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ABSTRACT 

There is little information and research addressing occupational therapists’ 

knowledge level and ability to implement the Affordable Care Act (ACA).  This leads to 

the following problem statements: occupational therapists’ knowledge level of and ability 

to implement changes to practice is unknown; furthermore, it is unknown if there is a 

difference in knowledge level based on professional membership, years of practice, and 

area of practice; and it is also unknown which aspects or areas of the ACA occupational 

therapists would like to know more about, and if there is a difference based upon 

professional membership, years of practice or area of practice.   

The researchers created a quantitative, mail-based survey to gain insight to the 

problem statements.  The researchers obtained approval from University of North 

Dakota’s Institutional Review Board (IRB) to administer this survey to occupational 

therapists licensed in Wyoming, and mailed the survey.  The researchers utilized SPSS® 

version 22 to test correlational statistics and data.  Independent samples t-tests and 

ANOVA were utilized to test significance and analyze possible correlations.     

The survey was sent to 281 Wyoming occupational therapists, with a total of 139 

(49.47%) occupational therapists returning the survey.  More of the occupational 

therapists (63 of 139 or 45.32%) rated their general knowledge of the ACA as a two on a 

scale of one to five than in any other area.  When asked about specific areas of the ACA 
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and its relationship to occupational therapy most occupational therapists (37%-46% or 

52-64 of 139) rated themselves as having no knowledge or as a one out of five on each 

area.  Additionally, most occupational therapists (approximately 49% or 67 of 139) rated 

their research habits at a one, indicating that they do not research current changes in 

legislation regarding the ACA.  Furthermore, with the correlational statistics completed, 

relationships between variables were detected.  Relationships were found with knowledge 

level of the ACA and occupational therapists working in orthopedics and geriatrics.  

Furthermore, pediatric practitioners reported a lower need for knowledge about the ACA 

than those in any other area (p<.001); however, occupational therapists practicing in 

SNFs (33 of 130) reported a greater need for knowledge than those in other areas 

(p=.0465). 
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CHAPTER I 

INTRODUCTION 

Rationale 

 The ACA has made significant changes to the healthcare environment and policy 

(www.healthcare.gov; www.hhs.gov).   It is necessary for occupational therapists to be 

aware of the current healthcare environment, including political and economic changes, 

such as those found in the ACA (Jacobs & McCormack, 2011, Brown, 2013; Fisher & 

Friesema, 2013; Hildenbrand & Lamb, 2013; Morley & Rennison, 2011).  The purpose of 

this study was to pilot a survey designed to gather general information about the 

knowledge of occupational therapists regarding the ACA and areas of desired knowledge, 

and to compare responses in those areas to determine any correlations between both areas 

and position on the ACA, membership in professional organizations, years of practice, 

and practice areas.  In piloting this survey, researchers were provided the ability to test 

the survey, as well as gain information regarding ACA knowledge of Wyoming 

occupational therapists.   

Theoretical Framework 

  Since occupational therapists need to be prepared to make alterations to 

their practice due to these healthcare changes, the Transtheoretical Model or the Stages of 

Change Model is the most appropriate.  In this model there are six stages of change: 
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precontemplation, contemplation, preparation, action, maintenance, and termination 

(Bastable, 2011).  People in the precontemplation stage do not have an intention to 

change, they are often uninformed or under-informed of the consequences of not 

changing (Bastable, 2011; Prochaska, 2008).  People in this stage would be expected to 

not be prepared to change and to avoid steps needed to be taken to implement these new 

changes due to fear, lack of knowledge, or lack of motivation (Bastable, 2011; Prochaska, 

2008).  Occupational therapists in this stage of implementation of the ACA may be 

fearful of the changes it may make in their practice, unaware of the changes associated 

with the ACA and its implementation date, or think it will be repealed or reformed.   

As a person transitions to the contemplation stage he or she accepts the need to 

address the change (Bastable, 2011; Prochaska, 2008).  However, when people in this 

stage are unsure of the changes or the results the changes may have, they tend to not act 

(Prochaska, 2008).   Occupational therapists in this stage will be most likely to 

understand that there is a change and desire to implement these changes, but have not yet 

begun to formulate a plan or prepare to change.  These therapists may be unsure of the 

changes the ACA could make to their practice area or may be unsure if there will be 

changes to the ACA.  As people in this stage transition to the next, they often experience 

an increase in desire or a press for change. 

People in the preparation stage have experienced an increase in desire or press for 

change, and are beginning to make plans for when the change occurs or for how to 

change (Bastable, 2011; Prochaska, 2008).  Occupational therapists in this stage would be 

most likely to begin considering their current knowledge level and abilities to assist 
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clients under the changes.  Action oriented plans or groups tend to work best for people 

in this stage (Prochaska, 2008), so occupational therapists in this stage may benefit the 

most by joining discussion groups or journal clubs to share information learned with 

other therapists.  This will allow them to have a firm support base for the next stage. 

The next stage is the action stage; people in this stage change their behaviors in 

relation to the new environment (Bastable, 2011; Prochaska, 2008).  An occupational 

therapist in this stage may write policy changes, create educational pamphlets for clients, 

or modify their current practice.  He or she may experience excitement in the new skills 

and knowledge or in his or her ability to share information with others.  He or she 

recognizes the importance of the change and becomes aware of the need to maintain the 

changes implemented.  

The next stage is maintenance; those in this stage often either consider how the 

action plan is being implemented or may demonstrate overconfidence (Bastable, 2011; 

Prochaska, 2008).  Occupational therapists in this stage would analyze any changes made 

and modify them as needed, but may make mistakes as they do so.  Occupational 

therapists in this stage would generally recognize their mistakes and modify their 

program as needed.  As they transition to the next stage, the occupational therapist 

recognizes the need to terminate the change or to make aspects of maintenance 

permanent. 

The final stage of change is termination. People experiencing this stage are 

familiar with the previous changes, but may be less vigilant with maintenance (Bastable, 

2011).  People in this stage are like to have made permanent changes to their behavior 
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(Prochaska, 2008).  Occupational therapists in this stage would most likely continually 

research the ACA, but may not feel the need to make more changes to their practice.   

The ACA is a new piece of legislation that implements changes to the healthcare 

environment.  Occupational therapists will go through the stages of change when 

implementing the changes associated with the ACA.  Typically people in positions of 

power, with more experience in a field, have a supportive environment, or have a strong 

sense of academic transition through the stages of change faster, with fewer experiences 

of fear and doubt (Clark, 2013; Prochaska, 2007).   Additionally, people who are able to 

discuss change implementation and conceptualize specific changes with people from 

other disciplines may experience a broader understanding and more success (Clark, 

2013). 

Statement of the Problem 

Occupational therapists’ knowledge level of and ability to implement changes to 

practice is unknown; furthermore, it is unknown if there is a difference in knowledge 

level based on professional membership, years of practice, and area of practice.  It is also 

unknown which aspects or areas of the ACA occupational therapists would like to know 

more about, and if there is a difference based upon professional membership, years of 

practice or area of practice.   

Assumption 

 Occupational therapists want to provide the best care possible for their patients.  

They want to comply with all legal and ethical expectations placed upon them.  As a 

result, occupational therapists will have an opinion on and be knowledgeable of the ACA 

4 



 

and the various effects the implementation of the ACA has on patients and practice, or a 

strong desire to learn more.   

Scope and Delimitation  

 The survey investigated the occupational therapists’ perceived levels of 

knowledge regarding the ACA, habits related to ACA changes, areas of interest for 

possible continuing education, national and state organization affiliation, area of practice, 

and the amount of time a therapist has been practicing.  The study occurred from January 

2014 to December 2014.  The surveys were mailed to and completed by occupational 

therapists who are licensed in the state of Wyoming.  All data analysis took place in 

Casper, Wyoming.   

Importance of the Study 

 The study investigates occupational therapists’ perception of their knowledge 

regarding the ACA.  There is no research regarding occupational therapists knowledge 

level of the ACA or areas in which they would like to know more.  This study establishes 

a pilot for a tool designed to gather data regarding occupational therapists’ knowledge 

level, stances on the ACA, areas in which occupational therapists want to become more 

knowledgeable, and years and areas of practice.  
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CHAPTER II 

Literature Review 

The ACA was signed into law on March 23, 2010, thus beginning the current 

healthcare reform, and placing comprehensive health insurance reforms into effect 

nationwide.  With this new law going into effect, there have been dramatic changes to 

healthcare in the United States.  There are more protections for healthcare consumers, as 

insurance companies are required to provide coverage for certain types of care including 

pre-existing health conditions, preventative care, and other services which were 

previously not requirements for coverage (www.healthcare.gov; www.hhs.gov).  Citizens 

are required to at least carry catastrophic coverage or Medicare, but continue to have the 

option of private insurance plans, employer-paid insurance, or more comprehensive plans 

(www.healthcare.gov; www.hhs.gov).  Although the reforms of the ACA have taken 

effect, the general public and medical professionals are not knowledgeable regarding the 

law and are unable to identify the effects the law has on them as individuals and 

professionals (Gross et al., n.d.; Zamosky, 2013; Brodie, Dean, & Cho, 2013; Keckley, 

Coughlin, & Stanley, 2013).  There is little research regarding occupational therapists’ 

knowledge of the ACA or the implications it may have on various practice settings.  It is 

imperative that occupational therapists are not only informed regarding the law, but are 

6 



 

also able to take advantage of current changes for the betterment of the profession and 

their client base (Brown, 2013; Fisher & Friesema, 2013; Hildenbrand & Lamb, 2013; 

Morley & Rennison, 2011).  

Despite the healthcare reform becoming law, the opinions and levels of 

knowledge still greatly vary.  There have been studies published regarding the efficacy of 

specific types of healthcare.  However, the results may not be meaningful as they often 

do not consider either a single or multiple aspects related to healthcare including: ethics, 

politics, finances, or technicalities, so these areas may be left out of existing research 

(Rockers et al. 2013).  Many citizens are uninformed regarding the law, but most have 

opinions in regard to the law (Gross et al., n.d.; Zamosky, 2013).  In 2012, over two-

thirds of the general public had opinions in regard to the law: approximately one-third 

were in favor and over two-thirds opposed (Gross et al., n.d.; Brodie, Dean, & Cho, 

2013).  This trend is extended to the healthcare field: 32% of physicians oppose the law 

(Zamosky, 2013).   Despite the fact that approximately two-thirds of the population has 

an opinion regarding the ACA, most of the population is not knowledgeable with regard 

to the law (Gross et al., n.d.; Zamosky, 2013; Brodie, Dean, & Cho, 2013).  Nine out of 

ten medical doctors believe the public is uneducated regarding the ACA and how 

healthcare plans will function (Zamosky, 2013; Keckley, Coughlin, & Stanley, 

2013).  Furthermore, approximately 20% of the general public are unaware that the ACA 

is law (Henry J. Kaiser Foundation, 2013).  Survey data regarding knowledge of the ACA 

showed that fewer than half of the respondents answered with the equivalent of a C 

(70%) or more of the questions correctly (Gross et al., n.d.).  Additionally, most of these 
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respondents were not certain of their answer; only 3% of the respondents who answered 

most questions correctly were certain of their answers.  Furthermore, over 20% of 

respondents who were certain of their answers did not answer any questions correctly 

(Gross et al., n.d.).  This indicates that the people who claim to know the most about the 

ACA may actually know the least.  Within the medical field, 57% of physicians are not 

familiar enough with the law to be able to say if and how it could affect their practice 

(Zamosky, 2013).  Overall, people with greater knowledge of the law are more likely to 

favor it (Gross et al.).  

Although the ACA has now been considered law since March 23, 2010, findings 

by Barcellos et al. (2014) indicate that prior to the implementation of the ACA, the 

general population had a low knowledge pertaining to the ACA.  The survey included 

objective knowledge of the current health care reform, overall health insurance literacy, 

participant’s subjective knowledge of the ACA, and the expected changes in healthcare 

as a result of the implementation of the ACA.  Research and data is lacking related to the 

knowledge level of occupational therapists and the new healthcare law.  The research 

within the general population regarding opinions and knowledge of the ACA indicates an 

overall lack of knowledge, but participants did report having favorable or unfavorable 

opinions regarding the ACA.  This disinterest in health law, but decided favor or disfavor 

among individuals with regard to the changes, may stem from a variety of reasons.  One 

of these reasons may be related to the Balance Budget Act (BBA) of 1996.  Research 

indicates that many people experienced changes to their healthcare plans and ability to 

obtain services after implementation of the BBA (Caro, Porell, Sullivan, Safran-Norton, 
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& Miltiades, 2002; Younis, & Cissell, 2006).  The experiences of the general public and 

healthcare professionals during BBA changes may invoke negative reactions regarding 

current healthcare reform.  Current research indicates that over half of the general 

population would like to see improvements to the ACA, and approximately one-third 

would like to see the ACA repealed or replaced (Brodie, Hamel, Di Julio, & Firth, 

2014).  Trends and survey data regarding knowledge levels and attitude toward the ACA 

exist; however, research regarding occupational therapy practitioners’ knowledge or 

opinion regarding the ACA is nonexistent. 

The ACA is a new piece of legislation that implements changes to the healthcare 

environment.  As this law is implemented, medical professionals will go through the 

stages of change when implementing the changes associated with the ACA.  Typically 

people in positions of power, with more experience in a field, who have a supportive 

environment, or have a strong sense of academic trust transition through the stages of 

change faster, with fewer experiences of fear and doubt (Clark, 2013; Prochaska, 2007).   

Additionally, people who are able to discuss change implementation and conceptualize 

specific changes with people from other disciplines may experience a broader 

understanding and more success in transitioning (Clark, 2013).  Therefore, occupational 

therapists who have these factors may be more comfortable as they transition to a new 

healthcare policy. 

Access to research, supportive environment, and a strong sense of academic trust 

may increase when associated with a professional organization.  For example, one of the 

benefits of becoming a member to a professional organization, such as the American 
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Occupational Therapy Association (AOTA) is access to continuing education, 

professional resources, and advocacy (AOTA, n.d.; Steinhauer, Schweiker, Henry, 

Zarinkelki, & Tona, 2008).  Although these benefits could prove to be valuable in 

knowledge of and access to resources on the ACA, quantitative or qualitative research 

regarding members’ and nonmembers’ knowledge and access to the ACA is nonexistent.  

The ACA’s expansion of who qualifies for healthcare benefits means a higher 

percentage of the population will now require or be eligible for services that previously 

were not (Metzler, Tomlinson, Nanof, & Hitchon, 2012; Chang, T. & Davis, M. 

(2013).  For example, Stoffel (2013) reported community mental health centers, 

community health centers, and behavioral health centers may be expanding health 

services available as a result of the ACA’s design of benefits packages.  Although a low 

percentage of occupational therapists work in these three settings, opportunities are 

available for occupational therapists to make a positive impact on the needs of these 

clients by increasing job opportunities in these settings. In 2010, AOTA conducted a 

workforce study that shed some light on where occupational therapists are currently 

working.  Most occupational therapy practitioners work one of three settings: hospitals 

(26.2%), schools (21.6%), and long-term care/skilled nursing facilities 

(19.9%).  Approximately one-third of occupational therapy practitioners also reported 

working in a setting in conjunction with their primary setting.  The majority of these 

occupational therapists (30.6%) work at long-term care or skilled nursing facilities for 

secondary work (American Occupational Therapy Association, 2013).   

10 



 

Not only does the ACA increase access to healthcare, but there is also strong 

evidence to support the fact that the ACA will also reduce costs of healthcare 

expenses.  Chang & Davis (2013) predict that the increase in young, healthy Medicaid 

beneficiaries due to income levels will help drive the cost of care within the Medicaid 

pool down.  It was also predicted that, although the overall cost of coverage for these 

individuals will decrease, there will be an influx of risk factors that lead to preventable 

conditions within this pool (Chang & Davis, 2013).  Fortunately, the ACA increases 

access to preventative care.  This is further projected by those professionals in charge of 

healthcare reform and implementation to lower the costs of services.  As previously 

mentioned, these outcomes are largely attributed to an increased emphasis on 

preventative measures (www.hhs.gov, n.d.).  To further support a reduction in healthcare 

costs the tenets of the ACA support coordinated care efforts between healthcare 

disciplines.  Cason (2012) reported that two of the models supported by the ACA 

encourage pathways of coordinated care, improving the quality of health care services, 

and ultimately reducing costs through encouraging these positive changes in the 

healthcare field. 

One of the main premises behind the ACA is to increase access to health 

care.  Metzler, Hartmann, and Lowenthal (2012) describe how the Obama Administration 

feels it is imperative to strengthen and expand the primary care workforce.  One way of 

accomplishing this is to increase accessibility to primary care physicians and nurses.  The 

reasoning behind this notion is that these healthcare professionals help to prevent disease 
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and illness for Americans across the country (www.hhs.gov; Cason, 2012).  Occupational 

therapy is well equipped and in a prime position to provide preventative care. 

Not only is the ACA projected to reduce costs of healthcare, but the ACA is also 

projected to expand benefits once unavailable to insured persons.  One in four citizens 

has, at one point or another, had health coverage denied or premiums increased as a result 

of a preexisting condition (Zamosky, 2013).  Coverage availability is being enhanced 

through increased access to Medicaid as well as subsidized, private insurance (Abraham, 

2014; Chang & Davis, 2013).  The latter is, in large part, due to the exchanges of health 

insurance plans following the ACA becoming law and access to insurance through 

healthcare.gov (Abraham, 2014).  Changes initiated when the ACA was signed into law 

should help to significantly decrease these numbers while concurrently improving the 

quality of consumers’ health care services (Cason, 2012).  Although there is an expected 

increase in overall health coverage, rural residents or states that have not expanded 

Medicaid coverage are likely to see an increased coverage gap (Newkirk & Damico, 

2014; Kaiser Commission on Medicaid and the Uninsured, 2013).  Wyoming falls under 

both these categories.  Therefore, this may be one may reason that many people in 

Wyoming may not see the benefits of the ACA.  

The changes made by the ACA could be beneficial to occupational therapy and its 

practitioners.  The healthcare reform gives professionals within the occupational therapy 

profession the opportunity to advocate through: evidence-based treatment; measurable, 

functional outcomes, and cost reduction (Rifkin, 2013).   Hildenbrand and Lamb (2013) 
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discuss the excellent opportunity the field of occupational therapy has in this age of 

change within healthcare.  

The ACA requires that specific services be covered, but does not define what 

those services entail. This means there are many opportunities for occupational therapy 

practitioners and occupational therapy organizations to advocate for the betterment of the 

profession (Brown, 2013; Rifkin, 2013).  For example the ACA requires coverage of 

habilitative and rehabilitative services, but state organizations and ad hoc reform 

committees make recommendations and decisions about  what is covered, thus leading to 

variance between states (Brown, 2013).  When state organizations team up with 

practitioners and AOTA, information designed to empower and encourage participation 

and advocacy of occupational therapy’s inclusion in habilitative services is enhanced 

(Brown, 2013; Rifkin, 2013).  For example, in Arkansas, habilitative services must 

include maintenance of function and be covered as extensively as rehabilitative services 

(Brown, 2013).  Unfortunately, when local, state, and national organizations do not 

collaborate, the implementation of the law can be too ambiguous or only include specific 

populations (Brown, 2013). 

The ACA can also benefit from the involvement of occupational therapy 

practitioners and occupational therapy organizations.  Through collaboration with AOTA, 

the ACA now includes more benefits for consumers: access to more services; care 

provided by qualified, licensed professionals; claims reviewed by peers; and improved 

appeals process (Rifkin, 2013; Zamosky, 2013; Cason, 2012; Fisher & Friesma, 

2013).  With occupational therapy’s comprehensive approach, including occupational 
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therapists in this coordinated team process is very fitting (Cason, 2012).  In client-

centered comprehensive treatment, the functional outcomes and client satisfaction are 

often higher (Fisher & Friesma, 2013).  With occupational therapy’s core values being 

centered on the client, inclusion of occupational therapists as members and case 

managers within treatment teams will enhance outcomes for clients (Cason, 2012; Kanny, 

1993).  Additionally, interdisciplinary care or primary care with supplemental health-

related services are two of the most effective forms of healthcare when working with 

specific populations such as the elderly (Boult et al., 2009).  Since occupational therapy 

is part of these care approaches, evidence suggest that the involvement of occupational 

therapy will assist in the goals of the ACA in providing successful 

healthcare.  Occupational therapy practitioners have a large knowledge base and receive 

much training in the interactions of the person and his or her abilities in relation to the 

environment and task, activity, or occupation at hand, making them the perfect solution to 

decrease risks both during treatment and after discharge (Fisher & Friesema, 2013).  

Additionally, occupational therapy can utilize evidence to design best-care practices for 

specific facilities and facility types; thus, resulting in more streamlined care with an 

increase in positive outcomes (Fisher & Friesma, 2013).  The holistic approach 

occupational therapy practitioners have toward their patients should be especially 

welcome in this time of healthcare reform.   The field of occupational therapy has 

historically focused on areas including wellness, health promotion, and illness and injury 

prevention.  With these same areas being spotlighted in healthcare reform, occupational 

therapy practitioners can definitely help with the current needs in healthcare (AOTA, 
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n.d.).  Furthermore, occupational therapy’s keen and unique ability to analyze 

performance skills, contexts, environments, and more merits further research pertaining 

to the how the changes that have accompanied the ACA will impact occupational therapy 

practitioners. 

Ultimately, there are a myriad of changes that have accompanied implementation 

and enforcement of the ACA, and many more are bound to follow.  Increased access to 

health care services is crucial for virtually every citizen as nearly everyone uses 

healthcare services at some point in their life.  Reducing the cost of healthcare services 

would be a universally welcomed change and a change expected to come to fruition.  The 

expansion of benefits afforded to the population as a whole would similarly be 

appreciated.  As the field of occupational therapy becomes more knowledgeable and 

aware of the impending changes in health care, occupational therapy practitioners will be 

better able to see positive outcomes for their clients as well as the profession as a whole 

(Braveman & Metzler, 2012; Brown, 2013; Rifkin, 2013; Fisher & Friesema, 2013; 

Hildenbrand & Lamb, 2013).  
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CHAPTER III 

Research Methodology 

Research Design, Locale, Data Sources, and Population 

This study was conducted through an anonymous, quantitative mail-based 

survey.  The study was based out of the University of North Dakota at the additional 

location in Casper, Wyoming.  This locale was chosen based on convenience as it was a 

central location for all of the researchers, and is the location where surveys and data will 

be stored.  The survey was mail-based, so respondents were able to complete the survey 

when they found it to be convenient.  

The population of the study included occupational therapists who have a 

Wyoming license/registration.  The researchers used a state generated list of registered 

occupational therapists in Wyoming.  The researchers then excluded any occupational 

therapist whose license expired before July 30, 2014.  When the exclusion criteria was 

applied, there were a total of 328 occupational therapists identified as potential 

participants.  The researchers were unable to find valid addresses for 47 of these 

occupational therapists, leaving a potential of 281 of the occupational therapists to be 

surveyed.  Of the occupational therapists who were mailed the survey, 139 (49.47%) 

responded.  
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Instrumentation and Data Collection 

SPSS® version 22, was used to measure whether there were any correlations 

between knowledge level of experienced and less experienced occupational therapists 

with regard to the ACA, knowledge level of occupational therapists who practice in 

different settings with regard to the ACA, opinion of the ACA and practice settings, and a 

myriad of other plausible correlations.  The survey was mailed to all registered 

occupational therapists with valid mailing addresses.  Participation in the survey was 

stated to be completely voluntary.  Reliability was encouraged through anonymous 

participation in the survey research rather than linking answers to each 

participant.  Validity was promoted by quantifying answers and using statistics software 

to run correlational analyses.  Conclusive statements were only used where strong 

statistical correlations existed.  

Tools for Data Collection 

To collect data regarding occupational therapists’ knowledge level of and ability 

to implement ACA changes to practice, a spreadsheet and graphing programs, as well as 

SPSS® were utilized.  To calculate all descriptive statistics, Microsoft Excel® and 

LibreOffice® were utilized.  These programs were both utilized to total the number of 

responses for each question and area, find percentages of each, and create graphs and 

charts showing descriptive statistics.  Three different statistical measures were chosen to 

analyze the data collected within the surveys.  These measures included Chi square tests, 

independent samples t-tests, and ANOVA tests.  Chi square tests were utilized to analyze 

significant levels when comparing categorical variables with binary variables.  T-tests 
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were utilized when examining binary variables with continuous variables.  ANOVA tests 

were utilized when testing categorical variables with continuous variables.  Categorical 

variables included position on the ACA and years of practice of the participant.  Binary 

variables included the area of practice of the participant, membership in either AOTA or 

WYOTA, and the individual questions making up the composite “desire to know more” 

variable.  Continuous variables included composite knowledge score, composite score of 

desire to know more about the ACA, and the individual questions that made up the 

composite knowledge score.   
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CHAPTER IV 

PRESENTATION, ANALYSIS & INTERPRETATION OF DATA 

After data collection was completed, raw data was compiled and organized.  In an 

attempt to obtain more significant results, the researchers developed a series of questions 

to gain greater insight as to the knowledge level of occupational therapists with respect to 

different aspects of the ACA. 

Overall, occupational therapists’ knowledge level of and ability to implement 

changes to practice is unknown with regard to the ACA.  The first seven questions in the 

survey (see Survey in Appendix A and B) measured occupational therapists’ self-reported 

knowledge of the ACA in various areas.  These seven areas included self-report of: 

knowledge of the ACA, understanding of how the ACA affects clients, ability to explain 

the ACA to clients, ability to help clients find resources regarding the ACA, knowledge 

of how the ACA affects their practice, how much reported research the therapist engages 

in with regard to the effects the ACA has on their practice and on their clients (Figure 

1).  When considered together, the scores can be added to gain a composite knowledge 

score.  The composite knowledge scores ranged from a low reported knowledge score of 

two with a high reported knowledge score of 35, and two respondents declined to answer 

all knowledge questions (table 1).  
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Figure 1: Knowledge by Area        Table 1: Composite Knowledge 

 

 

 

 

 

 

 

 

 

 

 

Composite Knowledge Score 

  
Freq-

uency 

Perc-

ent 

Valid 

Percent 

Cumulative 

Percent 

Valid 

2 1 0.7 0.7 0.7 

3 1 0.7 0.7 1.5 

5 1 0.7 0.7 2.2 

6 2 1.4 1.5 3.6 

7 21 15.1 15.3 19 

8 13 9.4 9.5 28.5 

9 12 8.6 8.8 37.2 

10 13 9.4 9.5 46.7 

11 6 4.3 4.4 51.1 

12 11 7.9 8 59.1 

13 5 3.6 3.6 62.8 

14 7 5 5.1 67.9 

15 6 4.3 4.4 72.3 

16 8 5.8 5.8 78.1 

17 5 3.6 3.6 81.8 

18 4 2.9 2.9 84.7 

19 5 3.6 3.6 88.3 

20 3 2.2 2.2 90.5 

21 1 0.7 0.7 91.2 

22 1 0.7 0.7 92 

23 1 0.7 0.7 92.7 

24 2 1.4 1.5 94.2 

25 1 0.7 0.7 94.9 

28 3 2.2 2.2 97.1 

29 1 0.7 0.7 97.8 

30 1 0.7 0.7 98.5 

31 1 0.7 0.7 99.3 

35 1 0.7 0.7 100 

Total 137 98.6 100   

Missing System 2 1.4     

Total 139 100     
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Similarly, occupational therapists’ desire for additional knowledge with regard to 

the ACA is unknown.  Questions nine through 14 within the survey measured 

occupational therapists’ self-reported desire to learn more about the ACA.  These six 

areas included occupational therapists’ desire to know more about: helping clients access 

benefits from the ACA, resources regarding the ACA, how the field of occupational 

therapy will be affected by the ACA, what can be done to ensure their practice continues 

to prosper under the ACA, what opportunities the field of occupational therapy might 

have under the ACA, and how each respondent can advocate for occupational therapy 

under the ACA (figure 2).  The scores for each of these categories can be added together 

to form a composite need for knowledge score, which ranged from a low reported desire 

for additional knowledge score of one with a high reported desire for additional 

knowledge score of six, and nine therapists declining to answer (table 2). 

Figure 2: Desired Learning by Area 
 

Table 2: Composite Need 

Desire to Know More Composite Score (Composite Need) 

  

Frequency Percent 
Valid 

Percent 

Cumulative 

Percent 

Valid 

1 7 5 5.4 5.4 

2 14 10.1 10.8 16.2 

3 12 8.6 9.2 25.4 

4 19 13.7 14.6 40 

5 15 10.8 11.5 51.5 

6 63 45.3 48.5 100 

Total 130 93.5 100   

Missing System 9 6.5     

Total  139 100    
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It is also unknown whether factors including participation in professional 

membership organizations like AOTA and WYOTA, how many years practiced, and area 

of practice influence level of knowledge with regard to the ACA.  Questions 15, 16, 17, 

and 18 within the survey measured these factors.  Areas of practiced included: 

orthopedics, pediatrics, home health, mental or behavioral health, geriatrics, SNF, 

community education, developmental disabilities, professor, other, and choose not to 

answer (table 3).   Practitioners were also asked to indicate their years of experience by 

circling one of five options: 0 to 5 years, 6 to 10 years, 11 to 15 years, 16 to 20 years, or 

greater than 20 years of experience (table 4).  Membership in AOTA or WYOTA was 

measured in a yes, no, or decline response (tables 5 and 6 respectively).  

 

 

 

 

 

 

 

 

 

 

 

 

Table 3: Area of Practice 

Area of Practice 

Area Frequency Valid Percent 

Orthopedic 44 31.7 

Pediatrics 64 46 

Home Health 22 15.8 

Mental or Behavioral Health 5 3.6 

Geriatrics 29 20.9 

SNF 34 24.5 

Community Education 8 5.8 

Developmental Disabilities 21 15.1 

Professor 9 6.5 

Other 16 11.5 

No Answer 4 2.9 

Total 256 184.3 

Note: Many respondents indicated multiple practice areas, causing the total 

frequency to be greater than the number of respondents and the total percent 

to be greater than 100. 
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Table 4: Years Practiced 

Years Practiced 

  

Number 

of Years 

Practiced 

Frequency Percent 
Valid 

Percent 

Cumulative 

Percent 

Valid 

0-5 22 15.8 16.2 16.2 

6-10  20 14.4 14.7 30.9 

11-15 29 20.9 21.3 52.2 

16-20 25 18 18.4 70.6 

20 +  40 28.8 29.4 100 

Total 136 97.8 100   

Missing System 3 2.2     

Total 139 100     

 

Table 5: AOTA Membership 
Are You An AOTA Member 

  

 

 

Frequency 
Percent 

Valid 

Percent 

Cumulative 

Percent 

Valid 

No 68 48.9 51.9 51.9 

Yes 63 45.3 48.1 100 

Total 131 94.2 100   

Missing System 8 5.8     

Total 139 100     

 

 

Table 6: WYOTA Membership 
Are You A WYOTA Member 

  
Frequency Percent 

Valid 

Percent 

Cumulative 

Percent 

Valid 

No 58 41.7 44.3 44.3 

Yes 73 52.5 55.7 100 

Total 131 94.2 100   

Missing System 8 5.8     

Total 139 100     

 

More participants (63 of 139 or 45.32%) rated their general knowledge of the 

ACA as a two on a scale of one to five than in any other area.  When asked about specific 

areas of the ACA and its relationship to occupational therapy, most participants (37%-

46% 51- 64 of 139) based on practice area) rated themselves as having no knowledge, or 

as a one out of five on each area.  This is consistent with ACA knowledge amongst the 
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general population and medical professionals (Gross et al., n.d.; Zamosky, 2013; Brodie, 

Dean, & Cho, 2013; Keckley, Coughlin, & Stanley, 2013).  This general lack of 

knowledge would increase difficulty in implementation of any changes.  There was not a 

significant difference in knowledge levels based on years or area of practice for most 

areas; however, occupational therapists in orthopedics (44 of 137) [tables 7 and 8] and 

geriatrics (29 of 137) [tables 9 and 10] did report more knowledge about the ACA than 

therapists practicing in other area (p=.0295 and p=.03 respectively). 

Table 7: Orthopedic Composite Knowledge 

 

 

 Table 8: Orthopedic Independent Samples Test for Composite Knowledge 

 

Table 9: Geriatric Composite Knowledge 

 

  

Orthopedic Composite Knowledge 

 Area of Practice  N Mean Std. Deviation Std. Error Mean 

Not Orthopedic 93 12.1 6.168 0.064 

Orthopedic 44 14.2 5.781 0.872 

Orthopedic Independent Samples Test for Composite Knowledge 

  

Levene's Test for 

Equality of 

Variances t-Test for Equality of Means 

  F Sig T Df 

Sig 

(2-

tailed) 

Mean 

Difference 

Std. Error 

Difference 

95% 

Confidence 

Interval of the 

Difference 

                Lower Upper 

Equal 

Variances 

Assumed 0.033 0.857 -1.905 135 0.059 -2.108 1.107 -4.296 0.081 

Equal 

Variances 

Not 

Assumed     -1.95 89.636 0.054 -2.108 1.081 -4.256 0.04 

Geriatrics Composite Knowledge 

Area of Practice N Mean Std. Deviation Std. Error Mean 

     

Not Geriatrics 108 12.28 6.074 0.584 

Geriatrics 29 14.62 5.967 1.108 
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Table 10: Geriatric Independent Samples Test for Composite Knowledge 

 

There is also an overall desire to know more about the ACA and its implications 

on occupational therapy (51.8%-90.6% or 72-126 of 139 based on practice area).  There 

is little difference among areas of practice in their desire to learn more about the 

ACA.  Occupational therapists who practice in pediatrics (63 of 130) reported the need 

for knowledge about the ACA to be less than those in any other area (p<.001) [tables 11 

and 12].  Conversely, occupational therapists practicing in SNFs (33 of 130) reported a 

greater need for knowledge than those in other areas (p=.0465) [tables 13 and 14].  There 

is not a significant difference in desired knowledge among therapists with different 

numbers of years of experience.   

 

 

Geriatrics Independent Samples Test for Composite Knowledge 

  

Levene's Test 

for Equality of 

Variances t-Test for Equality of Means 

F Sig t Df Sig (2-

tailed) 

Mean 

Difference 

Std. Error 

Difference 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

Equal 

Variances 

Assumed 0.074 0.786 -1.851 135 0.066 -2.343 1.266 -4.846 0.16 

Equal 

Variances 

Not 

Assumed     -1.87 44.843 0.068 -2.343 1.253 -4.866 0.18 
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Table 11: Pediatric Composite Need 

 

 

Table 12: Pediatric Independent Samples Test for Composite Need 

 

Table 13: SNF Composite Need 

 

 

Table 14: SNF Independent Samples Test for Composite Need 

Pediatric Composite Need 

 Area of Practice N Mean Std. Deviation Std. Error Mean 

Not Pediatric 67 5.07 1.352 0.165 

Pediatric 63 4.13 1.791 0.226 

Pediatric Independent Samples Test for Composite Need 

  Levene's Test 

for Equality of 

Variances 

t-Test for Equality of Means 

F Sig t Df Sig (2-

tailed) 

Mean 

Difference 

Std. Error 

Difference 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

Equal 

Variances 

Assumed 8.537 0.004 3.417 128 0.001 0.948 0.277 0.399 1.496 

Equal 

Variances 

Not 

Assumed     3.388 115.158 0.001 0.948 0.28 0.394 1.502 

SNF Composite Need 

 Area of Practice N Mean Std. Deviation Std. Error Mean 

Not SNF 97 4.47 1.721 0.175 

SNF 33 5.03 1.334 0.232 

SNF Independent Samples Test for Composite Knowledge 

  

Levene's Test 

for Equality of 

Variances t-Test for Equality of Means 

F Sig t Df Sig (2-

tailed) 

Mean 

Difference 

Std. Error 

Difference 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

Equal 
Variances 
Assumed 5.84 0.017 -1.69 128 0.093 -0.556 0.329 -1.207 0.095 

Equal 
Variances 
Not 
Assumed     -1.913 70.883 0.06 -0.556 0.291 -1.136 0.023 

26 



 

 

There is not a statistically significant difference between knowledge, desired 

learning, and position on the ACA among AOTA members, WYOTA members, and 

nonmembers.  Despite this, respondents who were not members of WYOTA were more 

likely to think that the ACA needed to be reformed than WYOTA members (37.04% of 

20 of 54 of nonmembers and 27.54% 19 of 69 of members).  Respondents who stated 

they were members of WYOTA were more likely to either oppose (27.54% or 19 of 69) 

or be in favor (23.19%16 of 69) of the ACA than respondents who were not members 

(24.07% or 13 of 54 oppose and 20.37% or 11 of 54 in favor).  This trend is consistent 

with respondents who were AOTA members and those who were not.  Members of 

AOTA were more likely to either oppose or favor (30.51% or 18 of 59 and 22.03% 13 of 

59 respectively) than nonmembers (21.88% or 14 of 64 and 21.88% or 14 of 64 

respectively).  Respondents not associated with AOTA (34.38% or 22 of 64) were more 

likely to think that the ACA needs to be reformed than AOTA members (28.81% 17 of 

59).   

Another noticeable trend occurred between position on the ACA and both 

composite knowledge and composite need for knowledge scores.  When asked what their 

position on the ACA was, respondents who declined to answer had a lower composite 

knowledge (12.0) score of the ACA than those who favored, opposed, or would like to 

reform the ACA (13.13-13.15) [figure 2.1].  Additionally, respondents who opposed the 

ACA had a lower composite desire for learning (4.14), and those who favor the ACA had 

a higher composite desire for learning (5.13) [figure 2.2].  Respondents who did not state 
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their position on the ACA had a composite score of 4.79 for desired learning, and those 

who were in favor of reforming the ACA scored a 4.59 in composite desired learning.  

Figure 2.1     Figure 2.2 
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CHAPTER V 

SUMMARY, CONCLUSIONS & RECOMMENDATIONS  

Summary of Findings and Conclusions 

Occupational therapists’ knowledge level of and ability to implement changes to 

practice were previously unknown.  Overall, there was a strong trend indicating 

Wyoming occupational therapists rate their knowledge of the ACA as low.  This is shown 

by most occupational therapists, rating their knowledge level at a level two in general 

knowledge (45.32% or 63 of 139) of the ACA and as a level one in each sub area 

(38.13%-46.76% or 53-65 of 139).  Additionally, most occupational therapists (48.92% 

or 68 of 139) selected one on a scale of one to five indicating they do not research the 

ACA; however, most respondents indicated (51.80% -90.65% or 72-126 of 139) that they 

would like more knowledge in all areas surveyed regarding ACA.  Furthermore, 

Wyoming has not expanded Medicare coverages, meaning that there are more insurance 

gaps in the general population. This could make it more difficult to find information 

regarding implementation of the ACA in Wyoming. 

It was unknown if there is a difference in knowledge level based on professional 

membership, years of practice, and area of practice.  Occupational therapists in 

orthopedics and geriatrics did report more knowledge about the ACA than therapists 
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practicing in other areas (p=.0295 and p=.03 respectively).  This could be due to the 

billing practices in these areas.  Services in orthopedics and geriatrics were more likely to 

be covered by private insurance, Medicaid, and Medicare prior to the ACA than services 

in other areas.  This could mean that occupational therapists in these areas are more likely 

to see changes in the way they bill or changes in what individuals pay for out of pocket.   

It was also unknown which aspects or areas of the ACA occupational therapists 

would like to know more about, and if there is a difference based upon professional 

membership, years of practice or area of practice.  Occupational therapists who practice 

in pediatrics reported the need for knowledge about the ACA to be less than those in any 

other area (p<.001).  This could be due to where pediatric occupational therapists 

practice.  Many respondents in this area selected pediatrics as an area of practice, but 

wrote in that they were in a school-based setting.  Those practicing in a school-based 

setting may see their area of practice as being covered under educational laws such as No 

Child Left Behind (NCLB) and the Individuals with Disabilities Education Act 

(IDEA).  These initiatives may promote a belief that the ACA won’t impact their practice 

or clients directly through their services.  Conversely, occupational therapists practicing 

in SNFs reported a greater need for knowledge than those in other areas (p=.0465).  This 

may be due to the manner in which SNFs are reimbursed.  Many residents in SNFs are 

covered by Medicaid and Medicare.  This means that the regulations on occupational 

therapy services in this area may have seen changes more immediately than in other areas 

of practice.  
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Although there is no statistically significant difference between respondents who 

were members of a professional organization and those who were not in opinion on the 

ACA, there was a noticeable trend.  Members of both AOTA and WYOTA were more 

likely to either favor or oppose the ACA than nonmembers, who were more likely to 

think it needs to be reformed.  This could be due to the involvement and personalities of 

people involved in professional organizations.  People involved in professional 

organizations may be more likely to be active in the development of legislation.  This 

could mean that they are more likely to have a strong opinion regarding implementation 

of laws or bills.  

When comparing respondents’ position on the ACA with both composite 

knowledge and composite need for knowledge scores a noticeable, but not significant 

trend emerged. Respondents who declined to answer had a lower composite knowledge 

(12.0) score of the ACA than those who favored, opposed, or would like to reform the 

ACA (13.13-13.15).  This phenomena could occur if the respondents who declined to 

give their position on the ACA did so due to an awareness of their lack of 

knowledge.  Additionally, respondents who opposed the ACA had a lower composite 

desire for learning (4.14), and those who favor the ACA had a higher composite desire 

for learning (5.13).  This result could be due to a lack of interest or a desire to repeal the 

ACA in those who opposed.  This trend could further be explained by an interest in and a 

perception of demand for knowledge in those who favor the ACA.  Respondents who did 

not state their position on the ACA had a composite score of 4.79 for desired learning, 

which falls after those who favor the ACA and those who are in favor of reforming the 

31 



 

ACA.  This could be due to an awareness of their lack of knowledge and desire to 

learn.  Respondents who were in favor of reforming the ACA scored a 4.59 in composite 

desired learning, this could indicate that some of these respondents are transitioning to 

the contemplation stage.  

Finally, this study served as a way to pilot a survey tool created by the 

researchers.  This study yielded results that are consistent with similar studies of medical 

professionals and the general public.  This shows that the survey tool is capable of 

producing valid results when used to gather information in this area.  Additionally, 

significant findings can be realized with regard to occupational therapists’ knowledge 

level with current legislative efforts on a statewide basis. 

Recommendations 

Recommendations for Survey Changes 

One of the purposes of the study was to pilot this survey; based on the results, the 

researchers have recommendations for changes to the survey.  First, rather than having a 

decline to answer section for each of the questions, it is recommended that decline to 

answer is assumed if the respondent does not answer the question; leaving a question 

blank is declining to answer.  Additionally, it would be helpful to respondents to have a 

Likert scale to rate knowledge levels and research habits rather than a numerical scale.  In 

having the numeric scale, perceptions of what each number represents may vary from 

respondent to respondent.  On the true/false questions, asking therapists to select the 

areas they would like more knowledge, many of the therapists marked true, but left others 

blank rather than marking decline or false.   
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To receive more accurate data, the researchers recommend changing the 

directions to ask respondents to only mark the areas they would like to receive more 

information on.  When asked about position on the ACA, a few respondents selected 

multiple responses.  Rather than have the three options for this question, a five point 

Likert scale is recommended.  This scale will include: I am in favor of the ACA, I am in 

favor of the ACA but it needs to be reformed, I neither favor nor oppose the ACA, I 

oppose the ACA but it could be better if reformed, and I oppose the ACA.  The changes 

to the survey would not change the type of information gathered from it, but would assist 

in the ease of understanding.  Finally, adding a school-based option when declaring area 

of practice could be beneficial.  This would allow researchers to see if the reported less 

need for knowledge is concentrated to school-based occupational therapists or across all 

areas of pediatrics. 

Recommendations for Future Research 

Based upon the survey results and the overall lack of knowledge in this area of 

practice, there needs to be additional research.  First, this research only targeted 

occupational therapists who have a license in the state of Wyoming.  Different states may 

have different trends; therefore, similar research for each state is 

recommended.  Furthermore, Wyoming is a state that has not expanded Medicare 

coverage.  There could be differences between states that have and have not expanded 

Medicare coverage.  It is recommended that results from these states be 

compared.  Another area of future research could be why therapists working in geriatrics 

and orthopedics rated their knowledge as higher than those in other practice 
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areas.  Additional research is also needed to discover why pediatric practitioners rated 

their need for knowledge as lower and practitioners in the SNF setting rated their need for 

knowledge as higher than those in other areas of practice.   In both examining the 

significant results in knowledge and need for knowledge, the researchers have 

hypothesized some possibilities as to why this occurred, but do not have concrete 

evidence.  Additionally, there was a trend between professional membership and position 

on the ACA.  Although this was not a significant, further research could be used to find 

the reasoning behind this trend.  This could be beneficial for further research.   
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Appendix A 

First Mailing 

Letter 

Dear Occupational Therapist, 

 With the implementation of the Affordable Care Act (ACA), it appears that many 

occupational therapists are unsure regarding the implications of the ACA on current 

practice.  We are conducting a survey regarding where occupational therapists feel they 

need more knowledge related to implementation of the ACA.  It is our intention to use 

the data collected in this survey to guide our efforts in educating occupational therapists 

regarding this law.  We respectfully request that you complete this survey in order to 

inform our efforts.  To ensure that we receive an adequate number of responses, we will 

resend the survey, but request you only complete it once.  

 Once you have completed the survey, please place it in the secrecy envelope and 

seal.  Then place the survey and secrecy envelope in the pre-stamped mailing envelope 

and mail as soon as conveniently possible.  Following this procedure helps to ensure your 

confidentiality. 

Thank you for your time. 

Sincerely, 

Christopher J.M. Greenman, OTS & Lauren C. Harvey, OTS 
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Disclaimer and Consent (Notice to Survey Respondents): 

The originators of this survey are solely responsible for its contents. Your response to 

the survey is voluntary.  You may choose to decline to answer any question or series of 

questions.   Your responses are completely anonymous; therefore, your responses cannot 

be traced back to you. No personally identified information is to be obtained on your 

survey.  Additionally, your responses are combined with those of many others and 

summarized in a report to further protect your anonymity.  

Your response will be processed and stored in the office at the University of North 

Dakota’s Casper College site; if you do not wish your response and the information it 

contains to be processed or stored in the office at the University of North Dakota’s 

Casper College site, please do not respond to the survey.  

Do not forward this survey without the permission of the originators, and please 

contribute to its effectiveness by responding only once.  

The researchers reserve the right to terminate or withdraw a survey, and your opportunity 

to participate in a survey, at any time and for any reason. The researchers alone have the 

right to view and use the survey results and may choose not to disclose the survey results 

to you.  

The possibility of adverse reactions occurring due to your participation in the survey are 

minimal.  Should an adverse reaction occur, it is the responsibility of the respondent to 

contact the researchers via email (acasurveywyot@gmail.com).  The researchers will 

provide a list of resources.  Since the possibility of adverse reactions are minimal, it is the 

respondent’s responsibility to obtain and finance any adverse effect.  If the respondent 

does not contact the researchers within two (2) years regarding adverse reactions, the 

researchers will not provide a list of resources. 

The purpose of this study is for educational and research purposes.  The results may or 

may not be published.  With submission of the survey, you are consenting to the terms 

and conditions stated above.  
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Survey 

1. Please rate your knowledge of the Affordable Care Act. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
 

2. I know and understand how the ACA affects most of my clients. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
 

3. I am able to explain the ACA to my clients. 
Decline   I have no knowledge    I have full knowledge 

 0             1  2      3           4         5 
 

4. I am able to help my clients find resources regarding the ACA. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
 

5. I know how the ACA affects my practice. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
 

6. I research the ACA and its effects on my practice. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
 

7. I research the ACA and its effects on my clients. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
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8. Please circle the one that most describes your position on the ACA. 

 

I am in favor of the ACA 
 
The ACA needs to be reformed 
 
I oppose the ACA 
 
I choose not to answer 

Please mark the following as true (T), false (F), or Decline (D): 
 

I would like to know more about:  
 

_____ Helping my clients access the ACA 

_____ Resources regarding the ACA 

_____ How occupational therapy will be affected by the ACA 

_____ What I can do to ensure my practice continues to prosper under the 

ACA 

_____ Opportunities for occupational therapy under the ACA 

_____ How I can advocate for occupational therapy under the ACA. 

 

In which field(s) of occupational therapy do you practice? (please circle all that 
apply) 
 

Orthopedics           Pediatrics           Home 
Health         
 
 
Mental or behavioral health         Geriatrics (not otherwise listed) SNF 
 

 

Community Education      Developmental Disabilities  Professor 
 
 
Other     Choose Not to Answer 
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Are you an AOTA member? 
Yes  No  Decline 
Are you a WYOTA member? 
Yes  No  Decline 
How long have you been a practitioner? 
0-5 years 6-10 years 11-15 years  16-20   20+ 
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Appendix B 

Second Mailing 

Letter 

Dear Occupational Therapist, 

 This is the second mailing of this survey, please disregard if you have already 

completed and submitted this survey. 

 With the implementation of the Affordable Care Act (ACA), it appears that many 

occupational therapists are unsure regarding the implications of the ACA on current 

practice.  We are conducting a survey regarding where occupational therapists feel they 

need more knowledge related to implementation of the ACA.  It is our intention to use 

the data collected in this survey to guide our efforts in educating occupational therapists 

regarding this law.  We respectfully request that you complete this survey in order to 

inform our efforts.   

 Once you have completed the survey, please place it in the secrecy envelope and 

seal.  Then place the survey and secrecy envelope in the pre-stamped mailing envelope 

and mail as soon as conveniently possible.  Following this procedure helps to ensure your 

confidentiality. 

Thank you for your time. 

Sincerely, 

Christopher J.M. Greenman, OTS & Lauren C. Harvey, OTS 
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Disclaimer and Consent (Notice to Survey Respondents): 

The originators of this survey are solely responsible for its contents. Your response to 

the survey is voluntary.  You may choose to decline to answer any question or series of 

questions.   Your responses are completely anonymous; therefore, your responses cannot 

be traced back to you. No personally identified information is to be obtained on your 

survey.  Additionally, your responses are combined with those of many others and 

summarized in a report to further protect your anonymity.  

Your response will be processed and stored in the office at the University of North 

Dakota’s Casper College site; if you do not wish your response and the information it 

contains to be processed or stored in the office at the University of North Dakota’s 

Casper College site, please do not respond to the survey.  

Do not forward this survey without the permission of the originators, and please 

contribute to its effectiveness by responding only once.  

The researchers reserve the right to terminate or withdraw a survey, and your opportunity 

to participate in a survey, at any time and for any reason. The researchers alone have the 

right to view and use the survey results and may choose not to disclose the survey results 

to you.  

The possibility of adverse reactions occurring due to your participation in the survey are 

minimal.  Should an adverse reaction occur, it is the responsibility of the respondent to 

contact the researchers via email (acasurveywyot@gmail.com).  The researchers will 

provide a list of resources.  Since the possibility of adverse reactions are minimal, it is the 

respondent’s responsibility to obtain and finance any adverse effect.  If the respondent 

does not contact the researchers within two (2) years regarding adverse reactions, the 

researchers will not provide a list of resources. 

The purpose of this study is for educational and research purposes.  The results may or 

may not be published.  With submission of the survey, you are consenting to the terms 

and conditions stated above.  
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Survey 

1. Please rate your knowledge of the Affordable Care Act. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
 

2. I know and understand how the ACA affects most of my clients. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
 

3. I am able to explain the ACA to my clients. 
Decline   I have no knowledge    I have full knowledge 

 0             1  2      3           4         5 
 

4. I am able to help my clients find resources regarding the ACA. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
 

5. I know how the ACA affects my practice. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
 

6. I research the ACA and its effects on my practice. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
 

7. I research the ACA and its effects on my clients. 
Decline   I have no knowledge    I have full knowledge 
0             1  2      3           4         5 
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1. Please circle the one that most describes your position on the ACA. 

 

I am in favor of the ACA 
 
The ACA needs to be reformed 
 
I oppose the ACA 
 
I choose not to answer 

Please mark the following as true (T), false (F), or Decline (D): 
 

I would like to know more about:  
 

_____ Helping my clients access the ACA 

_____ Resources regarding the ACA 

_____ How occupational therapy will be affected by the ACA 

_____ What I can do to ensure my practice continues to prosper under the 

ACA 

_____ Opportunities for occupational therapy under the ACA 

_____ How I can advocate for occupational therapy under the ACA. 

 

In which field(s) of occupational therapy do you practice? (please circle all that 
apply) 
 

Orthopedics           Pediatrics           Home 
Health         
 
 
Mental or behavioral health         Geriatrics (not otherwise listed) SNF 
 

 

Community Education      Developmental Disabilities  Professor 
 
 
Other     Choose Not to Answer 
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Are you an AOTA member? 
Yes  No  Decline 
Are you a WYOTA member? 
Yes  No  Decline 
How long have you been a practitioner? 
0-5 years 6-10 years 11-15 years  16-20   20+ 
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Appendix C 

IRB and Waiver or Alteration of Informed Consent 
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