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ABSTRACT 

SUSAN LOWELL ILIFF 

STUDENT CONCEPTIONS OF SELF-REFLECTION AND ITS RELATIONSHIP TO 
OCCUPATIONAL COMPETENCE AND CLINICAL PERFORMANCE  

IN LEVEL II FIELDWORK 

DECEMBER 2017 

This mixed-methods study investigated the relationship between self-reflection, 

occupational competence, and clinical performance in occupational therapy students in 

Level II Fieldwork.  Occupational therapy student conceptions of self-reflection and its 

influences during fieldwork were also explored.  Convenience sampling was used to 

recruit 24 participants.  

Quantitative data were collected via a demographic survey and self-assessment 

questionnaires measuring self-reflection, occupational competence, and clinical 

performance.  Data were analyzed using multiple linear regression to determine whether 

self-reflection was a predictor of occupational competence and clinical performance.   

Twenty-one interviews were also conducted to elicit detailed data on their conceptions of 

self-reflection.  Qualitative data were analyzed using a phenomenographic approach to 

discover collective findings of the “what” and “how” aspects of self-reflection.  

Quantitative results revealed a statistically significant relationship between self-

reflection and occupational competence. As self-reflection scores increased, occupational 



competence scores increased (p = 0.0053).  Conversely, self-reflection was not a predictor 

of clinical performance.   

Five main codes or categories emerged in the phenomenographic analysis of 

interviews focused on self-reflection:  Definition, Example, Outcome, Importance, and 

Personal Use.  Sub-codes further defined the main codes for Outcome (occupational 

competence—balanced or unbalanced and clinical performance—positive or negative), 

Importance (growth development), and Personal Use (how—internal or external, when, 

and where—alone, driving, exercise, or outside in nature).  Findings showed that 

participants defined self-reflection similarly, and those, who were 20-30 years old, self-

reflected the most.  They felt self-reflection helped balance their well-being and maintain 

a healthy occupational competence.  Participants also valued self-reflection and felt it 

contributed to their personal and professional growth and had a positive impact on their 

clinical performance, meaning it informed their decision-making and intervention 

planning with clients. Findings also showed that participants self-reflected in a variety of 

ways, times, and purposes.  

In conclusion, students consider self-reflection beneficial and a vehicle for 

strengthening performance skills and patterns in occupational therapy students who are 

preparing for Level II Fieldwork.  Teaching a variety of routinely guided self-reflection 

methods in the classroom may better prepare students for a clinical setting.  Providing 

clinical instructors with training and resources on self-reflection can foster healthy habits 

and increased clinical performance during fieldwork. 
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CHAPTER I 

INTRODUCTION 

Self-reflection is paramount to the development of professionalism and serves as 

the foundation of adult education and life-long learning (Plack & Santasier, 2004; Cole, 

2005; Hinojosa, 2007; Zimmermann, Hanson, Stube, Jedlicka, & Fox, 2007; Mann, 

Gordon, & MacLeod, 2009; Wald & Reis, 2010; Leung & Ratnapalan, 2011; Adam, 

Peters, & Chipchase, 2013; Embo, Driessen, Valcke & Van der Vleuten, 2015).  

Healthcare demands and complexity have made it essential for new graduates to 

demonstrate the clinical reasoning skills necessary to become a reflective practitioner.  

Schön (1983) and Parham (1987) conceptualized the “reflective practitioner” as one who 

uses self-reflection as a tool for revisiting an experience to learn from it.  Reflective 

practitioners embody the ability to critique their own clinical thinking about the many 

dilemmas that arise in professional practice.   

Pedagogical approaches in health sciences programs that promote self-reflection 

are growing in popularity (Hatton & Smith, 1995; Sandars, 2009; Schwind et al., 2014). 

But is self-reflection actually creating autonomous, qualified, and self-directed 

professionals that can meet the challenges of today’s healthcare climate?  Research on the 

subject is non-existent in occupational therapy and insufficient in nursing, other health 

sciences, and medicine.  Conflicting evidence also exists on whether self-reflection 

practices are effective in promoting academic and clinical success (Smith & Jack, 2005; 
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Healey, 2008; Mann et al., 2009; Lew & Schmidt, 2011; Stephens et al., 2012; Andonian, 

2013; Embo et al., 2015).  Therefore, the aim of this study was to investigate whether the 

quality of self-reflection is a predictor of increased occupational competence and 

fieldwork clinical performance for occupational therapy students.  This study also used a 

phenomenographic approach to qualitatively explore occupational therapy student 

conceptions of self-reflection and its influences on occupational competence and clinical 

performance during fieldwork. 



CHAPTER II 

REVIEW OF LITERATURE 

Self-Reflection and Occupational Competence Defined 

Self-reflection is not easily defined.  Dewey (1933), a prominent 20th century 

philosopher, first defined the complex construct as an “active, persistent, and careful 

consideration of any belief or supposed form of knowledge in light of the grounds that 

support it and the further conclusions to which it tends” (p. 9).  He further described it as 

turning a subject over in one’s mind and giving it serious thought (Dewey, 1933).  Later, 

education scientists Boud, Keogh, and Walker (1985) defined self-reflection as “a 

deliberate intellectual and affective activity in which individuals engage to explore their 

experiences in order to lead to new understanding and appreciation” (p. 19), including 

recapturing the experience, thinking about it, mulling it over, and evaluating it.   

Currently, psychology understands self-reflection as “a form of mental processing 

with a purpose and/or anticipated outcome that is applied to relatively complex or 

unstructured ideas for which there is not an obvious solution” (Moon, 1999, p. 23).  

Nursing education considers it “a process of reviewing an experience of practice in order 

to inform learning about practice” (Reid, 1993, p. 306).  Medical students regard self-

reflection as “a metacognitive process that occurs before, during, and after situations with 

the purpose of developing greater understanding of both the self and the situation so that 

future encounters with the situation are informed from previous encounters” (Sandars, 

3 



2009 p. 685).  Self-reflection encompasses taking a candid look at one’s self; recognizing 

strengths and areas for growth; learning how to experience one’s range of emotions; 

finding ways to identify and heal psychological pain; ceasing doing things that do not 

work; thinking, feeling, and behaving consciously and positively; being more proactive 

than reactive; being willing to learn, grow, and change; and exposing one’s self to new 

experiences (Mann et al., 2009; Cook, 2010; Stephens et al., 2012). 

Through regular self-reflection, learners can more easily become competence and 

autonomous practitioners (Zimmermann et al., 2007).  White (1971) describes 

competence as “an inner assurance that one can do the necessary things for a satisfactory 

self-picture, and that such a sense results from demonstrated masteries” (p. 61).  

Competence is essential for survival and achieved through participation in purposeful 

activities.  It is knowing what needs to be done and being assured it can be done (Florey, 

1969; Fidler, 1981). 

The Model of Human Occupation (MOHO; Kielhofner, 2008; Taylor, 2017) 

coined the term occupational competence.  Occupational Competence is defined as “the 

degree to which one is able to sustain a pattern of occupational participation that reflects 

one’s occupational identity (who you are and wish to become)” (Kielhofner, 2008, p. 

109).  Occupational competence is highly influenced by volition, which involves three 

domains: 1) personal causation (competence/self-efficacy), 2) values (what is 

meaningful and important), and 3) interests (what is fun and fulfilling) (Kielhofner, & 

Forsyth, 1997; Kielhofner, 2008; Taylor, 2017). Without volition, there is little 

motivation to perform and achieve, thus making occupational competence difficult to 

achieve. 

4



Characteristics of Self-Reflection 

Self-reflection is derived from the Latin word reflectere for “turning back” or “to 

bend” (https://www.merriam-webster.com/dictionary/reflect).  In clinical practice, it 

stems from professional knowledge, life experiences, personal preferences, culture, and 

values.  Self-reflection is modeled after the constructivist approach to learning by being a 

person-centered active process resulting in the transformation of beliefs, attitudes, and 

assumptions (Mezirow, 2003; Healey, 2008; Clark, 2009; Case, Backes, Babu, White & 

Jennings, 2012).  Self-reflection focuses on embracing doubts, uncertainties, and 

contradictions, which are integral to humanity and forms of intervention (Guransky, Quinn, 

& Le Sueur, 2010).  Students and clinicians self-assess their work with intent to refine, 

improve, and change (Schön, 1983; Dearnley & Meddings, 2007; Levett-Jones, 2007; 

Mann et al., 2009; Dye, Scott, Ostrom, Devine, & Leight, 2011).   

Some philosophers believe self-reflection falls under the umbrella of reflective 

practice, which develops in stages and must be systematically taught (Dewey, 1933; 

Moon, 1999; Guransky et al., 2010).  Narrative writing, storytelling, journaling, 

meditation, verbal feedback, videotaping sessions, and problem-based learning are 

specific techniques used to promote self-reflective thinking and clinical reasoning skills of 

health science students and professionals (Donaghy & Morss, 2000; Sladyk & 

5 
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Sheckley, 2000; Williams, Wessel, Gemus & Foster-Seargeant, 2002; Lasater & Nielsen, 

2009; Constantinou & Kuys, 2013).   

Like most practices, self-reflection has positive and negative attributes.  Table 1 

summarizes the benefits and barriers of reflection based on findings from Mann et al. 

(2009), a systematic review of 29 studies about reflective practices in health professions 

education and Davies (2012), an article about facilitating and maximizing reflective skills 

in colleagues and students using the Reflect model.    

Table 1  

Benefits and Barriers to Self-Reflection 

Author (s) Benefits Barriers 
Davies (2012) • Increases learning from

experience or situation
• Promotes deep problem

solving
• Identifies personal/

professional strengths, areas
for improvement

• Identifies educational needs
• Acquires new knowledge/

skills
• Facilitates understanding of

own beliefs, attitudes, values
• Encourages self-motivation,

self-directed learning
• Act as a source of feedback
• Improves of personal/clinical

confidence

• Misunderstands the
reflective process

• Feels uncomfortable
challenging/evaluating
own practice

• Consumes time
• Confuses experiences to

reflect upon
• Lacks structure
• May not resolve difficult

clinical problems
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Mann et al. 
(2009) 

• Connects theory to practice
• Improves relationships with

peers, instructors
• Transforms perspectives

• Difficult to implement in
classroom

• Viewed as fad or busy
work

• Takes too much time in
class

Academic and Clinical Performance and Self-Reflection 

Several studies across healthcare fields support self-reflection as a method for 

improving academic and clinical performance.  Sharing and recording experiences in 

classroom discussions and journals have been found to develop critical analysis and self-

appraisal skills in nursing, physical therapy, and medical students (Williams et al., 2002; 

Cole, 2005).  Guransky et al. (2010) described constructive and early feedback as crucial 

to developing reflective writing and critical thinking skills.  In their study, social work 

students felt online journaling encouraged learning at a deeper level and refined reflective 

practice.  Smith and Jack (2005) revealed that reflective writing has a positive impact on 

nursing students practice abilities, and their purposeful reflection allows for examination 

of practice and new knowledge acquisition.  Stephens et al. (2012) discovered that 

writing and self-reflection skills can play a key role in the development of professional 

identity undergraduate medical students and can potentially predict long-term educational 

success in medical school. Another study uncovered a moderate correlation between 

clinical performance and reflective ability in all midwifery students when using written 

reflection assignments (Embo et al., 2015).  
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In contrast, other studies revealed that reflective practice techniques had no 

effects on performance.  Cook (2010) found that journaling did not predict success in the 

clinic or national exam for physical therapy students.  Carr and Johnson (2013) revealed 

no correlation between self-reflection or insight and academic performance in written or 

clinical exams in fourth year medical students.  Lew and Schmidt (2011) also determined 

limited effect on academic performance using self-reflective journaling in science 

students.  Another study discovered that greater perceived self-efficacy (one’s belief in 

one’s ability to perform a task in spite of obstacles) was not related to fieldwork for 

occupational therapy students (Andonian, 2013).   In summary, the evidence is not clear 

that pedagogical efforts to teach self-reflection are effective in improving clinical 

performance. 

Self-Reflection in OT Level II Fieldwork 

Fostering students’ emotional intelligence and capacity for accurate skill appraisal 

supports fieldwork success (Andonian, 2013).   Self-awareness is a key professional 

attribute in the workplace for occupational therapy practitioners (Adam et al., 2015).  

Fieldwork education is designed to promote self-reflection and occupational competence 

in occupational therapy students in clinical settings (AOTA, 2012).  Effective fieldwork 

students are more insightful, motivated, and can manage their own emotions.  They 

respond positively to feedback and make the necessary emotional changes to increase 

client and team engagement and generate a therapeutic environment (James & 

Musselman, 2005; Hinojosa, 2007; Lew, Cara, & Richardson, 2007, Andonian, 2013).   
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Level II Fieldwork is a 12-week, applied, clinical rotation and a time when 

occupational therapy students are doing, being, and becoming occupational therapy 

practitioners.  They are active agents of change by putting into action their occupational 

identity in an ongoing way to achieve their desired outcome of being a competent, entry-

level occupational therapist in society.  First, fieldwork students are working toward 

occupational competence by meeting responsibilities and expectations of their own 

personal values and standards for performance.  They are learning new skills and refining 

the old.   

Next, students are maintaining personal and professional routines and caseloads 

by participating in a range of purposeful occupations with clients that provide both 

student and client with a sense of achievement, personal control, and satisfaction.  

Through time and intentional practice, occupational therapy students and practitioners 

transform their beliefs, attitudes, and assumptions and develop new insights and 

perspectives.  Self-awareness also builds a student’s occupational competence by 

enhancing their therapeutic use of self, and strengthening the efficacy of client 

interventions (Taylor, 2008).    Leadership potential is unlocked and a feeling of success 

and confidence results as each student embarks on a rewarding occupational therapy 

career (White, 1971; Fidler & Fidler, 1978; Fidler, 1981; Kielhofner & Forsyth, 2001; 

Kielhofner, 2008).   

Despite the evidence discussed, is self-reflection a predictor of occupational 

competence and clinical performance in occupational therapy students during fieldwork?  
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The predictive nature of self-reflection to occupational competence and clinical 

performance has not yet been examined in the field of occupational therapy.  In addition, 

it is unknown what and how occupational therapy fieldwork students conceive of self-

reflection and its relationship on their own self-related occupational competence and job-

related clinical performance. Therefore, the purpose of this mixed-methods study was to 

investigate both quantitatively and qualitatively whether self-reflection is a predictor of 

increased occupational competence and clinical performance in Level II Fieldwork for 

entry-level Masters occupational therapy students at the University of New Mexico 

(UNM).  

This is important to examine because it can inform whether self-reflection is 

worth teaching and effective as a method for preparing occupational therapy students for 

the workplace.  This research examined the following research questions: (1) Is self-

reflection a predictor of self-perceived occupational competence and observed clinical 

performance in Level II Fieldwork? (2) What do occupational therapy students conceive 

as self-reflection? and (3) How do occupational therapy students conceptualize and 

understand self-reflection in relation to their own occupational competence and 

performance in Level II Fieldwork? 
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CHAPTER III 

METHODS 

Research Design 

The study used an explanatory sequential mixed method design to address the 

research questions (Creswell, 2014).  This design consisted of a quantitative exploration 

followed by a qualitative phenomenographic analysis to thoroughly explain the 

mechanisms underlying the quantitative data results and uncover any phenomena that 

was undetected by the quantitative analysis (Marton, 1986).   

Participants 

Convenience sampling was used to recruit entry-level master’s occupational 

therapy graduate students from the University of New Mexico (UNM) Occupational 

Therapy Graduate Program who were starting their Level II fieldwork placements (n = 

24).  Even though the Principal Investigator (PI) was the Academic Fieldwork 

Coordinator at UNM, at the time of data collection, and had access to student emails and 

contact information, the participants’ participation in the study was voluntary to avoid 

coercion in the sample.  Inclusion criteria were entry-level graduate students from UNM 

who (1) had completed all academic occupational therapy coursework, (2) were currently 

enrolled in Level II Fieldwork, and (3) gave written informed consent.  The exclusion 

criterion was withdrawal from Level II Fieldwork for any reason at any point during data 

collection.   



A power analysis was conducted to determine optimal sample size for detection of 

meaningful relationship between variables.  In all power/sample size estimates, a higher 

power and a larger sample size are necessary to detect smaller differences.  Age and GPA 

was assumed, when both included in a multiple regression model with clinical 

performance or occupational competence as the dependent variables, had a R2 of 0.05, 

meaning they accounted for approximately 5% of the variability in clinical performance 

and occupational competence.  R2 is the amount of variability in the dependent variables 

that is accounted for by the independent variable (self-reflection).  A higher R2 implies a 

better fitting model since higher R2 indicates that more variability in the dependent 

variable is accounted for by the independent variables.   

Table 2 describes respective sample sizes required for 80% and 90% power to 

detect an increase in R2, assuming a type I error rate of 0.025 (using a Bonferroni 

correction to account for two primary outcome measures: clinical performance and 

occupational competence).  The table also indicates different hypothesized magnitudes of 

R2 that might increase when self-reflection is added to the model.  The hypothesized R2 

values range from 0.15 to 0.55, indicating that GPA, age and self-reflection accounted for 

15%-55% of the variability in the dependent variables.  Even though the sample size of 

the study was small and underpowered, the research team continued to conduct the study 

because it was a convenience sample (n = 24 vs. the 84 needed for the study), only 24 

participants were available for recruitment at the time of the study, and the study included 

12 
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a qualitative component to provide further inquiry and support for the quantitative 

analyses.   

Table 2   
Sample Size Estimates Derived from Power Analyses 

Power 

N (Sample 
size 

needed) 

Type I error rate: 
Alpha (0.05/2 to 

adjust for two 
endpoints) 

Null R2 (just 
GPA & age 
in model) 

Hypothesized R2 
(GPA + age + self-

reflection to null model) 
0.80 84 0.025 0.05 0.15 

0.90 109 0.025 0.05 0.15 

0.81 54 0.025 0.05 0.20 

0.90 69 0.025 0.05 0.20 

0.81 39 0.025 0.05 0.25 

0.90 50 0.025 0.05 0.25 

0.81 30 0.025 0.05 0.30 

0.90 38 0.025 0.05 0.30 

0.81 24 0.025 0.05 0.35 

0.90 30 0.025 0.05 0.35 

0.82 20 0.025 0.05 0.40 

0.91 25 0.025 0.05 0.40 

0.82 17 0.025 0.05 0.45 

0.91 21 0.025 0.05 0.45 

0.80 14 0.025 0.05 0.50 

0.92 18 0.025 0.05 0.50 

0.84 13 0.025 0.05 0.55 

0.91 15 0.025 0.05 0.55 
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The research team recruited the same participants from the quantitative sample for 

the qualitative sample by email and telephone.  Participation was again voluntary and the 

PI conducted the interviews post-graduation to minimize perception of coercion.  

Twenty-one of the 24 previously recruited UNM occupational therapy students consented 

to participate in individual, in-depth, open-ended, semi-structured interviews, as at least 

20 interviews are the recommended amount for strength in a phenomenographic study 

(Sandberg, 1994; Stalsby-Lundborg, Wahlstrom, & Dall’Alba, 1999; Holmstrom, 

Halford, & Rosenqvist, 2003; Larsson & Holmstrom, 2007).   

Instrumentation 

Quantitative Measures 

The AOTA Fieldwork Performance Evaluation (FWPE) (American Occupational 

Therapy Association, 2002) was used to measure the overall student clinical performance 

score after each Level II Fieldwork experience. The FWPE was used in this study 

because of it is the only assessment in the field of occupational therapy the measures 

student clinical performance.  A clinical instructor uses a 4-point Likert scale to evaluate 

a student’s strengths and challenges in relation to their clinical skills and entry-level 

competence as an occupational therapy practitioner.  For instance, students are evaluated 

on clinical judgment, safety skills, and their ability to effectively communicate, 

collaborate, and carry out treatment with clients, families, and team members (see 

Appendix A).   



The FWPE generates total scores and seven sub-scores such as evaluation, 

intervention, and professional behaviors (American Occupational Therapy Association, 

2002).  The FWPE was pilot tested in two studies using Rasch measurement methods, 

commonly used to validate competency-based assessments, to determine if it measured 

entry-level competency (Atler, 2003).  The FWPE has good reliability of the difficulty 

differences between items and acceptable goodness-of-fit in which student responses fit 

the expected pattern (i.e., students would be more likely to reach competence on the 

easier items) across different practice settings (Atler, 2003).  

The Groningen Reflection Ability Scale (GRAS; Aukes et al., 2007) was used to 

measure self-reflection during the participants’ last Level II Fieldwork experience.  The 

GRAS is a self-report measure based on the Five-factor Personality Theory that describes 

the factors of extroversion, agreeableness, conscientiousness, emotional stability, and 

intellect/autonomy (Hendriks, Hofstee, & De Raad, 1999).  The GRAS is a one-

dimensional, 23-item scale that covers three relevant aspects of personal reflection: Self-

reflection, empathetic reflection and reflective communication (see Appendix B).   

The reliability or internal consistency of the scale is adequate (0.74 and 0.83 as 

measured by Cronbach’s Alpha).  The content validity of the GRAS is also acceptable.  

The scale is easy to administer and to complete, within 10 minutes. The scores can be 

calculated without time-consuming coding procedures. Overall, the GRAS is a practical 

measurement instrument that yields reliable data that contributes to valid inferences about 

15 



the personal reflection ability of medical students and doctors, both at individual and 

group levels (Aukes et al., 2007; Kalk, Luik, Taimalu, & That, 2014).   

The Occupational Self-Assessment (OSA) Version 2.2 (Baron, Kielhofner, 

Iyenger, Goldhammer, & Wolenski, 2006) was used to measure occupational competence 

after their last Level II Fieldwork rotation.  The OSA is a MOHO-based self-report that 

captures an individual’s perspective of their own occupational competence, how well they 

do things in everyday life (e.g., handling responsibilities, taking care of self, and 

accomplishing goals). The OSA is meant to be an outcomes measure, used at the 

beginning and end of therapy, to establish priorities for change and intervention goals 

(Kielhofner, 2008).  The 21-item, ipsative-referenced questionnaire requires 10 to 20 

minutes to complete and consists of two primary self-assessment forms:  OSA Myself and 

OSA My Environment.  The OSA Myself was used in this study and it consists of 

statements about occupational behavior that require the respondent to rate specific 

activities on a four-point scale to indicate how well he or she performs each one.  The 

OSA Myself also allows clients to indicate personal values and set priorities for change by 

assessing the importance of those occupations (see Appendix C).   

The OSA has been used in a variety of studies to further develop its psychometric 

properties and utility.  Kielhofner, Forsyth, Kramer, and Iyenger (2009) conducted a 

three-part study using Rasch analyses and determined the OSA to have good internal 

validity on all items.  The study also revealed adequate sensitivity in distinguishing 

between levels of persons, and can be used in a reliable manner, measuring occupational 

16 
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competence, 90 % of the time, by the vast majority of participants.  In addition, several 

other studies revealed that the OSA can be used in a reliable and valid manner by most 

people with a wide range of abilities, across continents, with diverse populations, and in a 

variety of practice settings (Kielhofner & Forsyth, 2001; Anandan, Braveman, Kielhofner 

& Forsyth, 2006; Asgari & Kramer, 2008; Davies & Cameron, 2010; Kielhofner, Dobria, 

Forsyth & Kramer, 2010; Taylor, Wook Lee, Kramer, Shirashi, & Kielhofner, 2011; 

Murad, O’Brien, Farnworth & Chien, 2013; Nakamura-Thomas & Kyougoku, 2013; 

Ishibashi, Yamada, Kobayashi, Hashimoto, & Forsyth, 2013). 

Qualitative Measures 

The PI used in-depth, open-ended interviews and a focus group for the 

phenomenographic, qualitative inquiry.  The rationale for using this type of inquiry is that 

interviews can reveal, through discussion, a participant’s conceptualization of self-

reflection, that is how they experience and understand self-reflection and the influences 

self-reflection has on their fieldwork experience and performance (Marton, 1986). This 

was the best method for this study because it aims to provide findings which could then 

be used in teaching and learning self-reflection and in other teaching and learning 

contexts or health sciences programs.  Focus groups in phenomenology also provide the 

opportunity for member-checking to ensure accuracy of initial qualitative analysis.    

Interviews were scheduled at a convenient time for the participant.  They were 

conducted in a private office using an interview guide and protocol (see Appendix D).  

Interviews lasted eight to 15 minutes, depending on participant responses.  The focused 
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discussion was scheduled after the initial qualitative analysis and held in a private room 

using a specific protocol of questions (see Appendix E).  The focus group lasted one hour 

and 15 minutes. 

Procedures 

Figure 1 is a schematic outlining the study procedures.  The PI obtained approval 

for the study from Institutional Review Boards at both UNM and Texas Woman’s 

University-Houston prior to data collection.  The PI emailed a recruitment flyer and 

consent form introducing the study to all second-year occupational therapy UNM 

students before starting their second Level II Fieldwork experience.  Recruited 

participants followed a secure link, allowing them to provide informed consent 

electronically for the study. 

First, the Primary Investigator (PI) and graduate research assistant (GRA), 

collected quantitative data through the administration of a demographic survey and self-

assessment questionnaires, which were analyzed by the PI and statistician using multiple 

regression techniques to explore whether self-reflection was a predictor of occupational 

competence and successful performance in Level II Fieldwork.   Next, the PI scheduled 

and conducted in-depth, semi-structured interviews to elicit detailed data on students’ 

conceptions of self-reflection, the phenomena of interest, to explore explanations from 

the initial quantitative inquiry (Creswell, 2014).   

The team employed a phenomenographic approach to analyze the ways 

participants experience self-reflection and how they go about it (Marton & Booth, 1997).  
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Marton (1986) defines phenomenography as a “research method adapted for mapping the 

qualitatively different ways in which people experience, conceptualize, perceive, and 

understand various aspects of, and phenomena in, the world around them” (p. 31).  

Finally, the PI and GRA held a focused group discussion with five participants as a 

trustworthiness check for the qualitative findings (Creswell, 2014). 

Figure 1.  A diagram outlining the study procedures. 

Data Collection 

Quantitative Phase of Data Collection  

Study data on 24 participants were collected and managed using REDCap 

(Research Electronic Data Capture; Harris et al., 2009), a mature, secure, web-based 

application designed to support data capture for research studies, hosted at UNM.  Within 

REDCap, participants independently completed the demographic survey and assessed 

1 IRB 
Approval 

•Reviewed by Texas Woman's University and University of New Mexico
•Obtained IRB approval--primary reviewer was UNM

2 
Recruitment

•Emailed flyer to participants
•Obtained written informed consent

3 Data 
Collection

•Administered demographic survey and self-assessment questionnaires
•Scored protocols and entered data into REDCap
•Interviewed participants (post-graduation)

4 Data 
Analysis

•Ran descriptive statistics and multiple regression analysis
•Conducted phenomenographic analysis of interview transcripts
•Conducted focus group discussion (after initial qualitative inquiry)
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themselves using the GRAS and OSA before their final Level II Fieldwork experience.  

After completion of this fieldwork experience, the research team collected the overall 

scores on the FWPE, based on the clinical supervisor’s evaluation of the student.  

Demographic survey data were captured via REDCap.  The GRAS and OSA assessments 

were scored independently by the PI and GRA and the overall scores for the GRAS, 

OSA, and FWPE were recorded in REDCap.  All data entered in REDCap were uploaded 

to an Excel spreadsheet for ease in statistical analyses.  All data stored on REDCap were 

anonymous, as no names or other identifying information were entered into this database. 

Qualitative Phase of Data Collection  

The PI conducted individual, audio-recorded interviews on 21 out of the 24 

recruited participants.  Prior to interviews, the questions were piloted with five first-year 

occupational therapy students at UNM, who were diverse in age and gender, to ensure 

clarity and understanding of questions.  This allowed the PI to make necessary revisions 

to the protocol prior to the implementation of the study (Kvale, 2007; Turner, 2010).   

Nineteen interviews occurred in person and two on the telephone, due to 

participants living out-of-state.  During each interview, the PI asked about what self-

reflective experiences they had had during fieldwork and how those may have influenced 

their understanding of their occupational competence and clinical performance during 

Level II Fieldwork.  The PI asked pre-determined questions of each participant; however, 

when appropriate, the PI sought additional information from responses, including specific 

experiences or ideas to gain a fuller understanding of what the participant was trying to 
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convey (see Appendix D for interview guide).  The PI also collected field notes during 

the interviews to ensure accuracy and to document the affect and non-verbal 

communication that occurred.  Interviews ranged from eight to fifteen minutes.   

Data Analysis 

Quantitative Analysis  

Descriptive statistics were calculated to summarize sample characteristics.    

Means and standard deviations were calculated for continuous variables and frequencies 

and percentages were calculated for categorical variables (see Table 3).   

All analyses were completed collaboratively with biostatistician Cristina Murray-

Krezan at UNM.  Multiple regression analyses were conducted to determine whether the 

independent variable, self-reflection, (GRAS score), was predictive of the dependent 

variables, which were the overall scores on the FWPE (clinical performance) and the 

OSA (occupational competence), while controlling for grade point average (GPA) and 

age.  Changes in R2 values, with the introduction of each independent variable (including 

control variables), were analyzed to determine the importance of each predictor 

variable.  To minimize the likelihood of a Type I error in the primary analysis, a 

Bonferroni correction was computed to account for two primary outcome measures.  As a 

result, alpha was set at 0.025.  All statistical analyses were performed using SAS 9.4. 

For the outcome measure of clinical performance (FWPE), the full regression 

model was:  β0 + β1 SR + β2 Age + β3 GPA + β4 Gender + β5 Hispanic + β6 SR*Gender + 

β7 GPA*Gender + Ɛ.  For the outcome measure of occupational competence (OSA), the 
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full model regression model was:  β0 + β1 SR + β2 Age + β3 GPA + β4 Gender + β5

Hispanic + β6 SR*Gender + Ɛ.  A backwards stepwise variable selection procedure was 

employed to identify the best-fitting models for each outcome measure.  The procedure 

began with the full models described above.  Then, the models were reduced by 

eliminating the least significant variables at each iteration and re-run until plausible 

effects were identified. 

A residual analysis was also performed to assess model fits.  Tests of normality, 

specifically the Shapiro-Wilk test, were executed to determine whether residuals 

followed a normal distribution as required for linear regression.  Predicted values of 

outcome measures FWPE and OSA were plotted against the residuals from the regression 

model to visually identify any non-constant error variance, because linear regression 

assumes that the residual variability is constant across the data. 

Qualitative Analysis    

All interviews were audio recorded and transcribed verbatim.  Validation checks 

for accuracy were performed on all transcripts by the PI and GRA. Transcripts were de-

identified and imported into qualitative analysis software NVivo 10 (QSR International, 

2012) for coding. The PI received training on qualitative analysis and the use of NVivo 

10 by a qualitative analyst, (QA), from the Clinical and Translational Science Center at 

UNM Health Sciences Center. A phenomenographic approach was employed. 
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Phenomenography.  The phenomenographic analysis used in this study was 

based on the works of Marton, 1986; Sandberg, 1996; Bowden & Walsh, 2000; Akerlind, 

2005; Larsson & Holmstrom, 2007; Andersson, Willman, Sjöström-Strand, & Borglin, 

2015.  Phenomenographic research seeks to describe the major features of the different 

ways a group of people relate to a phenomenon.  In phenomenographic studies, the term 

“conception” is used to refer to people’s ways of experiencing a specific aspect of reality 

and that conceptions (note the plural):  are typically presented in the form of categories of 

description.  The basic idea of the phenomenographic approach, then, is to “identify and 

describe individuals’ conceptions of some sort of reality as faithfully as possible . . . the 

more faithful we, as researchers, can be to individuals’ conceptions of an aspect of 

reality, the better we are able to understand learning, teaching and other kinds of human 

action within society” (Sandberg, 1996, p. 157).   

The assumption of phenomenography is that humans differ in terms of how we 

experience the surrounding world, although the differences can be described, related to 

and understood by others. The conceptions may vary from one person to another, and 

within the same person as different aspects of the phenomenon are conceived depending 

on the entirety in relation to a given context.  

One strong point in phenomenography is that it offers a way of examining a 

collective human perspective of a phenomenon rather than individual perspectives. 

Phenomenography makes a distinction between first-order perspective, what something 

really is, e.g. the actual phenomenon, and second-order perspective, e.g. how something 
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is conceived to be and how a phenomenon is conceptualized by people. In 

phenomenography, the second-order perspective is essential, which was adopted in this 

study (Anderssen et al., 2015).   

Analysis process.  Interview data were coded in NVivo 10 as a set to explore the 

range of meanings within the context of the whole sample, the “what” and “how” aspects 

of the phenomenon of self-reflection:  when students talked about self-reflection, what 

did they talk about, and how did they talk about it?  Even though NVivo 10 is not 

commonly used in phenomenographic studies, the research team decided to use this 

software in this study to aid in the organization and coding of data.   NVivo 10 also offers 

advanced features such as running reports for coding agreement and combining the 

qualitative data with quantitative data to produce graphs that provide a deeper look at the 

results. 

The coding team was comprised of the PI, GRA, and QA.  The QA and PI created 

an initial coding structure based on the interview guide.  Two analysts (PI, QA) used a 

stepwise method to independently review and code one transcript. Then they met to 

discuss and revised the coding structure based on any discrepancies.  

Next, the PI independently coded ten more transcripts and the QA randomly 

coded four out of the ten same transcripts.  The PI and QA met again to discuss coding 

and determine consensus of codes. After consensus in codes was reached, the PI trained 

GRA in the coding procedure. The PI and GRA each coded all transcripts and met 

regularly throughout the coding period to discuss coding discrepancies. Simultaneously, 
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the QA randomly coded 30% of all the transcripts, acting as a quality control check and 

provided consultation throughout the iterative process.  Overall agreement between the 

coding team was a minimum of 88% based on the average of individual coding results of 

all transcripts. 

As new descriptive categories and codes emerged, the coding team met and 

revised the coding structure. Figure 2 represents the final coding structure, with 

definitions, that evolved during the iterative analysis process. Once coding stabilized, 

salient codes and categories were summarized and supported with participant quotes.  

The research team held several meetings to refine the collective “pool of meanings” 

(Bowden & Walsh, 2000) for each summary.  Final review of summaries and in-depth 

discussions led to the creation of the outcome space, or collective ways of understanding 

the categories/codes of the study, that further inform higher education and teaching and 

learning contexts (Marton & Booth, 1997; Bowden & Walsh, 2000).  

Reliability was ensured through coder and dialogic checking.  Coder reliability 

was conducted by the coding team, through NVivo 10, who coded all interview 

transcripts and compared categorizations.  Dialogic checks were employed by having a 

discussion or mutual critique of the data with the coding team until consensus was 

reached about the researcher’s interpretive hypotheses or understandings of the data.  The 

research team also made their interpretive steps clear to each other by verbally detailing 

how they determined their understandings. The team members also presented examples 



or supporting quotes that illustrated their interpretations in order to minimize bias and 

ensure data accuracy (Guba, 1981; Sandberg, 1994, 1996; Kvale, 1996; Akerlind, 2005).  

Validity in phenomenographic research is regarded as how well the research 

outcomes correspond to human experience of the phenomenon of interest and whether the 

research aims are appropriately reflected in the research methods used (Uljens, 1996; 

Akerlind, 2005).  Communicative and pragmatic validity are commonly evaluated using 

credibility checks in phenomenography (Kvale, 1996).   

Communicative validity, also known as member-checking, is the ability to defend 

the interpretations of the study data by ensuring the interpretation is acceptable to the 

participants (Guba, 1981; Kvale, 1996; Uljens, 1996).  Communicative validity was 

checked through a recorded focused discussion with interview participants.  The PI and 

GRA invited all participants back for this final discussion and five volunteered to 

participate in the discussion.  The PI followed a focus group protocol to conduct the 

discussion (see Appendix E).  Preliminary qualitative results were shared with the 

participants and they were asked whether the findings supported their collective 

understandings of self-reflection and its impact on their occupational competence and 

clinical performance.  The focus group recording and notes were reviewed by the PI and 

GRA, and participant feedback was added to the code summaries as it further informed 

the overall findings of the study. 

 Pragmatic validity is the extent to which the research outcomes are useful and 

meaningful to their intended audience (e.g., researchers, educators, clinicians; Sandberg, 
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1994; Kvale, 1996; Uljens, 1996; Akerlind, 2005).  The intended audience act as judges 

in terms of the insights they provide into more effective ways of operating outside the 

world of higher education (Marton, 1996; Entwistle, 1997; Marton & Booth, 1997; 

Akerlind, 2005).  This form of validity was accomplished through discussion of the 

results with the research team and dissertation committee.  Their feedback aided in the 

clarity of the results section and development of educational and clinical implications for 

practice.  These discussions also informed the limitations and future directions of the 

study. 
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Figure 2. The coding structure developed for qualitative analysis based on interview 
guide. Definitions for each code are displayed. SR = self-reflection; OC = occupational 
competence; CP = clinical performance; OT = occupational therapy or therapist. 



CHAPTER IV 

RESULTS 

Quantitative Results 

Table 3 summarizes the demographic characteristics of the sample.  Means and 

standard deviations were calculated by gender for continuous variables. The frequencies 

and percentages by gender for categorical variables are also displayed.  There were more 

females (n = 19) than males (n = 5) in the study.  This is reflective of the proportion of 

females to males in the profession of occupational therapy.  The average age of females 

(26.8 years) was younger than the average age of males (38.7 years).  On average, 

females scored themselves slightly higher in self-reflection and somewhat lower in 

occupational competence than males.  Males and females seemed to score similarly 

overall on clinical performance (FWPE).  Most participants were non-Hispanic with high 

GPAs.  Normality assumptions were met for residual analyses of both clinical performance 

(FWPE, p = 0.55) and occupational competence (OSA, p = 0.15), indicating that multiple 

regression analyses were appropriate for the specific analysis in the study. 
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Table 3 

Descriptive Statistics of Sample (N = 24) 

Variables Total 
M (SD) 

Females (n = 
19) M (SD) 

Males (n = 5) 
M (SD) 

Age 30.3 (7.1) 28.6 (5.5) 37.8 (8.2) 

GPA 3.9 (0.2) 3.8 (0.2 4.0 (0.1) 

GRAS 94.6 (6.1) 95.2 (6.0) 92.2 (6.6) 

OSA 64.9 (6.4) 63.9 (6.1) 68.6 (6.9) 

FWPE 144.8 (15.5) 144.7 (15.9) 145.0 (15.4) 

n (%) n (%) n (%) 
Hispanic   9 (34.0) 8 (42.1) 1 (20.0) 

Non-Hispanic 15 (63.0) 11 (57.9) 4 (80.0) 

Note. GPA = grade point average; GRAS = Groningen Reflection Ability Scale; OSA = 
occupational self-assessment; FWPE = fieldwork performance evaluation 

Table 4 summarizes the regression analysis parameters for the prediction of 

clinical performance on the FWPE.  Overall, self-reflection (GRAS score) did not predict 

clinical performance (FWPE).  A modest interaction of gender with GRAS was found to 

be associated with FWPE scores (p = 0.08).  Specifically, GRAS scores of males were 

more predictive of FWPE scores than GRAS scores of females, although the interaction 

between gender and GRAS was not statistically significant (see Figure 3).  R2 for the 

FWPE model was only 0.14, which indicates that self-reflection (GRAS) can account for 

14% of the variance in clinical performance. Per the sample size estimates in Table 2, a 

sample size of at least 84 was needed to conclude a meaningful relationship between self-

reflection (GRAS) and clinical performance (FWPE).  Therefore, the result could be non-
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significant because the study was underpowered or because there is no meaningful 

relationship or both.  Again, despite the sample size requirements, the study was 

conducted because the researchers hypothesized the R2 result to be 0.35 or higher and felt 

the quantitative results would be further explained by the qualitative inquiry. 

Table 4 

Clinical Performance (FWPE) Regression Model  

Note. GRAS = Groningen Reflection Ability Scale 

Figure 3. The interaction effect between gender and self-reflection (GRAS score) on 
clinical performance (FWPE score).  

Parameter   Estimate   Standard Error   t Value   Pr > |t| 
Intercept -27.8750000 107.7626158 -0.26 0.7985 

Gender 223.0939107 121.9759205 1.83 0.0824 

GRAS 1.8750000 1.1664233 1.61 0.1236 
Gender*GRAS 

R2 = 0.14 

-2.4057680 1.3112555 -1.83 0.0815 
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The final reduced regression model is summarized in Table 5.  Results revealed 

self-reflection as a predictor of occupational competence.   Regardless of gender, there 

was a statistically significant interaction between self-reflection (GRAS scores) and 

occupational competence (OSA scores; p = 0.0053).  In addition, R2 for the OSA model 

was 0.38, which indicates that self-reflection (GRAS) can account for more than one 

third or 38% of the variance in occupational competence or OSA scores, and falls within 

a hypothesized range corresponding to the sample size (see Table 2) obtained in the study 

(n = 24).  In summary, self-reflection was discovered to be predictor of occupational 

competence scores and not clinical performance.   

Table 5 

Occupational Competence (OSA) Regression Model  

Parameter Estimate Standard Error t Value Pr > |t| 

Intercept 15.83608371 17.14631535 0.92 0.3662 

Gender -6.42811737 2.72088037 -2.36 0.0279 

GRAS 

R2 = 0.38 

0.57227675 0.18418347 3.11 0.0053 

Note. GRAS = Groningen Reflection Ability Scale 

Qualitative Results 

Qualitative analysis described self-reflection using five main codes:  Definition, 

Example, Outcome, Importance, and Personal Use.  Sub-codes further delineated the 
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codes Outcome (occupational competence—balanced or unbalanced and clinical 

performance—positive or negative), Importance (growth development), and Personal Use 

(how—internal or external, when, and where—alone, driving, exercise, or outside in 

nature).   

Table 6 represents the quantity of participants and number of quotes expressed 

about each code and sub-code based on the coding structure.  Most participants spoke in 

general about the theme of Self-reflection and the codes of Definition, and Example.  In 

the Outcome sub-code of Occupational Competence, participants mostly shared quotes 

about self-reflection’s ability to bring balance to their daily occupations.  In the Outcome 

sub-code of clinical performance, all but one participant mentioned that self-reflection 

can have a positive impact on clinical performance.  In the Importance code, most 

participants spoke about self-reflection’s influence on the sub-code of growth and 

development.  The code of Personal Use revealed individuality or variability for how, 

when, and where participants self-reflected.  The majority talked about how self-

reflection is an internal, mental-thinking process, while others self-reflected by talking to 

others or while they exercised. 
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Table 6 

The Total Number of Participants and Quotes for Each Code/Sub-code 

Codes/Sub-codes Participants Quotes 

SELF-REFLECTION 21 84 

Definition 20 59 
Example 20 77 
Outcome 6 19 

Occupational Competence 5 10 

• Balanced 17 43 
• Unbalanced 8 12 

Clinical Performance 13 60 

• More self-reflection 1 2 
• Negative impact 6 8 
• Positive impact on CP 20 66 

Importance 8 28 

• Growth-development 18 24 

Personal Use 6 13 

How 4 6 

• Mental thinking-Internal 15 31 
• Writing-Journaling-Internal 8 14 
• Talking to others or self-External 10 14 

When 13 29 

• Alone 4 6 
• Driving 7 9 
• Exercise 9 13 

Where 3 5 

• Outside in Nature 2 2 
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Integration of Qualitative and Quantitative Data Results 

Data was further analyzed in NVivo 10 by combining quantitative and qualitative 

data.  Figures 4-7 are the results of the analysis.  Figure 4 reveals that the youngest 

participants (20-30 years) spoke about self-reflecting the most, usually using an 

introspective, solitary, thought process (mental thinking) more so than talking to others or 

writing in a journal.  Figure 5 displays the percentage used for variety of methods of self-

reflection used by participants, revealing that most participants self-reflect internally 

using a solitary, mental process (e.g., meditation, prayer, thought).  Figures 6 and 7 show 

that, regardless of FWPE or OSA total scores, most participants felt that self-reflection 

had a positive impact on clinical performance and a balancing influence on occupational 

competence during fieldwork. 

Figure 4. A representation of how participants self-reflect based on age ranges 20-30 
years, 31-40 years, and 41-50 years and number of participant quotes in the personal use 
sub-codes of mental thinking, talking to others, and writing/journaling. 
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Figure 5. A depiction of the different methods of self-reflection used by participants and 
the percentages by which participants used each method. 

Figure 6. An illustration of the impact of self-reflection on clinical performance per 
fieldwork performance evaluation (FWPE) total scores and number of participant 
quotes in the personal use sub-codes of more SR (self-reflection), negative impact, and 
positive impact. 
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Figure 7.  A representation of the influence of self-reflection (balanced or unbalanced) on 
occupational competence using occupational self-assessment (OSA) total scores by range 
of total scores from low to high and number of participant quotes in the outcome sub-
codes of balanced and unbalanced.   

Code Summary Results/Outcome Space 

Coding summary results or the outcome space were reconfigured into two sub-

sections of (1) What do occupational therapy students conceive as self-reflection? and (2) 

How do occupational therapy students conceptualize and understand self-reflection in 

relation to their own occupational competence and performance in Level II Fieldwork?  

These sub-sections align with the phenomenographic approach that explores the range of 

different meanings within the context of the whole sample or outcome space, the 

collective or interpretations of the “what” and “how” aspects of the phenomenon of self-

reflection: when students talk about self-reflection, what do they talk about, and how do 
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they talk about it? (see Figure 8 and 9).  At the end of each code summary, focus group 

participant comments are mentioned. 

Figure 8. A diagram of the organization of the encircled outcome space or collective 
interpretations/categories of the concept of self-reflection, the “what” and “how”.  A 
phenomenographic categorization of the main codes and sub-codes and their relationship 
with self-reflection.  CP = clinical performance; OC = occupational competence. 
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Figure 9.  A visual example of the outcome space of self-reflection.  A depiction of a 
sampling of collective findings. OC = occupational competence; CP = clinical 
performance. 

The “What” Aspects of Self-Reflection 

What participants conceive as self-reflection was summarized using supporting 

quotes from the descriptive categories of Definition, Example, and Importance.  

Self-reflection as a definition.  The online Oxford dictionary defines self-

reflection as “meditation or serious thought about one’s character, actions, and motives” 

Self-
Reflection 

as...

a personal 
definition:  

“a time to dig 
deeper into 

yourself; what 
worked well or 
what didn’t” an example to 

inform practice: 
"I learned that I 
should have a 

variety of 
activities..." 

an important role 
in growth 

development:  
“just being able 

to better yourself 
for the next person 

you see.”

a varied tool for 
personal use:

“I self-reflect at a 
deeper level if I’m 
outside in nature." 

an outcome of 
OC & CP:

“thinking through 
before the next day 

what I could try 
differently that may 
be more beneficial 

to the patient.”
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(https://en.oxforddictionaries.com/definition/self-reflection).  Study participants defined 

self-reflection similarly regardless of gender.  For example, a female participant defined 

self-reflection as, “being a passive observer of your own thoughts and ideas,” and another 

as “taking the time to understand my actions, my thoughts, or my feelings.”   Others 

expressed self-reflection as, “a time to dig deeper into yourself; what worked well or 

what didn’t; just a deep analysis of how that (situation or task) went...more importantly, 

how I handled or how I performed in whatever task.”  Likewise, males defined self-

reflection as thinking about “ways that I am doing the things I’m doing, do I need to 

change anything, and am I okay with what I’m doing.” 

Some participants described self-reflection as a process having multiple elements. 

One participant stated there are “multiple components to it; thinking of my thoughts in 

my head, my body language, also the back and forth of interacting with someone, and 

how they’re responding to me.”  Also, another described self-reflection as a “conscious 

and subconscious process or evaluation of what I’m doing, why I’m doing it or how I’m 

doing it.”  Comparably, one explained the process as, “At the end of the day I look at 

what I’ve done during the day, how well I’ve done it, how I could improve it.” 

The focus group agreed with the findings in the Definition code and expressed 

that they would define self-reflection the same way.  They commented on how self-

reflection can be different for everyone and liked how the researchers shared “that while 

there is overlap, self-reflection can look different for each person”.  One focus group 

participant summed it up nicely stating that our research “hit on all the big concepts that 
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frequently come up for everyone and I don’t feel like there are any glaring gaps…What’s 

there speaks true to how I would continue to describe it myself.”    

Self-reflection as an example to inform practice.  Participants shared a wide 

variety of examples when they used self-reflection during fieldwork.  Some discussed 

their self-reflective process with specific clients in different settings while others spoke 

more generally about a time when they used self-reflection.  For example, one participant 

shared that a client was experiencing multiple comorbidities that affected their function 

and behavior from day to day.  After self-reflecting about each session, the participant 

determined strategies that would improve each intervention, stating…“I worked with a 

little girl, diagnosed with CP [cerebral palsy], hemiplegia, visual field cuts, and self-

injurious behaviors.  Right before a session, I had to have everything planned out.  I had 

at least six activities, because if she didn’t like one then we could move on to another 

one… that took me a little while to figure out with her.  I learned that I should have a 

variety of activities with her because if one doesn’t work, I can’t spend the session trying 

to negotiate with her.  So, I did do a lot of self-reflection on finding things that she would 

be interested in and what to do when she wasn’t interested in some things.” 

Another participant shared about a time on fieldwork when they did craft projects 

and kids were dumping stuff out, and how that made them have a panic attack thinking 

about the mess.  They said, “I had a really good clinical instructor that helped me self-

reflect and help me think of the things you have to roll with.  Self-reflection with my 

clinical instructor helped me realize things are not always going to go the way that you 
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want them to.  Self-reflection helped me loosen up a lot on my expectations, a lot on not 

having everything go as perfectly as I planned, and I have not died yet.  I haven’t had an 

anxiety attacks anymore, and I’m fine.” 

Other participants found performing self-reflection with a clinical instructor to be 

valuable during their fieldwork experience.  Many participants gave examples of times 

when they would jot down their concerns or issues during self-reflection and then later 

discuss them with their clinical instructor.  “I would do it by myself and then email it to 

my clinical instructor.  Initially they would respond and give me some feedback, but 

because I was doing it every week, I guess they did not have as much time to respond.  I 

kind of felt that it could have been another step of reflecting together with them and 

would have been even more meaningful.” 

One participant doing fieldwork in early intervention explained, “Doing a lot of 

reflecting on the kind of therapeutic use of self and building relationships with the 

families helped find the balance between working with the child and working with the 

family and making them feel more comfortable.”  Another used self-reflection when they 

were feeling inadequate/incompetent in the workplace.  “I felt really stupid because I 

wasn’t up to par with everybody else about a client, and I really needed to step up my 

game.  I felt inadequate to be here, and discouraged, so when I reflected on that moment, 

I asked myself, what could I do to not to feel like that and be in the conversation and 

knowledgeable and be up to the standards when dealing with these sorts of clients.   The 
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outcome of the self-reflection was to act, study, read the textbook, and make notes.  So, I 

felt like self-reflection initiated the [learning] process.”   

In addition, another Example was using self-reflection following a death of a 

client during fieldwork experiences.  One expressed, “I know that I had a really hard time 

in the hospital when patients would die.  I would have to go outside and think about what 

happened and go through it in my own mind and understand, just take some time to 

myself to process it and self-reflect on what I did or what I should have done, or not that I 

did anything to harm anyone.” 

During the focus group, participants determined that more specific examples 

about self-reflection were needed.  For instance, one participant shared another example 

of self-reflecting with clients and their supervisor after sessions, but also at the end of the 

fieldwork rotation.  They felt that the self-reflection helped them make improvements for 

their next fieldwork rotation and future clinical practice.    

Self-reflection as an important role in growth development.  In general, 

participants mentioned it is extremely important for all healthcare professionals to self-

reflect.  Self-reflection helps people understand themselves and develop as a person and a 

professional.  A participant emphasized that it “is incredibly important to self-reflect…. I 

had to do it to really figure out what I wanted and what I needed to move forward.”  

Another conveyed, “[Self-reflection] seems like such a flimsy concept at times but when 

I look back, it was really valuable. I value it way more now than I realized at the time.”   
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Another reoccurring attribute of Importance was how self-reflection influenced 

the students’ growth and skill development during fieldwork.  One said, “if you’re 

constantly self-reflecting, not only can you be a better OT for your clients, but also a 

better OT for yourself in your own life.” Another stated, “I think [self-reflection] made 

me realize what areas I was strong in and being able to keep that up while I was able to 

learn what my areas of growth were, so then I could work on that outside of fieldwork.” 

… “I would carry around my clipboard and make notes of things that I didn’t know or 

questions I wanted to ask that I didn’t know too much about so I could have the time after 

to go research and learn about them, or ask some of the people there or my CIs.”   One 

even stated, “I feel like it’s something you should do every day to continue to grow as a 

therapist.” 

In addition, self-reflection can be important in clinical practice.  Often it is 

through self-reflection that a person can identify where or how a situation can improve.  

One participant revealed that self-reflection “gives you that time to break things down 

and really see what is going on instead of not having a course of action after things may 

have not gone your way.”  One thought, “[self-reflection] was really helpful…thinking 

about why you’re doing what you’re doing and how you can feel better about what 

you’re doing… I would definitely self-reflect after every evaluation that we did to think 

through the things that I did that the kids really liked and maybe the things that didn’t 

work that I needed to adjust so kids would want to engage in the evaluation process a 

little bit easier next time.  If you keep self-reflecting, you keep problem solving, and 
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figuring out what’s going to make your interaction with a certain diagnosis better, then 

you can keep using it and slowly become more and more successful with that.”    

Participants also felt self-reflection was an important vehicle for advancing 

clinical skills.  They made statements like, “self-reflection’s definitely needed for growth 

and improvement and just being able to adapt to different types of people,” and, “just 

being able to better yourself for the next person that you see.”  Multiple participants 

cautioned that if you do not self-reflect you could become ineffective, stagnant, or stuck 

in a rut.  “I think when you don’t have that time to self-reflect or understand why you’re 

doing things you might do the same things over and over leading to an intervention that 

isn’t client-centered or occupation-based.”  “[Self-reflection is] what can keep you from 

getting stuck in a rut and doing the same repetitive thing for each client.”     

Not only is it important to use self-reflection to grow, it is vital for everyday 

wellness and self-awareness.  A participant shared that they “think it’s really important to 

set aside time to self-reflect, maybe once a week even, that way you can stay grounded.  

You can really be aware of what’s going on in your mind and in your life, that way you 

can start every week fresh.”  Another indicated that they “think it’s important to find a 

good way to self-reflect for each person individually.”  Self-reflection can be different for 

everyone, and it is an important way for a person to recognize their strengths and 

weaknesses.  It is through this critical analysis of self that we grow.  A different 

participant said, “You have to know who you are to be good therapists; self-reflection is 

one of the best tools to do that.” 



In the focus group, a participant shared that “self-reflection is important in the 

practice of OT… self-reflection helps you build your standards and it will help you up 

your standards because you will keep pushing yourself to change and grow.”   

The “How” Aspects of Self-Reflection 

How participants conceive of self-reflection was summarized using supporting 

quotations from the codes Personal Use, with sub-codes of How, When, and Where, and 

Outcome, with the sub-codes Occupational Competence and Clinical Performance. 

Self-reflection as a varied tool for personal use.  Participants said they use self-

reflection at various times, for several reasons, and in numerous places. One student who 

self-reflects frequently said it “really makes me realize that I do have confidence and the 

tools I need to get through difficult situations.” Multiple students stated that self-

reflection “helps to figure out what to do differently next time.”    

 How. Internal or external.  When describing how they self-reflect, students 

described the process as either internal or external, sometimes thinking through things on 

their own and talking to others. Internally, some people used prayer, meditation, and 

mindful practices. One student may experience emotional reactions, while others take time 

to be alone and focus on thoughts and feelings about a situation. A participant said, “…

now my focus is, if I am going to think of a negative [thought], I have to also think of a 

positive as well.” Some people journal and some do not. One mentioned “…journaling can 

really help because I’m writing and reading it and being able to see it and put it out.” 

Another 
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person expressed, “…I don’t usually write things down [and it’s not a] protocol or 

strategy…it’s just going on in my head.” During fieldwork, one stated they self-reflected 

“at the end of the day because it was so busy throughout the day, I didn’t have time, but 

at the end of the day I would think about each of the clients that I saw and I actually did 

write things down.  I did keep a journal, and I would write down the things that didn’t go 

so well and ideas on how to do it better for the next time.  I thought about what I said and 

any non-verbal communication.  I looked at it from all perspectives.”   

Externally, students sought input and talk to others to help with self-reflection.  

Unplanned self-reflection occurred because of conversation. One person said, “If there is 

something I can’t figure out in my own mind, then I will talk to other people.”  Another 

student stated, “I self-reflect a lot when I’m just interacting with people in general.  The 

back and forth of conversation and what I’m saying or what I’m doing and how they’re 

responding to that.”  During Level II Fieldwork one used it weekly with their fieldwork 

instructors: “We used the sheet where you go through and write what you do well, what 

you need help with and that I think seemed to help me go back and reflect on what are the 

areas that I am still struggling with but also whether I am making improvements.”   

When and where.  When describing when and where they reflect, students said, 

“it [Self-reflection] happens when they are alone, driving, exercising, or outside in 

nature.” One person mentioned, “…definitely being stuck in traffic gave me a lot of time 

to process the day and reflect on my performance and what I did right and what I could 

do better.” Another person said, “I run to blow off steam and understand for myself 



what’s been going on.” Some say it [self-reflection] is unscheduled and happens every 

day, throughout the day, “…it’s not like I take time to do it, it’s just part of my routine.”  

Others only self-reflected when they felt it necessary…whenever I have anxiety or  

stressed about something…” or if something negative happened, “…more often I do it 

when things have gone bad rather than when things have gone good...” Other students 

scheduled a time to self-reflect: “I take time out of each day, either with my morning 

coffee or before I go to bed, to sit and say a prayer just to help me with what has been 

going on.”  

Others made it a point to self-reflect at certain times and places, “At the end of 

each session I do a little bit of reflection for just for a few minutes, and then throughout 

the documentation process,” or “I self-reflect at a deeper level if I’m outside in nature, so 

in a hike or somewhere” or “in the shower at the end of the day…it’s a kid-free zone.” 

Participants had very little additional input about Personal Use during the focus group.  

They stated that self-reflection was individualized and person-specific as to when, where 

and how each reflected. 

Self-reflection as an outcome of occupational competence and clinical 
performance 

Occupational competence.  Balanced or unbalanced.  Occupational competence 

is one’s ability to balance all of life’s demands—and sustaining a pattern of occupational 

behavior, which is productive and satisfying.  This could be any area of one’s life (e.g., at 

work or home, during 
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stressful or relaxing activities, with family or friends, etc.).  Two sub-codes of 

occupational competence emerged from interviews: balanced and unbalanced. 

For balanced occupational competence, participants reflected that having a 

routine and structure was beneficial, “I woke up, had breakfast, came to class, read, and 

did the same thing during the week.” Another mentioned planning as being important 

during fieldwork. “…I went over my schedule the night before… I’m going to get up in 

the morning at this time.  I need to be out the door by this time…’ So, I could take care of 

myself, so I could get enough sleep, get ready in the morning, be presentable…” Another 

said, “…once I realized if I meal prep at the beginning of the week, this gives me time 

through the rest of the week to go to the gym or be more outgoing with the people at 

[work]….”  Participants spoke of what they did to maintain occupational competence, 

including exercise. “So, I just made it a point to go to the gym every morning before I got 

up… and then I made a goal to go out on weekends, and I enjoyed the city that I was 

in...” One student said they would make a point not to self-reflect as a way of maintaining 

occupational competence. “…Getting out of the house and having a moment to honestly 

not self-reflect and just be allowed to be free and go out and do something that has 

nothing to do with fieldwork…” Another expressed that self-reflection was helpful by 

“definitely reducing my anxiety and the negative feelings and thoughts because it puts 

things into a realistic perspective.”   

Conversely, others said they had unbalanced occupational competence because of 

the demands of Level II Fieldwork. “I think because my life was so focused on the 
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fieldwork, and I didn’t really have much occupational competence…So, I wasn’t able to 

really be competent in other areas of my everyday life like relaxation, having fun, and 

taking care of my health.” One person even said self-reflection negatively affected their 

occupational competence because, “I beat myself up… I tend to just let the negative sit in 

there and stew and it’s just a little too much for me to handle...” Another participant 

stated, “I think that I wasn’t as mindful of my routines.  I let the daily things I needed to 

do around the house fall to the wayside because I had to shift focus on what I felt and 

reflect on those more important.”   

The focus group agreed that there is a large continuum on how people maintain 

occupational competence.  While some found exercise to be helpful, others found going 

out to do activities they enjoyed to be effective ways to balance life stresses.  They 

mentioned the importance of having balance with self-reflection.  The focus group also 

concurred with the need to reflect on both good and challenging things and when they 

need to find balance in occupational competence.  “I like all the examples… and there is 

a broad spectrum because going to the gym is not balanced for me but going out with my 

friends would be.”   They also questioned if ruminating on negative events could cause an 

imbalance in occupational competence or if it was because they did not self-reflect 

enough.  Overall, the group felt that self-reflection can have balanced and unbalanced 

attributes and it is important to know when to self-reflect. 



Clinical performance. Positive or negative impact.  Participants had multiple 

insights on how self-reflection influenced their clinical performance during Level II 

Fieldwork.  Two sub-codes of clinical performance emerged from interviews: positive 

and negative.  Most students felt positively about the effect of self-reflection on clinical 

performance.  One expressed that self-reflection gave them a positive outlet for “letting 

go” of expectations and moving on from what happened in a clinical session. One 

participant described self-reflection, particularly journaling, as a “healing exchange that 

helped organize the information and how it fits in the universe so that I did not have to 

carry all the [client’s] pains or traumas.”  Another thought “back on the day of the things 

that I was proud of, and not be so hard on myself for mistakes that I may have made… 

then I felt better about it because I know that I did the best I could in the situation I had.  

I didn’t do anything wrong, and that just reflecting on that makes me a little bit more 

content with my performance.”  

In addition, more students described self-reflection as helping them realize “that 

things aren’t always going to go the way that you want them to go.” One stated, “[Self-

reflection] really helped me loosen up my perfect perception of how things are supposed 

to be… it really just helped me loosen up a lot on my expectations.”  Another reflected 

how self-reflection helped “focus me on how I wanted things to progress and remind 

myself that unexpected things will happen too.”  Others said, “It is ok to not know 

everything!” and, “Self-reflection definitely helped me to be competent in all my roles 

during fieldwork, just because I didn’t let the hard parts of fieldwork bring me down, and 
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I processed it and told myself I was going to try it differently next time or learn from the 

experience and move on.” 

Moreover, students discussed how self-reflection allowed them to be more 

organized, present, and therapeutic for their clients.  “The process of self-reflection 

helped me organize my days so that it wasn’t super stressful,” and, “thinking through 

before the next day what I could try differently that may be more beneficial to the 

patient.”  Another felt, “By being present and asking her questions, I was able to focus on 

building and being confident in those skills, not just competent, like ‘Oh I know sort of 

know how to do that,’…I was competent in actually doing it.  [Self-reflection] made me 

be able to be there for my patients.” 

Furthermore, others felt self-reflection offered positive, new perspectives or 

viewpoints, allowing freedom to be “you” and learn from clients.  One student expressed 

that clients “really helped me to think outside the box.”  They believed self-reflection was 

a beneficial way to “evaluate where I am and constantly asking feedback from CIs helped 

establish multiple viewpoints [in a clinical situation].”  Lastly, one student sensed that 

“talking about what I did, why I did it, and just having that back and forth with different 

people and different perspectives helped me realize everyone could have a very different 

approach with a similar goal, and that not all is black and white.”   

Conversely, there are times that self-reflection can have an opposite, negative 

impact.  Some students expressed, “self-reflection during a session can be a distraction 

and effects being present and attentive to clients…there is a time and place for it…which 
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can have a negative impact on your clinical performance.” or “when I reflected, I would 

focus too much on it and miss a big chunk of what the parents said or what the kid did 

because I was self-reflecting when I should have focused in and done that reflection 

after.”    

It was also noticed that focusing only on negative aspects can affect your clinical 

performance and make one feel inept.  One student stated, “early on in the fieldwork 

there was a lot more negative self-reflection and those were taking over my day, and lead 

into the next session… I was still ruminating.  Those weren’t fun.”  Another participant 

thought “I was always taught that self-reflection was not a positive thing and always did 

it [self-reflected] when I got in trouble.”  They also felt “when you don’t have that time to 

self-reflect or understand why you’re doing things or you know sometimes you might 

lead an intervention planning that isn’t client-centered or occupation-based because it 

might be based on what you think that person needs.”   

The focus group participants added commentary on the influence of a CI on self-

reflection.  “If the CI is always telling you what you did wrong it could make you more 

focus on negative…. how CI’s view self-reflection and ways they provide feedback to 

students also varies the way you see self-reflection.”   Lastly, the focused discussion 

communicated the need to strike a healthy balance between the positive and negative… 

“You should find types of self-reflection that work for you because sometimes you need 

to do it more and others less.”   
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CHAPTER V 

DISCUSSION 

This study first set out to explore the relationship between self-reflection, 

occupational competence, and clinical performance.  Quantitatively, it looked at whether 

self-reflection was a predictor of occupational competence and clinical performance for 

occupational therapy students during Level II Fieldwork.  A key finding is that self-

reflection, as measured by the GRAS, was determined to be a predictor of occupational 

competence, meaning that increased self-reflection was related to increased occupational 

competence on the OSA in students during fieldwork.   This finding alludes to the 

possibility that students who self-reflect on a regular basis during fieldwork are more 

likely to have greater occupational competence or ability to handle everyday life tasks in 

a more proficient way (e.g. balancing work and play).  This may also confirm that 

“knowing thyself” can impact the way you go about your daily occupational lives as an 

occupational therapy student.  Qualitative results further uncovered support for this idea 

as students described how self-reflection helped them organize their day and allowed 

them time to plan exercise and time with friends so that they felt refreshed to work in a 

clinical setting the next day. 

Furthermore, the combining the qualitative with quantitative inquiry provided 

additional richness to the predictive relationship of self-reflection and occupational 

competence.  Participants felt that self-reflection offered positive insights into 
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maintaining a more balanced and healthier way of conducting their occupational routines 

(see Figure 7).  Qualitative inquiry also showed that all participants engaged in a variety 

of self-reflection methods during fieldwork and that the younger participants in the study, 

20-30 years old, talked about self-reflection the most (see Figure 4).  Perhaps this is

developmental in that they have had less life experiences to draw on and feel the need to 

reflect on life instances more often than those who have experienced more of life’s 

occurrences.   

In contrast, self-reflection was not a predictor of clinical performance on the 

FWPE.   Possible explanations are that the most capable students were more anxious 

about their clinical performance and were hardest on themselves in terms of rating their 

self-reflection, while the least able students had less awareness of their weaknesses and 

may have rated their self-reflection higher.  On the other hand, highly clinically confident 

students were dismissive of feedback and self-evaluation thus limiting their skill 

development and performance, while less confident students were more open to 

integrating feedback and improving their performance.  Also, self-reflection may not 

predict clinical performance on the FWPE because there are not enough items on the 

FWPE related to self-reflection.  This could have affected the results and can lead to the 

development of a new instrument measuring clinical performance that includes more 

specific self-reflective items (e.g. responds to feedback, able to self-evaluate and make 

necessary changes to interventions and treatment plans, modifies self to work 

therapeutically with clients, etc.) 
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Another possible reason self-reflection is not a predictor of clinical performance 

is that fieldwork educators were not influenced by students’ self-reflection abilities when 

rating fieldwork performance on the FWPE.  Accurate self-appraisal (e.g., being able to 

evaluate one’s personal and professional competencies) is part of the accreditation 

standards for masters level occupational therapy programs (AOTA, 2012) and may 

influence clinical performance and skill development.  This finding indicates a need for 

training in self-reflection tools so clinical educators can help students develop the self-

reflective capacity needed to seek and integrate feedback because difficulty accepting and 

responding to feedback is a documented problem that leads to fieldwork failure for 

occupational therapy students (James & Musselman, 2005).   

Even though there was not a statistically significant relationship found between 

self-reflection and clinical performance, the additional qualitative inquiry added richness 

to the study and was integral in uncovering important support for the idea that 

participants conceive self-reflection as having a positive impact on clinical performance.  

Qualitative analyses revealed that participants considered self-reflection beneficial and 

felt that it mostly had a positive impact on their clinical performance (e.g., problem 

solving, clinical reasoning, and confidence in skills).   In fact, some participants even 

expressed needing to self-reflect more during fieldwork (see Figure 6).  Participants saw 

self-reflection as an outlet for letting go of expectations and adopting new perspectives 

which allowed them to flourish in fieldwork and adopt a greater therapeutic use of self 

with clients and families.   
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Overall, the use of self-reflection seemed to guide the students’ fieldwork 

experiences.  Through introspection (inactive self-reflection) and talking with their 

clinical supervisors and colleagues (active reflection), students progressed in their 

knowledge of self and clinical skills, learned their strengths and growth areas, and how to 

better handle change and the unexpected.  Essentially, the participants used self-reflection 

as a gauge to know why they were doing what they were doing so that transformation and 

growth could occur in their life roles, routines, and clinical performance patterns.  

Educational and Clinical Implications 

In occupational therapy education, self-reflection could be considered a vehicle or 

intervention approach to promote increased performance skills and patterns in students 

who are preparing for Level II Fieldwork.  Qualitative data confirm quantitative results 

that self-reflection can promote a balanced lifestyle as one becomes more occupationally 

competent.  However, there are times when occupational competence is a struggle (e.g. 

when a student is over-loaded and stressed) and self-reflection then becomes the 

mechanism for change to better the situation (e.g. taking the time to journal about the 

situation and thinking about solutions or coping strategies for how to better handle 

stress). 

This study positively reveals that, regardless of gender or age or GPA, students 

generally defined self-reflection similarly and found self-reflection to be valuable for 

growth development.  These results support the need for continued practice in self-

reflection.  If self-reflection is routinely imbedded into occupational therapy curricula, 
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students may develop healthy habits of mind and grow as a professional student.  On the 

other hand, students also expressed the negative impact that self-reflection can have on 

their performance (e.g. being overly self-critical or ruminating on the negative outcomes 

or a test or practical).  Therefore, as instructors, it might be beneficial to explicitly teach 

structured and guided reflections throughout formal coursework to foster the self-

awareness needed to “move on” so they do not get stuck in a self-critical pattern that 

could potentially harm their well-being and academic/clinical success.   

In addition, qualitative findings uncovered a wide variety of ways that students 

self-reflect. So, providing explicit instruction and multiple opportunities for independent 

journaling, verbal and written feedback, and group reflections are useful to practice in the 

classroom.  Students can start noticing what self-reflection methods work most 

effectively and how their individual differences might influence their performance in 

class and in future clinical experiences. 

This study also has clinical implications for occupational therapy practice.  

Participants indicated that a CI’s feedback during fieldwork was vital to their clinical 

performance.  It may be useful to provide information and training on self-reflection to 

CIs prior to fieldwork.  These resources may assist CIs in developing and implementing 

more effective self-reflection methods for students and themselves in their practice 

settings.  Training would also offer CIs insight into the effects of their own self-reflection 

practices and practice setting characteristics on their students’ self-reflective practices.  

This understanding can shape a student’s view of self-reflection and could impede or 
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facilitate the supervisory relationship and their progress in fieldwork.  It might also be 

useful for CIs to establish routine times and opportunities for feedback and reflection so 

that students can potentially increase their awareness and accountability for their personal 

and clinical performance.   

There are several self-reflection models that exist for training purposes in 

education and clinical practice today.  The Gibbs Reflective Cycle (Gibbs, 1988) and the 

Kolb Reflective Cycle (Kolb, 1984) are models to use with beginners who are trying to 

break down and evaluate a situation.  The Schön Model (Schön, 1983) and the 

Framework for Reflexive Learning (Rolfe, Freshwater, & Jasper, 2001) are best to 

develop professional artistry and increase professional confidence by consistently asking 

three basic questions:  “What?, So what?, and Now what?”  The more complex models, 

such as the Brookfield Model (Brookfield, 2005), Johns’ Model for Structured Reflection 

(Johns, 2000), and the Mezirow Model of Transformative Learning (Mezirow, 1981) 

build on the basics of self-reflection and hope to elicit change in personal beliefs and 

challenge assumptions.   

Another resource for fostering self-reflection in health professionals comes from 

Dr. Gillie Bolton (2014), who authored creative ways to reflect in her book Reflective 

Practice: Writing and Professional Development.  Her book explains how reflective 

writing can widen perspectives, develop political and social authority, and give clarity of 

professional role, responsibility, and principles.  She offers step-by-step methods, 
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grounded in theories drawn from professional development, pedagogy, and narrative 

studies to help guide the professional student in reflective inquiry.   

Moreover, the National Society for Experiential Education (NSEE) 

(http://www.nsee.org/) offers even more instructional resources on reflection.  The NSEE 

regards reflection as one of eight principles underlying the pedagogy of experiential 

education.  The society sees reflection as the element that transforms simple experience 

to a learning experience. For knowledge to be discovered and internalized the learner 

must test assumptions and hypotheses about the outcomes of decisions and actions taken, 

then weigh the outcomes against past learning and future implications. This reflective 

process is integral to all phases of experiential learning, from identifying intention and 

choosing the experience, to considering preconceptions and observing how they change 

as the experience unfolds. Reflection is also an essential tool for adjusting the experience 

and measuring outcomes. These resources are an effective way to start teaching self-

reflection and are easily accessible on the worldwide web. 

Limitations and Future Directions 

There are several limitations in this study.  One limitation is the underpowered, 

small convenience sample.  It is only representative of one cohort of students at one 

American state university, making generalization of these findings limited.  Another 

limitation is the subjectivity of the self-assessment questionnaires in the study and the 

potential participant bias that may have occurred.   Participants may have unconsciously 

http://www.nsee.org/
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scored themselves higher, based on what they thought the research team wanted to hear, 

and unintentionally biased the study.   

Also, the utility of the FWPE is in question as to its ability to accurately measure 

clinical performance objectively because it is assessed by someone else.  Perhaps looking 

at the questions that specifically related to self-reflection might have yielded a different 

result quantitatively.  In addition, interrater reliability between CIs on the FWPE was not 

conducted, so there may have been variability between raters during the study, making 

clinical performance difficult to measure.  Lastly, interviews were conducted after the 

quantitative measures were conducted, so their exposure to the measures may have 

influenced the participant’s responses to the interview questions and focus group 

discussion. 

Nevertheless, this study enables the potential for further research studies. 

Duplicate studies with larger samples at more universities are needed to strengthen the 

power and generalizability of the current study.  Further exploration of the forms of 

assessment employed by university occupational therapy programs to evaluate students’ 

self-reflection abilities, occupational competence, and clinical performance may be 

beneficial in optimizing student competencies related to fieldwork education.  Additional 

research is also required in the role self-reflection plays in an occupational therapy 

practitioners’ occupational competence and performance skills.  In the future, the 

occupational therapy educators’ conceptions about his or her role and the use of self-

reflection in the classroom and clinic needs to be investigated.  Overall, studying how 
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people reflect and exploring the active and inactive processes of self-reflection would 

expand the knowledge about self-reflection and how it influences the student experience 

and its use in occupational therapy fieldwork education.   
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CHAPTER V 

CONCLUSION 

The purpose of this research is to inform educational programming and 

accrediting bodies for health sciences education about the importance of teaching self-

reflection.  Quantitatively, self-reflection was found to be a predictor of occupational 

competence and not a predictor of clinical performance, however qualitatively, self-

reflection had great significance in both areas. This evidence may offer support for self-

reflection as a method for maintaining a healthy, balanced lifestyle and growth 

development during clinical rotations.  These new ways of understanding self-reflection 

expand the possibility of occupational therapy students having a broader repertoire of 

action in learning in clinical situations and their own professional lives.  Therefore, this 

research might facilitate the creation of additional self-reflection educational methods or 

interventions to build or remediate the self-reflective capacity of health sciences students 

during academic and clinical programming so they are better prepared for the healthcare 

climate and workforce.   
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Introduction:  Thank you for agreeing to participate in this interview.  To remind you, 
you signed a consent form that indicated that the interview will be recorded and kept 
private and confidential.  We will only be using first names during the interview and you 
will be given an ID# that will be used in transcription and analysis.  The interview will 
consist of four open-ended, semi-structured questions and will last about 20 to 30 
minutes.  The purpose of the interview is to explore how you conceptualize self-
reflection.  I am specifically exploring what you perceive as self-reflection and how you 
see self-reflection in relation to your own occupational competence and performance in 
Level II Fieldwork. 

Operational Definitions:  Occupational Competence: is sustaining a pattern of 
occupational behavior which is productive and satisfying—i.e. taking care of self, 
handling responsibilities, or doing activities you like (on a scale of a lot of problem, some 
difficulty, well, extremely well) 

Do you have any questions before we get started? 

TEST recorder!!! 

Interview Questions: 

1. When you hear the word self-reflection, what do you think of?
Probing Question:  What does self-reflection mean to you? How do you
describe/define/see it?

2. Describe a time during Level II Fieldwork when you used self-reflection.
Probing Questions:  What was the outcome? How did you feel about the
experience?

3. What characteristics of self-reflection/ How might self-reflection have impacted
your occupational competence in fieldwork?  Your clinical performance in Level
II Fieldwork?
Probing Question:  How so?  Give me an example.  Tell me more.

4. Do you consider self-reflection to be important to OT clinical practice? Why or
why not?
Tell me more about that.

Any final thoughts on the topic?  
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Focus Group Guide and Protocol 
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Introduction:  

Thank you for agreeing to participate in this focus group. 

You were invited to participate in this focus group because you have already completed 
individual interviews about self-reflection for the study.  This focus group will be a 
discussion about whether or not the preliminary findings from your interviews support 
your own conceptions of self-reflection and their impact on your competence and clinical 
performance in fieldwork.  This will act as one of the trustworthiness measures in the 
study. 
Before we get started I’d like to review some logistics with you - 

• Please silence your mobile devices; if an emergency arises and you must leave
immediately, please do so quietly.

• You will not discuss personal information of any participants outside of the
group.

• We will use first names only.
• Each person will speak one at a time and introduce themselves by their first

name prior to speaking.
• We will treat everyone with respect at all times.
• As a reminder the focus group will take about 1-2 hours and be tape

recorded.  The information you provide will be kept confidential and
your name will not be linked to your responses in any analyses.

• We will have 15 minute break about half way through if needed.

Before turning on the tape recorder, do you have any questions? 

Focus Group Topics and Questions 

To remind you—the questions for the individual interviews were as follows: 

1. When you hear the word self-reflection, what do you think of?
Probing Question:  What does self-reflection mean to you? How do you 
describe/define/see it? 

2. Describe a time during Level II Fieldwork when you used self-reflection.
Probing Questions:  What was the outcome? How did you feel about the experience? 

3. What characteristics of self-reflection/ How might self-reflection have impacted
your occupational competence in fieldwork?  Your clinical performance in Level
II Fieldwork?
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Probing Question:  How so?  Give me an example.  Tell me more. 

4. Do you consider self-reflection to be important to OT clinical practice? Why or
why not?  Tell me more about that.

Now we will go through the preliminary findings for each question to see if you agree or 
disagree with them. 

For each question ask yourself the following: 
• Do the findings thoroughly answer the questions?  Yes/No/ Maybe—and Why?

• Is there anything missing? Additions you would make?

• Do the findings truly capture your conceptions of self-reflection?
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