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Abstract

Driving is an important daily activity that often goes unnoticed, yet it enables individuals
to engage in crucial tasks such as grocery shopping, going to work, and participating in social
activities. Occupational therapy (OT) practitioners must recognize and address the significance
of driving in their daily routines to promote clients' independence and fulfillment. However,
despite being well-equipped to assist clients with driving-related issues, many practitioners avoid
or neglect this area of occupation. A reluctance to addressing driving and community mobility
(DCM) can arise from a lack of confidence, available resources, support, or fear of losing a
client's trust. These barriers can be traced back to insufficient education on OT’s role in DCM.
By enhancing awareness and comprehension of the importance of addressing driving in OT, we

can ensure that clients receive comprehensive support to lead independent and fulfilling lives.

The goal of this doctoral capstone was to assess the impact of an online education
program titled OT's Role with Driving on the perceived knowledge and confidence of OT
practitioners in addressing their client's DCM concerns. The study aimed to explore the research
question: As measured by self-report, can an online education program enhance the generalist
occupational therapy practitioners' self-perceived knowledge and confidence in occupational
therapy’s role in driving and community mobility? The author hypothesized that the OT
practitioners who participated in the program would report higher levels of knowledge and

confidence in DCM after completing the online education program.
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List of Definition of Terms

Community Mobility

Navigating the community involves making transportation arrangements, whether it be public or
private. Transportation may include driving, walking, cycling, or utilizing various modes of

transportation such as buses or taxis. (AOTA, 2014).
Driver Rehabilitation Specialists (DRS)

A DRS is a qualified professional who conducts clinical assessments and interventions for
driving and mobility equipment. These comprehensive evaluations are designed to help
individuals develop or regain their driving skills and abilities (Transportation Research Board,

2016).
Generalist occupational therapy practitioners

For this study, generalist occupational therapists include licensed and registered occupational

therapists, certified occupational therapist assistants, and occupational therapy students

vii



Section One: Introduction

The American Occupational Therapy Association (AOTA) emphasizes the crucial role of
OT practitioners in promoting the health and well-being of individuals by addressing community
mobility as an instrumental activity of daily living (IADL) (Davis et al., 2016). Driving is
recognized as a critical component of community mobility in industrialized societies (Davis et
al., 2016). The World Federation of Occupational Therapists (WFOT) further supports this
agenda by advocating for occupational therapists to address both DCM in their practice, ensuring
that individuals’ risk and potential for driving are determined and are presented with alternative

mobility options (WFOT, 2019).

Driving has become an essential occupation that enables individuals to perform daily
routines and participate in community events. The United States Department of Transportation
(USDT) conducted a survey revealing that driving is commonly used for social and recreational
activities (27%), work commutes (15.6%), shopping (20.9%), and running personal or family
errands (21.6%) (USDT, 2016). These findings highlight the crucial role driving plays in
supporting engagement in occupation and community well-being. However, many individuals
take the act of driving for granted. In reality, driving is a complex occupation that requires
multiple body systems, including the visual, cognitive, and motor systems, to perform even the
most basic driving skills, such as braking and steering (Feng et al., 2020; Molnar et al., 2018).
Additionally, individuals who are born with or develop conditions or experience a traumatic
event that limits their ability to drive often require therapeutic services to address their DCM
needs. However, determining who is responsible for providing these services can be challenging.

Is it the OT practitioner, the physician, or the driver rehabilitation specialist?



Although DCM is recognized as an important IADL in the OT profession, OTs are
reluctant to address this occupation. A survey conducted among generalist OTs demonstrated an
almost even split between those who raise driving-related concerns during client evaluations and
those who do not (Adler et al., 2012). This study highlights many reasons to encourage OT
practitioners to become more involved in addressing DCM. To address this gap, it is crucial to
provide OTs with high-quality education about the profession’s role in DCM. By providing OTs
with the necessary knowledge, skills, and resources to address DCM, this project aims to enhance
their competence and confidence in working with clients who require driving-related
interventions. Ultimately, the project seeks to improve clients' overall health and well-being by

promoting their independence and participation in daily occupations.



Section Two: Problem Identification and Nature of Project

At its core, OT is built upon the domain and process of OT services. The domain
encompasses everyday occupations that hold significance and bring a sense of purpose to
individuals, while the process refers to the evaluation, intervention, and outcomes of a client
performing their occupations (AOTA, 2021; AOTA, 2020b). The OT practitioner facilitates this
relationship between the domain and processes to promote occupational engagement. The
Occupational Therapy Practice Framework 4th edition (OTPF-4), a summary of interrelated
constructs in OT practice, categorizes community mobility under IADLS, thereby supporting
DCM within the profession’s scope of practice (AOTA, 2020b). However, within the discipline
of OT, there remains to be a disconnect between what a generalist OT practitioner can do when

addressing DCM and what should be left to a driver rehabilitation specialist (DRS).

For many generalist OT practitioners, the primary approach to dealing with DCM
involves making referrals for clients (Dickerson & Bedard, 2014). Following this method, an OT
would likely perform an evaluation through an occupational profile and would likely recommend
additional services if faced with a driving concern. This method fails to include the assessment of
performance skills and client factors that may be recovered through therapeutic intervention.
Without fully understanding the client’s risks and potential, this may also result in the OT
making inappropriate referrals and recommendations. Given the increasing number of clients
needing help with driving-related concerns and the limited number of specialists available, this
way of addressing driving amongst clients is becoming impractical and unsustainable

(Dickerson, 2014).

To ensure the best outcomes for clients with driving concerns, the ideal approach would

be for the OT to assess the client's skills in driving tasks and analyze their capacity, thereby



identifying any potential issues or deficits. Afterward, the OT will serve as an intermediary and
advocate for the client by relaying their concerns to the physician. The OT should then provide
targeted interventions to address any identified concerns before considering referring the client
for additional services, which can further enhance their skills and abilities. However, research
suggests that everyday practice does not reflect the ideal process of addressing driving as an
IADL. Furthermore, many OTs feel they lack the clinical expertise to address this essential

occupation (Dickerson & Bedard, 2014).

This lack of confidence and knowledge may stem from the absence and limitation of
comprehensive education regarding DCM. Literature suggests that while graduate-level OT
education standards require discussing basic information on DCM, this education falls short of
providing guidance on OT’s role in this occupation (Davis et al., 2016; Accreditation Council for
Occupational Therapy, 2018). Additionally, a survey conducted by Yuen & Burik (2011)
revealed that only 10% of accredited OT programs require a specific course on driving as an
occupation, with the majority, 88.9%, addressing driving within other classes and 17% offering it
as an elective. These findings underscore the significant gap in foundational knowledge required
to confidently handle the complex IADL that is driving. As a result, the role of OT practitioners
in assessing DCM risk has been de-emphasized. Even amongst a population where driving
performance can be substantially affected, OTs often find themselves avoiding the topic of
driving. In a survey of OTs working with patients with dementia, one-third of the 460
respondents stated that they do not routinely address driving in their practice, highlighting a

concerning trend of unwillingness to provide DCM services (Adler et al., 2012).



Problem Statement

Despite possessing the necessary skills to address DCM and being professionally
obligated to employ evidence-based evaluation and intervention strategies for the crucial IADL
of driving, generalist OT practitioners are often reluctant to address this need (AOTA, 2015).
This hesitancy can be attributed to a lack of understanding regarding their role in DCM, as well
as fear, uncertainty, or a general lack of knowledge (Radloff et al., 2016; Kersten et al., 2021).
Despite AOTA outlining the responsibilities of occupational therapy in relation to DCM, there
remains a gap between what generalist OTs can do compared to the driving rehabilitation
specialist. Considering the escalating significance of DCM in a client's life, it is of utmost
importance for OT practitioners to receive comprehensive educational opportunities that

highlight the crucial role of OT in addressing DCM.

Proposed Solution

Despite the availability of resources such as continuing education, handouts, and
frameworks to increase knowledge in areas of DCM, practitioners often face barriers in accessing
them due to a combination of time, money, and effort (Dickerson & Bedard, 2014; Touchinsky,
2014; Davis & Dickerson, 2017). To improve generalist practitioners' knowledge and confidence
in addressing DCM concerns, it is essential to provide accessible and tailored education for the
profession of OT. Education will enable practitioners to confidently offer appropriate services to
clients requiring driving assistance, ensuring they receive the best possible care. To meet this
goal, the author is partnering with Adaptive Mobility Services, LLC, a recognized continuing
education provider for AOTA, to create a free online education program. This collaboration aims
to create a modern online education program entitled OT's Role with Driving. This online

education program is designed to help generalist OT practitioners enhance their knowledge of



OT and DCM, which includes their role in driving, differentiating their skillset from the driver
rehabilitation specialists, and confidently tackling driving-related concerns. By providing this
updated educational resource, the author aspires to improve the quality of care that OT
practitioners offer regardless of the level of their previous training. This free and easily
accessible course will provide OT practitioners with comprehensive information, best practices,

and practical tools to address DCM in OT.

Significance of Project

This project aligns with AOTA's Vision 2025, which emphasizes that occupational
therapy optimizes health, well-being, and quality of life for individuals, communities, and
populations through effective strategies that promote engagement in daily activities (AOTA,
2023). It is imperative for practitioners to possess a thorough understanding and knowledge to
deliver interventions for clients' DCM difficulties, regardless of their area of practice.
Additionally, this project is in line with AOTA's OT education research agenda, particularly in
the area of Faculty Development and Resources. It aims to develop effective strategies to equip
faculty members with the necessary resources to implement best practices in OT education.
Additionally, the initiative seeks to establish a range of educator competencies, spanning from
clinicians to master educators (AOTA, 2018). The project also supports the American
Occupational Therapy Foundation's (AOTF) research agenda in Translational Research, which

examines the processes of diffusing and adopting new ideas in theory and practice (AOTF, n.d.).



Section Three: Literature Review
A comprehensive review of the literature was carried out using the library databases of
the University of Nevada Las Vegas (UNLV) to aid OT practitioners in creating a successful
program to handle DCM difficulties. The databases utilized included: Academic Search Premier,
PubMed, SAGE journals, Gale Academic One file, ProQuest, Taylor & Francis Medical Library,
and the American Journal of Occupational Therapy. The search was carried out using various key

terms, such as "occupational therapy’s role in driving and community mobility," "driving and

community mobility education,” "occupational therapy preparedness with driving,” "occupational

therapy barriers for driving," "occupational therapy perspective on driving," "adult learning
theory,” and "online education for healthcare workers." The author conducted a critical analysis
of pertinent research studies and documents on the aforementioned subjects to pinpoint the gaps
in current knowledge and create a comprehensive program that caters to the requirements of OTs
in this field. This literature review highlights the importance of addressing DCM in OT and the
barriers that OTs face in providing effective DCM interventions. In addition, the review
substantiated the efficacy of online education for healthcare professionals and highlighted the
importance of incorporating adult learning theory in the development of such programs. Utilizing

the insights gained from the literature review, the author utilized several successful strategies to

design an online education program for OT practitioners that concentrates on tackling DCM

Obligation to Address Driving and Community Mobility
World Federation of Occupational Therapists

The WFOT and AOTA hold a unanimous perspective regarding the responsibility of
occupational therapists in promoting DCM. They emphasize that OTs are the most appropriate

professionals to tackle this occupation. WFOT's official position "supports OTs to address both



practice areas of DCM by ensuring the individual is fit to drive; or if not possible, that the
individual is presented with options to engage in the community regardless of mobility mode™
(WFQT, 2019). It is also worth noting that the WFOT recognizes the broad scope of OT practice
in DCM and maintains that all OT practitioners, regardless of specialized training in driver
rehabilitation, can contribute to developing functional, safe, and client-centered outcomes in this

area (WFOT, 2019).

American Occupational Therapy Association

According to Davis et al. (2016), the AOTA acknowledges the crucial role of driving in
community mobility and emphasizes that OT practitioners are in a unique position to address
driving-related issues, ranging from evaluating and intervening with individual performance to
promoting public health and safety. This position statement offers an occupational perspective on
DCM, clarifies the role of OT in promoting safe and effective community mobility, and
emphasizes the profession's collaboration with other organizations and professions. The AOTA
has also documented its support for DCM and OT within the OTPF-4, which includes DCM as
one of the many IADLSs that facilitate daily living activities within a client’s environment

(AOTA, 2020h).

Occupational Therapy Code of Ethics

In addition to the professional obligation, OT practitioners also have an ethical and legal
obligation to address issues related to DCM. The AOTA 2020 Occupational Therapy Code of
Ethics states that members of AOTA are committed to promoting the involvement, engagement,
security, and welfare of all individuals who receive their services, regardless of their age, health
status, or stage of illness. The code underscores the importance of enabling all service recipients

to fulfill their occupational requirements. (AOTA, 2020a). Apart from ethics, safety is a core



principle in addressing DCM since performance skills and safety concerns must be considered.
Unlike other IADLSs, failure to perform this occupation correctly not only poses risks to the
individual but also has the potential to harm others. Therefore, safety concerns take precedence
over confidentiality (Davis & Dickerson, 2012). To ensure safe performance in DCM, OT
practitioners can make recommendations or inform clients about potential hazards if driving
barriers are not promptly addressed. The concept of "duty to warn™ is rooted in the legal case of
Tarasoff v. Regents of the University of California, where the California Supreme Court ruled
that healthcare providers have an obligation to take necessary steps to safeguard third parties
from harm or danger (Gorshkalova & Munakomi, 2022). Additionally, Slater (2014) argues that
the ethical responsibility to inform clients of safety concerns related to driving is no different
from other areas of OT. However, given the potential consequences for public safety in the event
of a motor vehicle collision, this obligation may be even more significant. Therefore, it is
imperative for all OT practitioners to acquire and incorporate relevant knowledge to deliver

effective interventions and recommendations.

Role of Generalist Occupational Therapy Practitioners

While generalist OT practitioners possess the necessary knowledge and skills to address
DCM, they lack the specialized language, Frame of Reference, and confidence required to
effectively assess clients' risk and potential for driving, compared to a DRS (Dickerson &
Bedard, 2014). Therefore, it is essential to define the generalist's role in this context to ensure a
clear understanding. Typically, in a healthcare setting, OT practitioners proficiently assess and
deliver interventions aimed at improving individuals' abilities to perform ADLs and IADLS.
They utilize their clinical reasoning skills to offer high-quality services while adhering to the

occupational therapy profession's ethical and clinical standards of care. To meet these standards,



an OT must employ their clinical reasoning skills to provide adequate services, which includes

addressing a client's mobility needs and identifying how it impacts their daily routines.

According to position statements made by the AOTA and the OTPF-4, DCM falls within
OT’s domain and within the profession's scope of practice (Dickerson & Bedard, 2014; Davis et
al., 2016; AOTA, 2020b). Specifically, AOTA's position on DCM emphasizes the crucial role of
practitioners in identifying DCM as an essential IADL to promote clients' health and well-being
by ensuring their mobility within society (Davis et al., 2016). Under this provision, OT
practitioners should aim to support the goal of DCM by promoting community participation,
enhancing independence in community mobility, and minimizing injuries related to crashes
(Davis et al., 2016). To achieve these goals, OT practitioners can evaluate, intervene, and target
outcomes specific to a client's mobility needs. Generalist practitioners can utilize various
strategies, including assessing a client's capacity to engage safely in DCM, employing detailed
clinical reasoning by observing performance in various IADL areas, administering interventions
to enhance DCM performance and safety, promptly detecting impairments, and creating

transition plans for driving cessation (Dickerson & Bedard, 2014).

Further analysis of the literature has demonstrated that the primary role of a generalist OT
practitioner is assessing an individual's driving risk (Davis & Dickerson, 2017; Dickerson, 2014;
Dickerson & Bedard, 2014). OT practitioners excel at analyzing functional performance skills,
which can be used to recognize any potential facilitators and hindrances to driving. Assessing
performance skills can be done for any client regardless of the environment where OT services
are offered (AOTA, 2020b). This provides generalist practitioners with a unique opportunity to
observe clients as they perform everyday activities such as cooking, paying bills, making phone

calls, or getting dressed. These observations can reveal deficits in the client’s cognitive or

10



executive functioning that may not have been previously identified through formal evaluations

(Wheatley et al., 2014).

Additional studies have also demonstrated how the use of IADL assessments such as the
Assessment of Motor and Processing Skills (AMPS) can be used as an observational tool to
assess a client's driving potential (Dickerson et al., 2010; Dickerson, 2020; Mitchum et al., 2022).
The acute observation skills of an OT practitioner can provide a valuable opportunity to help
individuals understand the potential risks and limitations of their impairments when driving. In
addition, practitioners can offer instruction and assistance to aid individuals in making
knowledgeable choices about their capacity to drive securely (Coutinho, 2018). Overall, OTs
play a crucial role in helping individuals with impairments regain their ability to drive safely
through either direct or indirect interventions. By utilizing their unique skills and expertise, OTs
can make a significant difference in the lives of their clients and help them achieve their goals of

independence.

Occupation of Driving and Community Mobility

The AOTA defines DCM as the process of planning and participating in community
mobility while using different means of public or private transportation (AOTA, 2014). While
driving plays a crucial role in community mobility, providing individuals with the independence
to participate in essential activities such as shopping, attending events, leisure, and work, it is
important to distinguish driving from the broader concept of community mobility. Driving is a
licensed privilege overseen by a governing body, representing autonomy and independence, and
requires adherence to rules, regulations, and safety measures. On the other hand, community
mobility, regardless of mode, is viewed as a right that promotes well-being and enables

participation in daily routines (WFOT, 2019). It is important to note that a generalist OT
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practitioner can address both components, driving and community mobility, within their scope of

practice (Dickerson & Bedard, 2014).

As it applies to concepts of OT, the ability to safely participate in driving requires
specific performance skills. Driving a car requires several cognitive functions, including
perceptual-motor abilities, problem-solving, planning, and decision-making (Hogan et al., 2014;
Navarro et al., 2018). Individuals also must utilize the proper vision, praxis, and movement skills
when operating a vehicle. An individual must respond appropriately to unexpected stimuli and
perform the appropriate movements, such as using the brake pedal in response to a car
unexpectedly stopping ahead (Lodha et al., 2016). Individuals must also demonstrate proper
emotional regulation when engaging in driving tasks, as the ability to share the roadway and

manage stress is necessary to make appropriate driving decisions (Pierce & Stav, 2010).

The motor and praxis skills required for engaging in community mobility are comparable,
albeit in a distinct setting. People employ these skills by executing deliberate physical
movements, such as walking or riding a bike (Pierce & Stav, 2010). Cognitive skills may be
utilized when requiring attention, judgment, organization, and memory through a dynamic,
unpredictable environment, such as using a specific bus path and calculating the time needed for
each stop (Pierce & Stav, 2010). Communication in this context is also essential, as the ability to
exchange information and relay thoughts is necessary for most community mobility settings.
Although accessing community mobility options may require less physical effort, it may still be
complicated for many individuals (Hogan et al., 2014; Navarro et al., 2018). This knowledge can
help practitioners provide effective interventions and promote clients' independence and well-

being in the community as well as within a car.
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Framework and Models for Driving and Community Mobility

Even with the increasing amount of literature on DCM, there is currently no established
and universally accepted stratification process for determining when patients are ready to return
to driving. As noted by Stapleton et al. (2015), this lack of a standardized process can create
challenges for both OT practitioners and their clients. However, researchers are actively working
to address this issue and make progress toward developing a unified stratification process.
Ongoing research in this area is crucial to guarantee that OT practitioners possess the required

tools and guidelines to assist their clients in safely returning to DCM.

Drawing on Michon's Hierarchy of Driving Behavior model (1985) and the Occupational
Therapy Framework, the Generalist Framework: Application to Driving was developed
(Dickerson & Bedard, 2014) to categorize driving into three tiers: strategic, tactical, and
operational. This framework provides a structured approach for generalist OT practitioners to
evaluate their clients' readiness to drive. By considering the physical, sensory, emotional, and
cognitive aspects of their clients, along with their level of insight, therapists can identify potential
impairments related to driving (Dickerson & Bedard, 2014). Using this framework, therapists can
also evaluate clients' strengths and weaknesses and develop recommendations to improve ADLs

and IADLs (Dickerson & Bedard, 2014).

A more recent framework specifically developed with the generalist OT practitioner in
mind is the OT-DRIVE framework developed by Davis & Dickerson (2017). This framework
builds upon the Spectrum of Decision Indicators for Driving and Community Mobility, helping
practitioners utilize their clinical expertise and judgment in addressing the IADL of driving. The
OT-DRIVE model serves as a guide for determining a plan of care and utilizes an acronym

approach to aid practitioners in remembering the various steps involved. By focusing on the
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"OT" in OT-DRIVE, this model emphasizes that the primary role of the generalist practitioner is
to assess the driving risk for their clients and not to jump to conclusions regarding competence or
prematurely recommend cessation (Davis & Dickerson, 2017). The acronym of DRIVE
represents: (1) Develop, where the generalist develops the occupational profile of the client, (2)
Readiness, where the generalist considers the client’s impairments identified by clinical
assessment, (3) Intervention, where the generalist provides interventions based on the client’s
readiness, (4) Verification, where the generalist verifies the intervention plan with physicians,
family, and client, and (5) Evaluation, where the comprehensive evaluation is given by a DRS
when the client is sufficiently prepared (Davis & Dickerson, 2017). In order to work at the top of
their license, generalist OT practitioners must utilize all available client information to identify
IADL concerns and develop appropriate interventions (Davis & Dickerson, 2017). By utilizing
the OT-DRIVE model, generalist OT practitioners can enhance their ability to evaluate clients'
driving abilities and make informed recommendations for interventions that support their clients'

DCM needs.

Barriers to Addressing Driving and Community Mobility
Lack of Knowledge

Generalist OT practitioners play a critical role in healthcare by assessing and
implementing interventions for clients' ADLs and IADLs. They employ their clinical reasoning
skills to meet professional standards. However, studies exploring the intersection of OT and
driving have consistently shown how OTs lack the knowledge and self-assurance required to
utilize their clinical assessments in the context of driving as an occupation (Korner-Bitensky et
al., 2010; Dickerson & Bedard, 2014, Stack et al., 2018). Although some studies, such as Yuen

& Burik (2011), indicate that the majority of entry-level occupational therapy programs in the
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United States offer students with necessary skills and knowledge in DCM, there appears to be a
gap between what is taught in school and how these skills are applied in practice. After
conducting a detailed analysis of the available literature, it has been determined that the reason
for this gap is the insufficient education and training offered to practicing professionals regarding

DCM.

Studies conducted in various countries indicate that a significant proportion of practicing
clinicians lack the foundational knowledge to address their clients' DCM needs adequately
(Larson et al., 2007; Hawley, 2015; Scott et al., 2021). As an example, according to a survey
conducted by Larsson et al. (2007), 83% of OTs expressed a belief that they did not possess
adequate knowledge to evaluate a client's preparedness for driving. Such findings suggest a lack
of guidance for OT practitioners to address driving-related issues. Structural or systematic
problems also seem to be a significant factor in this lack of guidance, such as in a study
conducted by Larsson et al. (2007), with respondents indicating that physicians often fail to bring
up the issue of driving or that OT practitioners receive inadequate training to address driving
needs, likewise, as per a recent survey study conducted by Scott et al. (2021), 69% of clinicians
expressed a lack of confidence in their ability to interpret assessment results and establish a
connection between those findings and their clients' driving skills. Consequently, OTs may
encounter challenges when attempting to explain their clinical decision-making concerning

recommendations to other healthcare practitioners (Scott et al., 2021).

Although there has been a rise in research on DCM in recent years, specifically within the
domain of OT, there is still a significant challenge when it comes to accessing resources tailored
to the profession (Di Stefano et al., 2012; Unsworth et al., 2022). For example, while there are

several resources available such as the Generalist’s Resource to Integrate Driving (GRID),
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Driving Pathways by Diagnosis Sheets, Decision Tools for Clients with Medical Issues, and the
OT-DRIVE Framework, access to these resources can be quite difficult (Dickerson & Bedard,
2014; Touchinsky et al., 2014; Davis & Dickerson, 2017; Sangrar & Vrkljan, 2019; Dickerson et
al., 2020;). This can pose a significant obstacle for OTs who are trying to stay up to date with the
latest research and best practices in this area. There is a pressing need for more accessible and
user-friendly resources to support OTs in their work on DCM, which this capstone project aims

to solve.

Responsibilities of Occupational Therapy

Additional studies have also revealed that there remains a gap in practice where a
significant amount of OT practitioners still question whether driving falls under their
responsibilities (Culshaw et al., 2005; Hawley, 2015). Scoot et al. (2021) found that some
practitioners have expressed doubts about their ability to address driving concerns, providing
statements such as, “I do not have the specialized skills ... in the scope of my role, nor do I
believe [driving evaluations] are needed” (Scoot et al., 2021). Other studies have also revealed
instances where practitioners have chosen to be deliberately ignorant when it comes to driving-
related issues. Hawley (2015) identified a recurring barrier to advising patients, namely the
tendency of practitioners to "forget" to provide driving-related services or assume that another
healthcare professional has already addressed the client's driving needs, thus passing on the
responsibility to someone else. Often this leads to clients who require services falling through the
cracks and having their needs ignored. In other cases, studies suggest that practitioners may be
hesitant to offer driving advice due to concerns about damaging their therapeutic relationship,
fearing that clients may be discouraged from continuing treatment if their readiness to drive is

questioned (Culshaw et al., 2005). This situation is also reflected in a study performed by
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Hawley (2015), where it was found that OT practitioners rarely offered driving advice due to a

tendency to take a softer approach choosing to build rapport instead.

Overall, these studies have consistently revealed inadequate education on DCM to be a
significant problem in the field of OT. However, despite the various barriers that exist, research
indicates that a substantial number of practitioners who lack the necessary skills and knowledge
are still willing to acquire them (Larsson et al., 2007; Stack et al., 2018). OT's Role with Driving
includes content in which generalist OT practitioners have reported a lack of knowledge or
competence in. As a result, this program has the potential to empower generalist OT practitioners

to take the first step in understanding why driving should be addressed by OTs.

Reimbursement

Barriers to addressing DCM can also arise from policies, local and national laws, and
regulations beyond the practitioner's control. One major challenge that therapists may encounter
is navigating billing and reimbursement. Unfortunately, many practitioners working in clinics
may avoid screening and treating patients in areas of DCM as these services are typically not
reimbursable under Medicare, as noted by Marfeo et al. (2021). The Social Security Act's Title
18 sets the criteria for services to be covered, stating that they must be reasonable and necessary
(Medicare Coverage Database, 2014). For services to be considered reasonable and necessary,
they must include (1) a treatment plan devised by OTs, physicians, or nurse practitioners, (2)
interventions that improve the client’s condition in a reasonable amount of time, and (3) services
provided by a qualified clinician, as outlined by Stressel and Dickerson (2014). Although
Medicare coverage of driving rehabilitation is possible, practitioners are faced with the challenge
of appealing if a service request is denied. The appeal process typically involves providing

documentation that demonstrates how driving is essential for the client to continue their desired
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occupation. This appeal process is lengthy and is not guaranteed, thus serves as a barrier to most

practitioners (Stressel & Dickerson, 2014).

However, if an OT practitioner is knowledgeable about their scope of practice in relation
to driving, the process of reimbursing for DCM-related services becomes significantly more
manageable. In fact, research suggests that when OT practitioners have a precise comprehension
of their responsibilities in DCM and are equipped with the necessary knowledge and skills, they
are more likely to provide effective interventions that lead to positive outcomes for their clients
(Scott et al., 2021). In the realm of occupational therapy, it is essential for generalist practitioners
to focus on driving risk rather than driving rehabilitation. Determining a client’s driving risk is a
fully reimbursable service, while driving rehabilitation requires a generalist OT practitioner to be
a DRS. Unfortunately, a common misconception among generalists is their failure to understand
their role in DCM. To clarify, generalist practitioners are responsible for performing driving risk
assessments that follow the same principles as any other risk assessment. In a driving risk
assessment, the aim is to identify potential hazards, evaluate safety and risk factors, and
ultimately address hazard elimination (International Road Transportation Union, 2023). To
conduct a driving risk assessment, OT practitioners have at their disposal a range of assessments
to measure a client's readiness to drive. Some examples include the Trail Making A and B, the
Useful Field of View test, and the Mini-Mental State Examination (Dickerson 2014). By
conducting a thorough driving risk assessment and addressing any areas of difficulty, OT
practitioners can effectively serve within their scope of practice and offer fully reimbursable

services (Stressel & Dickerson, 2014).
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Learning Theories
Person-Centered e-Learning

Effective educational or training programs for adult learners must be grounded in the
latest research on learning theories and principles. This ensures that the programs are designed to
meet the specific needs of adult learners and ultimately lead to successful outcomes. One such
theory that has been used in the development of OT’s Role with Driving is Person-centered e-
learning, which is closely related to client-centered therapy used by OTs. Person-centered e-
learning is based on Carl Rogers’s theory of Person-centered learning, which emphasizes
addressing the whole person in the learning process (Motschning-Pitrik, 2005). This approach is
guided by three core conditions that facilitate a positive growth-promoting relationship between
the learner and the course. The first condition is Realness, which means that the learning
situations must reflect practical and relevant problems that the learner might encounter
(Motschning-Pitrik, 2005). Realness helps to motivate the learner and enhances their sense of
achievement upon completing the course. The second core condition is Acceptance, which
involves showing respect and acceptance to the learner (Motschning-Pitrik, 2005). Acceptance
can be achieved by providing opportunities for students to express their learning styles,
encouraging self-initiated action, and promoting individual self-worth. The final core condition
is Understanding, which emphasizes the importance of empathy and understanding in learning
situations (Motschning-Pitrik, 2005). Teachers must strive to understand the whole situation of
the learner, including their meaning, purposes, constraints, and potential. This understanding
helps to facilitate a whole person learning experience by ensuring that the course content aligns
with the student's goals and needs. Incorporating Person-centered e-learning theory in the design

and delivery of educational or training programs for adult learners can significantly enhance the
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effectiveness of the programs. By providing a learning environment that is real, accepting, and
understanding, the programs can help learners achieve their learning goals and promote their

overall growth and development.

Adult Learning Theory - Andragogy

Advancement of the role of OT in driving is a crucial domain that requires a tailored
approach to adult learning. Extensive research reveals that no single definitive method can
effectively teach adult learners. Therefore, the principles of andragogy, as articulated by
Malcolm Knowles (1980), were identified as the most suitable for this project's goals. Andragogy
presents a model of assumptions about adult learners and their learning experience, with an
emphasis on self-directed learning, which aligns perfectly with online education courses
(Chacko, 2018). Although no literature specifically focusing on the application of andragogy to
OT was identified, numerous studies exploring andragogy in the context of healthcare
professions were identified, demonstrating its effectiveness in enhancing the learning experience
for adult learners (Decelle, 2016; Niksadat et al., 2022; Rogers, 2016). Studies have also
explored the implementation of andragogy in e-learning and discovered that the integration of
these methods could facilitate the delivery of high-caliber education to a wider population,

thereby providing open access to educational resources (Galustyan et al., 2019).

Andragogy is built on six key assumptions: (1) adults need to know why the information
is relevant, (2) adults are responsible for their own decisions, (3) adults have experiences that
they value and respect, (4) adults require learning due to evolving circumstances, (5) learning
enables adults to handle the situations they encounter, and (6) adults need to learn because they
want to (Taylor & Hamdy, 2013). To integrate these principles into the online education

program’s development, the creation of modules focusing on each assumption was essential. The
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integration of andragogy's principles was achieved through various strategies, including
interactive activities, the establishment of a scaffold to facilitate the integration of new
knowledge with prior experience, application to practical problems that a practitioner may face,
and leveraging motivation to learn through the endorsement of a practicing practitioner in DCM

(Knowles et al., 2015).

E-Learning

Technological advancements in healthcare have transformed the way healthcare
practitioners acquire and update their knowledge and skills. E-learning is one such approach that
is slowly gaining popularity as a preferred method to update and gain knowledge in any area of
medicine. While a universally recognized definition of e-learning for research is currently
lacking, it is commonly understood that e-learning encompasses the delivery of educational
programs through electronic systems (Clark, 2011; Sinclair et al., 2016; Rouleau et al., 2019).
While some may use the term e-learning to refer to a blended approach that combines electronic
systems with face-to-face teaching, the prevailing view is that e-learning is a form of technology-
enabled distance education (Vanoa et al., 2018). The notion of e-learning is multifaceted and
frequently used synonymously with related terms like internet-based learning or online learning
(Lawn et al., 2017). Sinclair et al. (2016) have also underscored the importance of differentiating
between two primary e-learning approaches: synchronous, which relies on human interaction,
and asynchronous, which adopts a more self-paced approach that does not necessitate a human
facilitator's presence. Drawing on existing literature, it is evident that the implementation of
asynchronous e-learning programs for healthcare providers continued professional development

has witnessed a surge in recent years. While it cannot be considered a universal solution for all
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educational needs, asynchronous e-learning serves as a valuable tool for disseminating

knowledge in the healthcare sector (Sinclair et al., 2016; Lawn, 2017; Rouleau et al., 2019).

Benefits of E-Learning

The existing literature has provided several advantages of e-learning in the medical
setting. Lahti et al. (2014) have found that e-learning programs have the potential to facilitate
knowledge transfer from theoretical concepts to practical applications. Lahti et al. (2014) contend
that the knowledge gained through e-learning initiatives not only enables learners to improve
their daily work practices but also equips them with novel ideas and insights to augment their
professional skills. Research has also demonstrated that e-learning is gaining widespread
acceptance due to the highly personalized and self-directed nature of many online courses. These
courses can be tailored to suit the pace and learning style of individual learners, allowing them to
review information as needed and providing the flexibility to learn at their own pace and
schedule (Vaona et al., 2018; Rouleau et al., 2019; Laahti et al., 2014; Lawn et al., 2017).
Moreover, research has indicated that e-learning is comparable to other learning methods, with
several systematic reviews demonstrating that neither traditional learning approaches nor e-
learning methods have demonstrated superiority over the other (Durmaze et al., 2012; Vaona et

al., 2018; Rouleau et al., 2019; Lahti et al., 2012).

Furthermore, e-learning provides a worldwide benefit. Research has demonstrated that
online learning offers enhanced accessibility to remote learners by eliminating the requirement
for physical travel, thus enabling learners from every corner of the world to access courses. This
not only reduces the "educational gap" in low- to middle-income nations but also offers
opportunities for students who might otherwise be unable to access information in traditional

learning environments (Carrizosa, 2018). Research has also demonstrated that e-learning has
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emerged as a highly sought-after and cost-effective option for healthcare practitioners seeking to
improve their knowledge and capacities. The low cost of entry associated with online courses has
made them an attractive option for a wide range of professionals, providing them with an
efficient option to keep up to date with current evidence in their respective fields (Vaona et al.,

2018; Rouleau et al., 2019; Carrizosa et al., 2018; Shah & Stefaniak, 2018).

Challenges of E-Learning

While e-learning provides many benefits, it's important to acknowledge its drawbacks.
One significant challenge is motivating learners in e-learning programs. Studies suggest that
learners must take on greater responsibility and self-discipline when given autonomy, which can
be a hindrance for some individuals (Lawn et al., 2017). In addition, the lack of structure in e-
learning may cause those with poor study habits to struggle, and the absence of peer interaction
can lead to disengagement from the program (Lawn et al., 2017). Furthermore, the mobile nature
of e-learning can lead to distractions in the learner's environment, making it difficult to focus on
the coursework. Without a physical teacher's presence, learners may lack the necessary attention

and desire to complete their work (Cook, 2007; Poon, 2015; Lawn et al., 2017).

Summary

OT practice should address the crucial occupation of DCM. It is both an occupation as its
own right as well as an instrument facilitating other occupations. Nevertheless, a significant
obstacle preventing occupational therapists from addressing this crucial aspect of their practice is
their inadequate education on the subject. To solve this barrier, the author set forth to create and
implement an online education program using evidence-based literature to solidify OT’s role

within the realm of DCM.
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Section Four: Purpose Statement
The aim of this project is to evaluate the impact of an online education program on the
perceived knowledge and confidence of generalist OT practitioners in addressing their clients'
DCM-related concerns. This will be accomplished by conducting a quantitative pre-post survey
to compare the results before and after the implementation of the online education program.
Moreover, the objective of this project is to analyze the participant’s self-reported knowledge
gained from participation in the online education program and their perception of how well the

content was provided to them.

P10 Research Question
As measured by self-report, can an online education program enhance the generalist
occupational therapy practitioners' self-perceived knowledge and confidence in occupational

therapy’s role in driving and community mobility?

It is hypothesized that upon completing the online education program, OT practitioners
will report an elevated level of perceived understanding and confidence regarding occupational

therapy's role in DCM.

Agency of Project

The author will collaborate with Adaptive Mobility Services LLC, owned by Susie
Touchinsky OTR/L, SCDCM, and CDRS. As a highly skilled occupational therapist with
expertise in driver rehabilitation, Susie has devoted her professional life to assisting drivers in
enhancing their driving skills and confidence following medical illnesses, health problems, and
injuries. With 20 years of experience in driver rehabilitation, 23 years of experience working
with patients who have dementia and mild cognitive impairment, and holding both a Specialty

Certification in Driving and Community Mobility (SCDCM) from AOTA and a certification as a
24



Certified Driving Rehabilitation Specialist (CDRS) from ADED, she possesses extensive clinical

and professional expertise.

Adaptive Mobility Services LLC not only holds the esteemed distinction of being an
AOTA Approved Provider for continuing education, but it also exhibits its proficiency in
AOTA's systems, policies, procedures, and educational practices. Moreover, the company offers
an array of training programs, including Occupational Therapist Driver Rehabilitation Specialist
and Occupational Therapist Driver Risk Assessor, as well as a variety of continuing education
courses that cater to generalists and specialists. What sets Adaptive Mobility Services LLC apart
from other providers is its online learning platform, which played a pivotal role in bringing this
project to fruition. The platform's existing infrastructure, such as its discussion boards,
registration, and enrollment options, facilitated the initiative's development. This experience and
established infrastructure make Adaptive Mobility Services LLC the ideal partner for this

project.
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Section Five: Theoretical Framework

Ecology of Human Performance Framework

OTs possess a distinct skill set that enables them to improve clients' overall well-being by
addressing both chronic and acute conditions across the lifespan. To achieve this, practitioners
identify the specific occupations that are important to an individual and use a comprehensive
process of screening, evaluation, goal determination, intervention, and discharge to address them.
To illustrate, when a client places importance on the occupation of DCM, it is imperative to
consider contextual factors, including the individual's environment, personal traits, and cultural
background, along with performance areas such as muscle strength or vestibular function.
Therefore, the Ecology of Human Performance (EHP) created by Dunn et al. (1994) was chosen

as the framework for the proposed project.

The EHP framework adopts a comprehensive approach to human performance by
exploring the dynamic interaction between individuals and their surroundings and how this
interrelationship affects performance. The EHP model rests upon four core constructs that serve
as the foundational assumptions of the model. These constructs comprise the person, who is the
client performing the task; the tasks themselves, which are the activities that makeup
occupations; the context, which includes individual client factors; and performance, which
reflects the interplay between all three of the previously stated components. By considering all
factors, practitioners can better understand the client's needs and design interventions tailored to

their specific situation, leading to better outcomes and improved quality of life.

Integrating the EHP framework into the creation of the online education program
facilitates a deeper comprehension of the distinctive contextual elements of both the project

participants and their clients. By effectively utilizing this framework, the author can design and
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guide learners' perceptions of clinical practice, addressing the individualized contextual factors of
each participant. This approach enables learners to develop a more holistic perspective of the
client's needs and preferences, including social, cultural, and chronological elements.
Specifically, the EHP framework can be applied to this project as the person (generalist OT
practitioners), the task (understanding the role of DCM), and the context (supports and barriers in
providing DCM) are all factors that influence performance (applying DCM to daily practice).
Based on this theoretical model, providing additional contextual support in the online education
program is expected to positively impact a learner’s willingness and ability to apply DCM

interventions in their daily practice.
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Section Six: Methodology

Project Design

The quality improvement capstone project employed a quantitative research design to
gauge generalist OT practitioners' self-perception of their current and future performance in
addressing DCM in their respective practice settings. Participants were encouraged to share their
feedback on the usefulness of the education program, including areas that were helpful and those
that were unaddressed. To measure the effectiveness of the implemented online education
program, a one-group pretest and post-test research design were utilized. This approach enables
the investigator to gather data on any changes in the participants' perceived levels of knowledge
and confidence after undergoing the education provided by the online program. This rigorous
research methodology provides the author with an opportunity to produce robust data and
determine the efficacy of the education module in addressing the DCM concerns of generalist OT

practitioners.

Setting

The capstone project was conducted in partnership with Adaptive Mobility Services &
Susie Touchinsky OTR/L, SCDCM, and CDRS, with all components delivered online in a virtual
setting. The project utilized technology platforms, including Qualtrics for survey administration
and Thinkific for hosting the online education modules. By adopting an entirely online approach,
this project offers participants the flexibility and convenience of accessing the education program

from any location and completing the modules at their own pace.

Population and Sampling
The overarching objective of this research paper is to investigate the acquisition of

information from OT practitioners in the United States who exhibit a vested interest in improving
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their understanding of the intersection between OT and DCM. The target population for this
study comprises generalist OT practitioners, namely OTs, occupational therapy assistants (OTA),
and occupational therapy students (OTS). The study's scope deliberately encompasses a wide
range of practitioners to provide comprehensive education to all interested parties and to foster
the development of knowledge in addressing DCM concerns across various settings and work
experiences. To establish the eligibility of participants for the project, a clear inclusion and
exclusion criteria was used. Specifically, individuals who possess a background in OT in any
capacity are considered eligible to participate in this study. Conversely, those who lack such a
background are excluded from the project. By implementing these criteria, we aim to ensure the
homogeneity of our study sample and optimize the validity of our findings for occupational

therapy.

In order to obtain a sizeable and heterogeneous participant pool, the research team
employed a strategic combination of convenience sampling and snowball sampling techniques,
as per the recommendation of Dickerson (2017). The selection of these methods was informed by
their potential to yield a large number of participants, which was a key priority for the study. In
particular, convenience sampling was utilized to recruit participants from multiple sources,
including an extensive email database of over 3,150 OT practitioners affiliated with Adaptive
Mobility Services. Furthermore, potential participants were identified among approximately 70
graduate students at the University of Nevada, Las Vegas OT program. Additionally, the author's
mentor utilized various social media platforms, such as LinkedIn, to directly contact
approximately 50 OT practitioners. To further increase the sample size, the survey was shared on
relevant OT community sites, including a Facebook group called Driving Rehab for the OT, The

Occupational Therapy Reddit group, as well as flyers being strategically placed in OT
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rehabilitation offices with QR codes leading to the online education course. Furthermore,
snowball sampling was employed to encourage participants to share the online education
program with others who may be interested in DCM and OT. The combination of multiple
recruitment strategies allowed for a diverse and inclusive participant pool, ultimately enhancing

the study's representativeness, and expanding its scope.

Data Collection Method

The author assumed full responsibility for all facets of the data collection process. The
author utilized integrated surveys to gather and compare participants’ self-reported measures
both prior to and following the implementation of the online education program. To improve the
accuracy of the evaluation, a comprehensive approach was utilized, combining the four levels of
Kirkpatrick's model of evaluation (Basarab & Root, 1992) with survey research techniques
(Forsyth & Kviz, 2017). By doing so, the author developed a set of pre- and post-surveys that
effectively measured participants' self-perceived knowledge gains. The Kirkpatrick model
assesses the knowledge and skills of learners and is one of the most applicable models in
evaluating education courses (Madvari et al., 2018). Pre-survey questions can be found in
Appendix A. To ensure a thorough and rigorous evaluation of the online education program, the
author employed a validated nine-question questionnaire developed by Wood et al. (2005) to
assess the quality of the continuing medical education program. The questionnaire was
specifically designed to evaluate the effectiveness of the educational program and covered three
fundamental areas, namely, the presenter, the presentation, and the content, with each area
comprising three questions. Appendix B provides details of the minor modifications made to the

Wood et al. (2005) questionnaire to align with the project's focus on DCM.
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The project made use of the online survey tool Qualtrics, provided by the University of
Nevada Las Vegas, to create a set of questions and self-report scales. Prior to starting the
educational content, participants were presented with a video explaining the project's objectives
and requesting their voluntary participation in the project. Informed consent was obtained
through a formal consent form embedded in the pre-survey, which described the study and the
participant's role and ensured confidentiality. Following this, the participants were allowed to
provide their consent and voluntarily partake in the study (see Appendix C). To ensure
anonymity, each participant was given a unique identification code to monitor their pre- and

post-survey responses.

In a collaborative effort, the author partnered with their capstone mentor to develop a
comprehensive learning module using the Thinkific online education platform. The study aimed
to enhance accessibility and promote engagement among participants by embedding links to pre
and post-surveys within the modules. It is noteworthy that participants who chose not to
participate in the survey were not penalized and were still provided access to the education. After
completing the OT's role with Driving learning program, participants were directed to the post-
survey. The learning module also included a link to join the Driving Rehab for OT Facebook

group, enabling participants to connect with like-minded OT practitioners.

The online learning program was designed to follow a structured module format, which
included a survey before and after the online education program. The module was estimated to
take a total of 3 hours to complete. An overview of the module topics and expected completion
times are available in Appendix D. After completing the online education, participants received
access to a file containing a certificate recognizing them for three hours of AOTA-endorsed

continuing education (see Appendix E).
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Data Analysis

The current study employed rigorous data analysis procedures, as outlined by Forsyth and
Kviz (2017). Survey data was entered into SPSS Statistics software for statistical analysis, with
descriptive statistics calculated based on response frequencies, percentages, and measures of
central tendency such as mean, median, and mode. The study predominantly utilized Likert
scales to elicit responses from participants, with a methodology developed by Wu (2007)
employed to convert Likert scale responses into numerical scores. This approach has been widely
utilized in educational research, as evidenced by a previous study investigating the impact of an
online assessment on student attitudes toward an undergraduate education course (Sozen &
Guven, 2019). The conversion was conducted using the 5-point Likert Type scale and 7-point
Likert Type scale, with mean scores utilized during the data analysis. By adopting this approach,
the author aims to provide a comprehensive and robust analysis of the data, which supported the

study's findings and conclusions.

Demographic data reported included gender, education, employment status, professional
title, current workplace setting, and whether or not the participant has received continuing
education on DCM. Descriptive statistics were also collected to test whether the newly developed
online continuing education program can improve the knowledge and confidence of OT in DCM.
To facilitate a structured analysis of the data, the author utilized a comprehensive categorization
scheme for the pre and post-survey questions, consisting of three distinct categories. The first
two categories had assessed participants' perceived level of knowledge and confidence. The third
category focused on participants' opinions regarding the quality of the educational content
provided. This categorization approach enabled a systematic evaluation of the impact of the

online education program on participants' perceived knowledge, confidence, and overall
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satisfaction with the program. To measure the extent of change in these domains, the author had
conducted a comparative analysis of the pre and post-survey outcomes, providing a reliable and

comprehensive assessment of the effectiveness of the online education program.

Inferential statistics were employed to assess whether there was a statistically significant
difference before and after the implementation of the online education program. Specifically, the
Wilcoxon signed-rank and Paired T-test were chosen for quantitative variables. However, given
that a majority of questions in the survey utilized Likert or Likert-like scales, the author analyzed
the data using both parametric and non-parametric statistics, even if the data was not normally
distributed. Medical education research literature recommends using parametric tests for
analyzing ordinal data like Likert scales, as they are considered more reliable and robust than
non-parametric tests (Norman, 2010; Sullivan & Artino, 2013). Therefore, the analysis of Likert
scale questions was conducted using both non-parametric and parametric tests, with normality
assessed using the Shapiro-Wilk test at a confidence level of 95% was done to ensure the
precision and authenticity of the data. In addition, the reliability of the surveys was evaluated
using Cronbach's alpha, which provided a comprehensive and rigorous assessment of the quality

and consistency of the survey data.

Validity

The present project acknowledges the possibility of potential threats to internal validity.
One such threat is the use of pre and post-survey questionnaires, which were developed by the
author and lacked established psychometric properties. This issue raises concerns about the
extent to which the results accurately reflect the educational program. Nonetheless, the survey
creation process was guided by a standardized approach to survey research, as outlined by

Forsyth and Kviz (2017), aimed at minimizing potential threats to internal validity. Furthermore,
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to establish internal validity, the author employed a rigorous content validation process that
involved identifying and resolving any potential issues with the measures before the study's
implementation. The process involved scrutinizing the measures for readability, content
accuracy, and enhancement recommendations, all in a bid to enhance the study's validity.
Participant selection is another conceivable threat to internal validity. The recruitment process
was conducted through personal contacts of the author's mentor and the mentor's online
education course, which may have resulted in a non-representative sample of OTs. To address
this issue, the author employed various recruitment methods through various sources to further

diversify the participants who join this project, thereby minimizing any potential selection bias.

Given the potential impact of the present project on the generalization of the findings
beyond the sample of participants under investigation, ensuring external validity is a critical
consideration (Creswell & Creswell, 2018). One particular concern was the possibility of
participant dropouts, which can introduce biases if those who remain in the study differ
systematically from those who drop out (Nelson et al., 2017). Several strategies were employed
to address this potential threat, including preemptive explanations of the study through video

recordings, and recruiting a sizable sample size to account for possible dropouts.

Outcome Measures

The outcome measures for this investigation were an evaluation of the changes in
perceived knowledge and confidence via an unstandardized survey. The online education
program entitled OT's Role with Driving was developed as the primary "intervention™ in this
study. To assess the effectiveness of the online learning program, pre- and post-surveys were
administered using the Qualtrics platform, with participants providing self-assessed responses on

knowledge, confidence, and overall quality of education.
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Section Seven: Ethical and Legal Considerations

To safeguard participants' confidentiality, personal identifiers were removed from the
data before analysis, thereby ensuring anonymity. Additionally, participants were given thorough
explanations regarding the study's objectives, procedures, and potential risks before agreeing to
participate. Participants were informed that they could opt-out of the study at any point without
any negative consequences. The study was designed to avoid the inclusion of vulnerable
populations and involved minimal risk to participants as they were only required to complete an
education program. To guarantee the precision and pertinence of the research's outcomes, a
licensed occupational therapist and a certified driver rehabilitation specialist reviewed the
information given to the participants. To minimize stress levels, participants were allowed to

complete the education modules asynchronously, with a set completion date.

In adherence to ethical standards, the researcher conducted a thorough review of the
Occupational Therapy Code of Ethics (AOTA, 2020a). The aim was to ensure strict compliance
with the Principles and Standards of Conduct, which incorporate specific guidelines for research.
The review was conducted with particular attention to the six principles, each of which contains
explicit language related to research. Additionally, although IRB approval was not used for this
project, compliance to IRB’s ethical review process was maintained. Specifically, the researcher
followed the five ethical elements: 1) risks are rational and minimized, 2) choice of subjects is
equitable, 3) informed consent is obtained from each subject, 4) safeguards for coercion are

established, and appropriate monitoring and observation is ensured (Kim, 2012).
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Section Eight: Results

The results section presents the outcomes of the data analysis procedures conducted using
SPSS statistics software. Descriptive statistics, such as frequency distributions, percentage
values, and measures of central tendency, were employed to analyze both the demographic
characteristics of the sample population and test the research hypothesis. Additionally, inferential
statistics, including the parametric Paired T-test and nonparametric Wilcoxon signed-rank test,
were utilized. The Shapiro-Wilk test was applied to assess normality. A total of 350 individuals
initially enrolled in the online education program, with 128 participants completing the pre-
survey and 73 participants completing the post-survey. Participants were asked to generate a
distinct identifier code that they could use for both assessments to maintain consistency across
the pre-and post-surveys. Out of the 73 individuals who satisfied the inclusion criteria and
finished the online learning program, only 65 provided an accurate identifier code that
corresponded to their pre and post-survey answers. As a result, the responses from these 65

individuals were utilized in the data analysis.

Demographics

The collected responses were utilized to provide descriptive statistics related to
participant characteristics such as region of residence, profession, gender, education, and practice
setting. The demographic data were analyzed using univariate procedures, resulting in frequency
and percentage distributions being employed as the primary method of representation. Of the
representative sample, 92.3% (n = 60) of the participants completing the surveys were female,
and 7.7% (n = 5) were male. Highest level of education was also gathered with 55.4% (n=36) of
participants having a graduate or professional degree, 41.5% (n=27) having a bachelor’s degree,

and 3.1% (n=2) having an Associates or technical degree. Finally, Employment status was
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gathered with 50.8% (n=36) stating full time employment, 24.6% (n=16) part time employment,
12.3% (n=8) stating per diem employment, 6.2% (n=4) stating seasonal employment, 4.6% (n=3)

stating self-employment, and 1.5% (n=1) stating they were retired (see Table 1).

Table 1

Demographics

Answers Count Percent
Gender Male 5 7.7%
Female 60 92.3%
Education Graduate or professional 36 55.4%
degree
Bachelor’s degree 27 41.5%
Associates or technical degree 2 3.1%
Employment  Full time 33 50.8%
Part time 16 24.6%
Per diem 8 12.3%
Seasonal 4 6.2%
Self-employed 3 4.6%
Retired 1 1.5%

Note. This table demonstrates frequency of participant’s responses based on demographics.

Regional location

The project recruited participants from various regions across the country, with the
majority of respondents completing the education module in the Northeast (n = 23; 35.3%) and
West (n = 20; 30.8%), whereas 15.4% (n = 10) are located in the Midwest and 18.5% in the
South (n = 12). The sample consisted of OTs from 23 different states across the United States. A
large number of participants (n = 20; 30.8%) of participants were reported to be in Pennsylvania,
followed by Nevada (n = 7; 10.8%) and Idaho (n = 4; 6.2%). The remaining states included

California, Colorado, New York, North Carolina (n = 3; 4.5%), Florida, Georgia, Indiana,
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Michigan (n = 2; 3.1%), and Hawaii, Illinois, lowa, Kansas, Missouri, Ohio, Oregon (n =1,

1.5%).

Continuing Education

The participants were requested to indicate whether they had received any ongoing
education on DCM or not. Eighteen percent (n = 12) answered yes, and 81.5% (n = 54) answered
no. Preferred methods of receiving continuing education were also asked, with sixty-one percent
(n = 40) preferring online continuing education, 26% (n = 17) preferring live continuing
education courses, 7.7% (n = 5) preferring attending conferences, 3.1% (n = 2) preferring

research, and 1.5% (n = 1) preferring supervision of students (see Table 2)

Table 2

Continuing Education

Question Answer Count Percent
Received Yes 12 18.5%
continuing 0
education on DCM No >4 81.5%
Total 65 100%
Preferred method  Continuing Education Courses [Live] 17 26.2%
of receiving Continuing Education Courses [Online] 40 61.5%
continuing Attendance at Conferences 5 7.7%
education Supervision of Level Il or Level | students 1 1.5%
Research 2 3.1%
Total 65 100%

Note. This table shows how frequently participants responded to questions about continuing
education.
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Professional training

Twenty-two percent (n = 21) of the study participants worked in an outpatient clinic,
19.6% (n = 18) worked in a rehabilitation hospital, 18.5% (n = 17) worked in an acute care
hospital, 13% (n = 12) worked in a skilled nursing facility, 12% (n = 11) worked in a
community-based setting, 9.8% (n = 9) worked in a school setting, and 4.3% (n = 4) worked in a

mental health setting.

Professional title. For this survey question, multiple responses were available. Sixty-four
percent of the cases (n = 42) were OTs, 33.8% were OTS (n = 22), 6.2% (n = 4) were OTA, 1.5%
(n = 1) were driver rehabilitation specialists, and 3.1% (n = 2) identified holding another title not

listed above (see Table 3)

Table 3

Participants Title

Question Answer Count Percent

Professional Title ~ Occupational Therapist 42 64.6%
Occupational Therapy Assistant 4 6.2%
Occupational Therapy Student 22 33.8%
Driver Rehabilitation Specialist 1 1.5%
Other 2 3.1%

Total 71 109.2%

Note. This table demonstrates participant’s job titles that they currently hold. Participants were
able to choose more than one response if necessary.

Data analysis
SPSS statistical software was employed to perform a descriptive analysis and compare

the pre and post-survey responses of the 65 participants. The self-reported confidence and
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knowledge of the participants were measured using identical questions from the pre-and post-
surveys. To measure self-reported confidence, it should be noted that questions 13, 16, and 17 on
the pre-survey mirror questions 14, 17, and 18 on the post-survey. Participants were asked to rate
their comfort level on a 5-point Likert scale, ranging from Extremely Uncomfortable to
Extremely Comfortable and Extremely Unlikely to Extremely Likely. Cronbach’s Alpha for the
confidence questions was o = 0.70. Similarly, questions 14 and 15 of the pre-survey mirrored
questions 15 and 16 of the post-survey and were used to measure self-reported knowledge.
Participants were asked to rate their knowledge level on a 5-point Likert scale ranging from Not
Knowledgeable to Extremely Knowledgeable. Cronbach’s Alpha for the knowledge questions
was o = 0.78. Participants were also asked whether they possess resources for DCM on a scale
ranging from Definitely Not to Definitely Yes. Questions 6 to 14 in the post-survey assessed the
quality of education provided, rated on a 7-point Likert scale ranging from Unacceptable to
Outstanding. The reliability of these questions was evaluated using Cronbach's Alpha, resulting

in a high value of a = 0.91, indicating strong internal consistency.

Knowledge and Confidence

Frequency of change. A categorical analysis was performed to determine the impact of
the competency module on perceived “Knowledge” and “Confidence.” The data from two
surveys were combined into three nominal categories based on the responses on the Likert scale.
In this study, responses that fell under the upper two limits of the Likert scale (Strongly Agree
and Agree) were merged and classified as "Agree." Conversely, responses that fell under the
lower two limits of the scale (Strongly Disagree and Disagree) were merged and classified as
"Disagree." Responses that fall in the middle were categorized as Neither. Frequencies were

calculated for each question to assess whether there was a change in the participant's level of
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knowledge or confidence. The author's analysis focused specifically on two outcomes: (1)
whether participants' levels of “Knowledge” and “Confidence” remained the same (i.e., no
change in responses), and (2) whether there was an improvement in their perceived levels of
“Knowledge” and “Confidence” (i.e., responses changed from Disagree to Agree or Neither to
Agree). In addition to the categorical analysis, the author also compared the pre- and post-
measurements of central tendencies. The categorization process allowed the author to examine

the average change in participant responses between the two surveys.

Table 4 showcases the cross-tabulated frequency tables that depict the changes in
participants' responses from the pretest survey to the posttest survey, providing a comprehensive
view of the effectiveness of the online education program. The results indicate that of the total
responses (N = 325), 47.1% (n = 153) showed an improvement after completing the program,
52.6% (n = 171) remained the same, and only one response displayed a worsening score. This
specific participant stated that they would be less willing to discuss DCM after taking the online
education program. Still, what occurred to change their perception in this area is unknown.
However, it is noteworthy that this particular response was an outlier to the data gathered, and all

other questions this participant answered demonstrated an improvement.

A thorough examination of the information provided in Table 4, focusing on two key
variables, "Knowledge" and "Confidence,” was also performed. The analysis involved grouping
together specific questions (Q14/Q15 and Q15/Q16) to determine a participant's self-perceived
“Knowledge” and examining the change in responses before and after the online education
program. The results revealed that a significant proportion of participants (63.8%, n = 83)
demonstrated a positive gain in knowledge, with a majority (37.7%, n = 49) of participants

showing a shift in their perception from Disagree to Agree. These findings suggest that the
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online education program had a substantial effect in improving participants' understanding of

DCM.

Similarly, the study examined the change in self-perceived “Confidence” by analyzing
responses to questions Q13/Q14, Q16/Q17, and Q17/Q18. The results indicated that a proportion
of participants (35.9%, n = 70) demonstrated a positive increase in confidence, with the majority
(63.6%, n = 124) reporting no change in confidence levels. It is noteworthy that a significant
proportion of participants (55.9%, n = 109) had already reported high levels of confidence in the
pre-survey, which could account for the relatively lower proportion of positive changes observed

in this category.

Table 4

Pre and Post-Survey Response Changes

Pre/Post  Agreeto Disagree Neither  Neither  Disagree Disagree  Agree to

Survey Agree to to to Agree to Neither to Agree Disagree
Questions Disagree  Neither

Q14/Q15 6 0 17 9 16 17 0
Q15/Q16 15 4 5 4 5 32 0
Q13/Q14 53 2 0 2 0 7 1
Q16/Q17 32 1 0 9 2 21 0
Q17/Q18 29 4 3 5 5 19 0

Central tendencies. To comprehensively analyze the variables of knowledge and
confidence, the project utilized a composite variable approach, where the multiple questions
related to each variable were formatted to create an average score using SPSS. This approach

enabled an overall assessment of the participant's knowledge and confidence levels. To
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summarize the data for the "Confidence" variable, measures of central tendencies such as mean,
median, and mode were computed, while measures of dispersion such as standard deviation were
calculated to understand the variability of scores. The post-test data revealed that the mean score
for "Confidence” was 4.2, with a median of 4.3 and a mode of 4. The standard deviation was
0.62, indicating that the data was relatively close to the mean (see Table 5). A similar approach
was utilized for the "Knowledge" variable, resulting in a mean score of 3.7, a median of 3.5, a
mode of 3.5, and a standard deviation of 0.72 (see Table 5). The Likert score data for both
“Confidence” and Knowledge” was then converted into a numerical range using methodology
developed by Wu (2007) in converting Likert scale responses into numerical scores (see Table
6). Results indicated that the majority of participants would choose to Agree if asked whether the
continuing education program increased their "Confidence™" and "Knowledge" as the mean scores
fall between the ranges of 3.41 and 4.2 for the 5-point Likert scale ranges. The low standard
deviation observed in both categories indicates that the data was close to the mean, suggesting

that the majority of participants had similar scores in terms of “Knowledge” and “Confidence”.

Table 5

Central Tendencies and Dispersion for Confidence and Knowledge (Post-Module)

N
Valid Missing Mean Median Mode Std.
Deviation
Confidence 65 0 4.2 4.3 4.0 0.62
Knowledge 65 0 3.7 3.5 43.5 0.72

a. Multiple modes exist. The smallest value is shown
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Table 6

Scoring Range of 5 and 7 Point Likert Scales

Value Range
Strongly Disagree 1 1.00-1.80
Disagree 2 1.81-2.60
Neither agree nor disagree 3 2.61-3.40
Agree 4 3.41-4.20
Strongly Agree 5 4.21-5.00

Value Range
Unacceptable 1 1.00-1.86
Needs work 2 1.87-2.71
Fair 3 2.72-3.57
Good 4 3.58-4.43
Very good 5 4.44-5.29
Excellent 6 5.30-6.14
Outstanding 7 6.15-7.00

Paired-samples t-test. A paired-sample t-test was utilized to evaluate whether there was
a disparity in the DCM “Knowledge” and “Confidence” scores before and after the completion of
the online education program. It was hypothesized that completing an online education course
would improve the participant’s self-perceived “Knowledge” and “Confidence” in the topic of
DCM. Although the data gathered was revealed to be not normally distributed, as determined by
the Shapiro-Wilk test, the author has utilized research from Dr. Geoff Norman, an eminent figure
in medical education research, who has provided evidence that parametric tests can be utilized
for analyzing ordinal data, including Likert scales (Sullivan & Artino, 2013). In fact, Dr.
Norman's work has revealed that parametric tests exhibit superior robustness compared to
nonparametric tests. Thus, the author has chosen to adopt Dr. Norman's approach in the current

research to ensure optimal statistical analysis of the data obtained.

44



To gauge the effect of the online education program on the participants' self-perceived
“Knowledge,” a paired-sample t-test was performed. The results showed a significant increase in
the ratings of participants before the program (M = 2.37, SD = 0.96) to after the program (M =
3.69, SD =0.72), t (64) = - 10.26, p <.001 (two-tailed). The mean increase in the survey scores
was 1.31, with a 95% confidence interval rating (see Table 7). According to the results, the mean
of the overall “Knowledge” before and after the online education program was statistically
significant. A paired-sample t-test was also conducted on “Confidence.” The results showed a
significant increase in the ratings of participants before the program (M = 3.31, SD = 0.98) to
after the program (M = 4.2, SD = 0.61), t (64) = - 8.39, p <.001 (two-tailed). The mean increase
in the survey scores was 0.88, with a 95% confidence interval rating (see Table 7). The results
indicate that the mean of the overall “Confidence” before and after the online education program

was statistically significant.

To estimate the effect size SPSS was utilized. Using Cohen's (1998) power analysis,
effect sizes are categorized as small (d = 0.2), medium (d = 0.5), and large (d > 0.8). Based on
the literature, a medium size is preferable if a study aims to achieve a minimum of 80% power;
therefore, this project aimed for that measurement (Cohen, 1998). Cohen’s d was conducted for
“Knowledge” and was reported to be 1.27, which indicates that the increased knowledge was
largely substantial. The Cohen's d for “Confidence” was reported to be 1.04. Thus, these
substantial Cohen's d scores demonstrate that the dissimilarities between the two evaluations

were not arbitrary and were caused by the online education program.
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Table 7

Paired Samples Test of Knowledge and Confidence

Paired Differences t df  Sig. (2-
Mean  Std. Dev Std. tailed
Mean  Std. Error
Dev Mean
Knowledge Pre 237 096 -131 1.03 12 -10.26 64 <.001
Post 3.69 0.72
Confidence Pre 331 098 -0.88 -0.85 10 -8.39 64 <.001

Post 420 0.61
Note. df = degrees of freedom. t = t-statistic. Knowledge and Confidence range from 1 to 5.

*p < .01

Wilcoxon signed-rank test. After conducting a paired t-test on the data, the author
sought to confirm their findings using standard statistical analysis. Since a Shapiro-Wilk test had
determined that the data provided were not normally distributed, the typical process of
comparing pre and post-measures would be the Wilcoxon signed-rank test. The Wilcoxon signed
rank test was performed on the data using SPSS, and the results indicated a statistically
significant positive change in participants' “Knowledge” levels following their participation in
the online education program (z = -6.48, p < .001), with a large effect size (r = 0.57) as per
Cohen's (1988) guidelines. A similar analysis was conducted on the "Confidence" variable, and
the results indicated a statistically significant positive change (z = -6, p < .001) with a large effect

size (r = 0.53). This data is consistent with the results obtained from the paired-sample t-test.

Quality
In order to evaluate the effectiveness of the online education program, participants were
administered a questionnaire designed to measure their overall satisfaction with the program. The

questionnaire utilized a 7-point Likert scale and consisted of items related to the presenter,
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presentation, and content of the continuing medical education course. Specifically, questions 6
and 7 were employed to assess the quality of the presenter, while questions 8, 9, and 10 were
used to evaluate the presentation itself. Finally, the content of the course was assessed through

questions 11, 12, and 13, as summarized in Table 8.

Table 8

Results of Continuing Medical Education Survey

Unacceptable Needs  Fair Good Very Excellent Outstand.
work good

n % n % n % n % n % n % n %
Rate 0 0 0 O 3 46 7 108 16 246 17 262 22 338
presenter
enthusiasm
Rate 0 0 0 O 0 0 4 6.2 19 292 11 169 31 47.7
presenter
knowledge
Was content 0 0 0 O 0 O 4 6.2 19 292 11 16.9 31 477
Organized
Practical 0 0 0 O 1 15 3 46 14 215 21 323 26 40
information
Rate 0 0 1 15 2 31 7 108 11 169 23 354 21 323
audiovisuals
Amountand 0 0 0 O 1 15 6 92 16 246 19 292 23 354
complexity

appropriate

Was content 0 0 0 O 0 O 8 123 15 231 15 231 27 415
current

Was content 0 0 0 O 0 O 1 15 4 6.2 19 29.2 41 631
relevant

A 7-point Likert scale questionnaire was used to assess the quality of the online education

program. The questionnaire focused on three main categories of continuing medical education:
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the presenter, presentation, and content. Questions 6 and 7 were used to measure the presenter,
questions 8, 9, and 10 were used to measure the presentation, and questions 11, 12, and 13 were
used to measure content (refer to Table 9 for details). SPSS was used to calculate the
measurements of central tendencies and dispersion, which are summarized in Table 9. The results
of the quality improvement questionnaire indicated that the participant's response to the course
was very positive, with most participants rating the content as Good to Outstanding (n = 518;
98.4%). The mean scores for all three variables of “Presenter,” “Presentation,” and “Content” fell
between the range of 5.3 to 6.14, which is classified as Excellent according to the Wu (2007)
ranges found in Table 5. All three composite variables demonstrated a low standard deviation,
indicating that the data were closely clustered around the mean. These results suggest that the
quality of the online education program met a majority of the participants' expectations and

standards.

Table 9

Central Tendencies and Dispersion for Quality

Mean Median Mode SD

The presenter 6.08 6 7 0.88
Q6 5.74 6 7 1.18

Q7 6.43 7 7 0.77

The presentation 5.96 6 7 0.92
Q8 6.06 6 7 1.01

Q9 6.05 6 7 0.98

Q10 5.78 6 6 1.19

The content 6.12 6.3 7 0.82
Q11 5.88 6 7 1.05
Q12 5.94 6 7 1.07
Q13 6.54 7 7 .69
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Strength and weaknesses. The post-surveys third and fourth questions aimed to identify
the most and least valued aspects of the education course. Results showed that participants
appreciated the course’s easy-to-understand content (n = 26) and the provided materials (n = 25).
In contrast a large portion of participants (n = 37) suggested that the program's length should be
shorter. Additionally, some participants felt that the content's pace (n = 14) and readability (n =

12) could be improved (see Table 10).

Table 10

Characteristic Frequencies of the Program

Frequency Percent
Most Liked Educator 4 6.2%
Ease to read 4 6.2%
Ease to understand 26 40.0%
Pace 4 6.2%
Length 2 3.1%
Content 25 38.5%
Least Liked Educator 0 0%
Ease to read 12 18.5%
Ease to understand 1 1.5%
Pace 14 21.5%
Length 37 56.9%
Content 1 1.5%
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Section Nine: Discussion

AOTA has continually emphasized the importance of addressing both DCM to facilitate
participation in valued occupations. Despite this, there exists a disconnect among OT
practitioners regarding their role in addressing DCM. While education on DCM is available
through AOTA and other continuing education websites, practitioners often face barriers to seek
and utilize these resources. Additionally, a majority of ACOTE-accredited universities do not
offer courses specifically focused on DCM, leading to confusion about what an OT practitioner is
capable of and what should be left to other disciplines (Accreditation Council for Occupational
Therapy, 2018). This Quality improvement project aimed to assess the influence of the online
education program, OT’s Role with Driving, on OT practitioners’ self-perceived knowledge and
confidence related to their ability to address and conduct DCM. Although the participation rate
decreased from the initial 350 sign-ups, 65 participants who met the inclusion criteria and
correctly provided identification codes were sufficient to establish statistical significance. The
outcomes of both the descriptive and inferential analyses unambiguously indicate that the online
education program had a significant and favorable influence on the participants’ “Knowledge”
and “Confidence” levels. This study stands out from previous research as it employed a targeted
online learning approach, customized explicitly for OT practitioners, to address the rapidly
evolving field of OT and DCM. This unique initiative serves as a preliminary exploration into the
effectiveness of an online education program on DCM adding on to both AOTA’s and AOTF’s
research agenda. The program, OT's Role with Driving, is designed to fulfill AOTA's research
statement on Faculty Development and Resources by equipping OT practitioners with the
essential knowledge and tools to implement DCM in their practice. This objective is primarily

accomplished through an easily accessible asynchronous online continuing education course,

50



providing practitioners with the flexibility to learn and absorb the information at their own pace.
Furthermore, this capstone project aimed to align with AOTF's research agenda in Translational
Research, by promoting the diffusion and adoption of novel concepts in both OT theory and
practice. This objective is achieved through exploring a growing area of practice where evidence

supports the potential for the OT profession to thrive.

Increased Knowledge and Confidence

The findings from the pre-survey provided valuable insights into the OT's proficiency in
addressing DCM. When asked to rate their level of “Knowledge” regarding the connection
between OT and DCM before taking the online education program, 46.2% (n = 30) of the
participants responded that they were only Slightly knowledgeable and 7.7% (n = 5) of
participants responded Not knowledgeable at all. These results were substantially larger than the
participants who responded that they were Very knowledgeable 10.8% (n = 7) and Extremely
Knowledgeable 1.5% (n=1). The participant's response to this question was reinforced by a
subsequent inquiry regarding their resources to address DCM-related issues, with an
overwhelming majority of respondents indicating Definitely not (n = 26; 40%) and Probably not
(n =14; 21%). These results indicate that although a majority of participants are licensed to
practice OT (n = 49; 72.3%) a majority of practitioners still require DCM education to address
this important occupation. However, after implementing the online education program, the
results indicated a notable and statistically significant improvement in “Knowledge” levels.
Specifically, at least 45% of the participants had increased their knowledge levels to Very
knowledgeable or Extremely knowledgeable after completing the course. Furthermore, when
asked whether they felt they had the necessary resources to manage DCM, at least 75% of the

participants responded affirmatively, with responses ranging from Probably yes to Definitely yes.
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Conversely, when analyzing the results of participants' self-perceived "Confidence" prior
to the implementation of the education program, it was found that a majority of participants rated
themselves as Somewhat likely (n = 32; 49.2%) or Extremely likely (n = 19; 29.2%) to discuss
DCM with clients. This was surprising considering that most participants indicated only slight
“Knowledge” in DCM before taking the education course. One possible explanation for these
results could be the sampling of participants, as a significant proportion of participants already
had a preexisting interest in DCM due to being recruited from sources such as Adaptive Mobility
Services' email database or being members of the Driving Rehab for the OT Facebook group.
However, it is important to note that despite the high starting confidence levels, the results still
showed statistically significant improvement among participants who completed the online
education course, as indicated by both descriptive and inferential statistics. These findings
provide evidence supporting the effectiveness of the online education program in imparting
practical knowledge and increasing confidence levels among OT practitioners in applying DCM

concepts, regardless of their work environment.

Need for Driving and Community Mobility Education

In addition to the demonstrated usefulness of the online education program, this study's
findings have also revealed that a majority of OT practitioners have not received formal training
on OT's role in DCM. These findings justify the necessity for expanded education and training
for OT practitioners in this area, which has been previously identified in related research (Adler
etal., 2012; Biljon et al., 2019; Davis & Dickerson, 2012; Dickerson, 2013; Touchinsky et al.,
2014). In fact, in a study done by Touchinsky et al. (2014), researchers had found even amongst a
nationwide rehabilitation facility spanning 46 states, driving as a means of community mobility

was not addressed. Furthermore, research has highlighted the need for guidance and support to
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enable clinicians to effectively address driving-related issues with their patients. In particular,
Biljon et al. (2019) found that clinicians require clear guidance on the nature and scope of their
responsibilities in the area of DCM, as well as access to appropriate training and screening tools.
By providing these resources, practitioners can be better equipped to assess patients' readiness to
drive and to provide appropriate interventions and rehabilitation, ultimately promoting driving

independence and its associated benefits.

In addition to highlighting the need for more education on DCM, both this study and
existing literature suggest a demand for more accessible information on DCM. This project's
findings revealed that more than 50% of the participants reported a deficiency of resources when
it comes to addressing DCM. The majority of the participants responded negatively, stating that
they did not have the necessary resources for themselves or their clients. Despite the availability
of free resources such as the Driving and Community Mobility Toolkit for Professionals and the
OT Drive Practitioner Guide to Addressing Driving and Community Mobility, both offered by
AOTA, there is a lack of guidance on how to effectively use these resources. Consequently, OT
practitioners may feel overwhelmed by this lack of guidance, leading to a reluctance to engage
with DCM and a potential disregard for its importance. This barrier to effective utilization of
resources has also been noted in research conducted by Adler et al. (2012), who found that one-
third of OT practitioners cited a lack of resources as a barrier to the effective discussion of
driving-related concerns. The outcomes of this study, along with earlier research, suggest that the
OT profession may need a more standardized approach to better prepare OT practitioners for
DCM practices or use more accessible methods of professional development to support OT

practitioners’ knowledge and confidence in this emerging area.
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Online Learning and DCM

Building on the research question, the results indicate that there is evidence in favor of
utilizing an online learning approach as a method of teaching OT practitioners about DCM. As
evidenced by the results, online learning approaches can be used to improve interprofessional
collaboration, improve practicality by increasing accessibility, and offering a wide reach to OT
practitioners across the country. Results from the pre-survey have revealed that a large majority
(63.4%) of practitioners prefer the route of online continuing education as a method of gaining
skills and expertise. This is consistent with literature that shows how healthcare professionals
prefer the practicality and consistency that are attributed to online education (Reeves et al., 2017;
Longhini et al., 2021). Another significant advantage of online learning is the flexibility to adapt
and update the material in real-time without requiring additional resources, as traditional
education might. This adaptability enables teachers and learners to easily update education on-
the-fly, which is especially useful in healthcare practice, where knowledge and best practices
evolve rapidly. Similar to the quality improvement questions implemented in the post-survey of
this project, teachers can incorporate feedback from learners to improve the online education
format. Like many educational interventions, there may be room for improvement in certain
aspects of the training program. In this particular project, the length of the education, which was
three hours, may have been a factor that could have been improved. Over 50% of the participants
suggested that the education may have been too long, and 20% of participants specifically
mentioned that the pace of the content should be revised. However, the online format of the
course provides the opportunity to easily make changes to the content. Therefore, making
improvements to the training program may only require the teacher to re-record certain sections

of the material rather than requiring significant re-work of the entire program.

54



The second phase of the project focused on assessing the “Quality” of continuing
education. The findings revealed a majority of participants rated the content as Good to
Outstanding, with high scores across presentation, presenter, and content dimensions. These
results demonstrated that the provided continuing education met most of the participant’s
expectations and standards. However, it is important to note that some participants had provided
Fair ratings when asked to rate enthusiasm (n = 3), the practicality of the content (n = 1), quality
of audiovisuals (n = 3), and whether the information provided was appropriate (n = 1). These
results indicate that there remains to be areas of improvement in this education course. However,
these findings are in line with other continuing education programs as no single education course
can fulfill the expectations of all participants (Rouleau et al., 2019). Nevertheless, as evidenced
by how receptive participants were to the “Quality” of education and the statistically significant
improvement of both “Knowledge” and “Confidence”, online education on DCM may prove to
be an acceptable method of educating OT practitioners. These results were consistent with
previous research conducted on online training and overall satisfaction, as highlighted in the
studies conducted by Marbin et al. (2017), Kim et al. (2022), and Szekeres & MacDermid
(2022). As an example, Marbin et al. (2017) determined that online training was a viable
substitute for in-person training, while Szekeres and MacDermid (2022) discovered that
workshops held in either online or face-to-face settings resulted in improvements in self-efficacy
and readiness to change. These studies indicate that online delivery methods can significantly
impact rehabilitation practices, leading to better implementation and outcome measures. Overall,
this project supports the value of online training in providing effective continuing education for

OT practitioners.
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Section Ten: Limitations

Although steps were taken to limit variability in this project, there were still some
limitations present. The sample size is a crucial factor in research studies, and in this study, the
sample size was not a generalizable representative of all OTs. Specifically, 30% of the
participants were from the Pennsylvania area, which may have impacted the results. This
geographic concentration is notable, as the author's capstone mentor is based in Pennsylvania and
invited individuals from her local area whom she was familiar with. It is important to
acknowledge that this selection process could potentially introduce bias into the results.
Furthermore, the high initial confidence ratings of the participants, as evident from the pre-
survey, may have also been influenced by this selection bias, as the participants were gathered
from a population that was already interested in OT and DCM. Furthermore, the use of a single
group pre and post-survey measurement developed by the author may not have accurately
evaluated the knowledge or confidence scores of the participants. In light of time constraints and
limited access to standardized surveys to measure confidence and knowledge, the author utilized
a self-designed survey without conducting a pilot test. However, this may introduce variability in
the accuracy and reliability of the survey's ability to measure the intended outcomes. As no prior
tests were conducted, it would be difficult to ascertain whether the questions truly measured both
“Confidence” and “Knowledge.” Another limitation of this study was the reliance on self-
reported data, which may not be independently verified and could be susceptible to biases.
Answers provided by participants would have needed to be taken at face value, and there is a risk
of data exaggeration or embellishment, potentially leading to inflated results for the education
program's effectiveness. These limitations should be taken into account when interpreting the

study's findings, and the generalizability of the results should be approached with caution.
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Section Eleven: Conclusion

To ensure a larger number of qualified OT practitioners, it is essential to address the topic
of DCM and provide adequate resources and education in this field. This quality improvement
research project has provided significant insights into the promotion of OT practitioners in
addressing the crucial occupation of driving. The study's findings demonstrate that the online
education program, OT's Role with Driving, has positively impacted participating OTs'
“Knowledge” and “Confidence,” making it an effective tool for introducing DCM concepts to
practitioners and students. As OT services continue to expand, it is critical to investigate
emerging practice areas to provide quality OT services. By addressing competence in DCM, OT
practitioners, educators, and students can recognize the crucial role driving plays in improving
patient care. Therefore, providing access to education and resources to address DCM will not

only promote the profession but also help meet the growing demand for skilled OT practitioners.

Implications for Practice

Results in this study revealed that the use of OT’s Role with Driving made a positive
impact on the overall level of knowledge and confidence of OT practitioners in the topic of
DCM. This education program may play a role in addressing the shortage of trained professionals
in DCM (Dickerson, 2011). A free online continuing education program in the area of DCM can
be a valuable resource for OT practitioners seeking to enhance their knowledge and skills in this
area. By providing an accessible and comprehensive education course, the online education
program can help address the accessibility gap and enable practitioners to better serve their
clients with DCM needs. The modules, which were designed at an introductory level of OT, can
be utilized by both practitioners and students to gain a foundational understanding of DCM. The

program's multi-modal format, including videos, worksheets, and transcripts, ensures that all

57



participants can comprehend the content regardless of their accessibility needs. The global
potential of sharing and implementing this program underscores the significance of addressing
DCM as a critical concern for occupational therapy practitioners and their clients on a global

scale.

Implications for Future Research

This capstone project introduces a promising approach to enhance the knowledge and
confidence of OTs in their role as DCM practitioners. Furthermore, this project contributes to the
existing body of research in the field of DCM and education, which is currently limited in scope.
However, future research should focus on evaluating the long-term retention of knowledge
acquired through online education. This can be achieved by conducting follow-up assessments
with OTs who have completed the course, including evaluating the frequency of DCM
interventions they initiate. To gain a more accurate understanding of the impact of this training,
researchers should consider incorporating standardized tests to assess participants' ability to
recall information. Furthermore, a mixed-method design that includes interviews or focus groups
could provide additional insights into participants' perceptions of the program. Lastly, extending
the experiment's duration and expanding the education program's reach to a larger sample size of

OTs could provide a more comprehensive understanding of its effectiveness.

Future Implications for OT

This project strives to align with OT's Centennial Vision by allocating additional
resources to address DCM, with a focus on evidence-based and science-driven services to meet
the occupational needs of society. By addressing DCM as important areas of occupational
performance, OT practitioners can play a pivotal role in promoting safe and independent driving

among individuals of all ages and abilities. This can have far-reaching effects, including
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increased access to transportation, enhanced community participation, improved quality of life,
and greater independence for individuals with driving challenges. Additionally, as driving
services continue to evolve, OT practitioners have the opportunity to lead in research, policy
development, and advocacy to shape best practices in driving rehabilitation and community
mobility, driving the field forward and contributing to the advancement of OT's Centennial

Vision.
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Appendix A: Pre-Survey
1. Informed Consent
2. What state do you reside in?

3. How do you identify?

a. Male
b. Female
c. Other

4. What is your race/ethnicity? (Please choose all that apply)
a. American Indian/Native American
b. Arab American/Middle Eastern
c. Asian American, Asian, or Pacific Islander
d. African American or Black
e. Latin American or Hispanic
f.  White, Caucasian (not Hispanic)
g. Other
5. What is the highest level of education you have completed?
a. Some high school or less
b. High school diploma or GED
c. Some college, but no degree
d. Associates or technical degree
e. Bachelor’s degree
f. Graduate or professional degree (MA, MS, MBA, PhD, JD, MD, DDS etc.)

g. Prefer not to say
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6. Please indicate your professional titles. (Please choose all that apply)
a. Occupational Therapist (OT)
b. Occupational Therapy Assistant (OTA)
c. Occupational Therapy Student (OTS)
d. Driver Rehabilitation Specialists (DRS)
e. Specialty Certified in Driving and Community Mobility (SCDCM)
f. Other

7. Which of these categories best describe your employment status?

a. Full time
b. Parttime
c. Perdiem

d. Consultant
e. Seasonal
f. Self-employed
g. Retired
8. How many years have you been a practicing occupational therapy practitioner?
a. 0-3
b. 4-6
c. 7-9
d. 10+
9. What practice setting(s) best describe your workplace? (Please choose all that apply)
a. Rehabilitation Hospital

b. Acute Hospital
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c. Skilled Nursing Facility
d. Outpatient Clinic
e. Mental Health
f. School Setting
g. Community based
10. What is your preferred method of receiving continuing education?
a. Continuing Education Courses [Live] (real time, face to face)
b. Continuing Education Courses [Asynchronous] (at own pace)
c. Attendance at Conferences
d. Supervision of Level Il or Level | OT/OTA Students
e. Research
f.  Publication
g. Other
11. Have you received driving and community mobility training in the past?
a. No
b. Continuing education
c. Online Education
d. College Education
e. In-Person Training
f. Other
12. What areas of focus are you looking for when selecting a Continuing Education on
driving and community mobility? Select all that apply.

a. Ethics and Professional Obligation
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g.

Interventions (Adults)

Interventions (Adolescence)
Assessments/Screenings (Adults)
Assessments/Screenings (Adolescence)

Client Interactions and Communication Techniques

Driving Cessation

13. How likely are you to discuss the topic of driving and community mobility with your

clients?

a.

e.

Extremely unlikely
Somewhat unlikely
Neither likely nor unlikely
Somewhat likely

Extremely likely

14. How knowledgeable are you with the role of occupational therapy in driving

e.

Not knowledgeable at all
Slightly knowledgeable
Moderately knowledgeable
Very knowledgeable

Extremely knowledgeable

15. Do you possess the necessary resources (such as charts, handouts, assessments, research,

and references) to effectively address a client’s driving and community mobility

concerns?

a. Definitely not
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b. Probably not
c. Might or might not
d. Probably yes
e. Definitely yes
16. How comfortable are you with referring out a client to address their driving and
community mobility needs?
a. Extremely uncomfortable
b. Somewhat uncomfortable
c. Neither comfortable nor uncomfortable
d. Somewhat comfortable
e. Extremely comfortable
17. How comfortable are you with initiating a conversation about driving cessation or
retirement, and suggesting alternative transportation options?
a. Extremely uncomfortable
b. Somewhat uncomfortable
c. Neither comfortable nor uncomfortable
d. Somewhat comfortable
e. Extremely comfortable
18. Please select all the potential barriers you have encountered or anticipate encountering
while implementing a successful driving and community mobility intervention plan.
a. Lack of support from workplace
b. Lack of knowledge

c. Lack of collaboration with other professionals or agencies
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d. Client noncompliance or resistance

e. Lack of reimbursement or coverage
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Appendix B: Post-Survey
1. Please write initials for first and last name (i.e., Gerard Blanco-GB) and todays date
(MM/DD/YYYY)
2. How likely are you to recommend this continuing education course to a friend or
colleague?
a. Extremely unlikely
b. Somewhat unlikely
c. Neither likely nor unlikely
d. Somewhat likely
e. Extremely likely
3. What did you like most about this training?
a. Educator
b. Ease to read

c. Ease to understand

d. Pace
e. Length
f. Content

4. What did you like least about this training?
a. Educator
b. Ease to read
c. Ease to understand
d. Pace

e. Length
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f. Content

5. What are your thoughts and or comments about this training?

6. How would you rate the presenter’s enthusiasm?

a.

b.

g.

Unacceptable
Needs work
Fair

Good

Very good
Excellent

Outstanding

7. How would you rate the presenter’s knowledge of the topic

a.

b.

g.

Unacceptable
Needs work
Fair

Good

Very good
Excellent

Outstanding

8. Was the information presented in an organized manner?

a.

Unacceptable

b. Needs work

C.

Fair

d. Good
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e. Very good
f. Excellent
g. Outstanding
9. How would you rate the methods used in this presentation, was information presented
related to practical problems?
a. Unacceptable
b. Needs work
c. Fair
d. Good
e. Very good
f. Excellent
g. Outstanding
10. How would you rate the quality of the audiovisuals
a. Unacceptable
b. Needs work
c. Fair
d. Good
e. Very good
f. Excellent
g. Outstanding
11. Was the amount and complexity of the information appropriate?
a. Unacceptable

b. Needs work

68



c. Fair
d. Good
e. Very good
f. Excellent
g. Outstanding
12. Was the content related to current evidence in literature?
a. Unacceptable
b. Needs work
c. Fair
d. Good
e. Very good
f. Excellent
g. Outstanding
13. Was the content relevant to Occupational Therapy and Driving & Community Mobility
a. Unacceptable
b. Needs work
c. Fair
d. Good
e. Very good
f. Excellent
g. Outstanding
14. How likely are you to discuss the topic of driving and community mobility with your

clients?
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a. Extremely unlikely
b. Somewhat unlikely
c. Neither likely nor unlikely
d. Somewhat likely
e. Extremely likely
15. How knowledgeable are you with the role of occupational therapy in driving?
a. Not knowledgeable at all
b. Slightly knowledgeable
c. Moderately knowledgeable
d. Very knowledgeable
e. Extremely knowledgeable
16. Do you possess the necessary resources (such as charts, handouts, assessments, research,
and references) to effectively address a client’s driving and community mobility
concerns?
a. Definitely not
b. Probably not
c. Might or might not
d. Probably yes
e. Definitely yes
17. How comfortable are you with referring out a client to address their driving and
community mobility needs?
a. Extremely uncomfortable

b. Somewhat uncomfortable

70



C.

d.

e.

Neither comfortable nor uncomfortable
Somewhat comfortable

Extremely comfortable

18. How comfortable are you with initiating a conversation about driving cessation or

retirement, and suggesting alternative transportation options?

a.

b.

e.

Extremely uncomfortable

Somewhat uncomfortable

Neither comfortable nor uncomfortable
Somewhat comfortable

Extremely comfortable

19. Please select all the potential barriers you are comfortable addressing while implementing

a successful driving and community mobility intervention plan.

a.

b.

Lack of support from workplace

Lack of knowledge

Lack of collaboration with other professionals or agencies
Client noncompliance or resistance

Lack of reimbursement or coverage
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Appendix C: Consent Form

Title of Project: Driving and Community Mobility: An Online Educational Program for

Generalist Occupational Therapy Practitioners

Principal Investigator: Gerard Blanco, OTS

Capstone Mentor: Susan M. Touchinsky, OTR/L, CDRS, SCDCM; Jonathan Legarte, OTD,

OTR/L, CSRS

Description of Survey: The purpose of this survey is to explore the experiences of generalist
occupational therapy practitioners with continuing education courses on Driving and Community
Mobility. Specifically, we aim to investigate their perceptions of knowledge gained, choices in

continuing education, and the extent to which they apply what they learned in clinical practice.

Participants Role: The participants will be asked to complete a pre and post-survey
questionnaire that should take around 10 minutes to finish. The survey will cover their
experiences with driving and community mobility in their daily practice, as well as their

feedback on the training they received from Module 1: OT's Role in Driving.

Confidentiality: Your responses will be anonymous, and results will only be shared in

aggregated form and individual information will be non-identifiable
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Voluntary Participation: Your participation in this project is voluntary and you can withdraw at

any time without any negative consequences.

Questions: If anything is unclear, please don't hesitate to ask questions. You can contact the

principal investigator for assistance, Gerard Blanco, email: Blancgl@unlv.nevada.edu.

AGREEMENT TO PARTICIPATE IN THIS CAPSTONE PROJECT
| have read this informed consent document and the materials contained in it has been explained
to me. | understand each part of the document, all my questions have been answered, and | freely

and voluntarily choose to participate in this project

Please write initials for first and last name (i.e., Gerard Blanco- GB) and todays date

(MM/DD/YYYY)

Thank you for taking the time to complete our survey. Your honest feedback is highly

appreciated and will assist us in moving forward with our project.

The insights we gain from this survey will help us enhance the education provided to
occupational therapy generalist practitioners and those interested in offering driving and

community mobility services.

Part 2 of the survey will be made available once you have completed Module 1: OT's Role with

Driving.
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Appendix D: OT’s Role with Driving Outline of Topics

Module Introduction

Asset # Content Title Description Format Ler.lgth
type (min.)
DRAM10O | LT Welcome Welcome & introduction Written 3 minutes
MI Al
DRAM10 | LT Introduction | OTs driving change lives. High level | PPT & 10 minutes
MI A2 to OTs Role overview. recording
with Driving
DRAM10 | PlIP Module Download the handout & PDF 2 minutes
MI A3 Handout References.
DRAM10 | PlIP Reference Course reference list PDF
MI A3
TOTAL 15
minutes
Lesson 1: The Occupation of Driving
Asset # Content Title Description Format Ler?gth
type (min.)
DRA M1 LT Introducing | The occupation of driving and why we as Slideshow | 8
L1 Al the OTs address this valuable IADL. with minutes
occupation narration
of driving
DRA M1 SIIP Perspectives | Video interview with clients & students. Recording | 11
L1 A2 on Driving minutes
from OT
Students
and Clients
DRA M1 PIIP Reflecting How did the various testimonials cause Discussion | 5
L1 A3 on the you to think differently about your OT role | Board minutes
occupation | with driving?
of driving
Lesson Total 24
Total 39
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Lesson 2: Driving and the Occupational Therapy Practice Framework

Conte Length
Asset # nt Title Description Format .
(min.)
type

DRA M1 LT Using the OTPF | Using familiar tool of OTPF to Video 11

L2 Al to address the understand and assess IADL, driving minutes
occupation of and community mobility
driving

DRA M1 SIIP Providing a Interview with OT DRS Video 4

L2 A2 framework — minutes
New OT DRS
Perspective

DRA M1 SIIP Observing Performance skill factors of concern Video 4

L2 A3 performance for driving and why minutes
skill factors for
driving risk &
potential

DRA M1 SIIP Exploring Context, social determinants of Recording |9

L2 A3.5 Context, health, personal factors & minutes
Personal environment impact on the
Factors, & occupation of driving
Environmental
Factors for
Driving

DRA M1 SIIP The Value of IADL performance can indicate driving | Recording | 18

L2 A4 Occupation: risk. Connecting occupations. minutes
ADLs & IADLs

DRA M1 SIIP Demonstrating | Show OTPF application to task of Slides 3

L2 A5 the impact of driving: Activity Demands minutes
the OTPF on
driving risk

DRAM1 | PP | Applyingthe | QUIZ Quiz 5

L2 A6 Practice minutes
Framework

Lesson 54

TOTAL 93
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Lesson 3: Distinguishing Between the OT Generalist & Specialist

High level overview Role of OT Across the Lifespan & Spectrum of services

Asset # Content Title Description Format Ler.lgth
type (min.)

DRA LT Distinguishing | Differentiate between the: PPT & 16
M1L3 Between the OT generalists — driving risk assessment | recording | minutes
Al OT Generalist | —driving risk.

& Specialist OT DRS — comprehensive driving eval —

fitness to drive.

DRA SIIP Perspective of | Interviews with Occupational Therapy VIDEO 17
M1 L3 the OT Practitioners: Jeff, Colleen, Melissa, Interview | minutes
A2 Generalist Nikki
DRA SIIP Perspectives Susie Touchinsky is an OT and CDRS VIDEO 4 minutes
M1L3 of the OT with over 20 years of experience shares
A3 Driver her role as an OT DRS.

Rehabilitation

Specialist
DRA SIIP Delineating Delineating the role of the OT Generalist | Listen & 6 minutes
M1L3 the Role of the | Versus Specialist Discussion
A3 Generalists & Box

Specialist
DRA PlIP Tables & Spectrum of Driver’s Services Read & 10
M1L3 Resources to Table 1: High Level overview of OT PDF minutes
A4 streamline generalist vs specialist

your workflow | Table 2: Detailed review of roles
DRA PIIP Knowledge Quiz Qulz 5
M1 L3 Check Questions
A5
Lesson Total 53
TOTAL 146
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Lesson 4: OT DRIVE Framework

Asset # et Title Description Format Ler.lgth
type (min.)
LT OT DRIVE Introduction to the OT DRIVE as a Slideshow 13
DRAM1 L4 valuable frame of reference for the minutes
Al occupational therapy practitioner for
addressing D&CM in practice
DRAM1 L4 | SIIP Applying OT DRIVE High level Case Studies with | PPT & 10
A2 NEW the OT OT DRIVE recording minutes
DRIVE to
practice.
DRA M1 PIIP Appling to Knowledge Check Qulz 8
L4 A3 the OT Questions
DRIVE to
practice
Lesson 23
TOTAL 15
Module Summary
Asset # e Title Description Format Len?gth
type (min.)
DRAM1 | LT Summarizin | Summary of value of occupation of | Slideshow 10 minutes
MS Al g driving and role/link to OT — & Record
occupationa | REVIEW
| therapy
and driving
DRA M1 | PlIP Knowledge | Quiz Qulz 8
MS A2 Check Questions
Lesson 10
TOTAL 259
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Appendix E: Certificate of Completion

E
THIS CERTIFICATE IS AWARDED TO M O B L l T Y
{{ Student name }} SERVICES

Susan Touchinsky, OTR/L, SCDCM, CDRS
Adaptive Mobility Services, Provider CE representative

Adaptive Mobility Services, LLC.
N20 Centre Turmnpike, Orwigsburg, PA 17961

AOTA APP Provider #: 6874
FOR SUCCESSFULLY COMPLETING THE COURSE

{{ Course name}}

AOTA CEUs/Contact Hours: 0.3 CEU/3.0 contact hours

lssued: {{ 2023-03-27 }}

Expires: {{ 2023-03-27 }} m Amerca :
Occupatonal Therapy
Certificate ID: {{ Credential ID }} ASSOC 10N
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