians in certain practice contexts
"8 In some areas of rehabilitation practice for example, a high percentage of clinicians report
routinely using SATs %! while in other areas, the uptake remains low 14, When rehabilitation
clinicians do not use SATs with established reliability and validity, they run the risk of providing
less than optimal rehabilitation interventions.

Although clinicians’ attitudes toward SATs in general have been investigated ¥ and
common barriers identified ®, researchers working in collaboration with clinicians to implement
a specific SAT in a targeted practice area need to identify local barriers and facilitators 1. In this
process, investigating clinicians’ perceptions is indispensable as they are likely the key users of
the SAT to be implemented. Knowing their perspectives can help develop and further tailor
continuing education workshops or other strategies supporting effective implementation of a SAT
in clinicians’ practice ’. Clinicians’ perceptions of barriers to the use of various forms of scientific
evidence has been extensively examined using qualitative approaches (using focus groups or
interviews) or measured using quantitative approaches (using questionnaires) #°. However,
questionnaires have often been developed haphazardly without benefitting from the contribution

of solid conceptual frameworks developed to guide implementation efforts *°. And, to the best of



our knowledge, there is presently no questionnaire aimed specifically at measuring clinicians’
perceptions of barriers to the implementation of a SAT in their clinical practice.

The purpose of this article is to present the development and initial testing of the Measure
of potential barriers and facilitators to the Use of a Standardized assessment Tool (MUST)
questionnaire. This article also describes preliminary findings obtained from a pilot testing in
which the MUST was used to investigate occupational therapists’ (OTs) perceptions of potential
barriers and facilitators to the clinical use of a SAT, the Activities of Daily Living Profile (ADL

Profile) 2921,

Initial development of the MUST questionnaire
Literature review

A literature review was performed to identify conceptual frameworks that could help define
constructs addressing clinicians’ perceptions of barriers and facilitators to the use of a SAT. To
the best of our knowledge, no conceptual framework specifically addresses potential barriers to
the use of a SAT in clinical practice. The search was therefore broadened to conceptual frameworks
describing barriers to clinicians’ adherence to evidence-based practices. First, Domschroder et al.’s
(2009) Consolidated Framework for Implementation Research (CFIR) was selected as an
overarching framework providing an overview of factors that affect successful implementation of
health innovations (e.g. interventions or assessments). The CFIR is based on a review of 19
implementation theories and frameworks and suggests that barriers at multiple levels can influence
the use of health innovations. These include barriers associated with characteristics of the

clinicians who are expected to use the innovation, characteristics of the innovation itself, and



characteristics of the clinical context where the innovation is to be implemented °22. Clinicians’
behaviors and actions influence the success of implementation. Clinicians’ characteristics known
to facilitate or hinder the use of innovation include constructs such as knowledge, perceived self-
efficacy, motivation and emotion. Key characteristics of an innovation also influence
implementation and include constructs such as scientific evidence supporting the innovation,
perception of the relative advantage of the innovation compared to other practices and costs
associated with the innovation. Characteristics of the clinical setting that may influence clinicians
use of innovations include environmental resources, organizational climate and time pressure.
Next, the literature search focused on finding determinant frameworks specifically aimed
at understanding clinicians’ perceptions of barriers. Determinant frameworks describe factors that
have been found to influence implementation outcomes?®. Two widely recognized conceptual
frameworks were identified: the Theoretical Domains Framework (TDF) and the Clinical Practice
Guideline Framework (CPGF). Numerous studies have examined their theoretical basis and used
these frameworks to guide qualitative as well as quantitative approaches to evaluating barriers to
implementation of scientific evidence 242°. The TDF is based upon several psychological theories
describing factors that may hinder or enable changes in practice behaviors 2%, According to the
TDF, factors influencing clinicians’ behaviors can be categorized into eleven domains including
knowledge, professional role and identity and environmental context. The CPGF was developed
based on a literature review of barriers to physicians’ adherence to clinical practice guidelines. It
introduces constructs related to the clinician’s knowledge, attitude and behavior and has been
subsequently enriched to provide a comprehensive taxonomy of barriers and facilitators that can

impact evidence-based decisions 24,



Constructing the MUST questionaire
Firstly, the two authors of this article (PL and CB), as well as a research assistant, compared
constructs from the TDF and CPGF frameworks, merged constructs operationalizing the same
concept and eliminated constructs irrelevant to the use of a SAT. This process yielded 22
constructs. Secondly, statements related to each construct were elaborated by PL and CB with
special attention to avoiding repetitive statements, double negatives and ambiguous statements.
The pilot version of the MUST comprised a total of 55 statements. Twelve statements were reverse
worded to avoid response bias. 50 statements are generic, i.e. applicable to the investigation of
barriers to the use of any given SAT (e.g. “I am familiar with the content of the tool). Five
statements were written to specifically address particular characteristics of the SAT (i.e. the
Activities of Daily Living Profile) that would be the object of interest in the following pilot study.
Thirdly, constructs and associated statements were grouped into three broad categories of barriers
described in the CFIR: barriers associated with clinicians’ characteristics, with characteristics of
the SAT itself and with the clinical setting (see description of these categories in the previous
section). These categories constitute the three theoretical subscales of the MUST questionnaire.
Finally, the chosen scoring format was a typical 5-point Likert scale: 1= Strongly disagree, 2=
Disagree, 3= without opinion, 4= Agree, 5= Strongly agree. This scale is used to score each
statement of the MUST questionnaire. It is worth noting that statements were not written as barriers
or facilitators in themselves, it is the score given by participants on the likert scale that reflects
clinicians’ perception of potential barriers or facilitators. When statements are positively worded,
scores of 1 and 2 are thought to reflect a potential barrier, scores of 4 and 5 thought to reflect a

potential facilitator. When the statements are reverse worded, scores of 1 and 2 reflect a potential



facilitator, scores 4 and 5 reflect a potential barrier. The content of the questionnaire was further
examined by a third researcher not involved in the questionnaire development but with expertise
in knowledge translation. This expert reviewed the constructs as well as statements included under
each construct. Feedback led to the following modifications: two constructs were merged, a few
statements were reworded for greater clarity and one statement was moved under another
construct. Table 1 presents the three subscales with their associated constructs, construct definition
and all statements included in the pilot version of the MUST.

< Insert Table 1 about here >

Methods

Pilot testing of the MUST

Pilot testing of the MUST questionnaire was conducted to examine its internal consistency, to
obtain feedback on clarity and pertinence of the MUST’s statements and to collect preliminary
data on OTs perceptions of potential barriers and facilitators to the use of a SAT, the Activity of

Daily Living Profile (ADL Profile), in their clinical practice.

Description of the SAT expected to be implemented : the ADL Profile

The ADL Profile was developed to assess the level of independence of persons having sustained a
traumatic brain injury when performing self-care activities (e.g. dressing), household activities
(e.g. preparing a meal) and community activities (e.g. grocery shopping) 23!, The ADL Profile
was developed with a special consideration for the impact of cognitive impairments, particularly

executive dysfunctions, on a client’s level of independence in activities carried out in the client’s



own real-world environment. For each activity, the clinician has to score the patient’s level of
independence (O=dependent; lv=verbal assistance required; lp=physical assistance required,
2=independent with difficulty, 3=independent without difficulty) on each of the four following
operations considered important components of executive functioning: formulating a goal,
planning a task, executing a task and verifying the attainment of the initial goal. This procedure
allows clinicians’ to identify the executive dysfunction component that has the most impact on
clients’ ability to perform everyday tasks. The ADL Profile has been found valid and reliable when

used with adults having sustained a traumatic brain injury 2132-34

Participant recruitment

OTs attending continuing education workshops on the ADL Profile in <masked> (Canada),
<masked> (Canada) and <masked> (France) were invited to participate in the pilot testing of the
MUST questionnaire. OTs who accepted to participate signed a consent form. Ethical approval

was obtained from the Centre for Interdisciplinary Research in Rehabilitation of <masked>.

Data collection

Participating OTs completed the MUST questionnaire at the end of the workshops. Participating
OTs from <masked> (Canada) were further asked to indicate statements that were redundant,
unclear and not applicable to their work setting as well as the time required to complete the

questionnaire.



Data analysis

Item analysis was performed to explore the internal consistency of the MUST. Given that the
statements and constructs were theoretically grouped in three subscales, Chronbach’s alpha was
calculated for each of the three subscales: clinician’s characteristics, characteristics of the SAT,
characteristics of the clinical setting. Descriptive statistics (median and range) were also used to
analyse the scores given by OTs for each statement of the MUST. Scores for the twelve reverse
worded statements were converted to allow for Chronbach’s alpha calculations and to facilitate

comparable calculations of the median and range.

Results

Participants characteristics

41 OTs participated in the pilot testing (years of clinical experience: mean = 9.9; SD = 6.7). All
OTs worked with adults with cognitive disturbances (27% neurology or neurotraumatology, 29%
geriatrics, 44% other) in various clinical settings (51% acute care, 27% inpatient/outpatient
rehabilitation, and 22% community settings). Participating OTs from <masked> (Canada)

completed the questionnaire in an average of 12 minutes (SD=4.7 minutes).

Internal consistency

Chronbach’s alphas ranging from 0.7 to 0.95 are usually considered acceptable . Table 2 shows
acceptable alphas for the subscales ‘clinicians’ characteristics’ and ‘characteristics of the SAT’ but
a slightly lower alpha for the subscale ‘characteristics of the clinical setting’. Item-rest correlation

for the last subscale reveals that statements 53 (0.083) and 54 (0.085) are poorly correlated with

10



the rest of the subscale’s items. Removal of statement 53 and 54 would increase Chronbach’s alpha
for this subscale to 0.805. After reviewing the theoretical underpinnings of this subscale and the
wording of the two statements, PL and CB decided to maintain statement 53 but reworded as
follows: “I have the support that I need from my peers to implement the tool in my clinical
practice”. It was also agreed that the content of statement 54 was redundant and this statement was

removed from the final version of the MUST questionnaire.

< Insert Table 2 about here >

Clarity and pertinence of statements

Considering comments made by participants from <masked> (Canada), 13 statements were
reworded, one statement eliminated and five added. The final version of the questionnaire includes
58 statements (48 generic to any measurement tool and 10 specific to the ADL Profile). See

supplemental digital content for the final version of the MUST questionnaire.

Potential barriers and facilitators to the use of the ADL Profile by OTs

Table 3 presents the median and range of scores given by the entire group of participants for each
statement of the MUST questionnaire. All OTs agreed or strongly agreed with the following four
statements: 1, 4, 13, 17. As for potential barriers, the following six statements obtained the lowest
median score of 2 (disagree): 16, 25, 35, 41, 49, 54.

< Insert Table 3 about here >

11



Discussion

The development of the MUST questionnaire was motivated by the need to design a theory-
informed questionnaire that could systematically and rapidly investigate the perception of a large
group of clinicians regarding potential barriers and facilitators to the clinical use of a SAT. The
MUST was easily administered, taking an average of 12 minutes to complete. Findings from pilot
testing led to a few modifications to the MUST’s statements and the final version of the MUST
questionnaire includes 58 statements, of which 48 are generic to the use of any SAT.

This study also provided preliminary insights into OTs’ perceptions of potential barriers
and facilitators to the clinical uptake of the ADL Profile. All OTs agreed or strongly agreed with
four statements, therefore suggesting that some elements may be potential facilitators to the use of
the ADL Profile regardless of the practice context. All participating OTs perceived they had the
knowledge to use the ADL Profile, they recognized the added value of the ADL Profile to their
practice as well as the compatibility of the ADL Profile with their professional scope of practice.
These results contrast with findings from other studies in which lack of knowledge and lack of
perceived value regarding SAT use are commonly reported barriers 6. In the MUST pilot testing,
OTs completed the MUST questionnaire after participating in a continuing education workshop
on the ADL Profile. Continuing education workshops have been shown to effectively address such
barriers as lack of knowledge or lack of perceived value of the SAT to clinical practice .
Perception of potential barriers was more variable with six statements with a low median score,
potentially reflecting remaining barriers to the use of the SAT. Since the MUST questionnaire was
completed after the continuing education workshop on the ADL Profile, results suggest that the

workshop could be further refined to address these remaining potential barriers. Regarding the

12



perceived lack of compatibility between the tool and some clienteles or work settings, it must be
highlighted that the ADL Profile was initially developed to assess the level of independence of
persons having sustained a traumatic brain injury within their own home and community
environment. Interest in using the tool with other populations or work settings has encouraged OTs
to attend training on this tool but findings of this study suggest that further investigation on how
to address the needs of various clienteles and work settings is warranted. Other persisting barriers
pertained to lack of time and peer support. These findings are congruent with prior studies that
have also shown these to limit the use of SATs in clinical practice *°.

Findings from this study highlight that continuing education training is essential but
insufficient in addressing all barriers to the implementation of a SAT. Considering the vast
amounts of time and money that are invested in developing SATs and testing their psychometric
properties as well as in training clinicians in their use, it is urgent that local obstacles to their use
in clinical practice be identified so that implementation efforts can be adjusted accordingly 7.

The MUST has proven useful to rapidly explore the perception of a large group of
clinicians. Results obtained with the MUST provide initial insights on clinicians’ perception of
elements known to likely influence implementation. However, validating the results with a smaller
group of OTs working in organizations where the SAT is to be implemented is necessary. Indeed,
disagreeing with a statement in the MUST questionnaire does not automatically imply a barrier
that the clinician would wish addressed to ensure his or her use of the SAT. Likewise, agreeing
with a statement reflects a potential facilitator but does not automatically imply that it is a key
element to successful use of the SAT by the clinician in his or her particular work setting. Although

the results obtained with the MUST can provide direction, it is important to validate the results
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with follow-up questions in order to better interpret the results and better understand clinicians’
needs in the implementation process. Lastly, the MUST was used with groups of OTs but given
that it includes 48 generic statements, it has the potential to be used with any group of health care

professionals who need to implement a SAT.

Limitations
Although the pilot testing allowed for exploration of the MUST’s internal consistency, the
convenience sample of participating OTs was too small to perform factor analysis. Some results
of the item analysis may underestimate the reliability of the MUST questionnaire *. Also, the
MUST questionnaire is based on determinant frameworks and is not intended to measure the
process of translating evidence into practice. Although it can provide some insights into aspects of
implementation interventions that need to be tailored to perceived barriers, it cannot be used in
itself to guide the planning or execution of overall implementation efforts or to evaluate the process
of implementation. Process models, such as the Knowledge-to-action model, are better suited for
planning overall implementation phases and the MUST can be useful at the barriers assessment

phase 1723,

Conclusion

Continued education providers and researchers interested in promoting the use of a SAT by
clinicians should be conscientious of developing continuing education training that address local
barriers to the use of the SAT being promoted. The MUST is a theory-informed questionnaire that

investigates clinicians’ perceptions of potential barriers and facilitators to the use of a SAT. It may

14



prove useful in tailoring the delivery of continuing education workshops as well as for research
focusing on the implementation of SATSs in clinical practice. The MUST is quick to administer
and initial testing provides support for its utility and internal consistency. Further research is
required to test its validity and reliability with various health care professionals using various

SATs.

Lessons for practice

e The MUST, atheory informed questionnaire, provides a quick way to systematically investigate
the perception of a large group of clinicians regarding potential barriers and facilitators to the
use of a standardized assessment tool.

e Results obtain with the MUST questionnaire provide insights on potential barriers that may
need to be addressed in continuing education training or in implementation strategies promoting
the use of standardized assessment tools.

e Preliminary findings suggest that continuing education training helps to overcome some
barriers to the use of a standardized assessment tool but is likely insufficient to ensure its uptake

in routine clinical practice.
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Table 1 — MUST questionnaire subscales with associated constructs, construct definition and statements.

Subscales Constructs Definition Questionnaire statements
Clinicians’ Knowledge Acknowledging the 1. 1 know the objective of the tool
characteristics existence of the tool, being 2. | am familiar with the content of the tool
familiar with its content and 3. | am familiar with the theoretical constructs underlying the tool
thinking of using the tool 4. 1 know why it would be appropriate to use the tool in my clinical practice
6. | think of using the tool each time that it is required
Perceived self-  Clinicians’ belief in their 5. | feel familiar enough with the tool to use it
efficacy own capability to use the 25. In my clinical setting, | am able use the tool as indicated in the administration guide
tool 26. | have the ability to adequately administer the tool
27. 1 am able to overcome difficulties encountered when using the tool
28. Some aspects involved in administering the tool exceed my personal boundaries
29. lam able to implement the tool in my practice
*30. Itis easy for me to provide verbal assistance consistent with the ADL Profile’s
unstructured approach
32. | am able to adequately use the tool’s scoring system
Motivation Motivation to use the tool 33. It would be important to implement the tool in the clinical setting where | work
or to change one’s habits 34. | am motivated to change my clinical habits and use the tool
Emotion Emotional response to the 23. | am anxious when administrating the tool
tool 24. | feel cognitive overload when | administer the tool
31. 1 am more confident in my recommendations when | use the tool
Characteristics of Professional How compatible is the tool 13. The tool is compatible with my professional scope of practice
the Standardized role and identity with professional role and 14. The tool is compatible with my professional code of ethics
Assesment Tool standards of practice
Professional Risk of legal consequences 55 The risk of lawsuits is greater if the tool is used
responsibility when using the tool
Interpretation of 7. The tool is supported by scientific evidence
evidence 11. I doubt the scientific rigor of the tool



Anticipated
client outcome

Anticipated
outcome for the
evaluation
process

Applicability to
clients’
characteristics

Applicability to
the clinical
situation

Agreement with
the use of the
tool

Trialability

Compatibility

Scientific evidence
supporting the use of the
tool

Anticipated consequences
for clients when using the
tool

Anticipated impact that the
tool will have on the
evaluation process

Applicability of the tool to
the clinical population
based on clients’
characteristics

Applicability of the tool to
the client population based
on the clinical situation

Agreeing or not with the
use of the tool; finding the
tool too rigid or artificial to
be used in clinical practice

Being able to experiment
with the tool before
adopting it

18.
20.

22.

17.

19.

39.

12.
44,

36.

21.

The use of the tool will improve the health and well-being of clients

Information collected with the tool allows me to better understand my clients’ needs
compared to other assessments that | use

Results obtained with the tool provide information that ensures better client care
than other assessments that | presently use

Information collected with the tool is more informative than the data collected with
other tools

The tool collects information required to complete an assessment that is congruent
with its intended goal

The evaluation methods used in the tool provide information that is essential to
target clients’ needs and interventions

The tool allows for more precise identification of the needs of my clientele
| think that the tool should be used systematically as an assessment tool with my
clientele

The tool is applicable within my clinical setting

This standardized tool is too rigid to be used in my clinical practice
| disagree with a specific component of the tool, such as asking the client to carry
out a certain task or to answer a certain question

I think it will be possible for me to experiment with the tool before adopting it

The use of the tool is compatible with my work setting’s priorities



Characteristics of
the clinical
setting

Complexity

Communicable

Cost of
innovation

Clients’
preferences

Environmental
resources

The tool is consistent with
the clinician’s approach or
with the organizational
approach

How easy or difficult it is to
understand and use the tool

Possibility to share
information with others so
as to reach mutual
understanding of the results
generated by the tool

Benefits versus cost of
using the tool in clinical
practice

Being able to reconcile
client preferences with the
use of the tool

Availability of human and
material resources to
implement and use the tool

37.
38.

*40.

*41.

*15.

42.

*43.

45.

46.

47.

48.

10.

35.

51.

The tool is compatible with my own evaluation approach

My work setting favours the use of tools that provide quantitative values (for
example, a rating system or a total score)

It is important to be able to assess the client in his own real-world environment
Evaluations carried out in real-world environments are compatible with the values of
my work setting

The non-structured evaluation approach advocated by the ADL Profile is difficult to
put into practice

The implementation of the tool in my clinical practice will be difficult

The limited information that can be given to clients regarding the evaluation process
in order to respect the tool’s non-structured evaluation approach limits my ability to
obtain the client’s free and informed consent

The training required for the proper use of the tool is an obstacle to the
implementation of the tool in my clinical practice

It is easy to communicate/share the results of the tool with colleagues in my
profession who know the tool

It is easy to communicate/share the results of the tool with colleagues in my
profession who use other assessment tools

It is easy to communicate/share the results of the tool with colleagues from other
professions

The benefits of using the tool outweigh the costs that may be incurred by its use

Some parts of the administration of the tool will be difficult to reconcile with my
clients’ interests

There are enough human and material resources to implement the tool in my work
setting



Organizational ~ The extent to which the 52. I have the support of my organization to learn or practice new methods

climate organization facilitates or 53. I have the support of my peers to implement the tool
hinders the implementation 54. My colleagues can help me with my workload while | familiarize myself with the
or use of the tool (e.g. team tool

work, social pressure)

Time pressure  Amount of time availableto  49. | have the time to implement the tool in my practice
implement and use the tool 50. The tool takes too much time to administer

* Questions developed specifically for the ADL Profile that may not be relevant to other SATs



Table 2 —Cronbach’s alphas for the three theoretical subscales of the MUST
guestionnaire

Subscales Number of Chronbach’s
statements alphas

Clinicians’ characteristics 18 0.762

Characteristics of the standardized assessment tool 31 0.832

Characteristics of the clinical setting 6 0.611




Table 3 — Median and range for each statement of the pilot version of MUST questionnaire

Statements Median Range
score (min-max)
1. 1 know the objective of the tool 5 4-5
2. | am familiar with the content of the tool 4 2-5
3. I am familiar with the theoretical constructs underlying the tool 4 2-5
4. 1 know why it would be appropriate to use the tool in my clinical practice 4 4-5
5. | feel familiar enough with the tool to use it 4 2-5
6. | think of using the tool each time that it is required 4 1-5
7. The tool is supported by scientific evidence 4 3-5
8. The tool allows for more precise identification of the needs of my clientele 4 3-5
9. The tool is applicable within my clinical setting 4 2-5
10. The benefits of using the tool outweigh the costs that may be incurred by its use 4 2-5
11. I doubt the scientific rigor of the tool 4t 2-5
12. This standardized tool is too rigid to be used in my clinical practice 47 2-5
13. The tool is compatible with my professional scope of practice 5 4-5
14. The tool is compatible with my professional code of ethics 5 2-5
15. The non-structured evaluation approach advocated by the ADL Profile is difficult to put into practice 3f 1-5
16. | think that the tool should be used systematically as an assessment tool with my clientele 2 1-5
17. Information collected with the tool is more informative than the data collected with other tools 4 4-5
18. The use of the tool will improve the health and well-being of clients 4 2-5
19. The tool collects information required to complete an assessment that is congruent with its intended 5 2-5
goal
20. Information collected with the tool allows me to better understand my clients’ needs compared to 4 3-5
other assessments that | use
21. The use of the tool is compatible with my work setting’s priorities 3 2-5
22. Results obtained with the tool provide information that ensures better client care than other 4 2-5
assessments that | presently use
23. | am anxious when administrating the tool 3t 2-5
24. | feel cognitive overload when | administer the tool 3f 1-5
25. In my clinical setting, | am able use the tool as indicated in the administration guide 2 1-5
26. | have the ability to adequately administer the tool 4 2-5



217.
28.
29.
30.

31.
32.
33.
34.
35.
36.
37.
38.

39.
40.
41.
42.
43.
44,
45.
46.
47.
48.
49.

50.
51.

| am able to overcome difficulties encountered when using the tool

Some aspects involved in administering the tool exceed my personal boundaries

| am able to implement the tool in my practice

It is easy for me to provide verbal assistance consistent with the ADL Profile’s unstructured
approach

| am more confident in my recommendations when | use the tool

I am able to adequately use the tool’s scoring system

It would be important to implement the tool in the clinical setting where | work

| am motivated to change my clinical habits and use the tool

Some parts of the administration of the tool will be difficult to reconcile with my clients’ interests

I think it will be possible for me to experiment with the tool before adopting it

The tool is compatible with my own evaluation approach

My work setting favours the use of tools that provide quantitative values (for example, a rating
system or a total score)

The evaluation methods used in the tool provide information that is essential to target clients’ needs
and interventions

It is important to be able to assess the client in his own real-world environment

Evaluations carried out in real-world environments is compatible with the values of my work setting
The implementation of the tool in my clinical practice will be difficult

The limited information that can be given to clients regarding the evaluation process in order to
respect the tool’s non-structured evaluation approach limits my ability to obtain the client’s free and
informed consent

| disagree with a specific component of the tool, such as asking the client to carry out a certain task
or to answer a certain question

The training required for the proper use of the tool is an obstacle to the implementation of the tool in
my clinical practice

It is easy to communicate/share the results of the tool with colleagues in my profession who know
the tool

It is easy to communicate/share the results of the tool with colleagues in my profession who use
other assessment tools

It is easy to communicate/share the results of the tool with colleagues from other professions

| have the time to implement the tool in my practice

The tool takes too much time to administer

There are enough human and material resources to implement the tool in my work setting

w s~ B

WwhAANAMANN

ol

3-5
2-5
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52. | have the support of my organization to learn or practice new methods

53. I have the support of my peers to implement the tool

54. My colleagues can help me with my workload while | familiarize myself with the tool
55. The risk of lawsuits is greater if the tool is used

SN U NN

2-5
2-5
1-5
3-5

T These statements were reverse scored because the statements are reverse worded
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Measure of potential barriers and facilitators to Using

Standardized assessment Tool (MUST)

Please score each statement using the following scale:

a

1 2 3 4 5
Strongly Disagree Without Agree Strongly agree
disagree opinion

*9

*10

*11

I know the objective of the tool

I am familiar with the content of the tool

I am familiar with the theoretical constructs underlying the tool

I know why it would be appropriate to use the tool in my clinical
practice

| feel familiar enough with the tool to use it

Within my client caseload, | am able to identify clients for whom the
use of the tool would be relevant

The tool is supported by scientific evidence

The tool allows for more precise identification of the needs of my
clientele

The interview with the client is applicable within my clinical setting

The interview with the significant other is applicable in my clinical
setting

All tasks included in the performance based assessment are applicable
in my clinical setting

p.1
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12

13

14

15

16

*17

18

19

20

21

22

23

24

25

26

The benefits of using the tool outweigh the costs that may be incurred
by its use

I doubt the scientific rigor of the tool

This standardized tool is too rigid to be used in my clinical practice

The tool is compatible with my professional scope of practice

The tool is compatible with my professional code of ethics

The non-structured evaluation approach advocated by the ADL Profile
is difficult to put into practice

I think that the tool should be used systematically to assess clients for
whom the tool was developed for

Information collected with the tool is more informative than the data
collected with other tools

The use of the tool will improve the health and well-being of clients

The tool collects information required to complete an assessment that is

congruent with its intended goal

Information collected with the tool allows me to better understand my
clients’ needs compared to other assessments that I use

The use of the tool is compatible with my work setting’s priorities

The results obtained with the tool provide more complete information
than other assessments that | presently use

I am anxious when administrating the tool

| feel cognitive overload when | administer the tool

[

-
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p.3

I feel cognitive overload when I analyze clients’ performance using this

*27 1 23 45
tool.

28 In m_y_clmlc_:al setting, I am able to use the tool as indicated in the 1 23 4 5
administration guide

29 | have the ability to adequately administer the tool 1 23 45
I am confident of being able to overcome difficulties encountered when

30 . 1 2 3 45
using the tool
| feel uneasy when administering some parts of the tool because | need

31 : . . 1 2 3 405
to perform certain actions that exceed my personal boundaries

32 | am able to implement the tool in my practice 1 23 45
I am confident of being able to provide verbal assistance as advocated

*33 by the ADL Profile’s unstructured approach 1 2 3 45

34 | feel that | will be more confident in my recommendations when | use 1 23 4 5
the tool

35 I am able to adequately use the tool’s scoring system 1 23 45

36 It would be important to implement the tool in the clinical setting where 12345
I work

37 | am motivated to change my clinical habits and use the tool 1 2 3 45
Some parts of the administration of the tool will be difficult to reconcile

38 : . 1 2 3 45
with my clients’ interests

39 I th|nI_< it Wlll be possible for me to experiment with the tool before 1 23 4 5
adopting it

40  The tool is compatible with my own evaluation approach 1 2 3 45

41 My work setting favours the use of tools that provide quantitative 1 23 4 5

values (for example, a rating system or a total score)

© Lam Wai Shun & Bottari (2018)



42

*43

*44

*45

46

*47

48

49

50

51

52

53

54

55

The evaluation methods used in the tool provide information that is
essential to target clients’ needs and interventions

It is important to be able to assess the client in his own real-world
environment

The use of a non-structured approach is essential to obtain
comprehensive information on the level of independence of a client
with cognitive deficits.

Evaluations carried out in real-world environments are compatible with
the values of my work setting

The implementation of the tool in my clinical practice will be difficult

The limited information that can be provided to clients regarding the
evaluation process in order to respect the tool’s non-structured
evaluation approach limits my ability to obtain the client’s free and
informed consent

I think specific components of the tool, such as asking the client to
carry out a certain task or to answer a certain question, will be
problematic in my clinical practice

The training required for the proper use of the tool is an obstacle to the
implementation of the tool in my clinical practice

The way the tool is designed facilitates communication/sharing of
results with colleagues in my profession who know the tool

The way the tool is designed facilitates communication/sharing of
results with colleagues in my profession who use other assessment tools

The way the tool is designed facilitates communication/sharing of
information with colleagues from other professions

I have the time to familiarize myself with the tool and to try it out with
clients

The tool takes too much time to administer in the context of my clinical
practice

There are enough human and material resources to implement the tool
in my work setting

[EY

[EY
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p.5

56 | have the support of my organization to learn or practice new methods 1 2 3 4 5

I have the support that | need from my peers to implement the tool in 1 2345

57 . i
my clinical practice

58  The risk of lawsuits is greater if the tool is used 1 23 45

* Questions developed specifically for the ADL Profile may not be relevant to other standardized
assessment tools
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