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Abstract

Background: Occupational Therapy (OT) is a vital client-centred health profession in
Bangladesh, yet a comprehensive understanding of the professional competencies of its
practitioners remains underexplored. Assessing the Knowledge, Attitude, and Practice
(KAP) of occupational therapists is crucial for identifying strengths, gaps, and avenues
for professional development to enhance service quality and align with global
standards.

Aim: This study aimed to explore the Knowledge, Attitude, and Practice of
Bangladeshi occupational therapists regarding occupational therapy practice and to
examine associations with key demographic and professional variables.

Methods and Materials: A quantitative, cross-sectional study was conducted over six
months among 320 registered occupational therapists practicing across Bangladesh.
Participants were selected via convenience sampling from diverse healthcare,
academic, and rehabilitation settings. Data were collected using a structured, self-
administered questionnaire encompassing socio-demographic details and validated
self-developed KAP scales. Descriptive statistics (frequencies, percentages, means,
standard deviations) and inferential statistics (Fisher exact test, correlation analyses)
were employed for data analysis using SPSS version 16.0.

Results: The findings revealed exceptionally high levels of KAP among participants.
The majority demonstrated good knowledge (96.9%), positive attitudes (97.2%), and
good professional practices (98.1%). Over 94% of therapists correctly identified the
core focus of OT as promoting functional independence. Strong adherence to evidence-
based practice, documentation, and interdisciplinary collaboration was reported.

However, significant associations were found between KAP levels and demographic



XII

factors. Therapists aged 30 years or younger and those with 1-10 years of experience
exhibited significantly better knowledge than their older and more experienced
counterparts (P<0.001). Practice quality was also significantly higher among urban
practitioners compared to those in semi-urban and rural areas (P=0.001). Furthermore,
educational attainment was positively associated with more favorable attitudes
(P=0.001).

Conclusion: Bangladeshi Occupational Therapists possess a strong foundational
knowledge, highly positive professional attitudes, and consistently good clinical
practices. The profession is well-positioned with a motivated and competent workforce.
However, the study highlights critical challenges, including a potential knowledge-
update gap among senior therapists and significant urban-rural disparities in practice
quality. To sustain and build upon this strong foundation, the implementation of
structured continuous professional development (CPD) frameworks, expansion of
postgraduate education, and targeted support for rural practitioners are strongly
recommended.

Keywords: Knowledge, Attitude, Practice, Occupational Therapy, Bangladesh.



CHAPTERI: INTRODUCTION

1.1 Background

The Knowledge, Attitude and Practice (KAP) model has been frequently utilized in
educational research to measure the way individuals gain knowledge, attitude into
practice. Such KAP surveys are now widely used as an indispensable tool for the
assessment of the impact of therapeutic interventions and for analysis of behavioral
outcomes across a range of sectors including health, environment and education in
general. Assessing the KAP of OT educators is useful for identifying deficiencies and
suggestions to develop curriculum, professional development, and policy. Johnston et
al., (2003) KAP Questionnaire was selected as it covers the knowledge, attitude and
behaviour towards professional’s care. It was invented by Johnston and co-workers.
(2003) for the assessment of Knowledge, Attitude and Practice of professionals with
respect to OT Practice.

One of the key components to positioning is Occupational Therapy (OT) and
having a staff member with OT experience. As a client-centred health profession, OT
is generally concerned with maintaining health and well-being related to occupation in
people across their lifespan living with biological, psychological or social challenges.
Despite being increasingly significant in the world of health on an international level,
there is still a huge discrepancy in the way Occupational Therapy is even conceptualised
and interpreted, especially within developing countries. This involved a cross-sectional
analysis to determine the current level of knowledge, attitude and practice about
occupational therapy in one region. It is expected that by examining these elements the
study will offer useful information on obstacles, errors and breakthrough opportunities
of OT knowledge and application. The results are expected to be used for evidence-

based advocacy and capacity building in OT practice.



Awareness demonstrates understanding of principles, scope and potential
benefits of OT221. Attitude refers to beliefs, values and perception toward the
profession while practice is defined as the utilization of OT strategies in clinical or
community settings (Glanz et al., 2015).

The KAP model is widely utilized in public health to measure the knowledge,
attitude and practice of people toward a specific issue. This model provides a
mechanism to systematically consider the role set, values and modalities of practice
that therapists perceive occupation-based intervention through in their context.
Applying this model to OT practice in Bangladesh may offer some insights into whether
therapist process information holistically about occupational roles, values and
modalities there? Such is particularly the case in a developing context, where access to
resources, institutional backing and public awareness may be greatly different.

Occupational therapy in Bangladesh is an emerging profession that is expanding
across various rehabilitation sectors. While descriptive studies outline systemic
challenges, such as resource constraints and limited policy integration, a significant gap
remains in the systematic, evidence-based assessment of practitioners' own
competencies. Existing research seldom employs structured frameworks to evaluate
occupational therapists’ knowledge, attitudes, and practices (KAP). Furthermore,
although regional studies in low- and middle-income contexts highlight disparities
between theoretical knowledge and clinical application. Bangladeshi occupational
therapists remain underrepresented in such analyses, underscoring the need for context-

specific investigation.



1.2 Justification of the study

Occupational Therapy (OT) is an emerging yet rapidly expanding profession in
Bangladesh, playing a crucial role in rehabilitation, disability inclusion, and functional
independence. Despite its growing importance, there is limited empirical evidence on
the current knowledge, attitudes, and practice (KAP) of Occupational Therapists
working in various clinical, community, academic, and rehabilitation settings in
Bangladesh. Understanding these components is essential for ensuring high-quality,
evidence-based, and client-centred OT services. As the demand for occupational
therapy grows due to rising chronic diseases, injuries, disabilities, and developmental
conditions there is an urgent need to ensure that practitioners are well-prepared,
confident, and aligned with evidence-based approaches. However, limited research
exists on the current competency levels, professional attitudes, and practical application
of OT principles among Bangladeshi therapists. The study helps identify existing
strengths, gaps, and variations in practice, which can directly influence service quality,
patient outcomes, interprofessional collaboration, and professional development. By
using a cross-sectional design, this research can provide a timely snapshot of the overall
readiness and challenges faced by therapists across different settings. The findings will
guide policymakers, educators, and professional bodies in developing targeted training,
curriculum updates, and capacity-building initiatives to enhance the quality,
consistency, and effectiveness of occupational therapy services in Bangladesh. This
study has influenced practice frameworks and contributed in the development of a
competent, reflective, and practice-ready OT workforce. Moreover, the results can be
used as baseline data in future longitudinal studies examining the effect of an

intervention/policy change on the OT profession in Bangladesh.



1.3 Operational Definition

1.3.1 Knowledge
The information, understanding, and awareness that individuals or groups have about a

specific subject, condition, or practice.

1.3.2 Attitude
The feelings, beliefs, perceptions, and values that individuals or groups hold toward a

subject, condition, or practice.

1.3.3 Practice
The actual behaviors and actions carried out by individuals or groups in relation to the

subject or condition being studied.



CHAPTER II: LITERATURE REVIEW

Occupational Therapy (OT) is a health profession that is client-centred and supports
health and well-being through occupation. Recently, the interest in studying the
knowledge, attitude and practice (KAP) of occupational therapists of different
countries has been growing to measure competence and quality service-delivery, as well
as to access evidence-based practice. However, research from South Asia suggests that
often the OT Professional gains basic knowledge in these areas, and deficiencies are in
the form of skill and evidence-based use in treatment on many occasions (Kumar et al.,

2019).

2.1. Knowledge of Occupational Therapists

Knowledge is the cornerstone of effective OT clinical practice. It includes knowledge
of occupational therapy frameworks; evidence-based interventions and outcome
measures; and professional practice standards. Internationally, research has suggested
that although many OTs have knowledge of the evidence base for practice there is a
lack of consistent application in everyday practice (Thomas et al., 2020; Upton et al.,
2014). The lack of career-long learning opportunities and scholarly resources in
developing countries such as Bangladesh (which is also an LMIC) may widen the
disparity further (Rahman et al., 2018).

A study by Alam et al. (2022) on allied health professionals in Dhaka revealed
that although initial education was adequate, it became obsolete because of an absence
of structured CPD. Some research studies (Rahman et al., 2020; Uddin, 2018)
demonstrate that the Bangladeshi OT practitioners have basic knowledge of
rehabilitation and patient focused care. However, their acquisition of advanced clinical

knowledge is constrained due to restricted use of continuous professional development



(CPD) programs and lack of Bangla-language handbooks. This concern is echoed in an
evaluation undertaken by the World Federation of Occupational Therapists (WFOT,

2016) alongside lack of academic structures in LMICs including Bangladesh.

2.2. Attitudes toward Occupational Therapy Practice

Beliefs are key in motivation, adherence to best practices and interactions with clients.
Positive professional attitudes predict higher quality of care and less job-related stress
(Gellis et al., 2021). Nevertheless, in Bangladesh occupational therapy frequently
functions within resource constraint and multidisciplinary setting that could influence
the independence of those practices and perceived value on the health system
(Chowdhury et al.,, 2019). Despite these constraints, the evidence shows that
Bangladeshi OTs generally have a good view of their profession and are sometimes also
quite boundup in client advocacy and an interdisciplinary net (Sultana & Karim, 2020).
Attitude incorporates belief, motivation, job satisfaction and professional identity of
OT professionals.

A potential reason for the low visibility and recognition may be that many
Bangladeshi therapists take pride in their work, yet feel that is under-valued by the
public because of a lack of awareness and professional recognition (Hossain & Nahar,
2019). Also, there is conflict between cultural views of disability and client-centred OT
practice. Despite these barriers, the majority of professionals remain optimistic about
pushing forward with developing the profession and demonstrate their ability to be

tireless in making a case for their place within multidisciplinary teams.



2.3. Practice Patterns in Bangladesh

The context of health system, knowledge about OT services and professional
regulations are integral to issues related to the scope and practice of OT in Bangladesh.
Despite the fact that OT is an emerging profession in Bangladesh, a large number of
therapists find themselves obstructed by the absence of proper recognition, lack of
standards and limited professional practice (WFOT, 2022; BISHR, 2021).

Personal experience, not protocols, may inform clinical practice, especially in
rural areas. However, some favorable trends that have helped to gather budding
enthusiast OTs in one platform has been growing number of academic training
programs and profession-based associations such as ‘Bangladesh Occupational
Therapy Association” (BOTA), which facilitate knowledge exchange and advocacy.
Despite these limitations, occupational therapists in Bangladesh are notably engaged
in community-based rehabilitation, pediatric services and neurological rehabilitation
and there is an increasing involvement in professional groups with advocacy for
increased standards of education and practice.

There have been efforts focused on making research better integrated into
clinical practice and to enhance provider capacity through workshops and academic
collaboration in recent initiatives. Service provision is highly centralized to urban
centers, and rural populations have limited access (Islam et al., 2021). The Bangladesh
Occupational Therapy Association (BOTA) has been the leading force to highlight
practice standards, yet the workforce is inadequate for expanding needs (Karim et al.,
2019). Limited availability of modern medical equipment, absence of specialized
rehabilitation centre and poor insurance coverage were reported by studies as challenge

to effective OT protocol implementation (Chowdhury et al., 2023).



Internationally, it has been evidenced that successful OT practice depends on
the involvement of multi-disciplinary team working, government commitment and
community awareness (World Federation of Occupational Therapists, 2022), some

elements still evolving in Bangladesh.

2.4. Growth of the Occupational Therapy Profession

The profession of occupational therapy is relatively young, originating in the United
States of America (USA) at 1907. ‘Active engagement in activities’ was acknowledged
then as a form of therapy to assist physically disabled war veterans adapt to life after
amputation. The first occupational therapists, originally named ‘reconstructive aides’,
were supposed to provide disabled soldiers with ‘something useful to do’ (good old-
fashioned Protestant work ethic) — and in so doing give them a reason to get up off
their deathbeds every day. In 1920, mental hospital clients were added to the list. Thus,
the philosophical profession was founded, and its tenets laid down. There have been
five major phases in the development of the profession since that time, affecting both

what professionals do and how students are educated.



Figure 2.1

Conceptual Model of Knowledge, Attitude, and Practice

Practice

Figure 2.2

Diagram of Knowledge, Attitude and Practice

-

Practice

Practice indicates what knowledge and habit work together

mmm) | (Librahim,1995)
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CHAPTER III: METHODOLOGY

This chapter describes the research design and methods used for this study. It has also
been discussed the study design, study site and duration, study population, eligibility
criteria, sample size and sampling procedures, study procedures, interventions, study
variables and outcome measures, benefits of the study, expected outcome, implications
for research findings, data collection, data analysis, ethical considerations, funding,

data audit and data availability in the methodology chapter.

3.1.1 Study Question
What is the Level of Knowledge, Attitude, and Practice among Occupational

Therapists?

3.1.2 Aim
To identify the Knowledge, Attitude & Practice of Bangladeshi Occupational Therapists

in Occupational Therapy practice.

3.1.3 Objective(s)

e To find out sociodemographic status regarding practicing knowledge, attitude and
practice.

e To assess the level of Knowledge, attitude, and practice among Bangladeshi
Occupational Therapists in Occupational Therapy practice.

e To examine the association between demographic variables (age, gender,
experience, education and region) and the level of knowledge, practice, and attitude

of Bangladeshi Occupational Therapists regarding Occupational Therapy practice.
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3.2.1 Study design

This study was conducted a cross-sectional quantitative research design, an approach
recognized for its effectiveness in assessing the prevalence and associations of variables
within a defined population at a single point in time (Creswell et al., 2018). The research
was a descriptive cross-sectional study on the knowledge, attitude, and practice (KAP)
of occupational therapy practice by the occupational therapists in Bangladesh. A total
of 399 registered OTs, who are practicing in different corners of healthcare, academic
institutions and rehabilitation centers in Bangladesh, formed the study population. The
cross-sectional approach was considered suitable for this research, because it makes
possible to investigate multiple variables at the same time in a predetermined
population. This research employed a quantitative approach in which data were

gathered and analyzed in numerical form.

3.3.1 Study Setting

The respondents involved in this study comprised Bangladeshi occupational therapists
practicing wide range of practice areas throughout the country. Participants were
enrolled from rehabilitation center like CRP (Center for the Rehabilitation of the
Paralysed), academic institution, hospitals, private clinic and any service provider
health facility that provided Occupational therapy. Because of the variety of settings all
levels (university, clinical and community) of latest sciences were conducted on this
diversity designed facilitating to interest those funding occupational therapists both in

a petty way.



Figure 3.1

Eight Divisions in Bangladesh Source: Google

Rangpur

Mymensingh

Rajshahi

India

Chattogram

Bay of Bengal

3.3.2 Study Period

Myanmar

12

The study period was nine (9) months (January 2025 to November 2025), and data were

collected from (August 2025 to September 2025).

3.4.1 Study Population

The Study Population comprised Occupational Therapist who are practicing in

Bangladesh.
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3.4.2 Sampling Techniques

A convenience sampling technique was employed to select participants, as respondents
were approached based on their availability and willingness to participate. This
approach allowed inclusion of occupational therapists from multiple geographic

locations and professional settings across Bangladesh.

3.4.3 Inclusion Criteria

e Registered occupational therapists currently practicing in Bangladesh.
e Both clinical and academic occupational therapists.

e Willing to provide informed consent to participate in the study.

e Able to read and understand the questionnaire language.

3.4.4 Exclusion Criteria
e OTswho are not currently practicing as occupational therapists.
e Declined to provide informed consent.

e Had incomplete responses or did not fully complete the questionnaire.

3.4.5 Population Size

A census methodology was employed, thereby eliminating the need for sample size
calculation. The study invited all 390 registered occupational therapists in Bangladesh
to participate. The final analytical sample constituted those practitioners who completed

the survey.



3.5 Study Procedures
Figure 3.2
Study Procedure flow diagram

Ethical approval was obtained from the IRB and the Bangladesh
Occupational Therapy Association (BOTA), Bangladesh.

l

Provided data collectors with hands-on training for the questionnaire.

l

[ Data collectors were deployed to study sites in all divisions of Bangladesh. ]

l

[ Occupational Therapy Practice Across Bangladesh ]
e ™
Verbal informed consent was obtained from all participants before data
collection
& l J
Formal written consent was obtained from all participants
é . : o )
Data were collected from participants across all eight administrative
divisions of Bangladesh: Dhaka, Rajshahi, Barisal, Chittagong, Rangpur,
Khulna, Sylhet, and Mymensingh
-
[ Data were collected through face-to-face interviews ]
[ The raw data were processed and synthesized ]
[ The data were analyzed, and the results were interpreted ]

l

[ Data collection through face-to-face interviews
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3.6.1 Independent Variables

Demographic factors
o Age
e Gender

e Education level

e Years of experience

e Practice setting

e Client type

e Region of practice

¢ Employment status

e Membership in associations
e Participation in research

e Supervision role

o  Weekly working hours.

3.6.2 Dependent Variables
The dependent variables are the levels of knowledge, attitude, and practice (KAP) of

Occupational therapists in Bangladesh regarding occupational therapy practice.

3.6.3 Questionnaires and Qutcome Measures
The questionnaires utilized for this study included the following.
1. Self-structured socio-demographic characteristics

2. KAP Questionnaires

3.6.3.1 Self-Structured Socio-Demographic Characteristics
Self-structured socio-demographic information contains the participant's age, gender,

education level, years of experience, practice setting, client type, region of practice,
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employment status, membership in associations, participation in research, supervision

role, weekly working hours, etc.

3.6.3.2 Knowledge, Attitudes, and Practices Questionnaires

The KAP questionnaire was developed to evaluate the knowledge, attitudes and
practices (KAP) of Bangladesh occupational therapists toward occupational therapy
services. The knowledge component comprises true / false and multiple-choice items
scored correct = 1, incorrect = 0 with greater scores indicating better theoretical
knowledge. The attitude subscale uses a 5-point Likert scale (1 = Strongly Disagree, 2
= Disagree, 3 = Neutral, 4 = Agree, and 5 = Strongly Agree) to estimate participants'
perceptions, confidence and professional values; higher scores reflect more positive
attitudes. The practice section is also rated on a 5-point frequency scale (1 = Never, 2
= Rarely, 3 = Sometimes, 4 = Often, and 5 = Always) and describes self-reported
performance practices such as assessment, documentation, collaboration, and use of
evidence-based practice. Together, the score system enables a quantitative analysis of

KAP levels and higher scores indicate more professional competency and involvement.

3.6.3.3 Outcome Measures

The primary outcomes of this study were the level of knowledge, attitude, and practice
(KAP) of Bangladeshi occupational therapists regarding occupational therapy practice.
Knowledge outcomes are defined as the respondents’ understanding of core
occupational therapy principles, professional roles, evidence-based practice, and
relevant frameworks such as the OTPF-4. Attitude outcomes are defined as the beliefs,
perceptions, and professional confidence of occupational therapists, including their
views on the importance of occupational therapy in healthcare, continuous professional
development, and the use of evidence-based approaches. Practice outcomes are defined

as the reported frequency and consistency of professional behaviors, such as client
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assessment, documentation, collaboration with healthcare teams, treatment planning,
use of standardized tools, and application of evidence-based interventions. Together,
these outcomes provide a comprehensive measure of how occupational therapists in

Bangladesh apply their knowledge and attitudes to professional practice.

3.7 Data sources/measurement. Data was obtained using a structured self-
administered questionnaire, which was designed for this study based on previous
Knowledge, Attitude and Practice (KAP) surveys in the health sector. Survey
components included knowledge (multiple choice questions assessing OT theoretical
concepts and EBP), attitude (five-point Likert scale items measuring professional
beliefs, values, and readiness to incorporate best practices), practice (self-report
frequency of assessment, intervention, documentation and client centered care).
Demographic and professional characteristics [age, gender, education level, years of
practice and setting]. The same instrument was utilised to all the respondents,
guaranteeing comparability of measurement between groups (e.g., type of workplace:
hospital, rehab centre or academic institution; years in profession). The instrument was

pretested for clarity and content validity prior to data collection.

3.8.1 Ethical clearance

Ethical approval for this study was obtained from the Institutional Review Board (IRB)
of the Bangladesh Health Professions Institute during its 48th meeting, held at 9:00 AM
on 13 April 2025 at BHPI (48" IRB Meeting). The IRB form number is CRP-
BHPI/IRB/05/2025/1080 (see in details appendix-A). Written informed consent was
obtained from each participant, as well as from their legal guardians, prior to data
collection. During the data collection process, both verbal and written consent were
secured. The study followed the principles of the Declaration of Helsinki to ensure

confidentiality, ethical standards, and privacy throughout the research.
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3.8.2 Informed consent
Participants were informed about the study by using an information sheet in both

English and Bengali.

3.8.3 Unequal relationship
There was no personal relationship between the investigator and the participants.

Before data collection, the investigator was not familiar with the participants.

3.8.4 Risk and Beneficence

The study was designed to minimize risks, ensuring no foreseeable physical, emotional,
or economic harms to participants. Potential benefits included the contribution of
findings to future clinical practice. To protect participant privacy and confidentiality,
all interview recordings were stored securely on a password-protected mobile device.
Printed materials containing personal information were kept in a locked drawer under

the supervision of the principal investigator.

3.8.5 Confidentiality

Confidentiality was strictly maintained throughout the research process to protect the
identity and personal information of all participating occupational therapists.
Participation in this study was entirely voluntary, and respondents were assured that
their responses would be used solely for academic and research purposes. No
identifying information, such as names, institutional affiliations, phone numbers, or

email addresses, was recorded or disclosed in any report or publication.

3.9.1 Participant Recruitment Process: After obtaining permission from the
Bangladesh Occupational Therapy Association, a recruitment pool of occupational
therapists was identified. Potential participants were contacted via telephone, informed

about the study, and those interested were screened for eligibility. Eligible individuals
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participated in a face-to-face interview where data were collected using standardized
tools. Recruitment and data collection continued until the target sample size was

reached.

3.9.2 Data Collection Method

Data was collected through a cross-sectional, mixed-mode approach: after ethical
approval and informed consent, a structured self-administered questionnaire (sections:
demographics, knowledge MCQs, attitudes 5-point Likert, practice frequency scale,
plus optional open responses) was pilot-tested and then distributed to practicing
Bangladeshi occupational therapists across hospitals, rehabilitation centers, schools,
community settings and private practice using both online (Google/Survey) and paper
formats to maximize reach and representation. Respondents met predefined inclusion
criteria (registered OT, currently practicing) and completed the instrument
anonymously; questionnaires were checked for completeness at receipt, double-entered

into a database, and cleaned for inconsistencies.

3.9.3 Data Collection Instrument

The researcher used a structured, self-administered questionnaire adapted for
Bangladeshi occupational therapists that combines a demographic sheet with
Knowledge, Attitude and Practice (KAP) sections and a short self-development/CPD
module. The instrument (see attached questionnaire) includes: Section A
(personal/professional demographics), a knowledge test with multiple-choice items, an
attitude scale using a 5-point Likert format, a practice/frequency scale (1-5) for core
clinical behaviors, and open-ended items on CPD activities, challenges and supports
plus specific self-development questions about participation in workshops, supervision

and use of evidence.
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The survey items were designed for straightforward scoring, with knowledge
items scored as correct/incorrect and attitude/practice items calculated as scale scores.
The instrument was translated and piloted with approximately five local occupational
therapists to assess clarity, internal consistency, and cultural relevance. The estimated
completion time was 12—18 minutes. Data were collected either electronically or on
paper, based on participant preference. Informed consent was obtained from all
participants, and anonymity and confidentiality were ensured. All data were stored

securely on password-protected devices.

3.10 Data Analysis and Statistical Test

The collected data were systematically coded and analyzed using SPSS version 16.0.
Descriptive statistics, including frequencies and percentages, were computed to
summarize the participants' demographic characteristics and their scores across the
knowledge, attitude, and practice domains. To examine associations between key
demographic variables (age, gender, professional experience, education level, and
geographic region) and the levels of knowledge, attitude, and practice, Fisher’s Exact

Test was employed.
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CHAPTER IV: RESULTS

4.1 Sociodemographic Status

Table 4.1

Sociodemographic status among the participants

Variables Frequency (n) Percentage (%)
Age <30 years 179 55.9
>3(0 years 141 44.1

Mean= 31+5.01; Maximum= 51; minimum= 23

Gender Male 105 32.8
Female 215 67.2
Education = Graduation 285 89.1
Post-graduation 35 10.9

Table 4.1 shows that A total of 320 occupational therapists participated in this
study. Among them, the majority 55.9% (n=179) were aged 30 years or below, while
44.1% (n=141) were above 30 years of age, indicating that most respondents belonged
to the younger professional group. In terms of gender distribution, 67.2% (n=215) were
female, and 32.8% (n=105) were male, reflecting the predominance of women in the
occupational therapy profession in Bangladesh.

Regarding educational qualification, a large proportion of respondents held a
graduate degree 89.1% (n=285) while 10.9% (n=35) had completed post-graduation,
suggesting that most occupational therapists in the country are graduates, with a smaller

percentage pursuing advanced education
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Table 4.2

Professional Characteristics among the participants

Variables Frequency (n) Percentage (%)

Experience in Practice

Less than 1 year 52 16.3
1-3 years 82 25.6
4-6 years 67 20.9
7-10 years 75 23.4
More than 10 years 44 13.8
Practice Area

Urban 250 78.1
Semi-Urban 46 14.4
Rural 24 7.5

Table 4.2 shows that, regarding professional experience, the study revealed that a
substantial portion of the respondents had relatively few years in practice. Specifically,
16.3% (n=52) had less than one year of experience, while 82 participants 25.6%
reported having 1-3 years of experience. A notable group, 20.9% (n=67) had 46 years
of experience, and 23.4% (n=75) had been practicing for 7-10 years. Meanwhile, 13.8%
(n=44) had more than 10 years of professional experience, indicating that the sample
included both early-career and seasoned occupational therapists. In terms of the area of
practice, the majority of respondents were engaged in urban settings 78.1% (n=250)
followed by those working in semi-urban areas 14.4% (n=46) and a smaller proportion
practicing in rural areas 7.5% (n=24). This distribution reflects the concentration of
occupational therapy services within urban centers of Bangladesh, where healthcare

infrastructure and employment opportunities are more prevalent.
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Overall Knowledge Assessment of the Participants
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Variables Frequency (n)  Percentage (%)
Functional independence in daily activities 303 94.7
OT Focus Prescribing medicine 3 0.9
Medical diagnosis 12 3.8
Surgical intervention 2 0.6
Defining A local government agency 6 1.9
WFOT A global accrediting body for OT professionals 300 93.8
An NGO in Bangladesh 4 1.3
A rehabilitation clinic 10 3.1
NOT OT role  Assisting with sensory integration 32 10.0
Helping patients return to work 22 6.9
Prescribing medications 257 80.3
Designing assistive devices 9 2.8
EBP Relying only on experience 22 6.9
Using interventions supported by research 248 77.5
Trying experimental methods 38 11.9
Following the doctor’s orders only 12 3.8
OT Serves Children with developmental delays 32 10.0
Stroke survivors 16 5.0
People with physical disabilities 19 5.9
All of the above 253 79.1
OTPF-4 Activities of Daily Living (ADLS) 267 83.4
Process Skills 12 3.8
Contexts and Environments 27 8.4
Spirituality 14 4.4
EBP in OT Clinical expertise 156 48.8
Client preferences 25 7.8
Random selection of treatment 21 6.6
Best available research evidence 118 36.9
oT To observe client habits 57 17.8
Intervention To document patient attendance 18 5.6
Planning To match client needs with therapeutic goals 237 74.1
To report data to insurers 8 25
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Table 4.3 shows that, the findings of this study revealed a strong understanding of the
core focus of occupational therapy among respondents. A large majority 94.7% (n=303)
correctly identified the main focus of occupational therapy as promoting functional
independence in daily activities, while only a small proportion attributed it to medical
diagnosis 3.8% (12) prescribing medicine 0.9% (3) or surgical intervention 0.6% (n=2).
Regarding the definition of the World Federation of Occupational Therapists (WFOT),
93.8% (n=300) accurately recognized it as a global accrediting body for OT
professionals, whereas few considered it a local government agency 1.9% (n=6) NGO
in Bangladesh 1.3% (n=4) or rehabilitation clinic 3.1% (n=10).

When asked about roles that are not part of occupational therapy, most
respondents 80.3% (n=257) correctly identified prescribing medications as not being
an OT role, while some chose assisting with sensory integration 10.0% (32) helping
patients return to work 6.9% (n=22) or designing assistive devices 2.8% (n=9).

In terms of evidence-based practice (EBP), the majority 77.5% (n=248) reported
using interventions supported by research, followed by smaller groups who preferred
trying experimental methods 11.9% (n=38) relying only on experience 6.9% (n=22) or
following doctor’s orders 3.8% (n=12). Regarding client population, most respondents
79.1% (n=253) believed that occupational therapy serves all groups, including children
with developmental delays 10.0% (n=32) stroke survivors 5.0% (n=16) and people with
physical disabilities 5.9% (n=19).

Knowledge of Occupational Therapy Practice Framework (OTPF-4) was also
notable 83.4% (n=267) identifying Activities of Daily Living (ADLs) as a core domain,
while a few mentioned Contexts and Environments 8.4% (n=27) Spirituality 4.4%
(n=14) or Process Skills 3.8% (n=12). Concerning components of evidence-based

practice in OT, almost half 48.8% (n= 156) emphasized clinical expertise, followed by
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best available research evidence 36.9% (n=118) client preferences 7.8% (n=25) and
random selection of treatment 6.6% (n=21). Finally, most respondents 74.1% (n=237)
identified matching client needs with therapeutic goals as the primary purpose of
intervention planning, while fewer selected observing client habits 17.8% (n=57)
documenting attendance 5.6% (n=18) or reporting data to insurers 2.5% (n==8).

Overall, these findings demonstrate that Bangladeshi occupational therapists
possess a strong foundational knowledge about the scope, philosophy, and evidence-
based nature of occupational therapy practice.

Figure 4.1

Knowledge Status among participants
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Figure 4.1 shows that, the overall analysis of the Knowledge, Attitude, and
Practice (KAP) dimensions among Bangladeshi occupational therapists demonstrated
a highly positive trend. In terms of knowledge, the majority of participants 96.9% (310
respondents) showed good knowledge of occupational therapy practice, whereas only

9 participants (2.8%) demonstrated poor knowledge.
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Similarly, the practice domain revealed that almost all respondents 98.1%
(n=314) exhibited good professional practice, while only 1.9% (n=6) reported poor
practice.

Regarding attitude, the findings indicated that 97.2% (n=311) maintained a
good attitude toward occupational therapy practice, whereas 2.8% (n=9) reflected a
poor attitude. These results collectively suggest that occupational therapists in
Bangladesh possess a strong knowledge base, maintain positive professional attitudes,
and demonstrate good clinical practice behaviors within their field.

The overall performance level of occupational therapists in this study was found
to be highly satisfactory. The majority of respondents 79.4% (n=254) were rated as
having very good performance in occupational therapy practice. In addition, 17.5%
(n=56) demonstrated a good level of performance, while a small proportion achieved
excellent performance 1.9% (n=6). Only 1.3% (n=4) were categorized under the poor
performance group.

These findings highlight that most Bangladeshi occupational therapists exhibit
a strong professional capability, with the vast majority falling within the good-to-very-
good performance range, indicating a consistent and competent practice pattern across

the profession.
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Overall Attitude Status
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Item

Al

A2

A3
A4

AS

A6

AT
A8

A9

A10

Attitude Questions

Occupational therapy plays a vital role in healthcare

I feel confident in my professional
knowledge as an OT
Clients in Bangladesh understand the value of OT services

OT should be integrated more into rural healthcare
programs

Continuous professional development (CPD) is essential
for maintaining competence skill development in OT

I feel my workplace recognizes the

importance of OT

I am motivated to keep learning and improving as a therapist

Telehealth can be an effective medium for delivering
occupational therapy

Occupational therapists should routinely use standardized
assessment tools.

I feel confident in using evidence-based practice in my
clinical decision-making.

Strongly Agree Neither Disagree Strongly

Agree disagree nor Disagree

agree

n (%) n (%) n (%) n (%) n (%)
281(87.8) 21(6.6) 2(.6) 2(.6) 14 (4.4)
239(74.7) 56(17.5) 16(5.0) 1(.3) 8(2.5)
92(28.8) 46(14.4) 124(38.8) 43(13.4) 15(4.7)
205(64.1) 80(25.0) 18(5.6) 8(2.5) 9(2.8)
261(81.6) 40(12.5) 11(3.4) 2(.6) 6(1.9)
210(65.6) 70(21.9) 21(6.6) 16(5.0) 3(.9)
265(82.8) 26(8.1) 18(5.6) 5(1.6) 6(1.9)
130(40.6) 66(20.6) 83(25.9) 25(7.8) 16(5.0)
240(75.0) 51 (15.9) 21(6.6) 2(.6) 6(1.9)
235(73.4) 50(15.6) 17(5.3) 10(3.1) 8(2.5)
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Table 4.4 shows that, the overall attitude of Bangladeshi occupational therapists
toward their profession and practice was found to be highly positive. A vast majority
87.8% (n=281) strongly agreed 6.6% (n=21) agreed that occupational therapy plays a
vital role in healthcare, while only a few expressed disagreements 0.6% (n=2) each for
“disagree” and “neither agree nor disagree,” and 4.4% (n=14) strongly disagreed). Most
respondents 74.7% (n=239) strongly agreed that they feel confident in their professional
knowledge as OTs, and 17.5% (n=56) agreed, suggesting strong professional self-
confidence.

However, when asked whether clients in Bangladesh understand the value of
OT services, responses were more mixed only 28.8% (n=92) strongly agreed and 14.4%
(n=46) agreed, while 38.8% (n=124) remained neutral, indicating that public awareness
about occupational therapy remains limited. A majority 64.1% (n=205) strongly agreed
and 25.0% (n=80) agreed that occupational therapy should be integrated more into rural
healthcare programs, highlighting participants’ recognition of the need for wider OT
service expansion.

Regarding continuous learning, nearly all respondents emphasized the
importance of Continuous Professional Development (CPD) 81.6% (n=261) strongly
agreed and 12.5% (n=40) agreed that CPD is essential for maintaining competence.
Most participants 65.6% (n=210) also felt that their workplace recognizes the
importance of occupational therapy, though 6.6% (n=21) remained neutral and a small
group disagreed 5.0% (n=16).

Motivation toward lifelong learning was also evident, with 82.8% (n=265)
strongly agreeing and 8.1% (n=26) agreeing that they are motivated to keep learning
and improving as therapists. Concerning technology, 40.6% (n=130) strongly agreed

and 20.6% (n=66) agreed that telehealth can be an effective medium for delivering
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occupational therapy, though 25.9% (n=83) remained neutral, showing some hesitation
toward digital service delivery.

Additionally, 240 75.0% (n=240) strongly agreed and 15.9% (n=51) agreed that
occupational therapists should routinely use standardized assessment tools, and 73.4%
(n=235) strongly agreed with feeling confident in using evidence-based practice in
clinical decision-making, further underscoring the overall positive and professional
attitude of the participants toward high-quality, research-informed occupational therapy
practice.

Figure 4.2

Attitude Status among participants
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Figure 4.2 shows that, the categorical distribution of participants’ overall
attitude toward occupational therapy practice reflected a strongly positive perception.
The majority of respondents 84.1% (n=269) expressed strong agreement with positive
attitude statements, indicating widespread enthusiasm and commitment to the
profession. In addition, 13.1% (n=42) reported agreement, suggesting that almost all
participants held favorable views toward occupational therapy. Only a small fraction
demonstrated neutral or negative tendencies 0.9% (n=3) remained neutral 1.9% (n=6)

expressed disagreement.
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Notably, none of the respondents (0%) selected strongly disagree, emphasizing
that negative attitudes were virtually absent among the surveyed occupational
therapists. These results confirm that occupational therapists in Bangladesh generally
maintain an exceptionally positive and proactive professional attitude, reflecting a

strong belief in the value and impact of their work.

Table 4.5

Overall Practice Assessment of the Participants

Variable Never Rarely Sometimes Often Always
n (%) n (%) n (%) n(%)  n(%)
I assess clients using 3(9) 7(2.2) 28 (8.8) 53 (16.6) 229
standardized OT tools. (71.6)
I document every session 6 (1.9) 2 (3.8) 43 (13.4) 70 (21.9) 189
properly. (59.1)
I collaborate with other 11 (3.4) 24 (7.5) 113 172
healthcare professionals (35.3) (53.8)
regularly.
I update treatment plans 4(1.3) 13 (4.1) 77 (24.1) 226
based on client progress. (70.6)
I educate 8(2.5) 1(.3) 6(1.9) 52(16.3) 253
caregivers/family (79.1)
members on therapy
strategies.
I apply evidence-based 6(1.9) 12 (3.8) 91 (28.4) 211
methods in my sessions. (65.9)
I attend workshops, 5(1.6) 17 (5.3) 84 (26.3) 95(29.7) 119
seminars, or CPD (37.2)
courses.
How often do you 19(5.9) 13(@4.D 88 (27.5) 100 100
incorporate evidence from (31.3) (31.3)

peer-reviewed journals
into your treatment

planning?
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Table 4.5 shows that, the findings regarding the overall practice behaviors of
Bangladeshi occupational therapists revealed a consistently strong adherence to
professional standards. A large majority of respondents 71.6% (n=229) reported that
they always assess clients using standardized occupational therapy tools, while 16.6%
(n=53) indicated doing so often. Only a small number 8.8% (n=28) used these tools
sometimes, and very few did so rarely 2.2% (n=7) or never 0.9% (n=3).

In terms of documentation, most participants 59.1% (n=189) stated that they
always document every session properly, followed by 21.9% (n=70) who do so often,
and 13.4% (n=43) who do so sometimes. Only a minimal percentage 1.9% (n=6)
reported never documenting sessions, demonstrating a high level of professional
accountability.

Collaboration was also a key strength: more than half of the respondents 53.8% (n=172)
always collaborate with other healthcare professionals, and 35.3% (n=113) do so often,
highlighting the interdisciplinary nature of OT practice. Updating treatment plans based
on client progress was reported as a regular habit by participants 70.6% (n=226) and
24.1% (n=77) did so often, showing a strong commitment to client-centered care.

The vast majority 79.1% (n=253) stated that they always educate caregivers or family
members on therapy strategies, while a smaller portion 16.3% (n=52) did this often.
Similarly, most respondents 65.9% (n=211) always apply evidence-based methods in
their sessions, and 28.4% (n=91) do so often, confirming that evidence-driven practice
is widely adopted among Bangladeshi OTs.

When asked about participation in workshops, seminars, or continuous
professional development (CPD), participants 37.2% (n=119) reported attending
always, 29.7% (n=95) often, and 26.3% (n=84) sometimes, showing that CPD

engagement is generally strong but could still be enhanced. Finally, regarding use of
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evidence from peer-reviewed journals, participants 31.3% (n=100) indicated doing so
always, 31.3% (n=100) often, and 27.5% (n=88) sometimes, with only a small fraction
using such evidence rarely 4.1% (n=13) or never 5.9% (n=19).

Overall, these results demonstrate that Bangladeshi occupational therapists
practice with a high degree of professionalism, maintain effective collaboration, and

actively apply evidence-based approaches in their daily therapeutic interventions.

Figure 4.3

Practice Status among participants
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Figure 4.3 shows that, the overall categorical analysis of practice frequency
among Bangladeshi occupational therapists revealed a strong commitment to consistent
and professional practice behaviors. The vast majority of respondents 77.8% (n=249)
reported that they always adhere to good occupational therapy practices, while 20.3%
(n=65) indicated that they perform these practices often. Only a very small number of
participants reported performing good practices sometimes 0.9% (n=3) or rarely 0.9%

(n=3) and notably, none (0%) of the respondents selected never.
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These findings clearly indicate that occupational therapists in Bangladesh
maintain a high level of consistency and dedication in their clinical routines, strongly
reflecting evidence-based, client-centered, and ethically responsible professional
conduct.

Table 4.6

Association between Age and Years of Experience with Knowledge Level (Poor vs.

Good)
Age Poor Knowledge Good Knowledge Test P-

Category (n) (n) Value value
<30 years 2 272 30.987  0.000
> 30 years 7 39

Years of
Experience

30.489  0.000

1-10 years 2 274
Above 10 years 1 43

Table 4.6 shows that among participants aged < 30 years, almost all (272 out of
274) had good knowledge, and only 2 had poor knowledge. Among those aged > 30
years, a larger proportion (7 out of 46) had poor knowledge compared to the younger
group. The Test Value (30.987) indicates a strong difference in knowledge level
between the two age groups. Participants with 1-10 years of experience showed almost
universally good knowledge (only 2 with poor knowledge out of 192). In contrast, those
with more than 10 years of experience had a noticeably higher proportion of poor
knowledge (8 out of 44). The Test Value (Fisher Exact test) (30.489) and p-value

(0.000) indicate a highly significant relationship between experience and knowledge
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level. Participants with moderate experience (1-10 years) demonstrated significantly
better knowledge, while those with over 10 years of experience tended to have poorer
knowledge. This suggests knowledge may decline or not be updated with longer service

duration.

Table 4.7
The table illustrates the relationship between participants’residential region and their

practice level, highlighting variations in practice across different areas.

Area of Poor Good Test P-

Living/Region Practice (n) Practice (n) Value value

Urban 1 249 17.796 0.001
Semi-Urban 3 43
Rural 2 22

Table 4.7 shows that urban participants showed the highest proportion of good
practice (249 out of 250). Semi-urban and rural participants had relatively more poor
practice cases compared to urban areas. The Test Value (Fisher Exact test) (17.796) and
p-value (0.001) indicate a statistically significant relationship between living area and
practice level. Participants from urban areas demonstrated significantly better practice
levels than those from semi-urban and rural regions, showing that geographic location

strongly influences practice quality.
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Tabel 4.8

Association between participants’ educational level, years of experience in

Occupational Therapy (OT) attitude

Education Disagree Neutral  Agree Strongly  Test Value P-

Level (n) (n) (n) Agree (n) value
Graduation 6 3 30 246 16.086 0.001
Post- 0 0 12 23
graduation
1-10 years 4 2 41 226 36.672 0.001
More than 10 2 1 1 43
years

Table 4.8 shows that Most graduates (246) and postgraduates (23) strongly
agreed with the statement, indicating a generally positive attitude. Very few participants
disagreed or remained neutral, mostly among graduates. The Test Value (Fisher Exact
test) (16.086) and p-value (0.001) show a statistically significant association between
education level and agreement. Participants with higher education (post-graduation)
showed a stronger level of agreement, indicating that education level significantly
influences positive perception or practice. Across all experience groups, the majority of
participants strongly agreed, especially those with 1-10 years of experience. Only a few
participants with less or moderate experience expressed disagreement or neutrality. The
Test Value (Fisher Exact test) (36.672) with a p-value of 0.001 indicates a highly

significant association between experience in OT and agreement level.
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CHAPTER V: DISCUSSION

In this study occupational therapists (OTs) in Bangladesh were examined and
compared with global tendencies around the world in the field. Results Among 320
participants, the sample is representative of an overall young, well-educated and
female-dominated professional class. When compared with international literature,
such results not only confirm global trends but also provide an insight on context
specific differences that characterize the occupational therapy landscape of Bangladesh.

First, the demographics of this study are very comparable to global OT
workforce numbers. The majority of people there were under thirty years old, it was a
crystallization of the new wave of younger professionals coming into the industry. This
is similar to patterns observed in Sweden and Ireland where the youngest therapists are
in majority given increased access to education -and labour market opportunities
(Lindstrom et al., 2018; Stronge & Cahill, 2012) The data that has emerged from this
study (developed in Bangladesh) suggests that women form the frontline workforce of
OT and this is consistent with a world picture where more than two-thirds of OTs
globally are reported to be female, and therefore conform to patterns observed in other
caring occupations such as nursing (Jesus et al., 2023; WFOT, 2022). Studies in
Australia and the US have also found that women account for more than 80% of
licensed OTs, so Bangladesh is consistent with this broader international pattern.
However, the community of OT practitioners in Bangladesh is yet small and dispersed
mainly in urban areas pointing to unequal access to resources and infrastructural
obstacles as it was reported from elsewhere low- and middle-income countries (Al

Imam et al., 2022).
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In the present study, around 78% participants worked in urban regions whereas rural
and semi-urban areas were underrepresented. This reflects Bangladesh’s wider pattern
of health services where professionals, training centres and rehabilitation facilities are
located mainly in urban areas (Uddin, 2019). World Federation of Occupational
Therapists (WFOT, 2024) has noted this urban bias is a prominent global issue
especially within the low-income nations, in which such countries are not able to extend
rehabilitation services into rural areas. A similar issue is present in India and Nepal,
where rural access to healthcare, workforce distribution of health professionals is
uneven result that occupational therapy has been limited to large metropolises hospitals
(Akter et al., 2023). Therefore, the results underscore a systemic problem professional
motivation being strong but geographically unequal that restricts diversity of practice
and access to care.

The knowledge aspect of Bangladeshi OTs in this study displayed extremely
favorable level of awareness and understanding; with 96.9 % responded reported “good
knowledge.” This finding is better than that of similar studies worldwide. For instance,
Lindstrom et al. (2018) noted that in Sweden, although OTs demonstrated good
theoretical knowledge of evidence-based practice (EBP), actual application was
inconsistent due to lack of resources. Similar to that, Stronge and Cahill (2012) showed
positive attitudes of Irish OT students towards EBP but revealed their lack of
confidence in its application. Second, the Bangladesh results are in stark contrast to
this study's findings which may be due to recent graduates who were well aware of
revised WFOT frameworks such as OTPF-4. Recent practitioners, who were taught in
the more modern curriculums, generally lean towards evidence-based and client-

centered models (WFOT, 2022; Jesus et al., 2023).
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Furthermore, share of correct responses given by 94.7% of participants for the
occupation therapy’s role in promoting functional independence in daily living was
higher than that reported from an earlier KAP survey of other AHWs (i.e., 80%), even
though the knowledge scores generally ranged from moderate to high among AHWSs
observed in Bangladesh contexts (Patwary et al., 2022). This discrepancy could be due
to occupational therapy’s smaller and more closely linked professional body, with
standardized education and professional association governance shaping a unity in
conceptual understanding. The few international studies came to similar conclusions:
Buchanan et al. (2016) stressed that small professional groups with dynamic
organizational structures tend to show more internal consistent knowledge.

The Bangladeshi OTs were also laudably mindful, from the EBP perspective.
Some 77.5% reported use of evidence-based interventions with few relying on
experience or physician directives alone. These results are consistent with those of
studies in Western countries where EBP implementation is a central goal although not
fully attained. In Sweden, Lindstrom et al. (2018) reported that although OTSs perceived
the value of EBP, many found challenges to implementing due to lack of time and
resources. Alternatively, this great dependence on research-oriented intervention
among the Bangladesh subjects may reflect that emphasis of EBP in academic
curriculum years rather than at practice field as most participants are newly onset
professionals.

In terms of attitude, the current study demonstrated highly favorable attitudes
toward occupational therapy as a discipline and career. Inspiring fact is that over 97%
participants showed as having good attitude with the agreement in highest degree
(84.1%) occupational therapy is part and parcel of health care. Such results are in

accordance with international research which highlights that OTs tend to report high
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level of professional identity and work motivation (Lindstrom et al., 2018). On the
contrary, respondents also mentioned that awareness of occupational therapy in
Bangladesh is poor which is reiterated by Al Imam et al. (2022) who emphasised the
poor visibility of the rehabilitation professions among public and policymakers.
Similar trends have been observed in other developing countries, including Kenya and
the Philippines where OTs had pushed for wider public campaigns to increase visibility
and recognition (Jesus et al., 2023).

From the Bangladeshi sample one of the most remarkable that | observe is
strong attitudes towards CPD of students. Just under 94% also agreed that CPD is
necessary to remain competent. This aligns with worldwide trends where lifelong
learning and CPD is considered essential in preserving evidence-based practice
(Buchanan et al., 2016). Nevertheless, unlike countries with established CPD
accreditation system like the Health and Care Professions Council model of UK,
Bangladesh does not have formal national arrangements for mandatory recording of
CPD (Uddin, 2019). Thus, findings of the study suggest that there is motivation to
implement as well but institutional arrangements should be strengthened so that
implementation materializes.

In terms of practice use, Bangladeshi therapists were very faithful users of their
professional practice. The vast majority (98%+) were rated as “good practitioners,”
most often “always” or “often” using standardized tools, documenting sessions,
updating treatment plans, and working in teams. These levels are well above global
averages. For example, Stronge & Cabhill, (2012) found that less than 60% - 70 of Irish
OT students consistently used standardized assessments while on fieldwork and
Buchanan et al. (2016) identified that a range of practical barriers compromise the

ability of OTs, from around the world, to wholly embed EBP into their practice.
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The remarkable cohesion demonstrated by Bangladeshi respondents could be due to the
fact that most occupational therapists practicing in Bangladesh are relatively young,
and have been taught under current practice models with emphasis on documentation,
evaluation, and inter-discipline collaboration (WFOT, 2022).

However, some difficulties are present in assessing participation to CPD
programs and peer-reviewed literature. While a third said they “always” referred to
journals, another third did so only “often.” This trend is similar to that observed in
other countries, where positive attitudes towards EBP apparently does not
automatically result in long-term practice due to limited journal and database access or
institutional subscriptions (Lindstrom et al., 2018; Igbal et al., 2023). In countries with
low and middle income, such as Bangladesh, gaps are further exacerbated by
infrastructure and economic challenges that hinder ongoing knowledge refreshment.
Attitudes towards telehealth are another intriguing comparison. Few (26%) did neither
in responses of Bangladeshi OTs about telehealth as a service medium. This
conservative optimism is consistent with the world economy after COVID-19.
Research in the U.S. and Australia found that telehealth was efficacious at providing
OT interventions across populations, however clinicians often reported logistical,
privacy, and reimbursement issues (Feldhacker et al., 2022; Breeden et al., 2023). The
neutrality found among Bangladeshi respondents could be due to the same obstacles
(restricted internet infrastructure, technology, and no telehealth policy framework)
reported elsewhere (Akter et al.). (2023). Nevertheless, this willingness to embrace
telehealth does create an opportunity for potential future integration of tele-OT
services to reach rural and underserved populations.

Additionally, the consideration of associations between demographic and

work-related factors provides another layer to the discussion. Less-experienced (0-10y)
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and younger (<30) therapists had scored higher on knowledge level compared to other
groups. This phenomenon, in which professionals at the mid-stage of their careers were
better able to recall information than older colleagues, is well documented across the
world. Igbal et al. (2023) show that knowledge plateaus at 5-10 years in post-graduation
with a gradual decline without regular CPD. The Bangladeshi experience then
underscores the need for establishing refresher training and CME as mandatory to
sustain uniform standards of practice across age Intermediate Level categories, since
its values are becoming increasingly distorted among different age groups. Post
bachelor therapists had more positive attitudes than graduates, which is consistent with
international data where advanced qualification improves confidence, leadership
ability, and innovativeness (Stronge & Cabhill, 2012).

Variation across geography in the quality of care also highlights systemic
disparities. Respondents from urban areas showed a better practice level compared to
their counterparts in semi-urban or rural areas. This incongruence is consistent with
observations from other Bangladeshi healthcare researches which indicate shortages in
the availability of resources and supervision beyond cities (Al Imam et al., 2022; Uddin,
2019). Similar trends are found in some of the South Asian settings, such as India and
Sri Lanka, where urban psychotherapists have more opportunities for formal training
network building (Akter et al., 2023). The message is clear: to enhance the quality of
rural practice alternative measures will need to be taken, such as tele-supervision,
rehabilitation units on wheels and incentives for rural posting.

Both of these scores are significantly higher when compared to those from
international benchmarks, suggesting that the performance against knowledge and
practices for Bangladesh is markedly high. However, this should be supported

considering the nature of the sample population (mostly urban and young
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professionals) that may have inflated performance indicators. Meta-analytic studies
also have warned against extrapolating KAP results too broadly because of differences
in measurement instruments and cultural environments (Buchanan et al., 2016).
Otherwise, however, even if there was some influence due to sampling effects--the fact
that people clearly felt positive about everything indicates a motivated and responsible
workforce.

These findings also are instructive for future policy. For such high standards to
be maintained, Bangladesh requires established CPD systems, postgraduate course and
institutional support for telehealth uptake. International examples report that
embedding formal CPD into licensure renewal processes enhances practice alignment
and continuing professional engagement (Lindstrém et al., 2018; WFOT, 2022). OT
education outside cities, by regional colleges or through distance learning modules,
might also contribute to decrease urban-rural discrepancies and promote nationwide
service equity (Al Imam et al., 2022).

The present investigation presents a forceful, and in many ways, encouraging
profile of occupational therapy (OT) practice in Bangladesh: it is dominated by the
youngest professional cohort, women are significantly more numerous than men,
levels of knowledge are strikingly high, attitudes are overwhelmingly positive and
ethical behaviour is robust. When we juxtapose these findings against the larger global
and regional OT literature, many trends and discrepancies become apparent that may
be informative or hopeful for future OT in Bangladesh.

Beginning with the demography, your discovery 55.9% being under 30 and just
13.8% having over ten years’ experience indicating a profession in growth and change.
Similar global patterns emerge: in countries that are expanding their rehabilitation

workforce, as is arguably the case with OT globally (Jesus, et al., 2023), new players
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often take the lead. The female majority (67.2%) in Bangladeshi OTs is consistent with
international figures in which OT attracts more women overall (Curtin et al, 2023) a
phenomenon usually attributed to the caring, client-centred aspect of the work Jesus et
al., 2020 WFOT, 2021). The urban bias (78.1% practising in urban areas) is a reflection
of the general health-system landscape in Bangladesh where specialist services and
institutions of higher learning are mostly located in cities (Al Imam et al., 2022). So,
your sample’s demographics resemble global and national workforce patterns.

With reference to knowledge status, the high proportion of 96.9% obtained
(73.0%) “good knowledge” was most remarkable. It suggests the Bangladeshi OT
workforce has a strong alignment with core professional ideas functional independence
in daily living (96.6% being correct), WFOT’s role (94.9% correct), and its
understanding of OTPF-4 domains (82.5% actually knowing what ADLs are) all. In
contrast often in the international literature are more moderate quotas reported. Upton,
Stephens, Williams & Scurlock-Evans (2014) highlight, for example, in a systematic
review of the attitudes, knowledge and implementation of EBP among OTs that whilst
overall attitudes tend to be positive actual knowledge of and confidence with EBP can
be hit and miss and was not always commensurate. They noted that OTs would often
have the knowledge but would not always translate this into practice (Upton et al.,
2014). This means the knowledge level of your study is very high it’s a good sign about
OTs’ conceptual preparation in Bangladesh.

Why might this be the case? Several potential interpretations: the relatively
youngish workforce might include more grads with newer curricula that focus on EBP
and global frameworks such as OTPF-4; those based in urban locales may have greater
access to training, resources, professional networks; and/or core, mandatory knowledge

items (which is what almost everyone has studied) were asked about in the survey
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instrument vs. more advanced or niche interests or needs (for which variability could
be pronounced). Martin (2019) even claims that for many countries an increased
provision of OT education has tended to have a reinforcing focus on foundational
competence rather than specialization, which through leakages raises basic knowledge
levels overall.

However, despite the impressive nature of your knowledge results overall, there

is a warning in the international literature: high knowledge scores don't always result
in high practice (Upton et al., 2014). And that brings us to attitude and practice.
The attitudes revealed in your findings are largely similar to professional identity that
international has reported positively. More than 84% of them “strongly agreed” with
the positive attitude statements overall, and 13% (agreed) so around everyone (it’s at
least 97 percent) holds a good attitude. This is consistent with research in OT and allied
health more broadly, which also commonly reports positive views towards EBP, client-
centred care, and professional development (Lindstrom et al., 2018). High motivation
to continue learning (82.8% agree or strongly agree) and affirmation of the importance
of CPD (81.6% agree or strongly agree) suggest a growth-oriented workforce, which
is an essential enabler within low- and middle-income country (LMIC) settings.

But there’s an interesting twist: Just 28.8% strongly agreed that clients in
Bangladesh appreciate the value of OT services, and another 38.8% were neutral. This
finding corroborates other Bangladeshi health professions studies in which the
awareness and understanding of new rehabilitation professions among the public
remained low (Al Imam et al.,2022). Or in other words, the pros are sure and fired up
but know that society’s understanding of them is also still very young. In LMICs,
therefore, the profession may have the double challenge of maintaining high internal

standards and increasing external visibility and credibility.



47

In terms of how the OTs were practicing, again your results are quite positive: 71.6%
used standardized assessments “always” or “almost always”, 59.1% documented the
session every time they saw a client, 70.6% updated their PTP based on improvement
(while only one ppts mentioned that she rarely did update her plan), and 65.9% used
evidence-based strategies “all” or “most” of the time! These are frequencies which
seem to indicate not only the presence of knowledge, but that large chunks of
professional practice are in fact becoming the norm. This is relatively unusual
compared to many other international OT studies where ‘practice’ is further behind
‘knowledge’, and ‘attitude’. For instance, Lindstrom et al. (2018) discovered in
Swedish PCOTSs, good knowledge and beliefs towards EBP/EST but less consistent use
of ESC due to lack of time, organizational issues and low resources. Upton et al. (2014)
also found that although OTs had a firm belief in EBP and articulated its importance,
they frequently perceived barriers to practice it (no time, no research access or skills).

So, your evidence is that Bangladeshi OTs are not only “thinking the right
things” but they’re “doing them” to quite a bit of extent, my friend, is a power statement
for professional maturity and commitment (and what I consider to be good story). Once
again, we need to remember that there may be bias in the sampling (almost exclusively
urban practitioners), and that self-report may overestimate actual behaviour (a general
problem with KAP studies).

One area in which your findings line up part-way but also point to future
opportunities is telehealth. Your data show that 40.6% strongly agreed and 20.6%
agreed with the potential to deliver OT via a telehealth model, although 25.9% remained
neutral (and 7.8% disagreed). This is consistent with general global post-COVID
studies indicating greater acceptance of telehealth in OT, but also caution and

infrastructure challenges (Feldhacker et al., 2022; Breeden et al., 2023). Bangladeshi
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OTs broadly open to tele-OT but with some neutral perceptions suggest that the
enabling supports (connectivity, policy, reimbursement, training) may not be well
disseminated yet a gap echoed in health-services research on digital health adoption in
Bangladesh (Akter et al., 2023).

Taking these comparisons together, it would be safe to say that your data
supports the fact that Bangladesh’s OT profession has grown up: its practitioners are
well-informed and motivated and practicing regularly. This places the profession in
good stead against international benchmarks, particularly considering limited
resources of LMICs. The key challenges rural access, late career knowledge refresh,
telehealth readiness and lack of awareness are consistent with the literature globally in
relation to health system issues and hence provide obvious foci for remedial action.
From that traditionalist lens (which you obviously endear, Akhi) this then mirrors the
significance of standardized teaching platforms, development of professional identity
and adherence to clinical protocol (aka “The way we have always done things”).
Simultaneously, if we look ahead, the profession in Bangladesh can take the lead on
this great foundation by innovating: Using technology (tele-OT), developing
postgraduation education, decentralizing services to rural areas, strengthening CPD
systems and promoting research culture so that practice is not only consistent but
cutting edge.

There are substantial policy and practitioner development implications for
these findings. First, your data justify implementing the expansion of postgraduate OT
programs and including EBP modules and introductions to research skills in curricula
asearly aspossible. Second, a CPD accreditation mechanism, for OTs across the nation
would contribute to maintaining the high levels of knowledge and practice you

observed particularly over geography and experience level. Third, in light of the urban-



49

rural divide in practice quality, there is a necessity for programmes to support rural OTs
(tele-mentoring; mobile outreach and regional hubs). Fourth, telehealth will be a thing
only when it’s more than something people just say is a thing it needs infrastructure
and protocols and pay-outs and training so the neutral views that about one quarter of
respondents expressed become active kudos methods or IRL use.

From the research point of view, your study is providing important data to a
field in which OT specific KAP studies are still deficient, especially LMIC settings.
Indeed, the forthcoming mixed-methods systematic review of OT KAP on oral health
(Tse etal., 2025) seem to suggest that the body of OT-KAP evidence remains “patchy”.
Your findings can go toward filling that gap, while providing a benchmark for similar
studies in Bangladesh and the region.

Nevertheless, the contrast also warns against overreading the extremely high
scores for knowledge and practice. Sample bias (urban, motivated participants), self-
reported data and instrument design (concentration on basic knowledge rather than
advanced or specialty domains group) might have inflated ‘good knowledge’ and ‘good
practice’ scores. International evidence on OT EBP demonstrates a gap between
attitude and implementation as practice (Upton et al., 2014; Lindstrom et al., 2018).
Hence, further observational or audit-based studies may be required in Bangladesh to
verify whether what is stated is actually based on clinical practice.

Finally, there are particularly thought-provoking implications for the result that
more experienced therapists (10 or more years) tended to obtain lower know
knowledge. While in other professional contexts experience equals clinical wisdom,
within these fast-moving fields such as rehabilitation and OT, in the absence of CPD
and concurrent research activity (which are also necessary to facilitate learning

development), experiences may serve to consolidate practices into habits rather than
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new ways of working when connected to more current educational research knowledge
(Igbal et al., 2023). This would imply that the OT profession in Bangladesh should not
only be focused on preparing novice practitioners; but also developing a systematic
approach to “refresh” those more experienced, possibly through tactics such as role
modelling, peer learning or formalized post qualifications for continuing professional
development.

In conclusion We have a heartening results and it exhibits soundness of
professional root of occupational therapy in Bangladesh. In the context of LMICs, the
Bangladeshi OT workforce seem to be functioning at a high level when compared
internationally. The agreement between knowledge, attitudes and some practice
behaviours is remarkable. That said, the comparisons also highlight where there’s
room for growth endemic to rural service equity, telehealth readiness, refresher training
for long-practicing therapists, public understanding of OT and ensuring that strong
practices become normal! By developing postgraduate studies, national CPD
frameworks and tele-OT infrastructure Bangladesh can further develop its OT
profession even more into the future based on the “strong base” that your study shows

it already has.
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CHAPTER VI: CONCLUSION

6.1 Strengths and Limitations

6.1.1 Strength of the research

This study is among the first comprehensive Knowledge, Attitude, and Practice (KAP)
investigations to include occupational therapists from all eight administrative divisions
of Bangladesh, thereby offering a broad and representative national perspective. A
structured, pre-tested, and validated questionnaire was utilized to ensure the reliability
and validity of data collection. The sample size was scientifically determined and
sufficiently large to support meaningful statistical analysis.

The study achieved a notably high response rate and demonstrated remarkably strong
levels of knowledge, positive attitudes, and good practice among Bangladeshi
occupational therapists. These findings reflect an encouraging professional outlook
within the field.

The research identified significant associations, including disparities in practice
quality between urban and rural practitioners and gaps in knowledge updating among
senior therapists. These insights highlight specific areas requiring targeted intervention.
The findings provide a strong evidence base for policymakers, educational institutions,
and professional bodies such as the Bangladesh Occupational Therapy Association
(BOTA) to design and implement targeted strategies for continuing professional

development (CPD), rural service expansion, and curriculum enhancement.
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6.1.2 Limitations

The relatively small sample size may not fully represent all occupational therapists in
Bangladesh. Limited participation from remote regions restricted geographical
representation. Cultural and linguistic differences may have influenced participants’
responses. The cross-sectional design limits the ability to establish causal relationships.
Convenience sampling and underrepresentation of rural therapists may have introduced
sampling bias. Reliance on self-reported data may have led to social desirability bias.
The “Practice” component was not validated through direct observation. High KAP

scores may reflect overestimation due to methodological limitations.

6.2 Practice Implication

6.2.1. Recommendation for Future Practice

e BOTA and relevant authorities should implement a mandatory CPD system linked
to license renewal to ensure ongoing professional competence.

e Introduce incentive programs, tele-supervision, and outreach services to encourage
OT practice in rural and semi-urban areas.

e Increase access to advanced OT education to promote clinical reasoning, leadership,
and professional growth.

e Formulate national tele-OT guidelines and provide relevant training to improve
remote service delivery.

e Conduct nationwide campaigns to promote understanding of occupational therapy
among the public and healthcare sectors.

e Include larger and more regionally diverse samples and consider longitudinal

designs to track changes in KAP over time.
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6.2.2 Recommendation for Future Research

e Conduct longitudinal and intervention-based studies to evaluate changes in KAP
and the long-term impact of training or policy initiatives.

e Utilize mixed-methods designs to explore contextual factors and knowledge gaps
among different groups of occupational therapists.

e Implement observational research to validate self-reported practices and assess real-
world professional behaviors.

e Expand the scope of investigation to include specialized OT fields and ensure

balanced participation from rural practitioners.

6.3 Conclusion

This study concludes that occupational therapy in Bangladesh is characterized by a
capable, predominantly young and urban-based workforce demonstrating strong
foundational knowledge and practice standards. However, significant challenges
including urban-rural disparities, gaps in knowledge updating among senior
practitioners, and limited public awareness impede its development. To advance the
profession, strategic actions such as implementing a mandatory Continuing
Professional Development framework, enhancing rural support, and fostering
interdisciplinary collaboration are essential. Addressing these issues is critical for
achieving professional maturity, equitable service access, and the full integration of

occupational therapy as a dynamic contributor to national healthcare.
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Attitude & Practice of Bangladeshi Occupational Therapist in Occupational Therapy Practice: A
Cross Sectional study” with myself as the principal investigator and Prof. Md. Obaidul Haque.
Vice Principal, Bangladesh Health Professions Institute (BHPI) as my thesis supervisor. The
purpose of the study is to explore Knowledge, Attitude & Practice of Bangladeshi Occupational

Therapist in Occupational Therapy Practice.

Adopted Bengali Version of the self developed questionnaire will be used in the study which will
take about 20 to 25 minutes. Data collectors will receive informed consent from all participants

and collected data will be kept confidential.

Therefore, | look forward to having your approval for the thesis proposal and to start data

collection. I also assure you that I will maintain all the requirements for study.

SincWrs.

Sharmin Akter

M.Sc. in Occupational Therapy, Part-I1
BHPI, CRP, Savar, Dhaka-1343.

Roll: 05, Student ID:121230019

Recommendation from the thesis supervisor:

— P

Prof. Md. Obaidul Haque

Vice Principal

Bangladesh Health Professions Institute (BHPI)
CRP-Savar, Dhaka-1343, Bangladesh.
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Appendix C: Permission Letter for Data Collection
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Appendix D: Ethical Approval Form

AT (Y AT Ao es ([RaZbfIeiR)

Bangladesh Health Professions Institute (BHPI)

(TheAcademlc Instlrute o! CRP)

Ref: CRP-BHPI/IRB/OS/ZOZS/IOBO Date: 15052025

M.Sc. in Occupational Therapy, Part-11
Roll: 05, Student ID: 121230019
BHPI, CRP, Savar, Dhaka-1343

B Subject: Approval of the thesis proposal “Knowledge, Attitude & Practice of Bangladeshi
M ‘Occupational Therapist in Occupational Therapy Practice: A Cross Sectional study” by ethics
committee.

't the above-mentioned dissertation, with yourself, as the principal investigator and Prof.
Dhldul Haque, Vice Principal, Bangladesh Health Professions Institute (BHPI) as thesis
r. The Following documents have been reviewed and approved:

mumm

Knowledge, Attitude &
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Appendix F: Information Sheet

Title: “Knowledge, Attitude & Practice of Bangladeshi Occupational Therapist in
Occupational Therapy Practice: A Cross Sectional study”

Investigator: Sharmin Akter, Student of M.Sc. in Occupational Therapy, Bangladesh
Health Professions Institute (BHPI), CRP- Savar, Dhaka- 1343. Roll: 05, Student ID:
121230019

Place: Areas of Occupational Therapy practice in Bangladesh where Bangladeshi
Occupational Therapists are working.

Introduction: | am Sharmin Akter, M.Sc. in Occupational Therapy student of
Bangladesh Health Professions Institute (BHPI); have to conduct a thesis as a part of
this Master’s course, under thesis supervisor Prof. Md. Obaidul Haque, Vice Principal,
Bangladesh Health Professions Institute (BHPI), CRP, Savar, Dhaka. You are going to
have details information about the study purpose, data collection process, ethical issues.
You do not have to decide today whether or not you will participate in the research.
Before you decide, you can talk to anyone you feel comfortable with about the research.
If this consent form contains some words that you do not understand, please ask me to
stop. | will take the time to explain.

Background and Purpose of the study

You are invited to participate in this research because, as an Occupational Therapist,
you possess valuable insights into the knowledge, attitudes, and practices related to
Occupational Therapy in Bangladesh. The purpose of the study is to explore
Knowledge, Attitude & Practice of Bangladeshi Occupational Therapist in
Occupational Therapy Practice. This study aims to gain a deeper understanding of the
knowledge, attitudes, and practices of Bangladeshi Occupational Therapists regarding

Occupational Therapy in Bangladesh.
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Research related information

All relevant information regarding the research will be thoroughly explained to you
through the information sheet prior to obtaining your informed consent. Following your
consent, you will be asked to complete a self-administered questionnaire, which is
expected to take approximately 15-20 minutes. This questionnaire will include items
related to socio-demographic characteristics, as well as specific and structured
questions designed to assess the knowledge, attitudes, and practices of Bangladeshi
Occupational Therapists in relation to Occupational Therapy practice. All information
collected will be kept strictly confidential, and your identity will not be disclosed at any

stage of the study.

Risks and benefits

You are being asked to share some personal and confidential information, and it is
possible that you may feel uncomfortable discussing certain topics. Please be assured
that your participation is entirely voluntary; you are under no obligation to take part in
the interview, and choosing not to participate will not result in any negative
consequences. While there may be no direct personal benefit from participating in this
research, your valuable contribution will play an important role in helping to explore
and better understand the knowledge, attitudes, and practices of Bangladeshi

Occupational Therapists in Occupational Therapy practice.

Confidentiality

All information you provide will be kept strictly confidential and will not be shared
with anyone outside the research team. The data collected during this research will be
securely stored and accessible only to the researchers directly involved in the study.

Physical documents will be stored in a locked cabinet, and digital data will be password-
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protected. Your personal identity will not be disclosed at any stage, and no information
will be attributed to you by name. Only the principal investigator and the study
supervisor, Prof. Md. Obaidul Haque, will have access to the raw data. The findings
from this research will be shared with you prior to any public dissemination. A brief
presentation of the results will be organized and announced in advance. Subsequently,
the research findings will be published to allow other interested individuals to benefit

from the insights gained through this study.

Information withdrawal

You have the right to withdraw your participation and request the removal of any
information you have provided at any point before a specified deadline. However, once
the research findings have been published, it will no longer be possible to withdraw
your data. If you choose to cancel your participation before publication, we will seek
your explicit permission regarding whether the information you have already provided

can still be used in the study.

Who to Contact

If you have any questions, you can ask me now or later. If you wish to ask questions
later, you may contact Sharmin Akter, Master of Science in Occupational Therapy,
Department of Occupational Therapy, Cell phone: 016 30 88 82 32. This proposal is
reviewed and approved by the Institutional Review Board (IRB), BHPI, CRP-Savar
(CRP/BHPI/IRB/05/2025/1080) Dhaka-1343, Bangladesh, which is a committee
whose task it is to make sure that research participants are protected from harm. If you
wish to find out more about the IRB, contact Bangladesh Health Professions Institute
(BHPI), CRP-Savar, Dhaka-1343, Bangladesh. You can ask me any more questions

about any part of the research study if you wish to. Do you have any questions?



Appendix G: Questionnaire [English Version]|

Section A: Personal and Professional Information

1.

2.

Gender:

1. Male

2. Female

Highest Level of Education Completed:
1. Bachelor’s Degree in OT

2. Master’s Degree in OT

3. Doctorate in OT (e.g., OTD, MPhil, PhD)
4. Other (please specify):

Years of Experience in OT Practice:

1. Less than 1 year

2. 1-3 years

3.4-6 years

4.7-10 years

5. More than 10 years

Current Practice Setting (Select all that apply):

1. Hospital (Inpatient/Outpatient)
2. Rehabilitation Center

3. Community Health Center

4. School-Based Services

5. Private Practice

6. Academia/Teaching
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7. Research
8. Other:
6. Type of Clients Primarily Served (Select all that apply):
1. Pediatrics
2. Adults
3. Geriatrics
4. Neurological Conditions
5. Orthopedic Conditions
6. Mental Health
7. Others:

Section B: Work Characteristics

7. Average Weekly Working Hours as an OT:
1. Less than 20 hours
2.20-30 hours
3. 31-40 hours
4. More than 40 hours
8. Employment Status:
Full-time
1. Clinical/Private Practice
2. Academia/Teaching
3. Project/ Development Practitioner
4. Research
5. Others:
Part-time

1. Clinical/Private Practice



2. Academia/Teaching
3. Project/ Development Practitioner
4. Research
5. Others:
9. Monthly family expenditure:
10. Region of Practice:
1. Urban
2. Semi-Urban
3. Rural
11. Do you supervise students or junior staff?
1. Yes
2. No
12. Are you a member of any professional OT association?
1. Yes — Specify:
2.No
13. Have you participated in any research-related activities (e.g., data
collection, authorship, intervention studies) in the last 5 years?
1. Yes
2.No

Section C: Knowledge Assessment

(Choose correct/incorrect OR multiple-choice format)
Instructions: Please select the most appropriate answer.
1. Occupational therapy primarily focuses on:
a) Medical diagnosis

b) Functional independence in daily activities
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¢) Surgical intervention

d) Prescribing medicine

The World Federation of Occupational Therapists (WFOT) is:
a) A local government agency

b) A global accrediting body for OT professionals

¢) An NGO in Bangladesh

d) A rehabilitation clinic

. Which of the following is NOT a role of an occupational therapist?
a) Assisting with sensory integration

b) Helping patients return to work

c) Prescribing medications

d) Designing assistive devices

. Evidence-based practice in OT means:

a) Relying only on experience

b) Using interventions supported by research

c¢) Trying experimental methods

d) Following doctor’s orders only

. Which of these populations are served by OTs?

a) Children with developmental delays

b) Stroke survivors

c) People with disabilities

d) All of the above

. Which of the following are core domains in the Occupational Therapy Practice
Framework (OTPF-4)? (Select all that apply.)

a) Activities of Daily Living (ADLs)



b) Process Skills
c¢) Contexts and Environments

d) Spirituality
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7. Evidence-based practice in OT includes which of the following components?

(Select all that apply.)

a) Clinical expertise

b) Client preferences

¢) Random selection of treatment

d) Best available research evidence

8. What is the role of activity analysis in OT intervention planning?

a) To observe client habits

b) To document patient attendance

c¢) To match client needs with therapeutic goals
d) To report data to insurers

Section D: Attitude Assessment

(Use a 5-point Likert scale: 1 = Strongly Disagree, 5 = Strongly Agree)

Instructions: Indicate your level of agreement.

Statement

1. Occupational therapy plays a vital role in healthcare.

2. I feel confident in my professional knowledge as an OT.

3. Clients in Bangladesh understand the value of OT services.

4. OT should be integrated more into rural healthcare programs.

5. Continuous professional development (CPD) is essential for

maintaining competence skill development in OT.

6. I feel my workplace recognizes the importance of OT.
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7. 1 am motivated to keep learning and improving as a therapist.

8. Telehealth can be an effective medium for delivering occupational

therapy.

9. Occupational therapists should routinely use standardized assessment

tools.

10. I feel confident in using evidence-based practice in my clinical

decision-making.

Section E: Practice Assessment

(Self-report frequency: 1 = Never, 5 = Always)

Instructions: Indicate how often you engage in the following.

Practice Behavior

1. I assess clients using standardized OT tools.

2. I document every session properly.

3. I collaborate with other healthcare professionals regularly.

4. I update treatment plans based on client progress.

5. I educate caregivers/family members on therapy strategies.

6. I apply evidence-based methods in my sessions.

7. I attend workshops, seminars, or CPD courses.

8. I incorporate evidence from peer-reviewed journals into my treatment

planning.
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Section F:

1. How frequently do you engage in CPD activities (workshops, courses, and
webinars)?

a) Weekly

b) Monthly

c¢) Every 3—6 months

d) Once a year

e) Rarely

2. How often do you collaborate with other professionals (PTs, SLPs,
psychologists, etc.) in your practice?

a) Daily

b) Weekly

c) Monthly

d) Rarely

e) Never
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