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Abstract 
 

Reflection and reflective practice, have gained increasing importance in 

health practitioner education. This has led to the inclusion of reflection in the 

documentation of capabilities for health practitioners. Despite a growing literature 

and interest in reflective practice, it remains unclear how reflection facilitates the 

development of reflective health practitioners. Using a longitudinal qualitative case- 

study design, this research investigated the impact of embedding a pedagogical 

intervention of reflective learning across four years of the five-year osteopathic 

course at an Australian university. The aim was to understand how a cohort of 

student osteopaths used reflection to develop reflective practice and why reflection 

was important to these students during their preregistration education. Multiple 

qualitative data sets of student written reflections and focus group and interview 

transcripts were analysed using a validated level-of-reflection measurement scale 

and a thematic analysis approach. 

The key findings which also have implications for other health practitioner 

courses, are threefold: (1) sustained and repeated use of reflection enhances the 

development of critical reflective practice more effectively than brief, single course 

exposure; (2) students engaging with reflection require dedicated support, including 

access to professional counselling; and (3) an early introduction to and positive 

reinforcement of the benefits of reflective learning engenders an enculturation of the 

legitimacy of reflective practice as essential learning for health professionals. This 

research is the first to examine reflective practice in osteopathy and proposes a 

model of  reflective practice  in osteopathy. The use  of  reflection to facilitate     the 



iii  

development of reflective practice in health practitioner education is supported with 

recommendations for future research in academic and workplace settings. 
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Glossary 
 
 

Behaviourism A natural-science approach to psychology that traditionally 

focuses on environmental influences on observable 

behaviour. 

 
Biomedical model 

(also known as the 

scientific model of 

health) 

 
A model of health based on the assumption that all illnesses 

have only a physical underlying cause or disease (pathology) 

and that removal or attenuation of the cause or pathology will 

result in a return to health. Does not consider social, 

emotional or psychological causes of illness (Wade, 2004, p. 

822). 

 
Biopsychosocial 

model 

 
A model of health that recognises the influence of social, 

emotional and psychological factors on health and illness. 

Originally proposed in the 1980s by the late George Engle 

(Borrell-Carrió, Suchman, & Epstein, 2004). 

 
Case-study 

research 

 
‘An in-depth holistic evaluation of a complex reality that sheds 

light on complex social processes or real-life phenomenon’ 

(Yin, 2009, p. 19). In this thesis, the hyphenated form (‘case- 

study’) is used when it is being used as an attributive 

adjective—that is, when it comes before the noun it is 

describing (‘research’ or ‘design’). 

 
Clinical placement 

 
Work-integrated learning in a healthcare setting where 

healthcare students participate in authentic clinical scenarios 

involving  patient  contact  as  part  of  their  education.   Also 

referred to as ‘internship’ and ‘residency’. 
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Clinical practical 

laboratory 

Classroom learning environment that simulates a real clinical 

setting. A tutor first demonstrates the clinical procedures, and 

then under the supervision of the tutor, students practise 

these procedures on their peers. 

 
Clinical practice 

 
The roles and practices of healthcare professionals. These 

include patient consultation and education as well as the 

necessary clerical responsibilities associated with providing 

care to patients, for example, referring and reporting. 

 
Construct 

 
The building blocks (mental abstractions/ideas) that help 

explain a theory. Examples in healthcare include mortality, 

illness and wellness. 

 
Concept 

 
An abstract idea, thought or notion. 

 
Criticality 

 
Criticality refers to the process of questioning, reasoning and 

analysing three domains of life: knowledge (critical thinking 

and reason), the self (critical self-reflection) and the world 

(action) (Barnett, 1997). 

 
Critical reflection 

 
A term often used interchangeably with ‘reflective thinking’ 

and ‘reflective practice’. A form of thinking initiated by 

recognition of a problem and uncertainty that requires 

evaluation of beliefs, assumptions and hypotheses against 

what is known and against other plausible hypotheses. 

 
Critical thinking The ability to solve problems by making sense of information, 

using creative, intuitive, logical and analytical mental 

processes (Ulsenheimer, Bailey, McCullough, Thornton & 

Warden, 1997). 
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Model A device (e.g. explanation) used to understand a complicated 

concept by seeing it in simplified terms. 

 
Osteopathy/ 

Osteopathic 

medicine 

 
A form of manual therapy that employs soft tissue and 

articulation techniques to improve musculoskeletal pain and 

movement disorders, such as neck and low back pain. 

 
Osteopath/ 

Osteopathic 

physician 

 
Osteopaths are health clinicians trained to treat patients 

suffering from musculoskeletal pain and movement disorders. 

In Australia, New Zealand and the United Kingdom, these 

clinicians are university-trained allied health practitioners 

with clinical health science degrees. In USA, osteopathic 

physicians are medical physicians or surgeons working in 

hospitals or general practice who have undertaken full 

medical training that also includes osteopathic training similar 

to osteopaths (Carreiro & Fossum, 2011). 

 
Preregistration 

education for 

health 

professionals 

 
The healthcare education undertaken by health practitioners 

to gain the necessary qualifications to be legally permitted to 

work in that profession. 

 
Professional 

capabilities, 

capability and 

competencies 

 
Professional capabilities are the knowledge, skills and 

professional attributes necessary for safe, independent 

practice. Professional capability is the extent to which an 

individual can adapt to change and synthesise new knowledge 

from experience to improve their performance. 

Professional competence is what individuals know or are able 

to do in terms of knowledge, skills and attitudes (Fraser & 

Greenhalgh, 2001). 



21  

 

Reflection ‘Active, persistent and careful consideration of any belief or 

supposed form of knowledge in the light of the grounds that 

support it and the further conclusion to which it tends’ 

(Dewey, 1933, p. 9). ‘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). Purposeful critical 

analysis of knowledge and experience in order to achieve 

deeper meaning and understanding (Mann, Gordon, & 

MacLeod, 2009, p. 597). 

 
Reflective practice 

 
A term introduced by Donald Schön (1983). Reflection 

practice involves making connections between experience 

and prior understandings of a phenomenon in order to 

enable the generation of a new understanding and a change 

in the situation. 

 
Social learning 

theory—also 

referred to as 

‘social cognitive 

theory’ 

 
A form of behaviourism that emphasises the importance of 

observational learning and cognitive variables in explaining 

human behaviour. 

 
Theory 

 
A theory is an organised body of interrelated concepts and 

principles intended to explain a particular phenomenon 

(Leedy & Ormrod, 2005, p. 4). 

 
Transformative 

learning theory 

Transformative learning theory explains the process whereby 

adults effect change in their frame of reference or perspective 

that is more inclusive, discriminating, self-reflective and 

integrative of experience (Mezirow, 1997). 
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Chapter 1: Thesis Overview and Context 
 
 

Watch your thoughts; they become your words. 

Watch your words; they become your actions. 

Watch your actions; they become your habits. 

Watch your habits; they become your character. 

Watch your character; for it will become your destiny. 
 

Author unknown 
 
 
 

1.1 Introduction 
 

This thesis explores the learning of critical reflection by student osteopaths1 

in preregistration professional education. This exploratory research tracked the first 

cohort of student osteopaths at an Australian university (the research site) across 

four years of their five-year health practitioner education, with the purpose of 

evaluating the impact of reflective learning activities and discovering how to improve 

student outcomes. The learning activities were designed to enable critical reflective 

thinking and improved practice. 

Critical reflection is considered essential for competent professional practice 

because it provides the practitioner with a means to systematically examine their 

decisions and actions in a critical manner (Mann, 2008; McLeod, Barr, & Welch, 2015; 

 
 

 

1 Osteopaths are registered healthcare practitioners who specialise in the treatment of patients 
suffering from musculoskeletal pain and injury. To practice in Australia osteopaths must be 
registered with the Osteopathy Board of Australia under the Australian Health Practitioner 
Regulatory Authority. Most Australian Osteopaths work in private clinical practices. 
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Mezirow & Associates, 2000). By reflecting on clinical practice, the practitioner’s self- 

awareness is heightened, reducing the risk of habitual practice that can ‘lead to 

compromised patient care and safety’ (Chaffey, de Leeuw, & Finnigan, 2012, p. 198). 

This research was conceived when I started teaching osteopathy at the research 

site and discovered students’ willingness to unquestioningly accept everything they 

were taught. At the time, the curriculum did not include learning activities 

designed to stimulate and develop students’ capacity for critical reflection, and I 

feared they would become uncritical practitioners. After considerable research and 

numerous meetings with colleagues and regulators, it became evident that 

critical or reflective thinking was not included in the osteopathy curricula in Australia 

or elsewhere. There were no guidelines for developing curricula approaches to 

stimulate or facilitate critical reflection in either the preregistration or the continuing 

professional education of osteopaths, nor was there any relevant osteopathic 

literature. A review of the health education literature revealed that critical reflection 

and reflective practice are considered important strategies in most health 

professions to foster increased learning, self-awareness, flexibility, competence and 

improved patient care (Argyris & Schön, 1974; Carson & Fisher, 2006; Delany & 

Molloy, 2009; Donaghy & Morss, 2000; Heron, 1985; Mamede & Schmidt, 2004; 

Moon, 1999). 
 

Preparing health professionals for contemporary healthcare is challenging 

because it requires a curriculum that not only keeps abreast of the ever-increasing 

body of biomedical knowledge but also promotes practitioner flexibility and 

awareness—both of themselves and of the complexity of contemporary  healthcare 
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(Saunders et al., 2007). This awareness prepares practitioners for the challenges of 

practice and creates opportunities for professional growth and development 

(Osterman & Kottkamp, 1993). In addition to cognitive and technical competencies, 

critical reflection also enables personal and emotional development (Howe, 2002, p. 

353). 

Guided by colleagues and by the literature related to reflective practice, I 

designed and embedded a set of reflective learning activities for the preregistration 

double-degree course (Bachelor of Clinical Sciences and Master of Osteopathic 

Medicine) at the research site. My goal was to develop a curriculum that would 

enable students to develop their capability for critical reflection and thus, facilitate 

transformative learning (Mezirow & Associates, 2000), which would, through 

considered decision-making, lead to competent, ethical patient care. I envisaged a 

curriculum that would assist students to advance from the habitual acceptance of 

information to a more-active questioning learning, where they would be challenged 

by new information that would encourage them to question everyday assumptions 

(Kalantzis & Cope, 2008). 

 
 

1.2 Background 
 

Osteopaths work as registered clinical health practitioners who provide 

treatment for patients suffering from musculoskeletal conditions, such as back and 

neck pain, and from conditions related to ageing, arthritis and physical injury 

(Osteopathy Australia, 2015a). While osteopathy is one of the smallest health 

professions in Australia, it is the fastest-growing allied health profession    (Nicholas, 
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2015). Predominantly an emerging profession, with the majority of practitioners 

under 40 years old, osteopathy boasts a graduate employment rate of close to 100 

per cent (Keast, 2015). These two factors contribute to the pressing need for the 

development of reflective practitioners in osteopathy. In Australia, the osteopathy 

course is a five-year full-time double-degree program including extensive clinical 

placement, which leads to national registration with the Osteopathy Board of 

Australia (OBA, 2015) under the Australian Health Practitioner Regulatory Authority 

(AHPRA). Although several recent discussion papers have argued the need for 

pedagogical approaches that foster critical thinking and reflective practice in 

osteopathy (Atkinson, 2004; Fryer, 2008; Thomson, Petty, & Moore, 2011, 2014; 

Wallace, 2008), the literature remains silent on educational strategies for reflective- 

practice skills for preregistration or registered osteopaths in Australia or elsewhere. 

Growing complex healthcare includes evidence-based care, ongoing 

accreditation and transparency required of practitioners by regulators and 

healthcare payers such as Medicare (Australian national health insurance scheme). 

This has situated osteopathy at a critical turning point ‘as traditional and future- 

orientated forces within the profession tend to drift apart’ (Sommerfeld, 2008, p. 76). 

It has been argued by some (Fryer, 2008; Thomson et al., 2014) that a reluctance by 

many in the profession to scrutinise outdated models, principles and practices, 

coupled with an educational framework that relies on didactic teaching techniques, 

has inadvertently fostered an uncritical professional mentality. 
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1.2.1 The researcher’s background. 
 

My first degree prior to studying osteopathy was in education (high-school 

teaching). After one year of teaching music and history to year 7–10 boys, I decided 

to study osteopathy, my choice was prompted by my appreciation of the 

effectiveness of osteopathic treatment I received after a serious motor vehicle 

accident. Since completing my osteopathic education, I have spent 19 years working 

both full time and part time as a clinical osteopath in Australia and one year working 

as a physiotherapist in France. During this time, I also undertook a Master of Applied 

Science in Neuromusculoskeletal Medicine at RMIT University, and have been 

teaching clinical sciences in osteopathy at an Australian university for eight years. 

I was first influenced by the concept of critical thinking during my teacher 

education and subsequent high-school teaching role, where emphasis was placed on 

encouraging students to critically analyse their thinking and behaviour. At that time, 

I was particularly interested in the ideas of Jean Piaget (1970) based on social theory 

and developmental cognitive psychology, and I later explored Mezirow’s adult 

transformative learning theory (Mezirow & Associates, 2000). 

In my years of clinical practice after completing my osteopathic training, the 

complexity of clinical practice—especially as a sole practitioner—and the growing 

demand for evidence-based practice led me to deepen my own use of reflective 

practice to develop individualised and patient-centred treatment. My transition to an 

academic teaching role was a conscious decision aimed at helping to develop the 

profession of osteopathy in an educational role. The critical reflective stream, which 
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is the foundation of this thesis, is the result of both my deep interest in reflection and 

my concerns about the direction of osteopathy education in Australia. 

My commitment to transforming the osteopathic curriculum was further 

influenced by my ongoing involvement with the Australasian Osteopathic 

Accreditation Council (AOAC, 2016), the accreditation body for osteopaths. My role 

initially involved working with a project team of osteopathic academics and medical 

assessment experts to develop the capabilities for osteopathic practice and a model 

for assessing overseas osteopaths for entry into the Australian profession. 

1.2.2 The challenges of reflective practice in osteopathy. 
 

In this section, I will discuss a number of factors that are believed to have 

contributed to the omission of reflective practice in osteopathy and osteopathic 

education: a lack of scope of practice, the uncritical teaching of outdated models in 

some osteopathic education programs and the clinical setting in which most 

osteopaths work. 

 
 

1.2.2.1 Lack of scope of practice. 
 

The first factor underpinning the omission of reflective practice in osteopathy 

generally, and in osteopathic education specifically, is a lack of consensus in the 

profession about what constitutes osteopathic practice. At the time of the 

commencement of this research, the profession of osteopathy in Australia had no 

scope-of-practice policy, leaving practitioners, educators and student osteopaths 

with limited direction concerning what is important for delivering safe and effective 

patient management. Although the osteopathic professional and regulatory  bodies 
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have devoted considerable resources to developing a preliminary statement on the 

scope-of-practice (Osteopathy Australia, 2015a), there remains little consensus 

among regulators, osteopaths and academics regarding what osteopathy actually is, 

what competencies are essential for osteopathic practice and the best way to 

educate osteopaths. This lack of consensus is ‘limiting for public safety, regulatory 

policy and for identifying the learning needs of osteopaths’ (Hager, Boud, & Stone, 

2009, p. 6). 

This is not uncommon in emerging professions such as osteopathy; however, 

confounding the profession’s efforts to define its scope of practice is an ongoing 

conflict over ideology and practice-based perspectives between groups within the 

profession. The majority of osteopaths support a diagnostic and treatment rationale 

based on the current evidence-informed ‘musculoskeletal model’ of manual therapy, 

which is aligned to other manual-therapy professions, such as physiotherapy. 

However, a sub-discipline of osteopathy referred to as ‘cranial osteopathy’2 supports 

a controversial model of health of which there is currently no scientific support (Ernst, 

2012; Hartman, 2006; Jordan, 2009). A recent publication has identified the genesis 

of this model as the ‘antiquated physiological hypothesis’ of an eighteenth-century 

German physician turned religious leader who claimed that the ideas came to him as 

mystical visions (Jordan, 2009, p. 106)—further fuelling the tension between 

osteopaths. Although the number of osteopaths adhering to this cranial model is not 

 
 

 

2 Cranial osteopathy endorses a concept of health ‘whereby movements of the human brain cause 
rhythmic fluctuations of cerebrospinal fluid and specific relational changes among cranial bones’ 
(Hartman, 2006. p. 1). However, research has ‘failed to demonstrate effectiveness’ (Ernst, 2012. P. 
197) and further suggests that the proposed mechanism for cranial osteopathy is invalid (Hartman, 
2006; Hartman & Norton, 2002). 
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high (Burke, Myers, & Zhang, 2013; Johnson & Kurtz, 2003; Orrock, 2009), the 

influence and voice of their group is significant—arguably bolstered by the group’s 

own teaching academy, which offers cranial courses independent of the universities. 

Due to such opposing opinions, consultations towards developing a detailed 

document have proven difficult. 

Osteopathy, without a scope of practice, remains ill defined and open to 

numerous interpretations and definitions, not only from the profession itself but also 

from patients and other health professionals. As argued by the Osteopathy Council 

of New South Wales (2014) (the statutory body responsible for the management of 

complaints about the conduct, professional performance, health, competence and 

fitness to practise of any practicing or student osteopath) in their Position statement 

on scope of practice in osteopathy, a lack of prescribed policy regarding what 

constitutes osteopathic practice leaves the profession with a ‘free form of practice’ 

(p. 1). In the position statement, the council discusses the challenges it faces due to 

a lack of clarity on scope of practice. They ask a number of questions: ‘Without such 

guidelines, how would one determine what constitutes competence? Which 

healthcare needs should osteopathy seek to meet? And how would one determine 

education requirements?’ (p. 1). To address these and similar questions, it is argued 

in this thesis that the inclusion of reflective practice in osteopathy is important to 

move the profession closer to consensus about the values that underpin osteopathy 

and about what constitutes osteopathic practice. 
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1.2.2.2 Uncritical teaching of outdated models. 
 

A second factor influencing the lack of reflective practice in osteopathy relates 

to the uncritical teaching of what is considered by some in the profession as outdated 

models of osteopathic medicine. There are two issues here. The first is uncritical 

teaching methods, which Fryer (2008) argues ‘may repress critical thought’, and the 

second is the ongoing teaching and support of ‘unscientific dogma’ (p. 60). The 

majority of current osteopathic educators themselves were educated in private 

colleges, in which teachers were rarely questioned on the validity of the models and 

clinical techniques they taught. In such teaching environments, values were often 

‘implicit, assumed, unquestioned, and sustained by dogma’ (Sommerfeld, 2008, p. 

98). Fryer (2008) suggests that ‘critical reflection and appraisal may be actively 

discouraged’ in some [osteopathic] academic environments, especially when it is 

seen to threaten the authority of the educator, and a classroom atmosphere of 

uncritical acceptance of everything ‘osteopathic’ (p. 56). Fryer (2008) believes that 

even in the face of conflicting evidence ‘they [the educator] may choose to continue 

teaching as they always have and hope that students do not raise the issue and 

challenge their authority’ (p. 59). This, Fryer (2008) argues, may constitute ‘academic 

dishonesty’ on the part of these educators (p. 56). 

I have witnessed firsthand such uncritical teaching to a cohort of naïve 

undergraduate students, who appeared to accept, without question, all that they 

were presented. This was confounded by faculty members continuing to teach as 

they had been taught, despite evidence of a changing context of healthcare—for 

example, the requirement for evidence-based practices—and a growing  awareness 
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of the limitations of such a dogmatic approach (Tyreman, 2000). The concern with 

such an approach is the risk to patient care caused by a lack of critical judgement on 

the part of practitioners, which may result in harmful or ineffective advice or clinical 

treatment (Thomson et al., 2014). The relatively recent inclusion of osteopathy in the 

university setting, coupled with the fact that the majority of osteopathic practitioners 

work in private practice, has resulted in a profession that is mostly unfamiliar and 

disengaged with research and reflective practice. Despite osteopathic academics 

being slow to engage with these paradigms, the university learning environment does 

offer the opportunity to engage students with new learning paradigms, such as 

reflective practice and problem-based learning, which will equip them to identify and 

take action to clarify the disparities and inconsistencies in the osteopathic 

professional knowledge base. 

 
 

1.2.2.3 The clinical setting. 
 

A further important consideration for this discussion is the clinical setting of 

Australian osteopaths. The majority of osteopaths working outside the United States 

of America (USA), particularly Australia, are sole operators, often working without 

collegial support or institutional supervision in practice. This is in contrast to other 

regulated health professions, in which graduates usually start their careers in a 

hospital or public clinic setting with ongoing supervision and mentoring. Such 

supervision can reduce the burden of responsibility for new graduates as they 

develop competence and experience. Osteopaths in Australia do not have practice 

rights  to  work  in  hospitals  or  public  clinic  settings.  New  graduate    osteopaths 
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commence their careers as autonomous practitioners, often with the same level of 

responsibility as experienced practitioners. Therefore, critical reflection becomes a 

crucial skill for these beginner practitioners, who, working in isolated settings that 

usually lack collegial support and collaboration, must make decisions on complex 

patient cases and practice issues. 

 
 

1.2.3 Why there is a need for reflective practice in osteopathy. 
 

Barnett (1995) considers critical reflection to be a catalyst for developing 

higher-order thinking and expertise in problem-solving, both essential skills in clinical 

practice. Equally as important is the ability to learn from experience, using conscious 

thought processes to correct beliefs and revise interpretations and behaviours—the 

keystone of transformative learning (Mezirow & Associates, 1990). 

During the process of developing the osteopathic curriculum, I researched 

critical-reflection theory. I realised that critical reflection is closely related to critical 

analysis or criticality, which not only encompasses critical thinking about a situation 

but also allows for in-depth scrutiny of one’s personal perspective, attitudes and 

values as part of a systematic approach to problem-solving (Blaschke & Brindley, 

2011). 

A review of the literature on educational strategies used in the health 

disciplines to promote reflective practice (McLeod et al., 2015) revealed an extensive 

body of work, most notably in nursing (Somerville & Keeling, 2004), aimed at 

improving clinical practice (Paget, 2001) through reflective teaching and learning 

(Welch, Shahwan-Akl, & Intherarasa, 2007). I found further examples in other health 
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disciplines, including medicine (Aronson, 2011; Di Lillo, Cicchetti, Scalzo, Taroni, & 

Hojat, 2009), occupational therapy (Murray, McKay, Thompson, & Donald, 2000), 

physiotherapy (Clouder, 2004; Constantinou & Kuys, 2013; Delany & Watkin, 2009; 

Jensen, 2003), pharmacy (Austin, Gregory, & Chiu, 2008) and radiology (Baird, 2007). 

Research in these disciplines has reported on various reflective pedagogical 

interventions that have resulted in numerous benefits for healthcare students and 

practitioners. These benefits include identification of learning needs, construction of 

an integrated learning base, increased understanding of themselves and personal 

change, self-monitoring, autonomous decision-making, development of professional 

identity, enhanced interprofessional collaboration and the fostering of lifelong 

learning—all of which are believed to lead to improved patient care (Clouder, 2009; 

Cross, 1993; Donaghy & Morss, 2007; Dunn & Musolino, 2011; Heron, 1985; Levett- 

Jones, 2007). 
 

The document Capabilities for osteopaths (UTS Project Team, 2009) affirms 

that critical reflection is necessary for higher-order thinking and reasoning. The 

document states that osteopathic practitioners require ‘the ability to critically reflect 

on clinical challenges and uncertainties’ and that they must ‘continuously reflect on 

the respectful patient-centeredness of the osteopathic management of the patient 

and use ongoing reflection on treatment and management outcomes’ (UTS Project 

Team, 2009, p. 5). Reporting on the development of capabilities for osteopaths, 

Hager, Boud and Stone (2009) assert that reflective capacity is necessary ‘to help 

manage ongoing clinical complexity, changing evidence base and future clinical 

uncertainty and therefore improve patient care’ (p. 151). 
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From my review of the health education literature and from my involvement 

in the development of capabilities for osteopaths, it became evident to me that for 

osteopaths to embody these capabilities and provide ethical, safe and competent 

patient care, it is crucial that the education of student practitioners be well grounded 

in the skill of critical reflection (Fook, 2006; Tate, 2004). 

Another key factor compelling the inclusion of reflective practice in 

osteopathy is the fact that osteopathy is the fastest-growing allied health profession 

in Australia, with the number of osteopaths almost doubling between 1996 and 2001, 

between 2001 and 2006 and again between 2006 and 2012 (IDA Economics, 2013; 

Osteopathy Australia, 2015b). It is argued in this thesis that educators of future 

osteopathic practitioners have an increasingly important mandate to ensure their 

students develop the necessary skills and reflective capacity required to become 

reflective practitioners—practitioners capable of independent, ethical and defensible 

decisions that will ensure optimal patient care. 

1.2.4 Osteopathic education in Australia. 
 

Prior to 1987, the education of osteopaths in Australia was delivered via a 

model that combined an apprenticeship with tuition at a private college. Students 

worked in osteopathic practices under the guidance of a registered practitioner 

during the day and attended evening lectures provided by unregulated private 

institutions owned and run by senior practitioners (Carreiro & Fossum, 2011). 

There are advantages and disadvantages of both the university education 

model and the appenticeship model. Advantages of the previous apprenticeship 

system have been identified in the literature. They include early exposure to applied 
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knowledge through real patient encounters and mentoring opportunities (DeVita, 

2007). On the other hand, the disadvantages of such an insular learning environment 

may pose a threat to a student’s independent thinking and to their development of 

autonomous decision-making. This can occur due to such factors as practitioner 

biases, the educational needs of the student taking second place to the economic 

needs of the practice, the fostering of a silo mentality and the limited knowledge base 

available from a single practice caseload (Delany & Watkin, 2009). However, the 

move to the university learning environment has not been a cure-all strategy; the 

influences of bias, misrepresentation, didacticism and conflicting agendas are to a 

greater or lesser extent still present (Fryer, 2008). 

Contemporary healthcare, in an effort to optimise benefit to patients, 

requires practitioners to be patient-centred and to work collaboratively with 

practitioners from other health disciplines. Crucial recent research by Thomson, Petty 

and Moore (2014) explored experienced osteopaths’ professional identities, views 

and overall conceptions of osteopathy. They found among the participants a 

preponderance of practitioner-centred, uncritical and paternalistic attitudes towards 

patient management and highlighted the lack of critical reflection within the 

profession as serious. They suggest that the uncritical stance taken by some 

osteopaths may lead them to adopt a practitioner-centred approach that 

overemphasises the role and power of the practitioner and ‘may advocate inequality, 

promote patient passivity and, most importantly, fail to promote optimal patient 

care’ (p. 165). They point out that such practitioner-centred practice is considered 

typical  of  ‘novice’  practitioners;  however,  the  participants  in  their  study    were 
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experienced practitioners, all with more than five years clinical experience. Such an 

approach is in contrast to the modern healthcare edict of patient-centred care that 

values the patient’s opinions and experiences as necessary for a deeper 

understanding of the patient’s condition. They conclude their paper with a call for 

future osteopathy courses to foster reflective practice and warn that ‘if the 

profession fails to do so it risks being excluded from mainstream healthcare, policy 

and decision-making’ (p. 156). 

Contemporary healthcare education is increasingly focused on the 

development of reflective practitioners. This increasing focus arises partly from the 

concern that medical and health practitioner education inadvertently promotes 

behaviours and attitudes of ‘detachment, self-interest, and objectivity’ (Coulehan & 

Williams, 2001, p. 598). It has been suggested that these behaviours and attitudes 

can be attributed to an overemphasis on the biomedical model of health in 

practitioner education (Plack & Greenberg, 2005) and increasing financial pressures. 

Continued engagement with the practice of critical reflection is believed to lead 

practitioners to respond to clinical encounters reflectively rather than relying on 

automatic and habitual responses that may not be in the best interest of the 

practitioner, their colleagues or their patients. With such a strong push to reduce 

costs in healthcare, the profession of osteopathy will not remain immune to 

pressures that foster economic self-interest at the expense of decreased patient 

care—that is, increased patient load, reduced time spent with patients, treatment 

techniques that require less effort or clinical reasoning and a detached 

professionalism. 
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Although all universities promote a set of graduate attributes that form the 

foundation of student learning outcomes and include critical reflection and critical 

evaluation, with the exception of the Critical Reflective Stream that I embedded into 

the osteopathic curriculum at an Australian university, explicit reference to reflective 

learning is not included in osteopathic course materials. Graduate attributes include 

the qualities, skills and understandings students are expected to develop during their 

course. Concomitant is the expectation that academics will nurture these attributes 

through carefully designed curricula, teaching and learning opportunities. Graduate 

attributes encompass, but go beyond, the disciplinary expertise of the discipline. 

Educators who ask students to identify and question their biases, 

preconceptions and assumptions must be prepared to do the same and to have 

students challenge the rhetoric. Current critical discussions in osteopathy (Abbey, 

Esteves, Vogel, & Tyreman, 2014; Fryer, 2008; Thomson et al., 2014; Wallace, 2008) 

highlight the need for change, a change from the silo mentality and a move away 

from adherence to outdated models and teachings. In examining how osteopathic 

clinicians make decisions, Sommerfeld (2008) asks: 

But how can we rely on the quality and standards of our 

judgments, the truth of what we know? How can we rely on our 

underpinning values? Are we aware of them? Where do they 

come from? Are there any irrefutable values? Do they change? If 

these values change, what are the consequences of such 

changes? These questions are crucial in a practical realm—as in 

osteopathy—where judgments lead to decisions and decisions 
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lead to actions with irreversible consequences that may impact on 

other individuals. (p. 99) 

In summary, the key factors that inspired this research relate to the need for 

the inclusion and evaluation of reflective practice for osteopaths, and are threefold. 

First, little is currently known about reflective practice in osteopathy; there is no 

empirical research on this topic in the osteopathic literature. Second, osteopathic 

medicine is a diverse, ill-defined form of primary healthcare, lacking in evidence- 

based research about its efficacy, which results in confusion and conflict regarding 

the appropriateness of material for inclusion in osteopathic education and suitable 

treatment protocols for patients. Third, modern healthcare, particularly in private 

practice, has been accused of fostering practitioner gain over patient care. 

To address these key factors, this research investigated the effect of a 

pedagogical intervention in student learning and their development of reflective 

capacity within an osteopathic curriculum. 

1.2.4.1 The osteopathy program at the research site. 
 

The osteopathy program is situated within a large interdisciplinary health 

faculty that offers training in a number of health disciplines (exercise physiology, 

midwifery, nursing, occupational therapy, psychology, podiatry, aged care and public 

health). The osteopathy program comprises a Bachelor of Clinical Sciences (Years 1 

to 3) followed by a Master of Osteopathic Medicine (Years 4 and 5) (see Appendix K). 

In the first two years, basic and applied sciences are shared with other disciplines, 

with only a few specialist osteopathy units. The basic and applied sciences include 

anatomy,   physiology,   pathology,   biochemistry,   neuroscience,   psychology   and 
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research and analysis for health. Biomedical studies, including pharmacology and 

general clinical medical examination and diagnosis, along with the integrated 

osteopathic skills are developed in Years 3 and 4, and clinical practicum becomes a 

central component of the program in Years 3, 4 and 5. In the master’s years, a 

substantial group research project is completed. 

The students commence clinical placements in the final semester of Year 3. 

For their initial clinical placement, the students complete 30 hours observing a 

registered osteopath in an external private osteopathic clinic. Commencing in Year 4 

and continuing through Year 5, the placements are under the supervision of clinical 

educators (registered osteopaths) within the university teaching clinic. For these 

placements, the students undertake two six-hour shifts per week, and over the year 

they gradually take more responsibility for patient consultations. By the end of Year 

5, the students take full responsibility for the patient and act as mentors for students 

from earlier years. All teaching staff involved in teaching the osteopathic components 

of the course are registered osteopaths who also work part-time in clinical practice. 

During the first two years of this research, I was mentored in reflective teaching and 

learning by a senior academic, Dr Kath Fisher, a specialist in reflective practice from 

the university’s Centre of Teaching and Learning (see Sections 3.6.2 & 3.6.3). In 

addition to fulfilling my assigned teaching roles, I not only embedded into the 

curriculum but also taught the new stream of critical reflective learning activities 

during the four years of this research (see Section 3.6 for a full description of the 

critical reflective stream). My assigned teaching roles and my contact with the 

participants during the four-year period of this research included five hours per week 
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of lecture and tutorial time during the undergraduate degree and one hour per week 

of reflective tutorial during the master’s degree. Additionally, I was a higher-degree 

research supervisor for two of the students during the two-year master’s degree. 

 
 

1.3 Justification for this Research 
 

As outlined in the introduction to this chapter, reflective practice and the 

development of critical reflection have emerged as important themes in healthcare 

and health practitioner education. The ability to question one’s decisions and 

judgements is considered vital for best practice and for patient safety. However, the 

profession of osteopathy has neglected this aspect of practitioner education in their 

courses. This knowledge gap in osteopathy is highlighted by several researchers, who 

suggest that the absence of critical reflection in osteopathic curricula can result in 

students being inadequately prepared for the demands of clinical practice (Fryer, 

2008; Spadaccini & Esteves, 2014; Thomson, Petty, & Moore, 2013; Thomson et al., 

2014). 

Research in other health disciplines highlights critical reflection as 

underpinned by a transformative approach to learning and as integral for informed 

decision-making (Kalantzis & Cope, 2008; Dunn & Musolino, 2011; Tate, 2003). Early 

exposure to critical reflection is believed to increase students’ awareness of different 

possibilities and realities, based on a deeper understanding of their personal context 

(Barnett, 1995; Borrell-Carrió, Suchman, & Epstein; Stein, 2000; Tate, 2003). When 

provided with constructive opportunities to examine their personal biases, 

preconceptions  and  assumptions, students are more  likely to feel empowered   to 
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deconstruct and reconstruct their own experiences, enabling them to develop 

confidence in their ability to make informed decisions and solve problems (Blaschke 

& Brindley, 2011). 
 

The rationale for conducting this research was to address this knowledge gap 

in osteopathy. I used longitudinal case-study research (Yin, 2011) to examine the 

effects of introducing the first formal reflective curriculum into an osteopathy course 

at an Australian university. Several researchers had identified the need for empirical 

research to investigate the effect of reflective learning strategies in medical and 

healthcare education curricula (Canniford & Fox-Young, 2014; Chaffey et al., 2012). 

 
 
1.4 Aims of this Research 

 
Based on the tentative evidence from the literature that the use of reflective 

learning strategies can lead to critical reflection in healthcare students, the aim of 

this research was to evaluate student engagement with reflective learning within an 

osteopathic preregistration course at both undergraduate and postgraduate level. 

The reflective learning strategies had been progressively incorporated into the 

curriculum to enhance the students’ reflective capacity. To understand student 

engagement, it was considered necessary to investigate the level, extent and focus 

of reflection in the student journals, essays and reflective group discussions. 

I implemented a case-study research design as guided by an approach 

advocated by Robert Yin (Yin 2009, 2012). Yin suggests formulating propositions for 

a case-study to guide the development of the research questions and the collection 

and analysis of the data. He further recommends using a review of the literature and 
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the researchers’experience to formulate the propositions. Therefore, from a review 

of the effects of reflective learning on students in health professional education, the 

following propositions for this research were considered: 

• Students who practise critical reflection are likely to develop their 

reflective capacity, demonstrated by an increase in both their level of 

reflection and their active questioning of their beliefs, values and 

assumptions. 

• The results of this research will have the ability to inform future 

improvements for the reflective program. 

 
 

1.5 Research Questions 
 

Against a background of the literature that cited numerous positive effects of 

the use of critical reflection in health practitioner education, the following research 

question guided this research: 

• How do student osteopaths engage with critical reflective learning 

throughout their preregistration education? 

In order to explore the primary question more fully across the various stages 

of the curriculum, a number of related research subquestions pertaining to the 

students’ use of critical reflection were identified (see Figure 1.1). The subquestions 

helped to focus the evaluation by investigating the students’ use of critical reflection 

as they engaged with key learning activities. For example, reflective journals were 

collected at various stages of the course: during the second year of the course when 

the students were introduced to the practical components of patient  management, 
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during the fourth year as they made the transition to clinical placement and during 

the fifth year when the students were making the transition to independent clinical 

practice. Research subquestions related to these stages of the students’ learning 

directed analysis of the journals to the level of reflection employed by the students 

and the uses that students made of critical reflection. 

 
 

RESEARCH FOCUS/PHENOMENON OF INTEREST 
The use of critical reflection by student osteopaths 

in their preregistration education 

 

 
 
 

Figure 1.1. A summary of the research questions for each phase of the research. 

PRIMARY RESEARCH QUESTION 
How do student osteopaths engage with critical reflective learning during 

their preregistration education? 

PHASE 1 
How do second-year student 

osteopaths engage with 
critical reflection? 

PHASE 4 
How do near-graduate 

osteopaths perceive critical 
reflection? 

What are student 
recommendations to facilitate 

reflective practice? 

PHASE 2 
How do students engage with 
critical reflection when asked 

to identify a key critical 
incident? 

PHASE 3 
How do students engage  

with critical reflection during 
the transition from classroom 

to clinical placement? 
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Not all questions were answered in each phase; rather, the knowledge 

gleaned from each phase raised further research questions for subsequent phases, 

building towards a cumulative understanding of using critical reflection in osteopathy 

education across the four-year duration of the research study. 

In addition to understanding how the students engaged with critical 

reflection, it was also considered important to investigate the students’ perceptions 

and understandings of critical reflection and their suggestions for enhancing the 

reflective learning activities in the curriculum. 

 
 

1.6 Thesis Structure 
 

As this case-study research using qualitative data collection and analysis 

techniques investigated the development of reflective practice in healthcare 

students, this thesis is presented in a chronological structure proposed by Yin (2009). 

There are six chapters in total, with two chapters (chapters 4 and 5) dedicated to 

presenting the findings. 

Chapter 1 presents the background to, and purpose of, the case-study 

research. This chapter has presented the background to the research that led to the 

embedding of reflective learning strategies in preregistration osteopathic 

practitioner education at an Australian university. The growing support for including 

reflective-practice skills development in health practitioner education has been 

discussed in consideration of the key influences that prompted this research. 

Chapter 2 reviews the literature on reflective practice, transformative 

learning and critical reflection. Chapter 2 also explores in detail the recent literature 
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on educational strategies used in health practitioner education to promote reflective 

practice. Further, the literature review presents the limited discourse related to 

reflective practice in osteopathy and highlights the absence of research into reflective 

practice in osteopathy. 

Chapter 3 defines case-study research and explores the role of qualitative 

research in explicating the meaning and experiences of individuals on their path to 

becoming qualified health practitioners. Chapter 3 also presents the case-study 

research design and the rationale for its use. Practical, ethical and ontological 

components are also considered in light of the data collection and analysis methods. 

Chapter 4 is the first of two chapters in which the data is analysed. In keeping 

with the data collection, the data analysis is divided into four phases; the data 

analysis for the first two phases is in Chapter 4. 

Chapter 5 presents the data analysis for the final two phases. 
 

Chapter 6 presents a discussion of the relevance and significance of the 

research findings and makes recommendations for teaching reflective learning in 

health practitioner education, based on the advanced analysis of the data. The 

limitations of the research study are explored in Chapter 6. 
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Chapter 2: Literature Review 
 
 

2.1 Introduction 
 

As outlined in Chapter 1, the purpose of this research is to evaluate the impact 

of incorporating critical reflective learning into osteopathic practitioner education at 

an Australian university. In particular, the research sought to understand the 

influence on student osteopaths of systematically embedding critical reflection 

within the curriculum as a pedagogical strategy to promote reflective practice. 

For the purpose of completeness and inclusiveness, I reviewed the literature 

at three points during my candidature. I undertook the initial review prior to data 

collection to inform the research design. The second review, undertaken during the 

final data analysis, enabled me to contextualise the findings within current literature. 

The third review, during the final write-up stage, allowed me to incorporate the most- 

recent studies for teaching and learning reflective practice in health practitioner 

education. 

One of the most significant observations of each stage of the literature review 

was the ongoing absence of published literature pertaining to critical reflection and 

reflective practice in osteopathic education and practice. This review therefore draws 

from the literature pertaining to other health professions. To contextualise the 

questions addressed in this research and to outline the relevance of reflective 

practice for student osteopaths, this review begins with the background, definitions 

and popular models of reflective practice, with reference to the seminal works of key 

contributors (see Sections 2.2 to 2.3). This is followed by a review of the literature on 
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strategies that promote reflective practice in student health practitioner education 

(see Section 2.6), that includes excerpts from an integrative literature review 

published during my candidature. The excerpts are included with appropriate citation 

and approval from the university graduate research unit, my research supervisor and 

co-authors (see Appendices A1 and A2). 

I then review the limitations and criticisms of teaching reflection followed by 

an overview of the limited literature that refers to reflection in osteopathy (see 

Section 2.7). 

 
 
2.2 Reflection and Reflective Practice 

 
The terms ‘reflection’, ‘critical reflection’ and ‘reflective practice’ are often 

used interchangeably in the literature (Finlay, 2008; Mamede & Schmidt, 2004; 

White, 2004; White, Fook, & Gardner, 2006). These terms, used in a variety of 

disciplines, are defined with some consistency in the literature, but consensus across 

all disciplines is not clear (Fook & Gardner, 2013). Individual differences appear to be 

related to the ideological foundations of the discipline within which these terms are 

being used and the purpose for which reflection is undertaken. The primary focus of 

this chapter, however, is of the use of critical reflection within the health professions. 

The terms ‘critical reflection’ and ‘reflective practice’ are used in this research 

to represent two slightly different concepts. Due to a lack of distinction in the 

literature between the two terms, I will first provide an explanation of how the two 

terms are used in this thesis before I review the literature concerned with critical 

reflection and reflective healthcare practice. ‘Critical reflection’, as demonstrated in 
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the following discussion, can be defined as a metacognitive process whereby an 

individual ‘examines and explores an issue of concern resulting in a changed 

conceptual perspective’ (Boyd & Fales, 1983, p. 100). ‘Reflective practice’ refers to 

the type of practice that results from critical reflection or, put another way, the use 

of reflection in the practice setting and the outcomes for the practitioner, patient and 

other stakeholders. The aim with the initial learning of reflection for the students in 

this research was to gain an understanding of the theoretical concept of reflection 

and to practice the steps necessary to elicit reflection: to monitor their own thinking 

and examine their assumptions, values and beliefs in light of experience to enable 

them to apply the process of critical reflection to clinical practice. Hence, it was 

anticipated that by introducing the students to the theoretical concepts of reflection 

and by providing them with opportunities to practise the stages of reflection, they 

would be better equipped to carry out their roles as student practitioners and later 

as a graduate practitioners in a reflective manner. 

The concept of reflection can be traced back to early philosophical and 

educational literature, in particular to that of Dewey (1933), Schön (1983) and Boud 

et al. (1985a). For all of these authors, reflection is fundamentally a way of learning 

in the professional context (Fook & Gardner, 2013). In his book How we think, Dewey 

(1933) points out that the initial reasoning behind much of what we do is based on a 

method of ‘trial and error’—that is, once we have found a particular mode of action 

that works, we adopt it as a rule of thumb. He argues, however, that this method is 

insufficient because it does not enable us to understand or learn from our 

experiences; instead, we need to analyse the details and outcomes of our actions. 
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This analytical process he refers to as ‘reflection’, without which the outcomes of our 

future actions are at the mercy of uncontrolled variables and circumstances. Dewey 

emphasised the importance of connecting reflection to action as a means of 

integrating the theoretical with the practical aspects of life. Dewey (1933) defines 

reflection as: 

‘the active, persistent and careful consideration of any belief or 

supposed form of knowledge in the light of the grounds that 

support it and the consequences to which it lends’ (p. 215). 

 
 

Most notable in the literature on reflective practice is the work of Donald 

Schön. In his book The reflective practitioner, Schön (1983) makes a significant 

contribution to the theories of how practitioners learn from their practice and how 

reflection enhances critical thinking. Schön (1983) was the first to describe the 

concept of reflective practice, asserting that when professionals reflect on activities, 

the process gives rise to the development of the ‘reflective practitioner’; that is, [a 

person] who is capable of responding to situations in a flexible, responsible and open- 

minded way. Schön insists that it is vital for professionals to become reflective 

practitioners because reflection leads to improved practice. The popularity of his 

work has been attributed to the fact that Schön offers an alternative epistemology of 

professional practice based on the concepts of reflection-in-action and reflection-on- 

action. Schön rejects the notion of technical rationality as the sole important 

foundation for professional knowledge. By technical rationality, Schön is referring to 

the factual elements of knowledge usually generated by positivist investigation.  He 
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does not reject technical rationality as a useful aspect of education but believes it 

should be combined with knowledge developed from practice and experience, 

including evaluation of the assumptions and beliefs that underpin professional 

activity. This form of knowledge is sometimes referred to in the literature as 

professional artistry (Higgs, Jones, Loftus, & Christensen, 2008; Schön, 1983) or as 

tacit knowledge (Polanyi, 1966). 

Reflection involves making connections between experience and prior 

understandings of a phenomenon in order to enable the generation of a new 

understanding and ‘a change in the situation’ (Schön, 1983, p. 68). Schön (1983) 

introduced the notions of reflection-in-action and reflection-on-action. Reflection-in- 

action refers to the active process of drawing from past experience and combining 

this knowledge with one’s current understanding of a situation to problem-solve on 

the spot, whereas reflection-on-action refers to the retrospective deconstruction of 

an experience in order to learn from it. 

The initial and later work of Schön (1983, 1987) has influenced the 

development of many professional and educational courses. In health, nursing was 

one of the first disciplines to engage with Schön’s work (Bulman, Lathlean, & Gobbi, 

2012; Taylor 2006). Taylor (2006) attributes the emphasis placed on ‘bridging the 

theory-practice gap’ in nursing to the influence of Schön’s idea that reflection 

provides practitioners the opportunity to bring to their practice an intelligence that 

enables them ‘to make sense of their work in a theoretical way’ (p. 8). For Taylor, 

reflection  provides  practitioners  with  the  opportunity  to  ‘become  aware  of the 
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patterns, habits, trends and forces that shape their lives and those of the wider 

human community’ (p. 17). 

Boud, Keogh and Walker (1985b) also highlight the connection between 

reflection and the evaluation of experience, stating that to be reflective one must 

‘recapture their experience, think about it, mull it over and evaluate it’ (p. 19). Many 

authors agree that the purpose of reflection is problem-solving triggered by 

situations of doubt, uncertainty and dissatisfaction and where multiple perspectives 

exist (Boud & Walker, 1998; Boyd & Fales, 1983; Delany & Watkin, 2009; Mezirow, 

1990). Boud, Keogh and Walker (1985a) suggest that these situations may ‘arise from 

a loss of confidence in or disillusionment with one’s existing situation’ (p. 19). 

However, they do not exclude the possibility of reflection being prompted by more 

positive states, for example, when an individual achieves a goal they previously 

considered beyond their capability. At the heart of such situations are complicated 

or unstructured ideas that require further processing of knowledge and 

understandings that we already possess (Moon, 1999). 

Mezirow (1990, 1991) places reflection at the centre of transformative 

learning, with reflection being a process of examining the assumptions underlying our 

values and beliefs. According to Mezirow, reflection results from a ‘disorientating 

dilemma’ (Mezirow, 1998, p. 193) or from cognitive dissonance prompted by 

discrepancies between values and actions. This experience of ‘reflecting back on prior 

learning to determine whether what we have learned is justified under present 

circumstances’ (Mezirow, 1990, p. 5) is likely to challenge an individual’s frame of 

mind. Mezirow (1991) asserts that by questioning the validity of assumptions and 
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beliefs inherent in an experience, ‘a new or revised interpretation of the meaning of 

the experience’ is possible (p. 35). 

Assumptions and beliefs are usually constructed and formed in early life 

through the influence of family, school, religion and the predominant culture (Carson 

& Fisher, 2006). As adults, our realities and perspectives are often formed from and 

encased within the ideas, behaviours and values derived from these past influences 

and, unless challenged by external alternative ways of thinking, we mostly live 

according to our comfortable and familiar belief systems (Brookfield, 1986). 

Brookfield (1995) goes so far as to suggest that ‘we are [our] assumptions’ and that 

becoming aware of them is ‘one of the most challenging intellectual puzzles we face’ 

(p. 2). Reflection as a process of questioning our assumptions may result in a shift in 

our established values and beliefs and thus lead to new understandings or a new 

appreciation of an experience. Further, Mezirow (1998) contends that the most 

significant learning experiences in adulthood involve critical reflection (p. 185). 

While most individuals engage in reflection to some degree, purposeful 

reflection about practice is more challenging. Purposeful reflection requires the 

willingness and the intention to assess our habitual behaviour and to discover what 

drives us to act in certain ways: 

All of us have habits of which we are unaware, since they were 

formed without our knowing. Consequently they possess us, 

rather than we them. They move us, control us. Unless we become 

aware of what they accomplish and pass judgment upon the 

worth of the result we do not control them. (Tate, 2004, p. 36) 
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Boud (1999) has described reflective practice as the practitioner’s ability to 

reflect on experiences to ‘explore their understanding of what they are doing, why 

they are doing it and the impact it has on themselves and others’ (p. 123). This, he 

believes, can prevent the practitioner from being ‘blinded to other possibilities yet to 

be realised’ (Boud, 2001, p. 12). Boud (1999) considers reflective practice necessary 

to allow students to learn about themselves and to learn how to think and act 

professionally. Hence, an important foundation of meaningful learning is the ability 

to analyse and reflect critically about previous experiences (Boud et al., 1985b; Boud 

& Walker, 1998; Dewey, 1933; Donaghy & Morss, 2007; Fisher, 2003; Schön, 1983). 

This involves a process of ‘suspending judgement’ until further evidence is sought 

(Dewey, 1933, p. 11). In order to understand the many aspects of an experience, it is 

necessary to examine the experience ‘anew’ and to look at the influences—both 

circumstantial and personal—that contributed to that experience (White et al., 2006, 

p. 41). 

Reflective practice is a higher-order competency in numerous health 

professions. Central to this core competency is the ability to self-assess, which 

contributes to the health practitioner’s capacity to make reasoned judgements in 

complex and varied scenarios (American Association of Colleges of Nursing (AACN) & 

Association of American Medical Colleges (AAMC), 2010; AOAC, 2015). The Cleveland 

Clinic Lerner College of Medicine defines reflective practice as a ‘demonstrated habit 

of analysing cognitive and affective experiences that results in the identification of 

learning needs, leading to integration and synthesis of new learning’ (Isaacson et al. 

2008, p. 82). Reflection fosters higher-order thinking by ‘prompting learners to (a) 
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connect new knowledge to prior understanding, (b) think in both abstract and 

conceptual terms, (c) apply knowledge judiciously to solve problems and (d) 

understand their own thinking and learning strategies’ (Porntaweekul, Raksasataya, 

& Nethanomsak, 2015, p. 24). 
 

Barnett (1997) suggests that a focus on reflection in higher education would 

ensure social survival by providing resources for coping with ‘a world characterized 

by radical uncertainty’ (p. 91). 

 
 

2.3 The ‘Critical’ Construct in Reflection 
 

Critical theory is considered to be one of the principal theoretical frameworks 

underpinning critical reflection (Delaney & Molloy, 2009; Mezirow & Associates, 

2000; White, Fook & Gardner, 2006). Examples of other theoretical frameworks that 

have been used to explicate the conceptual basis of reflection include 

postmodernism (the questioning that there is only one truth), and reflexivity—the 

process of examining our underlying perspectives of social and cultural 

understandings (Delaney & Molloy, 2009; Fook & Gardener, 2007). Critical theory will 

now be discussed in the context of its relationship to critical reflection. 

Early critical theory can be traced back to the educator Paulo Freire (1921– 

1997) and more recently to the work of Barnett (1997), Brookfield (1995, 2005), 

Ghaye (2005), Ghaye & Ghaye (1998) and Mezirow (1991, 1997, 2000), among others. 

The overarching tenet of critical theory is that ‘the knowledge generated by 

oppressive systems has become so embedded in everyday practices that it is a 

distortion and misrepresentation of human experiences and desires’ (Freeman & 
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Vasconcelos, 2010, p. 10). This tenet leads critical theorists to believe that individuals 

require re-education to enlighten them to the fact that they ‘have internalized the 

values, beliefs, and even world view of their oppressors . . . [and] willingly cooperate 

with those who oppress them in maintaining those social practices that result in their 

oppression’ (Fay, 1987, p. 107). Freire (1972) believed that education should liberate 

individuals from domination and subordination through a process of critical 

questioning and dialogue. Friere proposed a model of education that was ‘problem- 

posing’, in contrast to what he called knowledge ‘banking’ where teachers make 

‘knowledge deposits’ into the minds of students. Banking education, according to 

Freire, conditions and domesticates people, whereas education that focuses on 

problem-posing encourages practices that encourage people to ‘perceive critically 

the way they exist in the world and come to see the world not as a static reality but 

as a reality in process, in transformation’  (p. 83). 

Educators aligned to a critical theory perspective promote critical reflection 

as a means of critically analysing ‘how power arrangements and relations might be 

maintained in individual practices’ (Fook & Gardner, 2013, p. 4). Reflection that is 

truly critical has the potential to reveal the role that power plays in maintaining the 

status quo—for example, the domination of one professional group over another— 

and can provide the basis for transformative change. Fook and Gardner (2007) 

consider critical reflection ‘a process for unearthing individually held social 

assumptions’—a process that is more complex and involved than simply thinking 

about an experience, a process that involves taking a deeper look at the assumptions 

on which ‘thinking, actions and emotions are based’ (p. 14). They also believe that 
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the personal characteristics of an individual are a ‘microcosm’ of their social setting, 

a point not often given consideration. For Fook and Gardner then, the result of critical 

reflection is social liberation and personal development driving the motivation to 

change (2007, p. 20). The questioning of assumptions, particularly those related to 

power inequalities and unethical practices, is ‘the key difference between critical 

reflection and other forms of reflection’ (Carson & Fisher, 2006, p. 703). Ghaye (2005) 

suggests that critical reflection requires a critical frame of mind and a critical 

disposition, that these enable us to critique the knowledge and routine customs of 

our practice and, as such, ‘help make us more aware that our practices could be other 

than they are’ (p. 23). 

Barnett (1997) introduced the terms ‘criticality’ and ‘critical being’ in his work 

on higher education. He defines criticality as ‘human disposition of engagement 

where it is recognised that the object of attention could be other than it is’ (p. 8). 

Reflecting critically or employing criticality requires the ability to question the validity 

of our interpretation of experience and to consider alternative perspectives. In light 

of the power imbalances that have been identified in patient–practitioner 

interactions, this aspect of reflection is central to ethical patient-centred clinical 

practice. For Fook & Askeland in White, Fook & Gardner (2006), reflection 

underpinned by the tenets of critical theory highlights that knowledge is constructed 

and value-laden and that insight gained from critical reflection can be a powerful 

means of consciousness-raising, which can lead to progress and social change (p. 42). 
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2.4 Reflection within the Health Professions 
 

Numerous interpretations and definitions have been applied to reflection and 

reflective practice within the health professions. Nursing and midwifery have 

engaged with reflection for some time as a means to improve and develop practice 

(Clouder, 2004 Freshwater, Taylor, & Sherwood, 2008; Taylor, 2006). Authors of 

seminal works on reflection in nursing have offered their definitions of reflection. 

Although there are similarities in the terms used to define reflection, there remains 

a lack of clarity about the process itself and the specific outcomes that can be 

expected from undertaking reflection. Nurse-educator and author Beverley Taylor 

describes reflection as: 

the process of throwing back thoughts and memories, in cognitive 

acts such as thinking, contemplation, meditation and any other 

form of attentive consideration in order to make sense of them 

and to make contextually appropriate changes. (Taylor, 2006, p. 

8) 

Taylor (2006) presents reflection in a strongly positive light and believes that 

reflection brings the reflector personal and professional benefits, but she does insist 

that reflection is ‘not magical’ (p. 18). Her model of reflection involves maintaining a 

reflective attitude to life and work. Taylor suggests that for reflection to be 

productive, the reflector must have courage and make the necessary effort (p. 74). 

Johns (2002), also from the discipline of nursing, positions reflection in the 

critical theory paradigm (discussed in Section 2.3), by describing reflection as (1) a 

‘process of enlightenment’ or understanding of why things are as they are (self as 
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context), (2) a ‘process of empowerment’ to take action as necessary based on 

understanding and (3) a ‘process of emancipation’ where action actually transforms 

situations (p. 36). In later writings, Johns (2013) describes reflection as: 

A learning journey of becoming a reflective practitioner … being 

mindful of self, either within or after an experience in order to 

confront, understand and move towards resolving contradiction 

between one’s vision and actual practice. (p. 2) 

Ghaye (2005), in his description of reflection, emphasises the importance of a 

critical disposition to make us more aware that our practices may not be as they 

appear. He highlights the role of reflection to draw our attention to the fact that the 

current state of play, especially in healthcare, is a result of ‘historical and uneven 

forces’ (p. 23). 

In medicine, reflection has been defined as: 
 

A metacognitive process that creates a greater understanding of 

both the self and the situation so that future actions can be 

informed by this understanding. (Sandars, 2009, p. 685) 

In the physiotherapy literature, Donaghy and Morss (2000) use similar 

constructs in their definition of reflection as: 

Higher order intellectual and affective activities in which 

physiotherapists engage to critically analyse and evaluate their 

experiences in order to lead to new understandings and 

appreciate the way they think and operate in the clinical setting. 

(p. 13) 



38  

Each of these discipline-specific definitions of reflection share a consistent 

view that reflection is a form of thinking that involves the examination of personal 

values, thoughts and actions in order to be able to build on existing strengths and 

take appropriate future action. Most advocates for the use of critical reflection agree 

that it increases practitioner awareness and leads to empowerment for change 

(Coulehan & Williams, 2001; Delany & Watkin, 2009; Eisen, 2001; Fleming, 2007; 

Plack & Greenberg, 2005; Williams, Wessel, Gemus, & Foster-Seargean, 2002). What 

is not yet clear is what these changes would look like in real-life clinical settings and 

what methods can be used to measure them. 

Reflective practice for health professionals can be seen as the process of 

reflecting on one’s work within one’s caregiving roles. Reflective practice therefore 

directly relates to providing a high level of patient care in complex and uncertain 

situations (Saunders et al., 2007). There is an increasing multiplicity of demands 

placed on healthcare professionals, due not only to complex patient needs but also 

to rapid changes in technology and theory. To deliver expert and ethical care, a 

practitioner needs to integrate their thinking and decision-making while continually 

questioning, observing, assessing and adjusting their technical knowledge with an 

array of ethical and affective (emotional intelligence) knowledge (Saunders et al., 

2007). Reflection is an integral part of managing the escalating demands of clinical 

practice (Goldie, Dowie, Cotton, & Morrison, 2007). 

In asking the question ‘How do we prepare health students for the uncertainty 

of practice?’, Jensen (2011) suggests that critical reflection is the fundamental skill 

required by healthcare practitioners because it enables them to ‘understand the 
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context, identify what values may be at risk and understand the meanings that others 

see’ (p. 1679). Further, a self-critical form of reflection raises practitioners’ awareness 

of the limitations of their own knowledge and facilitates further analysis of learning 

needs and options (Plack & Greenberg, 2005). Skills required for this include self- 

assessment and introspection (Shapiro, Kasman, & Shafer, 2006), moral deliberation, 

exploration of one’s attitudes and values (Di Lillo et al., 2009) and critical thinking 

(Fryer, 2008). 

Howe (2002) points out that practitioner education should ‘incorporate a 

clear model of emotional as well as cognitive development’ (p. 353). Boud (1999) 

considers such a model necessary if students are to learn how to think and act 

professionally. Through the exploration of one’s attitudes and values, reflection 

allows students the opportunity to learn about themselves, to consider the deeper 

meaning of a situation, to develop judgement and to strategise ways of doing things 

differently in future situations (Cirocco, 2007; Wellard & Bethune, 1996). Additional 

benefits of reflective practice offered by Blake (2005), for the healthcare student 

include discovering meaning by making connections between experiences and 

classroom learning, and reflecting on the professional values and roles of their chosen 

profession. 
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2.5 Models of Reflection 
 

A model is a representation of a theory, a tool to understand a phenomenon. 

Because reflective capacity is ‘developed to different stages in different people’, it is 

difficult to define the exact process (Atherton, 2011, p. 21). This has prompted the 

development of different models of reflection with varying degrees of complexity. 

Some are more structured, providing scaffolding for systematically thinking about a 

situation; others offer more-general approaches for deconstructing critically 

important events. While the notion of learning from experience is important in all 

models of reflection, ‘there are no reflective activities which are guaranteed to lead 

to learning and conversely there are no learning activities guaranteed to lead to 

reflection’ (Atherton, 2011, p. 193). Numerous models of reflection have been 

offered in the literature that involve either a cyclical or a linear process designed to 

assist the reflector to develop an understanding of critical reflection by facilitating a 

systematic set of cognitive processes. Examples include models of reflection by Atkins 

and Murphy (1994), Boud et al. (1985a), Gibbs (1988), Johns (2004) and Taylor (2006). 

In the following section, I will review the models of Boud et al. (1985a), Gibbs (1988) 

and Johns (2004). 

 
 

2.5.1 Gibbs’s model of reflection. 
 

The first model reviewed here is that of Gibbs (1988). Coming from the 

discipline of nursing, Gibbs’s model presents a cyclical debriefing process of 

experiential learning. 
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Figure 2.1. Gibbs’s reflective cycle, adapted from Gibbs (1988). 
 

 
It is based on Kolb’s Experiential Learning Cycle published in 1984 (Watton, 

Collings, & Moon, 2001) and focuses the learner on six key questions that lead to a 

progressively deeper examination and evaluation of experience, thus enabling 

planning to improve future action (see Figure 2.1). 

Gibbs (1988) tells us that ‘it is not sufficient simply to have an experience in 

order to learn. Without reflecting upon the experience it may quickly be forgotten, 

or its learning potential lost’ (p. 9). Gibbs originally designed the model to be a clinical 

debriefing technique, driven by his belief that the feelings and thoughts emerging 

from reflection can generate generalisations or concepts that allow ‘new situations 

to be tackled effectively’ (p. 9). 

Analysis 
What sense can 

you make of 
the situation? 

Evaluation 
What was good 
and bad about 
the experience? 

Conclusions 
What else could 
you have done? 

Feelings 
What were you 

thinking and 
feeling? 

Action plans 
If it arose again 
what changes 
can be made? 

Description 
What 

happened? 
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Criticisms of this model arise from its use of predetermined questions aimed 

at establishing whether or not practice was successful (Finlay, 2008). Fook et al. 

(2006) propose that reflection should move beyond validating practice to critically 

examining values and exploring how assumptions constrain practice. Boud and 

Walker (1998) argue that such fixed questioning runs the risk of turning reflection 

into ‘recipe-following’, where students work through a checklist in a ‘mechanical 

fashion without regard to their own uncertainties, questions and meanings’ (p. 193). 

Boud and Walker (1998) provide an example from nursing, arguing that if nurses are 

asked to use a predetermined set of questions they may falsely conclude that 

reflection is only ‘about external knowledge and unproblematic’ (p. 193). 

 
 

2.5.2 Boud, Keogh and Walker’s model of reflection. 
 

The next model of reflection reviewed here is that of Boud, Keogh and Walker 

(1985a), described in the book Reflection: turning reflection into learning. They are 

explicit that, for the model to be useful, the learner needs to bring to their reflective 

process a level of ‘intention’ and to be aware of the learning process—that is, 

‘learning with a definite, specific goal rather than generalised learning’ ( p. 18). Their 

model involves three main stages (see Figure 2.2). The initial stage (experience) 

prompts the learner to describe the experience by ‘standing back from the 

immediacy of the experience and whatever personal challenge it may have been at 

the time’ p. 26). This helps the learner recall the experience based on the actual 

events, rather than on what they would prefer to have occurred. The experience need 

not be an external event; it can be an internal response to an uncomfortable state. 
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Figure 2.2. Boud, Keogh and Walker’s model of reflection, adapted from Boud, 

Keogh and Walker (1985a) and Boud and Walker (1990). Revised 

components are represented in red. 

 

As the learner moves into the second stage (reflective process), they return 

to the experience—recalling and detailing important aspects and attending to the 

feelings initiated by the experience (Boud et al., 1985a). They then ‘re-evaluate the 

experience’ ( p. 27) by means of four cognitive processes: (1) association (making 

connections between the new knowledge gained from reflection and their existing 

knowledge), (2) integration (searching for relationships between ideas), (3) validation 

(verifying the authenticity of ideas and uncovering contradictions or inconsistencies) 

and (4) appropriation (incorporating the new understanding into their conceptual 

framework). Change in behaviour and a readiness to commit to some plan of action 

occurs in the final stage (outcomes). 

While their model presents a clear pathway from experience to an end goal 

of learning and reflective competence, Boud et al. (1985a) do acknowledge that the 

reflection process can be stalled due to what they describe as being ‘rooted in   one 
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perspective’ and to prematurely believing that an understanding of the experience 

has been reached (p. 20). 

Critics of this model have pointed out that it only addresses reflection that 

occurs following the experience, not reflection that occurs at the time of the 

experience. Boud and Walker (1990) countered this criticism, stating that ‘current 

educational practice does not leave sufficient time and opportunity for learners to 

process their experience before moving on’ p. 62) However, they did extend the 

model to include two aspects of reflection that occur during the learning experience: 

noticing and intervening. ‘Noticing’ refers to the learner becoming aware of the 

milieu, and ‘intervening’ refers to any initiative taken by the learner to change or 

check their understanding of the experience. The term ‘experience’ for the authors 

encompasses the total response of the learner to an event, including how they 

behave, their thoughts and feelings and any conclusions they come to—either at the 

time or immediately after the event. The revised model focuses on a greater 

awareness of what is happening in, and a more deliberate interaction with, the 

learning milieu. ‘Milieu’ in this instance is defined as the interaction between ‘a 

learner and a social, psychological and material environment’ and ‘it embraces the 

formal requirements, the culture, procedures, practices, and standards of particular 

institutions and societies, the immediate goals and expectations of any facilitator, as 

well as the personal characteristics of individuals who are part of it’ (Boud & Walker, 

1998, pp. 63–64). Additionally, the revised model stresses the importance that the 

learner’s intent brings to the experience and the importance of the learner’s ability 

to notice all facets of the milieu. 
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2.5.3 Model of structured reflection. 
 

The third model of reflection reviewed here—Model of Structured Reflection 

(MSR) by Johns (2004)—also comes from the nursing profession. Inspired by the work 

of Carper (1978), the first version of the model was developed in 1991 as a clinical 

debriefing technique. Over the last two decades, Johns has subsequently revised the 

model several times as his own understanding of reflection has developed. Designed 

to challenge ‘unexamined norms and habitual practice’, the reflection process in the 

MSR is based on a set of cue questions (Kennison, 2012, p. 227), as illustrated in 

Figure 2.3. In previous versions of the model, these questions were organised under 

Carper’s four patterns of knowing: (1) aesthetic (practical wisdom), (2) personal, (3) 

ethics and (4) empirics, and Johns added a fifth: ‘reflexivity’. The most-recent version 

of the MSR (Version 16) delineates five phases: (1) preparatory, (2) descriptive,   (3) 

reflective, (4) anticipatory and (5) insight (see Figure 2.3). 
 

Johns (2013) emphasises that although the cues are arranged sequentially to 

‘enable a movement of dynamic thought towards insight they do not need to be used 

sequentially’ (p. 38). 



 

 
 

 

 
Figure 2.3. Structured model of reflection. Summarised from the work of Johns (2004, 2013). 
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Although not explicitly included in the MSR, Johns (2013) in his most-recent 

edition of The reflective practitioner, has expanded his concept of reflexivity to 

include ‘mindfulness’. He suggests that as part of bringing the mind home, in the 

preparatory phase, mindfulness prepares the reflector to become more aware of 

their patterns of thinking, feeling and responding within the unfolding moment, while 

maintaining the intent to realise the ‘contradiction between one’s vision and actual 

practice’ (p. 2). Mindfulness, described as a process of ‘attention training and 

cognitive strategies that can help unhook the individual from unproductive thought 

patterns and behaviours’, has been included within the core medical education 

curriculum at Monash University since 1989 (Monash University Counselling,   2015, 

p. 1). A study by Hassed, de Lisle, Sullivan, & Pier (2009) designed to evaluate the 

efficacy of the program, involving 148 first-year medical students, was run as part of 

the Personal and Professional Development Program at Monash University. Their 

results showed statistically significant improvements in student psychological and 

physical wellbeing ‘at a time when it would be expected to be at its lowest’ (pre-exam 

periods) (p. 395). The authors postulate that these improvements in wellbeing may 

lead to positive effects on future clinical practice (p. 397). 

The MSR, like Gibbs’s cycle of reflection, has been criticised for its use of a set 

of specific questions, which leaves ‘little scope for practitioners to draw on their own 

intuitions, values and priorities’ (Finlay, 2008, p. 9). Johns (2013) himself points out 

that although models of reflection ‘offer novice practitioners a way to access the 

breadth and depth of reflection’, over-reliance on models does ‘threaten to impose 

an understanding of reflection that skims the surface of its potential depth and 

subtlety’ (p. 18). 



 

While many authors agree that models of reflection are helpful tools to 

facilitate reflection, others believe models are too prescriptive and that guidelines to 

facilitate reflection should provide enough flexibility to allow learners to develop 

their own style (Moon, 2006). Lucus (2012), however, suggests that the simpler and 

more prescriptive models are appropriate for students with little experience to help 

them gain confidence in the process of reflection. Conversely, Fook, White and 

Gardner (2006) argue that the particular style of the facilitator, especially their 

methods and questions for eliciting reflection, can be as important as any specific 

model. They point out that there is a ‘danger in focusing too closely on the techniques 

of reflection, which may be co-opted for use by conflicting interests’ leading to a 

situation where the ‘professional culture with its capacity to shape and sustain 

activity and ideas, may itself be taken-for-granted’ (p. 16). 

 
 
2.6 Strategies to Promote Reflective Practice 

 
As discussed in the earlier sections of this chapter, the literature cites 

numerous benefits of reflection for students and health practitioners. In this section, 

the literature promoting best-practice strategies for teaching and learning reflection 

in health practitioner education is reviewed. 

Included in this section are excerpts from an integrative review of the 

literature of best practice for teaching and learning reflective practice in the health 

professions, which I wrote in collaboration with my two doctoral supervisors during 

the latter part of my candidature (McLeod et al., 2015). Statements of contribution 

and policy for use of these excerpts as part of this chapter can be found in Appendices 
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A1 and A2. The aim of the review was to present an overview of the literature 

covering pedagogic strategies used in preregistration health practitioner courses to 

foster reflective practice. 

Although educational strategies that promote reflective practice have been 

reported in the literature, the effectiveness of these has been disputed, as the 

findings are often inconclusive or inconsistent (Delany & Watkin, 2009; Mann et al., 

2009; Wessel & Larin, 2006). Additionally, there are limited guidelines available for 

facilitating student reflection (Canniford & Fox-Young, 2014). Boud and Walker 

(1998) examined the common practices occurring ‘under the banner of reflection’ 

and found that, at times, what was being taught was not effective in promoting 

reflection, possibly due to a misunderstanding of the ideas (Boud, 2010, p. 27). Boud 

and Walker (1998) attribute this in part to the technical orientation of educators who 

perceive reflective learning as akin to instrumental learning that is, in terms of an 

adherence to rigid protocols. 

In health professional education, the introduction of learning strategies aimed 

at promoting reflective practice is relatively recent, with nursing paving the way in 

the 1990s (Kennison, 2012; Nicholl & Higgins, 2004, p. 580). Medicine and the allied 

health professions have been slower to incorporate reflective learning strategies in 

their courses, and much of the literature dealing with reflective practice from these 

professions remains predominantly theoretical. Although theoretical discussions 

surrounding reflection are valuable, the focus of the review was to examine the 

empirical evidence for implementing reflection into curricula. Table 2.1 provides a 

summary of each reviewed paper. 



 

 
 
 
 

Table 2.1 

Summary of Studies Reviewed: Best Practice in Teaching and Learning Reflective Practice in Health Practitioner Education 
 

Study Strategies Major findings/implications for teaching reflective practice 

Abrahams (2012) 
Australia 

Theoretical instruction 
Written reflection 
Monthly reflective tutorial 

Students felt better prepared to assess learning and practice and increased 
capacity to reflect in and outside of practice 

Canniford and Fox-Young (2014) 
Australia 

Online RP module 
Online reflective blog 

Reflection aided the application of theory to practice 

Cooper, Taft, and Thelen (2005) 
USA 

Online reflection 
Online Web conference 

Students gained perspective of vulnerability of patient and patient’s family 
Student self-evaluation of practice 

Delany and Watkin (2009) 
Australia 

Reflective incident report 
3 hour/week reflective discussions 
Handbook RP theory 

Students report reflective-practice program was a worthwhile tool and 
provided a broader way of thinking 
Two students gave consistently negative feedback 

Donaghy and Morss (2007) 
United Kingdom 

Reflective patient case report 
Reflective dialogue with academic 
Reflective essay/report 

Support for higher-order cognitive processes, gaining new insights, 
facilitation of problem-solving 
Weaknesses identified in the process of marking 

 
Lutz, Scheffer, Edelhaeuser, 
Tauschel, and Neumann (2013) 
Germany 

Reflective group session focused on 
clinical rotation 
(8 fortnightly 90- min. clinics with 
physician/psychosomatic medicine 
trainer) 

Student self-evaluation identified lack of skill, moral inconsistencies, conflict 
with patients and with peers, unrealistic expectations of themselves and 
used reflective session to resolve issues 
Improved patient care 
Students appreciated group support, gained confidence 

Moriarty and McKinlay (2008) 
New Zealand 

 
Reflective journal 

Journal entries revealed changes in student perspectives, development of a 
new frame of reference, interpreting meaning from emotionally charged 
experiences 
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Nicholl and Higgins (2004) 
Ireland 

Lectures and discussion 
Critical-incident analysis 
Student journal/diaries 

Teaching RP effectively only possible in groups of fewer than 10 students 
Lack of preparation and prerequisite skills for educators to teach RP a 
concern—no learning outcomes 

Pitkälä and Mäntyranta (2004) 
Finland 

Reflective journals Feelings related to own competence and role in relation to patients 

 

Ramli, Joseph, and Lee (2013) 
Malaysia 

 
Reflective journals using structured 
questions 
Learning contract 

Issues related to applications of theory to practice 
Concern for limited communication skills 
Self-evaluation students showed ability to make changes with plans and 
suggestions 
Effectiveness of clinical educators 

 
Stockhausen, 2005 
Australia 

Dialogical debriefing sessions post 
clinical shift 
Reflective journals: unstructured 
format 

Learning to become a nurse through identification of the patient journey 
and entering the world of the patient 
Developing empathy and humanity of caring for another 
Recognition of patient cues made clearer through reflection 

Note. RP = reflective practice. 
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Various strategies for teaching reflective practice were identified in the 

reviewed literature (see Table 2.2), and they are included in this section. These 

strategies were used both in isolation and in combination. The practice of critical 

reflection was central to all strategies. 

 
 

Table 2.2 

Strategies Identified in Reviewed Literature for Teaching Reflective Practice 
 

Strategy format Individual strategies 

Written Reflective journal, logs, blogs, narrative and learning journal, 

learning diary, online journal 

Reflective report or extended essay—critical incident, case study 

Learning contract 

Personal portfolio 

Dialogical One-on-one (with critical friend, peer, academic or clinical educator) 

Group (peers, peers with academic or clinical educator) 

Guided workshops 

Online Web conferencing 

Theoretical 
instruction 

Didactic and interactive lectures, tutorials including guidelines 

 
 

2.6.1 Reflective writing formats. 
 

Of the written reflective formats, journaling was the strategy most frequently 

reported. Moriarty and McKinlay (2008), for example analysed the reflective journals 

of 79 medical students. The students, using a predesigned journal template, reflected 

on an experience stimulated by a community-health placement. The authors found 

evidence in the students’ reflections of transformed thinking and transformed 

perspectives    (Mezirow,    1997)    related    to    health    professional    ethos,      to 
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acknowledgement of patient perspectives on health and healthcare and to the socio- 

political environment of healthcare delivery. 

In the radiation-therapy literature, Abrahams (2012) evaluated a reflective 

learning program involving preregistration graduates during supervised practice. 

Analysis of reflective journals and feedback from a questionnaire indicated that 

students valued reflective writing as ‘an opportunity to evaluate their own practice’, 

review how events were handled and why and consider how decisions would be 

made in similar circumstances (p. 43). 

Although the process for reflection was similar in all studies, in some the 

reflective output was part of the specific learning activities, such as patient care 

reports and learning contracts. Written reflections were referred to as incident 

reports in two studies (Delany & Watkin, 2009; Nicholl & Higgins, 2004), a reflective 

patient case in one (Donaghy & Morss, 2000) and as learning contracts in one (Ramli 

et al., 2013). Similarly, two studies from the medical profession used a portfolio 

format with written reflections as a component (Howe et al., 2009; Pitkälä & 

Mäntyranta, 2004). Of the 11 studies that used journaling, two employed a Web- 

based platform (Canniford & Fox-Young, 2014; Cooper et al., 2005). 

Donaghy and Morss (2000) used the format of a reflective patient case to 

frame the reflection, thus creating a targeted micro-context that focused the 

reflection on two processes: data analysis and problem identification. A reflective 

patient case refers to a written report outlining patient management that 

incorporates critical reflection. They postulated that reflection on an entire patient 

consultation would have impeded student engagement with reflection due to the 

overwhelming ‘quantity and complexity’ involved in the totality of the clinical process 
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(p. 10). Additionally, Ramli et al. (2013) employed a reflective report as part of a 

learning contract to guide students to choose a specific learning task on which to 

focus during their clinical placement. 

 
 

2.6.2 Personal portfolios. 
 
Only two studies in the review used portfolios. In both studies, medical students 

produced portfolios in which written reflections formed part of an ongoing record 

of their experience of learning to be a professional. Portfolios are used as 

systematic collections of educational or work products that are typically collected 

over time. They include a wide variety of items, such as samples of student work 

that may include projects, reflective journals, exams, papers, presentations and 

videos of speeches and performances (O’Farrell, 2016). Howe et al. (2009) analysed 

the students’ in-depth reflective component, written each year over the five years 

of the course. The authors found that the students used the reflection component 

of the portfolio to re-examine their experiences. Based on their re-examinations, 

the students then strived to expand their involvement with professional standards 

and principles. The authors also identified a number of students who struggled to 

understand complex personal and social issues, such as racism and patient safety 

(Howe et al., 2009, p. 949). 

The second study that used reflection as a component of a portfolio (Pitkälä 

& Mäntyranta, 2004) involved 22 Finnish medical students participating in an 

optional portfolio course offered during their first clinical year. Detailed prompts to 

encourage reflection on practice focused students to explore their personal values, 

feelings and emotions resulting from patient encounters and their experience in the 
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role of student physician. Analysis of the student reflections revealed three main 

areas of student development: (1) exploration of emotional experiences, such as 

feelings about their own competence; (2) confusion of role; and (3) learning to deal 

with the experience of helplessness, especially in dealing with death and dying. 

These findings support other literature in which reflective writing is reported 

as one of the most frequently used strategies for enhancing reflective learning in 

health professional education (Blake, 2005; Boud, 2001; Kok & Chabeli, 2002; Moon, 

2003; Williams et al., 2002). Although most studies report that writing reflective 

journals, blogs and reports improved student thinking and clinical decision-making, 

not all students felt writing down their reflections was necessary (Abrahams, 2012). 

 
 

2.6.3 Reflective dialogue. 
 

Eight of the studies linked the reflective journal exercises with activities 

involving reflective dialogue. Dialogue in this context refers to constructive verbal 

interaction to explore a topic or issue from as many perspectives as is practical. 

Examples of this include group discussions in which students presented clinical 

scenarios from their journal writing for deconstruction, and problem-solving and 

reflective dialogue in a one-on-one context with either a peer or a clinical supervisor. 

Abrahams (2012) evaluated a year-long reflective tutorial program involving 

five radiology students on preregistration placement. In addition to keeping a 

reflective journal, these students subsequently shared their reflections with one of 

the clinical supervisors, who provided feedback. This study found that discussing 

their personal reflections with the supervisor expanded the students’ perspective 

and better equipped them to evaluate their own practice. The author’s findings 
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support other literature that argues that deeper levels of reflection can be facilitated 

when the educator asks searching questions that probe the experience rather than 

merely review it (Donaghy & Morss, 2000). In a similar pedagogical combination of 

journaling with dialogue, Lutz et al. (2013) found that medical students felt supported 

and were exposed to new perspectives through reflective dialogue with peers and 

challenging questions from supervisors. 

In a study by Delany and Watkin (2009), physiotherapy students used a 

written critical-incident report consolidated by group dialogue to reflect on issues 

pertaining to ethical practice, professional relationships with patients and the impact 

of implicit power relations in clinical scenarios. From an analysis of group dialogue 

sessions, Delany and Watkin (2009) concluded that the student discussion increased 

the students’ ‘recognition and awareness of their reactions, responses and ways of 

thinking about people’ (p. 423), and this in turn contributed to their learning during 

clinical placement. 

This emphasis on the use of reflective dialogue as a means of deepening 

learning is supported by the principles of transformative learning theory (Mezirow, 

1991). For a shift in perspective to occur, the learner needs to incorporate new 

information into their existing frames of reference, a process not always possible in 

the protected solitary experience of journal writing. Mezirow (1997) argues that to 

facilitate transformative learning, educators must help learners ‘to become critically 

aware of assumptions and to transform his or her frame of reference’ (p. 10). Critical 

discourse with others provides the opportunity for the learner to consider other 

perspectives, question their own convictions and redefine their concepts of reality. 
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A novel method to extend the depth of student reflection, described in the 

study by Donaghy and Morss (2007), was ‘stimulated recall’ (p. 8) using recorded 

reflective dialogue between physiotherapy students and their tutors. As part of a 

reflective framework, students on clinical placement engaged with their clinical tutor 

in a recorded dialogue related to their patient case. Each student was given a copy 

of the recorded discussion, which they then used to ‘reflect on their reflection’    (p. 

90) by listening to and thinking about their own responses. Donaghy and Morss 

(2007) suggest that the process prompts critical appraisal of previous thought 

processes and enables ‘knowledge that is normally tacit to become more explicit’ (p. 

8). 

 
 

2.6.4 Implications for reflective learning strategies. 
 

Each of the reviewed studies implemented reflective practice as a learning 

tool linked to the context of patient contact during clinical practice. The reflective 

activities aimed to develop higher-order cognitive processes associated with 

reflective practice (Donaghy & Morss, 2007). These cognitive processes include skills 

of critical inquiry (Delany & Watkin, 2009), problem-solving (Donaghy & Morss, 2007) 

and clinical reasoning, providing students with the necessary knowledge and 

rationale for reflection and its function in reflective practice (Abrahams, 2012; Delany 

& Watkin, 2009; Nicholl & Higgins, 2004). 

Although reflective writing formed the core medium for reflection, there is a 

growing consensus in the literature that reflection must be a social endeavour. 

(Boud, 2010; Smith & Trede, 2013). Of particular importance is reflective discourse. 

The  success  of  these  reflective  dialogue  sessions  requires  skilled  facilitation by 
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experienced educators who can pose challenging and probing questions while 

managing group dynamics (Nicholl & Higgins, 2004; Stockhausen, 2005). 

In a number of the studies, student learning materials—such as handbooks 

providing theoretical concepts and guidelines for reflecting—were also made 

available to students in hard copy (Delany & Watkin, 2009) or in a variety of electronic 

formats online (Canniford & Fox-Young, 2014; Cooper et al., 2005). Canniford and 

Fox-Young (2014) introduced into an undergraduate nursing program an interactive 

online learning package, which included information and instructional videos to 

supplement online reflective activities. Students were supplied with reflective writing 

guidelines based on a modified version of Tanner’s Clinical Judgement Model. This 

model provided headings under which students could organise their reflection: 

‘noticing, interpreting, responding, reflection-in-action and reflection-on- 

action/clinical learning’ (Canniford and Fox-Young, 2014, p. 3). Lecturers provided 

feedback (also online) to the reflections, to which students were required to respond 

with reflection on the feedback. Evaluation of the initiative, using open and closed 

questions on a Likert scale, revealed mixed reactions from the students, with 53% 

reporting they did not find the program stimulating. The open-ended questions 

revealed ambivalence towards the program, with students finding the most positive 

part of the program to be the online feedback from lecturers. 

 
 

2.6.5 Stand-alone reflective modules. 
 

Of particular interest were four studies that implemented an optional ‘stand- 

alone’ reflective module, with the critical-reflection program offered as a   separate 
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program focused exclusively on reflective learning activities during clinical 

placement. 

The first of these studies involved 26 physiotherapy students in a six-week 

three-hours-per-week critical-reflection program conducted in the hospital setting 

and led by one of the researchers, who was also a trained reflection facilitator 

(Delany & Watkin, 2009). Each session followed a staged process of group critical 

reflection based on the work of Boud et al. (2006). Students shared a critical incident 

from their week, and the group engaged in a guided deconstruction of the underlying 

knowledge, values and assumptions that underpinned the incident. The authors 

found that the program broadened student thinking and helped them gain 

confidence to deal with the demands of clinical performance. Highlighted in the 

findings was the benefit received from learning from others—that is, learning by 

listening to other students as they deconstructed their stories and described how 

they dealt with their situations. Some students negatively commented that the 

separate, stand-alone nature of the program took away from time they could have 

spent in clinical practice. 

In a community-based context, Moriarty and McKinlay (2008) describe an 

innovative reflective program in New Zealand in which second-year medical students 

(in pairs) undertook a placement, visiting chronically ill patients in their homes. With 

the aim of fostering transformative learning and addressing the demands of a 

stressful profession, the students attended open group therapy and self-help 

sessions in addition to keeping a reflective journal. Qualitative analysis of student 

journals  identified three areas  of benefit:  (1) changes  in  student  perspective, (2) 
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evidence of students finding meaning from emotionally charged experiences and (3) 

the use of new learning tools to understand apparent anomalies in practice. 

With a similar objective of guiding medical students through the stresses of 

their training, Lutz et al. (2013) introduced an innovative voluntary program known 

as Critical Reflection Training (CRT). Framed by the concern that professional 

capabilities such as ‘empathy and patient-centredness decline during medical 

education’, the authors offered the CRT to medical students completing their final 

rotation at a German teaching hospital (Lutz et al., 2013, p. 337). The 90-minute CRT 

group sessions were run every two weeks for a total of five sessions. Based on the 

Balint group method (The Balint Society, 2012), the sessions were facilitated by a 

trained psychosomatic medicine specialist. Once introduced to the topic of reflective 

practice and guided in the practice of observing for professional dilemmas on the 

ward, 18 participating students brought observations and questions back to the 

group for reflection around psychosocial, moral, personal and interpersonal issues. 

The authors found that the CRT reduced student stress, enhanced the quality of 

patient care and led to personal professional development. 

The fourth example of these stand-alone reflective modules is a three-phase 

reflective framework that was integrated into a semester-long clinical placement for 

Year 3 physiotherapy students (Donaghy & Morss, 2000). The framework consisted 

of a half-day workshop to outline the process of reflection and reflective dialogue 

and to examine written examples of reflection, written reflections on patient reports, 

a recorded meeting to discuss reflections with the clinical educator and a final write- 

up of the reflective process to extend and further the reflection. 
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The authors repeated the framework with three separate cohorts over three 

years. Evaluation of focus-group data involving 43 students from two of the cohorts 

found that participation in the framework increased student insight and awareness 

into their practice, including their assumptions about their patients and identification 

of their own strengths and weaknesses. According to the students’ reports, the most 

helpful part of the framework was the reflective dialogue with their clinical tutors. 

These findings confirm previous findings regarding integrated reflective learning in 

which students can engage with their clinical educators to more deeply explore the 

issues raised in their reflections. 

Although each of these stand-alone reflective programs reported positive 

learning outcomes for students, Lutz et al. (2013) questions the generalisability of 

such programs due to selection bias. They suggest that students who agree to take 

part may be more motivated and reflective than the norm. Of equal concern is how 

to engage those students who choose not to participate. 

The literature suggests that for reflection to be meaningful, it must be 

embedded within real-life practice. It is the practice of reflection in context that 

educators must emphasise, where engagement with activity and current problems in 

practice may lead the learner to a shift in perspective (Moriarty & McKinlay, 2008). 

Examples of embedded reflective programs include a study by Abrahams 

(2012), where radiation-therapy students undertook a reflective-practice program 

that was integrated into supervised clinical practice, allowing the students to reflect 

on action as they experimented with techniques in a safe environment. 

A further example comes from Lutz et al. (2013) who evaluated a study in 
 

which medical students participated in reflective discussions with supervisors and 
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other medical staff during ward rotations. Through these shared reflections the 

students engaged with others to work through clinical problems, resulting in 

‘increased professional development, reduced stress and increased satisfaction’ 

(Lutz et al., 2013, p. 344). 

 
 

2.6.6 Feedback on student reflective work. 
 

Students welcome timely feedback from educators on their reflective work. 

Such feedback provides direction for the students regarding the expectations of the 

learning activity, conveys to students the sense of being supported (Abrahams, 2012; 

Cooper et al., 2005), increases the level and depth of subsequent reflection (Fisher, 

2003) and provides context for their own self-assessment and planning for learning 

needs. From evaluation of an online reflective program, it was found that the 

immediacy of timely online feedback assisted the development of the students’ 

online reflective blogs (Abrahams, 2012). 

There is consensus among all authors in the reviewed studies that reflection 

during the clinical phase of a course is crucial for students to integrate theory with 

practice. All authors found evidence that this contextualised reflection helped 

students to develop a sense of the patient’s experience (Stockhausen, 2005), to 

critically examine their own practical and professional development (Howe et al., 

2009) and to strengthen their interpersonal and intrapersonal attitudes and skills in 

dealing with stressful and complex clinical situations (Lutz et al., 2013; Moriarty & 

McKinlay, 2008). 
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2.7 Criticisms of Reflection as a Learning Tool 
 

Reflective learning in practitioner education is not always viewed as positive 

or empowering for students. One of the strongest arguments against reflection in 

education is that of assessing student reflections. As Boud (1999) points out, 

reflection and assessment can be seen as two opposing ends of a spectrum. 

Assessment involves presenting one’s best work, ‘of putting a good case forward 

emphasising what one knows, not what one doesn’t yet know’ (Boud, 1999, p. 123). 

Reflection, on the other hand, involves uncertainty: ‘focusing on a lack of 

understanding, questioning and probing discrepancies’ (Boud, 1999, p. 123). As such, 

there is a real danger that assessing reflection could be counterproductive to student 

learning, because some students will fabricate reflective reports to appease teachers 

(Eisen, 2001). Hart and Cooper (2015) report that medical students have revealed to 

them that they (the students) have invented events in order to contribute to 

reflective group discussions. They do this because they consider it ‘too risky’ to 

declare that they have not experienced anything they regard as significant enough to 

present to the group (p. 13). Rather than seem incapable of engaging critically with 

their practice and hence appear incompetent, they ‘tick a box and play the game’ 

(Eisen, 2001, p. 13). One way to attain a more honest approach from students is for 

the educator to take steps to engender trust. When teachers model non-judgemental 

behaviour by not criticising or belittling students’ ideas, students are less likely to feel 

alienated or intimidated, resulting in an environment where students feel safe to 

acknowledge that they are still learning and to engage honestly with reflection 

(Brady, Corbie-Smith, & Branch, 2002; Larrivee, 2000). 
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Ethical considerations related to asking students to disclose personal 

information is another area of concern for number of authors (Boud, 1999; Eisen, 

2001; Macintosh, 1998). The use of reflective journals and reflective group sessions 

raises the issue of confidentiality, both for the person reflecting and for those 

mentioned in them. This also raises issues for the person reading or listening to a 

reflection that reveals negligence, incompetence or illegal activity (Macintosh, 1998). 

A further risk for students, highlighted in the literature, is that of becoming 

hypercritical of their practice leading to problematic negativity that may inhibit 

learning (Howe et al., 2009). Johns (2013) points out that students may become 

resistant to reflection when it is teacher-centred with the purpose is surveillance and 

control. 

Despite the widespread support for the use of reflection in health practitioner 

education, several authors express concern that reflection is poorly defined and 

under researched with an insufficiency of empirical evidence regarding its efficacy to 

bring about change (Fook, 2006; Macintosh, 1998). 

 
 
2.8 Reflective Practice in Osteopathy 

 
Reflection has been used to facilitate learning in health professional 

education for a number of decades, starting with nursing (Platzer & Snelling 1997). 

Other examples include physiotherapy (Delany & Watkin 2009 Jensen 2003; Williams 

& Wessel 2004), occupational therapy (Clouder & Sellers 2004) and medicine 

(Isaacson, Salas, Koch, & McKenzie, 2008). Although reflection has been 

enthusiastically embedded into the education of most health disciplines, a review of 
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the literature found no empirical research concerning reflection and reflective 

practice in osteopathy. There are, however, a few commentaries on suggestions for 

the direction of education for the profession in which reflective practice is 

mentioned. For example, Sarah Wallace (Wallace, 2008) from the British School of 

Osteopathy presents a critique of osteopathic education programs in the United 

Kingdom and across Europe. Wallace defines the essential components of healthcare 

training for osteopaths as including not only the acquisition of propositional 

knowledge3 but also, importantly, the development of clinical-reasoning skills, the 

promotion of reflection and the integration of professional knowledge and basic 

sciences into the clinical learning environment. Although Wallace clearly identifies 

the value of and perceived necessity for the inclusion of reflection within the 

osteopathic curriculum, no examples or suggestions of how this might be undertaken 

are given. 

Further discussion of the need for reflective practice in the osteopathic 

curriculum comes from Gary Fryer, an Australian osteopathic educator and 

researcher. Fryer (2008) argues that the current education of osteopaths lacks the 

inclusion of the essential core capabilities of critical thinking and critical reflection. 

He attributes this to unwillingness on the part of some academics to critique their 

own practice. (Further discussion of this and similar points have been presented in 

Section 1.2.2.) Fryer believes that the integration of critical thinking into osteopathic 

 
 
 
 
 

 

3 Propositional knowledge refers to something which can be expressed by a declarative statement, 
and which purports to describe a fact or a state of affairs, for example, ‘knowledge in the field’ 
(Higgs et al., 2008, p. 154). 
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training will produce more-reflective practitioners with high-level problem-solving 

skills and the ability to integrate changing evidence. 

In a recent publication, Spadaccini and Esteves (2014) suggest that the reason 

that current osteopathic education does not promote critical evaluation or reflective 

thinking is the emphasis placed on ‘technical rationality or the reliance on factual 

knowledge and skills that are applied in predictable ways’ (p. 268). Using a three-item 

cognitive reflection test and a 41-item thinking disposition scale, they explored the 

reasoning strategies and reflective thinking dispositions of osteopathy students 

nearing the end of their education at a UK university. Their findings demonstrated 

‘no evidence to suggest that reflective thinking dispositions change as students 

progress through their training’ (p. 267). They argue that these findings result from a 

lack of instruction on reflective practice. 

 
 
2.9 Chapter Summary 

 
Broadly speaking, the definitions revealed in this chapter indicate that there 

is some level of consistency in meaning and application of reflection across the health 

professions. Reflective practice in the health professions has been conceptualised as 

a process of intentional examination of practice that includes evaluating the 

assumptions that underpin decisions and action. What is missing from the health 

literature on reflective practice is a clear set of accepted outcomes from the process 

of reflection that would be useful as benchmarks for tracking student development 

and as research outcome measures (Chaffey et al., 2012). This chapter has drawn 

attention to the most frequently cited models of reflection and to the strategies most 
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commonly used in health practitioner education to promote reflective practice. The 

literature highlights some of the potential problems with asking students to reflect, 

citing student fabrication of reflective accounts and the risk to student wellbeing 

from revealing personal information, as two examples. 

Significantly, no studies were found in which reflection or reflective practice 

was part of osteopathic education. This supports the purpose of this current 

research: to investigate the effect on student osteopaths of embedding reflective 

learning into an osteopathic course. 
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Chapter 3: Research Design and Methods 
 
 

3.1 Introduction and Purpose 
 

Chapter 1 outlined the main purpose of this research: to evaluate the effect 

on student osteopaths of embedding critical reflective learning strategies into an 

emerging osteopathic course at an Australian university. Chapter 2 explored the 

available literature on the various forms and notions of reflection and its use in 

educational settings to facilitate reflective practice. This chapter will now describe 

and discuss the research design and methods used in this research and explain the 

rationale for their use. Additionally, this chapter considers the limitations of this 

research, including my role as curriculum developer, lecturer and researcher. Ethical 

issues and biases that may have influenced the research processes are also 

examined. 

 
 
3.2 Choice of Research Design 

 
A longitudinal case-study research method (Yin, 2009) within the 

constructivist inquiry paradigm (Lincoln & Guba, 1985) that made use of qualitative 

data collection and analysis methods was used in this research because it was 

considered the most suitable to achieve the aim of the research. The aim was to 

explore and understand a group of student osteopaths’ experiences of using 

reflection during their osteopathic preregistration education. A qualitative approach 

within a case-study design was chosen for this research because it would support the 

methods of data collection  (student written  work and  interview transcripts)    and 
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analysis considered most appropriate for examining the participants’ multiple 

perspectives about their experiences of the reflective learning strategies and the 

influence of those experiences on their learning and preparation for clinical practice. 

Case-study research as described by Yin (2009) provided a design that supported an 

extended and sustained engagement with the case in their natural setting—that is, 

a cohort of preregistration student osteopaths in professional healthcare education 

at an Australian university. Another important aspect of case- study research 

according to Yin (2009) is the use of a variety of data, which strengthens the validity 

of the findings. This research was undertaken in a number of phases over a period of 

four years, allowing for the collection of a variety of data at a number of points. 

This allowed an extended evaluation of the level and content of reflection 

undertaken by the students and an examination of the students’ interpretation of 

the process and the value they place on reflection as part of their practitioner 

education. The various data sources included student work, interviews and learning 

resource documentation. This method of data collection allowed an in- depth 

examination of the phenomenon of interest in this research: the use of critical 

reflection by student osteopaths in their preregistration education. The use of 

qualitative data in this research allowed a deeper understanding of the participants’ 

use of, attitudes towards and experiences of learning about and engaging with critical 

reflection over the period of their healthcare education. 

The constructivist inquiry paradigm offered a congruent match for the 

ontological and epistemological foundations of qualitative research. Ontology and 

epistemology provide an overall framework for different views or paradigms of 

reality. Ontological perspectives of reality range from a realist or objectivist view, in 
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which reality is defined as being a singular absolute truth, to an interpretive or 

constructed view, in which reality is considered to be the result of multiple subjective 

truths resulting from differing interpretations (Lincoln & Guba, 1985). The 

constructivist inquiry paradigm as it relates to this research is discussed in Section 

3.2.2. 

 
 

3.2.1 Qualitative research. 
 

The term ‘qualitative research’ is applied to a variety of research approaches 

and methods in a number of disciplines (Ritchie & Lewis, 2003). There is, however, a 

consensus that qualitative research is an evolving research methodology. Basic to all 

these approaches is the recognition of the principles of the interpretive and 

constructivist features (Denzin & Lincoln, 2000; Johnson, 1997; Miles & Huberman, 

1994; Patton, 2002). These two features highlight the importance both of the 

participants’ frames of reference and of the meanings the participants attach to the 

phenomenon under study. Qualitative researchers are interested in understanding 

the meaning that participants give to their experience. These two features also 

dictate the researcher’s approach to data collection and analysis and the need to 

conduct the research in its natural setting or context (Miles & Huberman, 1994; Yin, 

2011), in contrast to laboratory research. The aim of qualitative research is to 

‘provide an in-depth and interpreted understanding of the social world of research 

participants by learning about their social and material circumstances, their 

experiences, perspectives and histories’ (Ritchie & Lewis, 2003, p. 3). Such an 

approach allows the issue under study to be ‘comprehended in a complex and 

detailed level’ (Tavallaei & Abu Talib, 2010, p. 570). 
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To gain an in-depth, detailed understanding, qualitative data generation 

methods usually involve close contact with the participants and include observation, 

in-depth interviews, focus groups, narratives and histories, as well as analysis of 

documents and texts. These methods allow the researcher to examine the entirety 

of a phenomenon in its context and to gain insight into the experiences, attitudes 

and beliefs of participants rather than into a single concept. The local context is 

important, ensuring the researcher has ‘a strong handle on what real life is like’ 

(Miles & Huberman, 1994, p. 10). This allows for an in-depth exploration of the 

phenomenon under study. 

In this research, the phenomenon of interest was the use of critical reflection 

by student osteopaths in their preregistration education. Qualitative methods 

facilitated an examination of the students’ engagement with critical reflection at 

different points over an extended timeframe. By using a number of data sources 

collected at different points in their course, it was possible to examine the students’ 

engagement from a number of perspectives. For example, student reflections written 

during their transition to clinical placement provided one perspective of the 

phenomenon, that is, the students’ use of reflection to understand their experiences 

of struggle and expectation at that time. Student reflective journals written during 

clinical placement provided another perspective of the phenomenon—the use of 

reflection to examine and improve their patient care—while semi-structured 

interviews at the conclusion of the course provided a broader understanding of the 

students’ perspective of how they had engaged with reflection generally and their 

suggestions for factors that facilitated or inhibited their use of reflection. 
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Viewed at its most simplistic level, qualitative research uses data that is most 

commonly of non-numeric form, usually words, although other forms of expression 

may also be used, such as visual arts (Miles & Huberman, 1994). Data is usually 

collected without the use of formal instruments and is analysed using a systematic 

process of ‘data reduction, data display and interpretive conclusion drawing’ (Miles 

& Huberman, 1994, p. 10). This is in contrast to quantitative research, which 

predominantly uses numbers and frequency-of-incidence counts collected under 

objective, controlled conditions to ask, ‘How many?’ These counts are manipulated 

using statistical procedures to draw conclusions from the data. Qualitative research, 

however, asks ‘How?’, ‘Why?’ and ‘What?’ to help the researcher unearth the deeper 

significance of an individual’s ideas and thoughts in order to better understand their 

actions, attitudes and behaviours. 

The researcher’s perspective is an important consideration in qualitative 

research because it can influence the research questions the researcher asks, the 

data-collection methods they choose and their interpretation of the data (Crotty, 

1998). Good qualitative research employs a rigorous set of quality criteria that ensure 

the research process and findings—although framed within a subjective context— 

are nevertheless valid and reliable. These quality criteria will be discussed in depth 

later in this chapter. 
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3.2.2 Constructivist inquiry paradigm. 
 

A constructivist approach was taken in this research because it supported the 

notion that student osteopaths participating in this research would have multiple 

unique experiences of reflecting on their practice. As such, the participants’ 

experiences, as recorded in their reflections, provided personal, individualised 

conceptions of learning about themselves and the broader field of osteopathy during 

their osteopathic education. Constructivist inquiry is a paradigm for social and 

behavioural research involving people, that seeks to investigate and understand 

phenomena in natural context-specific settings (as opposed to a laboratory 

environment) from multiple perspectives (Guba & Lincoln, 1994; Lincoln & Guba, 

1985; Snyder, 2012). 

A research paradigm is a ‘worldview’ based on a framework of values, beliefs, 

assumptions and practices that are shared by a group and that guide the actions of 

researchers with respect to their inquiry (Blackburn, 2008; Snyder, 2012). Guba and 

Lincoln (1989) define the term ‘paradigm’ as ‘a set of beliefs, a set of assumptions we 

are willing to make, which serve as touchstones in guiding our activities’ (p. 80). They 

explain that these beliefs and assumptions are concerned with the nature of reality, 

with the relationship between the knower (researcher) and the known (participants 

or objects of study), with the possibility of generalisations and causal linkages, and 

with the role of values in research. The constructivist researcher places importance 

on the ‘participants’ views of the situation being studied’ with the belief that 

‘individuals seek to understand the world in which they live and work’ (Creswell, 

2009, p. 8). They [the constructivist researcher] also recognises the impact of   their 

own  background  and  experiences  in  shaping their  interpretation  (Snyder, 2012). 
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Constructivist inquiry is concerned with the basic underlying assumptions that direct 

the research methods and processes. 

According to Lincoln and Guba (1985, p. 37), the beliefs and assumptions—or 

axioms of constructivist inquiry provide a deeper understanding of a subject, but 

prediction and control are not likely. The principles of constructivist inquiry or, as 

Guba and Lincoln (1994) call them, ‘axioms’ were aligned with the design used in this 

research (see Table 3.1). 

 
 

Table 3.1 

Alignment of Axioms of Constructivist Inquiry with This Research 
 

Guba and Lincoln (1994) This case-study research 

Realities are multiple, 
constructed and holistic. 

An in-depth holistic evaluation of a complex phenomenon. 
In this research the phenomenon of interest was the use 
of critical reflection by student osteopaths in their 
preregistration education. This case study is bounded by 
time, space and context. 

Knower and known 
are interactive and 
inseparable. 

To explain a complex phenomenon, multiple sets of data 
provide multiple views of the same phenomenon. 

Only hypotheses that 
are bound by time and 
context are possible. 

Proposition that this cohort of students would become 
reflective practitioners by practicing reflection as part of 
their preregistration course. 

It is impossible to accord 
causal relationships. 

The development of reflective practice in this cohort 
under study cannot be attributed with certainty to their 
engagement with the critical reflective stream. 

Inquiry is value-laden. Based on researcher’s ontological and epistemological 
beliefs: adult-learning principles, the positive value of 
reflection. 
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3.2.3 Case-study research. 
 

This research used the single-case research design described by Robert Yin 

(2009, 2012). Yin’s design, however, is not the only approach to case-study research. 

Two other seminal methodologists, Merriam (1998) and Stake (1995), have 

presented renditions of case-study research design. Yin (2009) defines case-study 

research as a rigorous design pathway that employs formal and explicit procedures 

for the conduct of social science research that can ‘contribute to our knowledge of 

individual, group, organisational, social, political and related phenomena’ (p. 4) and 

further as ‘an empirical inquiry that investigates a contemporary phenomenon in 

depth within its real-life context’ (p. 18). In this research, the phenomenon of interest 

was the use of critical reflection by student osteopaths in their preregistration 

education. Case-study research is useful when the researcher has little control over 

the natural setting. Case-study research design has been used in education and social 

work for decades as a valuable method of sourcing knowledge. In this vein, Flyvbjerg 

(2011) asserts that ‘the case study produces the type of concrete, context-dependent 

knowledge that research on learning shows to be necessary to allow people to 

develop from rule-based beginners to virtuoso experts’ (p. 302). As a research 

method, the case-study design is considered idiopathic—that is, it attempts to 

‘understand and explain the individual case or cases within their own unique context’ 

(Mills, Durepos, & Wiebe, 2010, p. 69). 

According to Yin (2009), the research design for a case study is the ‘logical 

sequence that connects the empirical data to the study’s initial research questions 

and ultimately, to its conclusions’ (p. 26). Therefore, the central focus of case-study 

research is to understand a phenomenon of interest in depth and to understand 
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human behaviour in a natural real-life setting from the participants’ own 

perspectives. This central focus is consistent with the axioms of research in the 

qualitative constructivist inquiry paradigm. 

A case-study design using qualitative methods was considered appropriate 

for this research because it would facilitate an in-depth focus on a single case—a 

cohort of preregistration students undertaking health professional education. The 

purpose was to understand how the participants engaged with critical reflection and 

why critical reflection was important in their development as reflective practitioners. 

Further details of the case will be discussed in the next section. 

 
 

3.2.3.1 Essential components of case-study research design. 
 

Yin (2009) suggests there are five components that are essential for ensuring 

comprehensive, rigorous case-study research design: (1) the study’s propositions or 

hypotheses, (2) the form of the research questions, (3) the unit of analysis or ‘case’, 

(4) the logic linking the data to the propositions and (5) the criteria for interpreting 

the findings (p. 27). When designing this research, each of Yin’s (2009) five essential 

components of case-study research design were carefully considered and aligned 

with the research processes (see Table 3.2). 
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Table 3.2 

Essential Components of Case-Study Design (Yin 2009) as Applied in This Research 
 

Essential component Rationale for inclusion Application in this research 

The research study’s 
propositions or 
hypothesis 

Directs what must be 
examined within the 
scope of the research 

Proposition: Engaging with 
reflective learning will enhance 
and improve clinical practice 

The form of the 
research questions 

Usually ‘how’ and ‘why’ 
questions as exploratory 
triggers, traced over 
time 

How do student osteopaths 
engage with critical reflection 
learning during their 
preregistration education? 

The unit of analysis Defines the case—what 
or who is under 
examination 

Participants: A cohort of 12 
student osteopaths using critical 
reflective learning strategies 

The logic linking 
the data to the 
propositions 

Directs what data must 
be gathered 

Focus: Multiple sets of data 
collected, which charts the 
student’s use of reflective learning 
over time 

The criteria for 
interpreting the 
findings 

Guides the methods of 
data collection and 
analysis 

Qualitative methods to gain an in- 
depth understanding of 
phenomenon 
Seeking rival explanations for the 
findings 

 
 

Each of these components of case-study research design will now be 

discussed in detail. 

The propositions or hypotheses in case-study research ‘direct the researcher’s 

attention to something that should be examined within the scope of the study’ (Yin, 

2009, p. 28). Propositions or hypotheses usually arise from the researcher’s 

experience with the phenomenon in a particular setting or from an initial review of 

the literature where topics of interest to the researcher or gaps in the literature are 

identified. The researcher’s experience in a particular setting may lead to a desire to 



78  

know why and how something is as it is. As research questions arise, they can 

contribute to further development of the propositions or hypotheses. In this 

research, my experience of teaching student osteopaths and my consequent 

discovery that students were willing to accept, without questioning, all they were 

taught, alerted me to the need for the inclusion of a pedagogical tool to develop the 

students’ ability to critically reflect and analyse what they were learning. My 

literature searches revealed an absence of research on both critical thinking and 

reflective practice in osteopathy and informed me of the research already 

undertaken in these areas in other health disciplines, prompting me to construct the 

two following research propositions: 

• Students who practise reflective learning activities will develop their 

capability to critically reflect on evidence, demonstrated by an 

increase in both their level of reflection and their active questioning of 

their beliefs, values and assumptions. 

• The results of this research will have the ability to inform future 

improvements for the reflective program. 

The second component essential to case-study research is the form of the 

research questions. Typically, case-study research questions should be ‘how’ and 

‘why’ questions. Yin (2009) explains that questions of this type are most suited to 

case-study design because they are ‘more explanatory and deal with operational 

links needing to be traced over time . . . how and why a programme worked (or not), 

rather than mere frequencies or incidence’ (p. 9). He also suggests that a review of 

previous research helps ‘to develop sharper and more insightful questions about the 

topic’ (Yin, 2009, p. 14). As the researcher moves towards collecting evidence to 
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support or negate the propositions, the questions can become more complex. Case- 

study research questions are designed to engage with the evolving evidence and are 

about asking why events or perceptions appear as they do. In this research, the 

primary inquiry was how student osteopaths use critical reflection. The primary 

research question was as follows: 

• How do student osteopaths engage with critical reflection learning 

during their preregistration education? 

The third component is the unit of analysis or case. Questions posed drive the 

researcher to specify the case or unit of analysis—that is, who or what will be studied. 

The ‘case’ in case-study research may be an individual, an organisation or a group, a 

process, a program or an event (Yin, 2009). A case is bounded by time, space or 

context (Yin, 2009; Zaidah, 2007). In this research, the case (a cohort of student 

osteopaths using reflection) was a convenient sample because I had access to these 

students throughout their entire course. This research was bounded by time and 

context, the time being the four-year period and the context being the students’ 

preregistration health professional course. Further, the cohort selected were all 

undertaking the same course in which they would all use the same pedagogical tool 

(reflection) over a specific timeframe (four of the five years of their course) and at a 

specified location (an Australian university). Stipulating the case or unit of analysis 

guides the type of data to be collected and the way in which it will be analysed (Yin, 

2009, p. 27). Evaluation of student reflective work and of the transcripts of interviews 

conducted with the students was considered essential in order to answer the 

research questions and to link these questions to the research proposition. 
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The fourth component is the logic linking data to the propositions. In order to 

achieve this, it is necessary to select data-collection techniques and analysis 

techniques that are appropriate for addressing the propositions. This requires a clear 

understanding of the phenomenon of interest. The phenomenon of interest in this 

research was the use of critical reflection by student osteopaths in their 

preregistration education. Viewed in the broadest sense, this phenomenon included 

a continuum of personal and professional development, where the stimulus for 

growth was critical self-assessment and examination of experience. Therefore, this 

research collected a variety of data, which provided examples of student 

engagement with reflective practice over an extended period, and suggestions from 

the students to inform further development of the reflective learning strategies in 

the course. In this way, the data was directly linked to the propositions and the 

research questions stated above. 

The fifth and final essential component of case-study research according to 

Yin (2009) is the criteria for interpreting a study’s findings. Yin (2009) suggests two 

criteria: (1) establishing statistical significance in quantitative statistical analysis and 

(2) identifying alternative or ‘rival explanations’ for findings of both quantitative and 

qualitative analysis (p. 134). Rival explanations are competing explanations for the 

findings and may include the null hypothesis; that is, the effect is the result of 

chance—a concept difficult to substantiate in qualitative research. Other rival 

explanations to the findings include direct rivals, where other interventions may 

account for the effect; comingled rivals, where other interventions contributed to 

the effect; and rival theory, where a different theory explains the effect better  (Yin, 
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2009). Yin advises specifying important rival explanations during the design stage of 

research. 

The consideration of these five essential components of case study research 

‘builds a conceptual framework’ (Miles & Huberman, 1994, p. 18), forcing the 

researcher to decide which variables are the most important—and which 

relationships between the variables may be the most important—and, consequently, 

what information should be collected and analysed. Therefore, when designing this 

research, each of Yin’s (2009) five essential components of case study were carefully 

considered and aligned with the research processes. 

 
 

3.2.3.2 The use of qualitative methods in case-study research. 
 

Case-study research may incorporate either qualitative or quantitative data— 

or both—depending on the aim of the research. According to Yin (2012), case studies 

have often been used to document and analyse ‘processes’ in projects and initiatives, 

usually involving quantitative or mixed methods. However, in recent years, the use 

of qualitative methods in case-study research has gained increasing popularity as a 

means of capturing the complexity of a phenomenon. This use is also addressing the 

growing need for a research design that permits epistemological, ontological and 

methodological flexibility (Luck, Jackson, & Ushera, 2006). By examining the data for 

‘conceptual and thematic concepts’, researchers can uncover understandings that 

may explain the phenomenon being studied (Sandelowksi & Leeman 2012). 

Similarly, qualitative research methods give importance to subjectivity—both 

that of the researcher and of the participants. 
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3.3 Ensuring Rigour and Validity in Case-Study Qualitative Research 

The meanings emerging from the data have to be tested for their 

plausibility—that is, their validity. Otherwise we are left with 

interesting stories about what happened, of unknown truth and 

utility. (Lincoln & Guba, 1985, p. 11) 

This section examines validity in qualitative case-study research. First, an 

overview of the principle concepts and methods used in qualitative research is 

discussed, followed by Yin’s advice on ensuring validity in case-study research. 

 
 

3.3.1 Validity within qualitative research. 
 

The validity of findings produced in qualitative research is judged by its 

trustworthiness. The methods employed to ensure trustworthiness must guarantee 

the establishment and maintenance of methodological and analytical rigour 

throughout the entire research process. Item 3.1.8 of the National Statement on 

Ethical Conduct of Qualitative Research states that ‘the rigour of qualitative research 

should be assessed primarily by criteria of quality and credibility of data collection 

and analysis’ (NHMRC, 2015, p. 25). 

Various models for ensuring qualitative research validity have been proposed 

in the literature (Lincoln & Guba, 1985; Miles & Huberman, 1994; Silverman, 2010). 

Lincoln and Guba (1985) assert that the criteria for judging reliability and validity 

within the rationalistic scientific paradigm (internal validity, external validity, 

generalisability and objectivity) fail to meet the needs of qualitative research. They 

contend  that  tests  of  reliability  and  validity  in  qualitative  research  are     more 
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effectively addressed as tests of ‘trustworthiness’ and, as such, they propose four 

alternative criteria: credibility, transferability, dependability and confirmability 

(Lincoln & Guba, p. 300) (see Table 3.3). Each of these criteria will now be briefly 

described, along with the measures taken in this research to ensure trustworthiness. 

 
 

Table 3.3 

Techniques for Ensuring Trustworthiness in Qualitative Research (Lincoln & Guba, 

1985) 

 Techniques for ensuring 

trustworthiness 

Description 

Credibility Prolonged engagement 

Persistent observation 

Triangulation 

Member-checking 

Peer review and 

debriefing 

Negative case analysis 

Collect data over an extended period. 

Conduct a focused and detailed study of the 

phenomenon. 

Use a number of data sets to verify findings. 

Crosscheck information and conclusions with 

sources and colleagues. 

Search for and address all findings. 

Include cases that contradict patterns. 

Transferability Thick description Document the research process and the 

phenomenon under study in a sufficiently 

detailed way to allow others to evaluate the 

extent to which the conclusions drawn are 

transferable to other times, settings, 

situations and people. 

Dependability Inquiry audit Have a researcher not involved in the 

research process examine both the process 

and findings to assess whether the findings 

are supported by the data. 

Confirmability Audit trail 

Confirmability audit 

Triangulation 

Reflexivity 

Document a detailed, transparent description 

of the steps taken during each phase of the 

research. 

Use multiple analysts to review findings. 

Use multiple sources of data. 
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3.3.1.1 Credibility. 
 

Credibility is a measure of how believable the research findings are or how 

much confidence the participants and stakeholders have in the ‘truth’ of the 

findings—‘Do the findings of the research make sense?’ (Miles & Huberman,   1994, 

p. 278). The credibility of research findings can be threatened by poor interpretation 

of the data, or it can be threatened by respondent bias, such as when a research 

participant provides a response they believe is the socially desired response. In this 

particular research, the technique of ‘member-checking’ (Lincoln & Guba, 1985; 

Robson, 1993) was undertaken, a process whereby the findings are clarified with and 

corroborated by the participants. Additionally, the analysis of each data set was 

carried out and conferred by three independent researchers. 

Another technique for ensuring credibility is prolonged engagement. This aids 

collection of a variety of data sets from the same participants at different points 

throughout the life of the research, providing an opportunity to confirm the various 

response sets for consistency. The four-year timeframe of this research and the 

analysis of various data sets collected over this period allowed for further checks to 

ensure credibility of the findings. In addition, my prolonged engagement with the 

students—and the consequent relationships that developed over this time— 

provided the opportunity for me to identify inconsistencies in student responses. I 

was particularly mindful of student motives, especially the possibility that a student 

may provide responses they felt would present them in a favourable light. 
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3.3.1.2 Transferability. 
 

Transferability refers to the applicability of the findings and the extent to 

which they can be transferred to similar settings. The findings from this particular 

research cannot be directly transferred to other similar contexts because of the 

methods employed. Lincoln and Guba (1985) argue that transferability is assessed by 

the exactness of the traceable information about the research. Although this 

research has been carefully documented, the many variables—for example, the 

learning environment and its location, curricula content and teaching styles, and 

profile of the student cohort—cannot be guaranteed to match those of another 

setting, which makes its transferability questionable. If another researcher wished to 

apply the findings from this research, they would need to carefully examine the 

particulars of this research (i.e. the traceable information) to assess its transferability 

to another similar setting. 

 
 

3.3.1.3 Dependability. 
 

Dependability is concerned with the repeatability and replicability of a 

research study. Since qualitative single-case studies usually focus on what Yin (2009, 

p. 47) refers to as a ‘critical or unique’ case, repeating them can be difficult. In this 

research, the case was ‘unique’ in that the cohort of students was the first contingent 

of graduands from the course and in this sense differs from subsequent cohorts. 

However, this research did strive to increase dependability by providing a rich and 

detailed description of the research protocol during prolonged engagement with the 

participants. 
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3.3.1.4 Confirmability. 
 

The extent to which the findings of research are shaped by the respondents 

and not by researcher bias, motivation or interest determines the confirmability of 

the research. In this research, attention was given to the possibility of both 

researcher bias and respondent bias. See Table 3.3 for Lincoln and Guba’s (1985) 

techniques for ensuring trustworthiness in qualitative research. The students 

produced the written reflective work as part of their coursework; only after the work 

had been assessed and returned to the students was their consent sought to use the 

material for this research. 

To address researcher bias, I kept a reflective journal in which I mapped and 

examined issues arising from the research process, including my position in the 

research process as educator, researcher and practitioner. Frequent discussions with 

colleagues and my supervisory panel provided a constructive platform for examining 

threats of bias. 
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3.3.2 Validity in case-study research according to Yin. 
 

Yin (2009) advocates the use of qualitative methods in case-study research 

when appropriate. To ensure the overall rigour of qualitative research he also 

recommends the tests of ‘trustworthiness, credibility, confirmability and data 

dependability’ (Yin, 2009, p. 40). Nevertheless, he retains the four traditional 

quantitative terms for research validity tests (construct validity, internal validity, 

external validity and reliability) because (as he argues), these are the terms most 

commonly found in the research texts (Yin, p. 40). To assist qualitative researchers 

meet these four validity tests, Yin provides a set of techniques or, as he calls them, 

‘tactics’. Although the terms differ from those used in qualitative research, there is 

considerable concurrence between the two sets of techniques (see Table 3.4). 

 
 

Table 3.4 

Comparison of Tactics for Validity and Reliability (Yin 2009; Lincoln & Guba 1985) 
 

Tests Yin’s case-study tactics Lincoln & Guba’s quality checks 

Construct 
validity 

Multiple sources of evidence 

Triangulation 

Establish chain of evidence 

Have key informants review draft 

Multiple sources of evidence 

Triangulation 

Persistent observation 

Member-checking 

Internal 
validity 

Do pattern-matching 

Do explanation-building 

Do time series analysis 

Thick description 

Peer-debriefing 

Prolonged engagement 

External 
validity 

Use rival theories within single cases 

Use replication logic in multiple-case studies 

Negative case analysis 

Confirmability audit 

Reliability Use case-study protocol 

Develop case-study database 

Audit trail 

Researcher logs and reflections 
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To ensure rigour in this research, the data collection, analysis and reporting 

of this case was carefully considered and aligned with the qualitative validity 

principles, as previously described in Section 3.3.1, as well as with Yin’s validity 

tactics, as shown in Table 3.5. 

 
 

Table 3.5 

Alignment of Yin’s Validity Tactics with this Case-Study Research 
 

Tests Yin’s validity tactics Validity tactics used in this research 

Construct 

validity 

Multiple sources of 

evidence 

Triangulation 

Seven data sets collected and analysed 

Use of different data sets, analysts, and 

literature (theory triangulation) 

Establish chain of evidence Cumulative evidence of enhanced learning 

Have key informants 

review draft 

Member-checking by students of data 

interpretation 

Internal 

validity 

Do pattern-matching 

Do explanation-building 

Core themes compared to literature 

Negative case analysis/peer-debriefing 

Do time series analysis Longitudinal research over four years 

External 

validity 

Use of theory within single 

cases 

Literature related to critical reflection and 

transformative learning theory substantiates 

use of critical reflection to enable reflective 

practice 

Reliability Use case-study protocol 

Develop case-study 

database 

Research database including coding sheets, 

logs and researcher reflections 
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3.3.3 The use of multiple sets of data. 
 

The use of multiple sets of data is a major strength of case-study research and 

serves to increase the validity of the findings. As each data set is collected and 

analysed, a broader range of issues can be investigated. This strategy, also known as 

data triangulation, establishes a ‘chain of evidence by providing multiple measures 

of the same phenomenon’ across all data sets (Yin, 2009, p. 117). In this research, 

data in the form of repeated collection of reflective journals, an in-depth reflective 

essay and documentation consisting of university teaching guidelines and student 

interview transcripts were triangulated with the aim of gaining a broad and holistic 

view of the phenomenon of student engagement with critical reflection. 

Triangulation refers to the use of multiple sets of data in an attempt to ‘double-check 

findings’ by examining another version (Miles & Huberman, 1994, p. 267). 

Additionally, multiple sets of data are collected to address contradictory explanations 

for the results initially found in the analysis. Yin refers to these contradictory 

explanations as ‘rival explanations’ (p. 135). The importance of rival explanations was 

previously noted in Section 3.2.3.1. 

Because case-study research seeks to explain a complex phenomenon, 

multiple sets of data are required to provide multiple views of the same 

phenomenon. To address the research questions from as many perspectives as 

possible, this research used a diversity of data sources collected over the duration of 

the research to gain a holistic view of student osteopaths’ use of critical reflection. 

These included students’ written work in the form of reflective essays, the repeated 

use of reflective journals, transcripts from semi-structured interviews and  teaching 

guidelines from several universities. In addition to these data sources, I kept a 



90  

personal reflective journal (see Section 6.6.1) in which I recorded the research 

process and my reflections about the development and delivery of the reflective 

learning strategies and the student responses to those strategies. 

 
 
3.4 Ethical Considerations With This Research 

 
Four main ethical considerations were relevant to this research: (1) gaining 

ethical approval from the university’s Human Research Ethics Committee, (2) 

informed consent, (3) avoidance of coercion and (4) confidentiality and anonymous 

reporting of findings. Preparation of the ethics application followed careful study of 

the university’s conditions for the use of student material as data and of the 

‘Requirements for consent’ published by the National Health and Medical Research 

Council, which state that ‘consent should be a voluntary choice, and should be based 

on sufficient information and adequate understanding of both the proposed research 

and the implications of participation in it’ (NHMRC, 2007, updated 2015, p. 16). 

Ethical approval for this research study was granted by the university’s 

Human Research Ethics Committee. Approval was granted to use previously 

submitted reflective journals and essays written by the participants during four of 

their five-year course, to conduct a focus-group session during their fourth year and 

to conduct interviews with the students at the conclusion of their five-year course 

(Ethics Approval Numbers: ECN-09–06, ECN-10–10 and ECN 10–010). 

Before approving the research, the university’s Human Research Ethics 

Committee raised two specific issues upon which I was asked to carefully reflect and 

respond with a rationale. The first was the use of student materials as data, and the 
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second related to my relationship with the students as both teacher and researcher. 

This prompted me to enquire into the university research ethics policies regarding 

the use of student material as data. As an early-career researcher and academic, I 

considered how my relationship would develop with these students over the 

following four years, how this relationship may affect the types of issues the students 

would include in their reflections and whether the relationship may enhance or 

hinder the level of reflection the students would achieve. This led to a number of 

discussions with my research supervisors, the faculty dean and with the chair of the 

university’s Human Research Ethics Committee. 

 
 

3.4.1 Use of student materials as data. 
 

The university policy for academics wishing to use student assessment 

material for research stipulated that the researcher must follow the normal protocol 

of obtaining committee approval, attaching a copy of the proposed student 

information/consent letter and a letter of approval from the appropriate responsible 

academic officer. The human ethics application was approved and signed by the 

faculty dean as well as by the principal supervisor and co-supervisor. 

To ensure ethical use of student written materials, each ethics application 

assured the following: the students would have full anonymity; the students would 

be provided with a full explanation of the research, including a face-to-face and plain- 

language participant information statement for data collection of each phase (see 

Appendix B), stating exactly how their written material would be collected, stored 

and used; the students were under no compulsion to participate; and the  students 

would  not  be  identified  in  any  subsequent  publications.  To  preserve     student 
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anonymity, I assigned a pseudonym to each piece of student reflective work and to 

the transcription of each interview recording. Any specific detail that had the 

potential to identify individual students was omitted in the reporting of the data. 

Respecting the vulnerable position of the students, I recorded my reflections on 

these issues and took steps to ensure I did not reveal the content of the student data 

to any academic or administrative staff. I was a member of the teaching staff for 

these students and, in a few instances, this created tension at staff meetings when 

the expectation was for me to share with other staff members the identities and 

content of student reflections. Although this was perhaps understandable, given that 

reflective writing was a new learning strategy in the curriculum, staff members were 

made aware of the need for strict confidentiality in the use of student material, and 

they respected my refusal to share any student information made available to me 

through the student reflective work. This was not only a condition of the ethics 

governing the research but also a measure to guarantee to the students that their 

submitted reflections would be free of judgement and consequences. 

The confidentiality of the participants’ interview responses was also deemed 

essential. During data collection, all data was kept securely in a locked filing cabinet 

in my university office. Recorded data was password protected on an external hard 

drive. 

3.4.2 Practitioner-researcher role. 

Due to my close involvement with the participants, it is important to discuss 

at this point my role in this research and to highlight efforts taken to limit researcher 

bias. My role was mixed—a clinical academic and lecturer of student healthcare 

practitioners within the university setting, a clinical practitioner in private   practice 
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and a researcher. There are advantages and disadvantages of such a mixed role. 

Support for such a role can be found in the literature (Allen-Meares & Lane, 1990; 

Schön, 1983), with some of the recognised advantages arising from ‘insider’ 

opportunities—that is, where the practitioner has pre-existing insights about and 

experience of the situation and the participants. Although not an insider in the sense 

of belonging to the student group, I was one of their lecturers and practicing in the 

profession that these students were studying. 

By the end of the course, I had had considerable interaction with this cohort. 

I felt accepted and trusted by them and considered them my future colleagues. I was 

particularly mindful of the dynamic of this close relationship during both the data 

analysis and the interviews, and I took appropriate steps to reduce bias. These steps 

included analysing numerous data sets for the same phenomenon, analysing data in 

collaboration with other analysts and member-checking to verify the findings. See 

Section 3.3, for a detailed discussion of steps taken to reduce bias and to ensure the 

credibility and reliability of findings. 

Some of the disadvantages of a mixed role noted by Robson (1993) include 

issues of time, lack of experience and confidence in the field of research, and insider 

problems related to the researcher’s close proximity to and preconceptions about 

the phenomenon, which can result in researcher bias (p. 446). A crucial strategy used 

in qualitative research to address researcher bias is reflexivity—a process whereby 

the researcher uses critical self-reflection to examine biases that may arise during 

the research process. Discussing the value of researcher reflexivity, Watt (2007) 

points  out  that  the  use  of  critical  reflection  by  the  researcher  as  a  means   of 

documenting their relationship both with the phenomenon under study and with the 
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research process helps the researcher to become aware of the potential impact of 

their proximity to the research and of their particular identity and social background. 

Throughout the research, I documented my reflexive analytical thoughts in a 

notebook. My personal reflections pertaining to my relationship with the students 

and the challenge of using student reflective work as data are presented in  Section 

6.6.1. This allowed me to examine my thinking and trace ideas from one phase to the 

next. Research, regardless of paradigm, must be rigorous to ensure findings in this 

respect are not distorted by the researcher’s lack of awareness of their assumptions 

and various roles (Charmaz, 2006; Gerstl-Pepin & Patrizio, 2009). 

A further strategy to address threats of researcher bias and increase internal 

validity is to address rival explanations (Yin, 2009, p. 41). Examining rival explanations 

of the observed outcome forces the researcher to consider whether the analytic 

inferences are valid. Additional strategies to address potential risks of bias related to 

the participant–researcher relationship will be discussed in Chapter 4. 

 
 
3.5 Research Site 

 
The research was undertaken at a university in Australia. The osteopathic 

course sits within a large multidiscipline health faculty. The participants were full- 

time students studying in a five-year preregistration course to become osteopathic 

practitioners1. Although I was an academic staff member teaching the course, it was 

still necessary to gain formal access to the students for this research. The proposed 

research including the pedagogical framework Critical Reflective Stream (CRS)   was 
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approved by the faculty dean and the osteopathic course coordinator. A full 

description of the CRS follows. 

 
 

3.6 Critical Reflection Stream Framework 
 

This section describes the CRS—a stream of reflective learning strategies that 

I embedded across four years of the five-year osteopathic preregistration course. The 

reflective learning strategies ran in parallel with the profession-specific units, which 

covered all aspects of learning related to osteopathic clinical practice. The purpose 

of the CRS was to facilitate and develop reflective capacity in a cohort of student 

osteopaths. This required students to engage in progressively more challenging 

reflective learning strategies as they moved through the five-year course. The 

expected impact on both the students and the course, were important 

considerations. Some of the issues that were considered included (1) availability of a 

curriculum specialist experienced in reflective learning to oversee the development 

of the pedagogical stream of learning strategies, (2) the extra work and time 

commitments for the students, (3) the ethical considerations related to the use of 

student work as data and (4) my relationship with the students as both academic and 

researcher. Approval to introduce the CRS into the course was granted by my 

academic managers. 

Although no clear distinction is made between the two terms ‘critical 

reflection’ and ‘reflective practice’ in the literature, for the purpose of this thesis I do 

make the following distinctions. Critical reflection is defined here as a metacognitive 

process whereby an individual ‘examines and explores an issue of concern resulting 
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in a changed conceptual perspective’ Boyd & Fales (1983, p. 100). The term reflective 

practice as used in this thesis refers to the type of practice that results from critical 

reflection or, put another way, the use of reflection in the practice setting and its 

outcomes for the practitioner, patient and other stakeholders. A number of 

researchers have identified outcomes that may result from health practitioners 

engaging with critical reflection on practice. These include (1) addressing 

professional boundaries (Fronek et al., 2009), (2) the development of clinical 

competence (Levett-Jones, 2007) and (3) improved clinical practice (Mann, Gordon, 

& MacLeod, 2009). 
 

The various teaching and learning strategies, assessment methods and salient 

issues and characteristics of the CRS will now be discussed in the following section. 

 
 

3.6.1 Teaching and learning strategies. 
 

Given the cumulative and developmental nature of learning related to self- 

awareness, motivation and critical reflection, a model of training that can meet multi- 

level learning needs of practitioners is essential. Integration of critically reflective 

practice and ethical decision-making requires development of theoretical 

understandings; application to practice; and ongoing opportunities to build skills, 

reflect, discuss issues, test ethical positions and deconstruct dilemmas. Learning 

related to self-development, critical reflection and clinical decision-making requires 

cumulative and incremental ongoing opportunities to build and test skills (Fronek et 

al., 2009). 

Based on my extensive research into what was known at the time about 
 
teaching   reflective  practice,   a   number  of   reflective   learning   strategies  were 



97  

embedded into the profession-specific units across the entire course. The ongoing 

examination of resources for best practice for teaching and learning reflective 

practice in health practitioner education led to the publication of an integrative 

literature review (McLeod et al., 2015). The model of reflection presented to the 

students as part of the lecture on critical reflection was a modified Gibbs model. This 

model was presented only as a guide for the students to construct their reflections it 

was in no way prescriptive. Previous research suggests that the use of critical 

questions deepens the student’s reflection and assists them probe their description 

of the experience (Cross, 1993). The steps and reflective questions in the reflective 

process presented to the students were as follows: 

1. Description: What happened? 
 

2. Personal experience: What was I thinking and feeling? 
 

3. Evaluation: What was good and bad about the experience? 
 

4. Analysis: What sense can I make from this experience? 
 

5. Confrontation: What values, beliefs and assumptions did I carry into this 

experience? 

6. Reconstruction: What could I have done differently? 
 
 
 

The learning strategies included formal lectures; tutorial discussions; small- 

group reflective workshops, including a critical-friend process; journal writing; in- 

depth reflective essays; and preparation of a research ethics application. The 

pedagogic goal for embedding these strategies included increasing critical and 

reflective thinking (Sobral, 2005), enhancing clinical reasoning and  decision-making 

(Mamede & Schmidt, 2004) and informing the ethical and moral development of 
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students (Wald, Borkan, Scott Taylor, Anthony, & Reis, 2012). Table 3.6 shows the 

themed purpose and timing of each learning strategy and the learning outcomes over 

the five years. 

 
 

Table 3.6 

Reflective Learning Strategies and Learning Outcomes, Years 2–5 
 

Year Reflective activities and themes Developmental learning outcomes 

2 Discovering who I am 
Lecture and workshop, small-group 
reflective dialogue 

Explore personal assumptions and values 
of health and illness. Understand the 
theory and rationale for reflecting on 
practice. 

2 Learning how to learn 
Facilitated group work, reflective 
journaling, reflection on personal 
interaction skills 

Identify, examine and practise skills of self- 
reflection and communication. Self-assess 
and plan for learning needs. 

3 Exploring ethical dimensions of care 
Ethical vignettes, reflective peer 
discussions and reflective friends 
meetings, in-depth reflective essay 

Examine professional codes of behaviour. 
Explore ethical dimensions of care and 
respect of patient rights. 

4 Professionalism 
Reflective report on patient 
consultation, peer reflective debrief, 
reflective journal 

Demonstrate and facilitate analysis and 
problem-solving. Prepare and submit 
research ethics. 

5 Transition into independent practice 
Self-assessment learning contracts, 
peer mentoring, reflective journaling, 
discussions with clinical supervisor 

Reflective critical self-appraisal of clinical 
outcomes achieved. 
Assessing, planning and addressing 
learning needs. 
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3.6.2 Formal lectures. 
 

Formal didactic lectures aimed at increasing students’ understanding of 

reflective practice were presented at a number of points during the undergraduate 

osteopathic course. The first of these, which was held in the second semester of the 

second year, was an introductory lecture presented by a senior academic 

experienced in teaching and assessing reflection (Fisher, 2003, 2009). In this lecture, 

some of the models of reflection were reviewed, along with the rationale for their 

use as a means of gaining insight into oneself and into how critical reflection can 

enhance thinking, attitudes, decision-making and behaviour. Students were provided 

with a handout (see Appendix C) that expanded on the lecture material and included 

a reference list relevant to the theory and practice of reflection. 

Following this first lecture, a discussion was held of the differences between 

values, assumptions and beliefs, and examples were provided to help clarify the 

various concepts. Students were also provided with a number of resources to 

augment their understanding of the process of reflection and its implications for 

reflective practice. These included readings and guidelines on reflective writing that 

contextualised reflective practice within healthcare practice. At this point in their 

healthcare education, the students had used reflective journaling during the first half 

of their second year but with limited guidelines. 

The reason for delaying the lecture until second semester was to allow the 

students to use reflective writing as a formative exercise without excessive academic 

pressure. The journals (as described later in this section) were not assessed; 

therefore, they did not influence the students’ grades. However, two journal entries 
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were submitted during the semester to allow feedback from me as their principal 

osteopathic lecturer on the reflective process. 

 
 

3.6.3 Workshops / small-group discussions. 
 

The first workshop, called ‘Where do my beliefs, assumptions and values 

come from?’ was held directly after the lecture to orientate students to the concepts 

and practice of reflection. In the workshop, students in small groups of three or four 

took turns sharing their reflections on the origins of their beliefs and assumptions 

around health. To guide the students in the process, the following reflective 

questions were projected onto the data projector screen during the workshop 

session: 

• What values were expressed in your family in relation to health and 

sickness? 

• Which of these values do you still hold today? 
 

• What beliefs do you hold about allied health practitioners? 
 

• What assumptions can you identify that underpin your beliefs? 
 

The process of reflection and the guiding questions had been explained 

during the lecture. Dr Fisher (see Section 1.2.4.1) and I were present during the 

discussions and monitored the groups, at times providing prompts to keep the 

reflective process on track. 

The second workshop, held later in the semester, was called ‘Critical friends’. 

It followed a short orientation and instructional lecture on what constitutes a critical 

friend and on the rules of engagement for participation in fruitful critical-friend 

meetings.  A  critical  friend  is defined  as  ‘a  trusted  person  who  asks provocative 
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questions, provides data to be examined through another lens, and offers critiques 

of a person’s work as a friend’ (Costa & Kallick, 1993, p. 50). The main objective of 

critical-friend support meetings was for students to have a reflective dialogical 

experience that provided confidential, non-judgemental support and constructive 

input into the challenges they were experiencing during the transition from 

classroom learning to clinical learning. It is suggested in the literature that this 

learning method gives students a sounding board to help them critically examine the 

assumptions underpinning their views and, through discussion with their critical 

friend, they are exposed to different views relevant to adapting to the new 

environment of clinical practice (Kennison, 2012). 

The process of engagement with a trusted person for the purpose of critical 

discussion has been described in the literature to be ‘the reflexive dialogue between 

peers/colleagues offering opportunities to critically question the beliefs, values, and 

ideologies that shape our identities, and for practices to be held up to scrutiny’ (Wald 

& Reis, 2010, p. 21). Essential to the critical-friend meetings was the understanding 

that support provided to peers was also active learning of skills for real-world patient 

interactions. Students were also guided to examine their habitual responses and 

approaches to supporting their critical friend and to explore alternative ways of 

responding. 

One of the vital aspects of a critical-friend meeting is trust. I had followed this 

cohort of students closely through the undergraduate component of their 

osteopathic course and had witnessed a genuine bonding across the group. I was 

confident that with careful facilitation they would discover the level of trust needed 

to participate constructively in the critical-friend meetings. To provide dedicated 
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time for these critical-friend sessions, monthly one-hour meetings were held in which 

students (with the support of a facilitator) reflected and supported each other as 

critical friends in relation to their experience of clinical practice. 

The aim of sessions was to enable students to develop their ability to reflect 

in a dialogical setting. For the students, the learning strategy of a reflective workshop 

provided the opportunity to develop by learning to: (1) identify their learning needs 

and to express their concerns in a constructive manner, (2) learn from the experience 

of their peers as they faced the same or similar challenges and (3) generate solutions 

to address their learning needs and challenges. 

 
 

3.6.4 Student written reflective material. 
 

The student participants in this research kept student reflective journals in 

Years 2, 3, 4 and 5. In third year, in addition to the reflective journals, the students 

produced an in-depth reflective essay with a focus on a critical issue selected from 

their reflective journal written during clinical placement. The clinical placement was 

their first, and the students’ role was to observe experienced osteopaths in private 

practice. Students were provided with guidelines for written reflection and with 

feedback on their reflections. The guidelines were provided to the students to help 

them develop their reflection. In the guidelines (see Appendix F), the students were 

asked to construct their reflective writing piece incorporating the following: (1) a 

description and their perceptions of the critical issue (setting the context of the 

reflection), (2) an explanation of their feelings and reactions to the situation, (3) their 

intellectual reasoning and critical self-reflection and (4) their conclusions. As the 

students progressed through their education, the expectation for deeper  reflection 
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was emphasised and additional support in the form of discussions, workshops and 

readings were provided. In the last two years of the course, to support the students’ 

experience of clinical practice, they used journaling to explore critical issues and 

challenges encountered during clinical consultations. 

The aims of written reflective activities were to: 
 

• encourage self-introspection and critical reflective thinking, 
 

• facilitate critical analysis and interpretation of experiences, 
 

• encourage expression of emotions, 
 

• develop enquiry into values, ethics, identity and responsibilities, 
 

• examine the foundations of one’s values and how these may impact 

clinical practice, 

• develop the ability to recognise and respond to ethical dilemmas in the 

clinical context, and 

• encourage creativity and problem-solving skills. 
 
 
 

Students were provided with feedback on their reflective writing. Feedback 

on reflection encourages an iterative process, whereby students refine their 

reflection in response to feedback on drafts from the assessor or other course 

instructors (Ash, Clayton, & Atkinson, 2005). An example of such a process in this 

research was the provision for students to submit drafts of their reflective essay to 

both the assessor and an academic-skills professional. This usually led to a meeting 

between the student and one or both of the instructors. Meetings with the academic- 

skills professional mostly focused on general writing techniques, including the  style 

of writing, grammar and punctuation. Meetings with the assessor were in the  most 
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initiated by students who were seeking feedback on the suitability of the topic of 

their reflection or guidance on dealing with sensitive issues. Few students took up 

the offer to submit a draft or to discuss their essay before submission. 

In summary, the case in this research—a cohort of student osteopaths—were 

given structured opportunities to practise critical reflection, initially at an elementary 

level, recording their reflections about learning as second-year healthcare students. 

As they progressed through the course, they were presented with reflective tasks of 

increasing importance to their clinical practice, the aim being to improve their 

criticality over the duration of their course. Reflecting on the complexities and 

uncertainties inherent in contemporary clinical practice was considered an important 

vehicle for motivating this cohort to reflect more deeply. This strategy is based on 

the ‘intrinsic learner motivation’ principle of andragogy, a model of adult-learning 

theory proposed by Knowles et al. (2011). As opposed to extrinsic motivation where 

a learner is motivated by external factors such as attaining a certain grade, intrinsic 

learner motivation involves providing learners with learning experiences that have 

relevance to the learners’ own personal experiences. 

 
 
3.7 Participants 

 
The participants in this research (n = 12) were the first cohort of students 

studying full-time in the emerging osteopathic course at an Australian university (the 

research site). A purposive sampling approach was used to target student osteopaths 

who were studying a clinical subject in which reflective learning strategies were an 

integral part of the curriculum. The 20 students who enrolled in the first year ranged 
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in age from 18 to 54 years and included school leavers as well as mature, experienced 

workers returning to full-time study. By Year 2, there were 15 students; all consented 

to participating in the research study. Their involvement in the research commenced 

in their second year. They had not experienced reflective teaching or reflective 

learning during their first year of the course. Of these 15 students, 12 graduated at 

the end of the double degree, with another graduating six months later due to health 

reasons. The initial 12 graduands were the participants in this research. 

Participants were purposively selected. The aim in purposefully selecting 

participants was not to generalise the findings to the whole population but to find 

commonalities and links between the group in this study and others like it. Although 

not causal, cases studied can reveal features and characteristics that may be relevant 

to a wide number of similar settings (Mays & Pope, 1995). Although the purpose was 

not to generalise these findings to other populations, it may be possible to expand 

the findings to theoretical propositions (Yin, 2009) and, as such, build onto existing 

theories concerning the application of critical reflection for use by others. As such, 

this case study aimed to be an exemplar of good practice, not only for those engaged 

in professional learning for osteopathy but also for other tertiary student groups. 

Therefore, the findings from this cohort of students are likely to be applicable to 

other student cohorts at the university where the research was undertaken and 

possibly to student osteopaths studying similar preregistration courses at other 

institutions. 
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3.7.1 Description of participants. 
 

Participants for this research were 12 student osteopaths (five females and 

seven males) undertaking preregistration professional education to become 

osteopathic practitioners (otherwise known as ‘osteopaths’). The majority of these 

students (75%) had at least some workforce experience. Some entered the course as 

mature age students with extensive experience in business, one had extensive 

experience in healthcare, and a small number were school leavers. The average age 

was 28.3 years (SD +/- 5) with a higher male to female ratio. The age range and 

distribution by gender are presented in Table 3.7 and Table 3.8. 

 
 

Table 3.7 

Age of Participants, n = 12 
 

Age range Percentage of participants 

18–25 31% 

26–35 31% 

36–45 23% 

45+ 15% 

 
 

 
Table 3.8 

Distribution by Gender, n = 12 

Gender Percentage of participants 

Female 38.5% 

Male 61.5% 
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All students had attained university-entry-level education, with five (38.5%) 

having completed degree-level qualifications; of these five, one had a Bachelor of 

Business, one a Bachelor of Music and three a Bachelor of Naturopathy. All 

participants were born and educated in Australia. 
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3.7.2 Informed consent to participate. 
 

Written consent for participation was obtained from each student for each 

phase of the research (see Appendices D and E). Participation required consenting to 

the anonymous use of written documents and interview responses. Initially, 15 

student osteopaths consented to the use of their written reflective journals in their 

second year and reflective essays in their third year. Over the following two years, 12 

of these original 15 progressed through the course in the expected timeframe, 

providing additional consent for the use of each consequent data set. Data collected 

during the fourth and fifth years included reflective journals during clinical placement 

and semi-structured interviews at the end of the course. 

Before asking for consent, I informed all students of the purpose of the 

research, of what their involvement would entail, that their data would be 

anonymous and that they could withdraw at any time without consequences. 

Participation was voluntary. No students were coerced into having their materials or 

interview recordings used for this research, nor were any students who wished to 

participate excluded from the research. Before each phase, students were provided 

with a written participant information sheet and given time to read how the research 

would be conducted and to consider their involvement before they were asked to 

sign a consent form. 
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3.8 Data Collection and Analysis 
 

This research consisted of four phases. During each phase, various qualitative 

data sets were collected and analysed in order to answer the research questions. The 

following section provides an outline of the methods used for collecting and 

analysing the data sets. 

 
 

3.8.1 Data collection. 
 

Consistent with case-study research design (Yin, 2009), multiple sources of 

data were gathered and analysed over the four-year duration of the research. Each 

of the research phases involved data collection of one or more data sets. There were 

four phases of this research and seven sets of data collected. For each phase, 

different sets of data were collected. See Table 3.9 for a description of all data and 

the stage of research when each data set was collected. These included student- 

generated data and guidelines for teaching and learning reflection acquired from a 

number of Australian universities. Student-generated data was gathered in the form 

of written reflective journals (three times: in Year 2, Year 4 and again in Year 5), a 

reflective essay, a focus-group session and semi-structured interviews. At each 

phase, data collected was directed by one or more subquestions to provide answers 

to the overarching research question, as shown in Figure 1.1. 
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Table 3.9 

Data Sources by Stage of Course and Phase of Research 
 

Research 
phase 

Data 
source 

Description of data set 

Phase 1 

Year 2 

Student 
reflective 
journal 

Students’ reflections on learning issues related to course 

material, practical workshops and personal issues around 

becoming a professional healthcare worker. Introductory 

exercise in critical reflection. 

Documents University guidelines for teaching and learning reflection. 

Phase 2 
Year 3 

In-depth 
reflective 
essay 

Students’ short reflective piece of prose exploring one 

selected significant issue from their reflective journal. A more 

extensive and advanced exercise in critical reflection. 

Phase 3 

Year 4 

Clinical 
reflective 
journal 

Students’ reflective account of transition from classroom 

learning to clinical placement in the university teaching clinic. 

Focus 
group 

Additional data sourced from a focus group that evaluated 

student use of reflection during transition to clinical practice. 

Phase 4 

Year 5 

Clinical 
reflective 
journal 

Students’ personalised reflective account of their clinical 

placement—their observations, learning and challenges. 

Interview Semi-structured interviews to explore students’ attitudes, 

interpretation of the reflective stream and suggestions for 

improvement of the reflective learning stream. 
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3.8.1.1 Student reflective journals. 
 

The format of reflective journaling has been frequently used as a learning tool 

in heath practitioner education (Blake, 2005; Chirema, 2007; Constantinou & Kuys, 

2013; Donaghy & Morss, 2007). For the purposes of this thesis, a ‘reflective journal’ 

is described as a self-written collection of the student’s thoughts in relation to the 

process of reflecting on an event or idea that is of significance to the student. 

Students were provided with detailed information and guidelines on writing in a 

reflective journal (see Appendix F). 

Data for Phase 1, Phase 3 and Phase 4 included student reflective journals 

submitted as course work. The reflective journals written during Phase 1 were used 

by the students to reflect on their learning as second-year undergraduate students. 

Journals for each phase were not graded; however, submission was a condition for 

obtaining a pass in the unit. In my role as lecturer and clinical supervisor, I had 

reviewed and returned all journals to the students before a request was made to use 

the journals for this research. Students at the time of writing their journals were not 

aware that material from their reflections might be used for research purposes. A full 

discussion of the ethical considerations for use of student journals was previously 

discussed in Section 3.4.1. Ethics approval was obtained from the university’s Human 

Research Ethics Committee prior to recruitment and data collection—(Ethics 

Approval Numbers: ECN-09–06, ECN-10–10 and ECN 10–010). 

Once ethics approval was granted, students were approached for consent to 

the use of their reflective journals for all phases of this research. In each case, a short 

(15 min.) class discussion outlining the aims of the research and how the journals 

would  be  used   was  held   prior  to  providing  each   student   with  a   participant 
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information statement and a consent form. In this face-to-face discussion, the 

purpose of the research was fully explained, and details of how the student journals 

would be analysed and securely stored was given. Students were assured that all data 

would be confidential and no identifying content would be used in the reporting or 

publication of the findings. All potential participants were assured that participation 

was not mandatory and that their grades would not be affected if they chose not to 

participate. They were advised that consenting participants could withdraw from the 

research at any time and ask that their journal not be used in the research. See 

Section 3.4 for further discussion of the ethical considerations for this research. 

 
 

3.8.1.2 Reflective journals written during clinical placement. 
 

The reflective journals for Phase 3 and Phase 4 were written while the 

students were undertaking clinical placement in two teaching clinics associated with 

the university. Both clinical placements consisted of two six-hour clinic shifts over the 

duration of a 14-week semester. The students were responsible for treating patients 

under the supervision of a clinical supervisor who was a registered osteopath and 

trained in clinical education and supervision. The aim of the journals was to monitor 

student use of reflection as beginner practitioners. The students were instructed to 

use their reflections to examine a clinical incident that they perceived as significant. 

The assessment task required the submission of only one reflection per week 

(minimum length was one typed page). In a number of cases, students submitted an 

extended reflection of up to seven pages of typed manuscript that covered the 

development  of  a  reflection  over  more  than  one  week.  Detailed  guidelines  of 

requirements were provided at the beginning of the semester as part of the  course 
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outline (see Appendix F). The university teaching clinic provides a multidisciplinary 

outpatient health service to the public provided by senior health professional 

students under the guidance of clinical supervisors. 

 
 

3.8.1.3 Guidelines for teaching and learning reflection. 
 

As part of Phase 1 data, (data collection No 2), publicly available teaching and 

learning guidelines (TL guidelines) for reflective writing were sourced from the 

websites of seven Australian universities. To identify TL guidelines that would be 

suitable for use as data, university websites were searched using the search terms 

‘reflective writing’ and ‘reflective journals writing’. Some universities’ websites 

redirected to their Teaching and Learning Department from which further links 

produced the guidelines. Where available, TL guidelines relating to medical and 

healthcare students were selected to increase compatibility with the context of this 

research. 

 
 

3.8.1.4 In-depth reflective essays: Data collection No 3. 
 

Data for Phase 2 consisted of student in-depth reflective essays and 

constituted the third data collection. At this stage, the students were in their third 

year of study (the last semester of the undergraduate course). The aim of the essays 

was to provide the students with an opportunity to further develop and extend their 

critical reflective skills while probing a significant issue they had reflected upon in 

their reflective journals. The essays had previously been submitted in electronic form 

as   part   of   the  students’   summative   assessment  for  a   preparatory preclinical 

professional unit and were marked and returned to the students prior to requesting 
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use of the essay for this research. The students had been given instructions on the 

format, marking criteria and purpose of the essay. The in-depth reflective essays 

were centred on the students’ experience of a short clinical placement in which they 

had observed registered osteopaths in private practice. Lectures and discussions in 

the practical classes had supported the student placements by highlighting medical 

ethics and codes of conduct for health practitioners, medical professionalism, chronic 

pain and the psychological influences on patient conditions. The students had kept a 

reflective journal during their placement, and they were encouraged to base their 

essay on an in-depth reflection of one of the topics from their journal. The design of 

the learning task was considered an important way to provide the students with an 

opportunity to engage deeply with reflection by further developing a reflection on a 

significant issue presented in their reflective journal from their previous placement. 

It has been suggested in the literature that the longer format of a reflective essay 

facilitates a more authentic experience of reflection (Maloney, Tai, Lo, Molloy, & Ilic, 

2013). Each student was required to write a 1,000–1,500 word essay based on a 

significant issue from writings in their reflective journal. Students were presented 

with detailed guidelines and a rationale for reflective writing (see Appendix F). The 

findings from Phase 1 directed further inquiry for Phase 2. 

The essays were assessed, awarded a mark according to the marking criteria 

and returned to students. The marking criteria for the essays (see Appendix J) were 

centred on the usual requirements for an academic essay; however, students were 

not graded on the focus of their reflection or on their personal values. A critical issue 

to raise here is the merit of grading assignments that involve reflection. The literature 
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is divided on this issue, and Section 6.3.5 provides a summary of the discussions 

around this issue as well as my personal opinions. 

Importantly, only after the unit for which the essay was submitted had ended 

and the students had received their grades were the students asked if they would 

consent to use of their essay as data for this research. Ethical approval from the 

university’s Human Research Ethics Committee was sought and received for use of 

these essays. It was explained to the students that their consent or refusal for the 

use of their essays would have no consequence on future units or grading and that 

no other lecturers or assessors would have access either to the essays or to a list of 

consenting students. The students were also informed that the use of any parts of 

the essays in my research thesis or future journal articles I may write would be 

anonymous. The data from each student who consented was allocated a number for 

use during analysis and a pseudonym to conceal the student’s identity in the 

reporting of the findings. 

 
 

3.8.1.5 Focus-group session. 
 

A reflective focus group was held in the third week of fourth year. At this time, 

the students had completed the undergraduate degree and were starting the 

master’s degree of their preregistration course. Learning in the master’s was centred 

on extensive clinical placement in the university teaching clinic and on student- 

directed activities. The findings for this focus group are presented in Section 5.2 

(Phase 3). 

The reflective focus-group session had two aims. The first aim was to gather 
 

data useful for evaluating how students engaged with self-reflection when presented 
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with uncertainties related to their learning. The second aim was a teaching and 

learning strategy—to conduct a learning needs assessment that would collect 

information from the students about their transition from undergraduate 

coursework to clinical practice and student-directed learning. Data analysis from 

previous data collection had shown that students were concerned about 

commencing clinical practice. A focus group was seen as a useful way to initiate a 

reflective group dialogue about these concerns and to gain useful insights into the 

students’ learning needs. In addition to facilitating understanding of how students 

were engaging with reflection, analysis of the focus-group data also informed 

curriculum development and further data collection. The focus group was moderated 

by an experienced group facilitator who was experienced in running reflective 

workshops. 

Focus groups are often used to gather people together and gain the views of 

many in a short period. The use of focus groups to gather data to inform a needs 

assessment of a group (in this case, student osteopaths commencing clinical practice) 

is a time- and cost-effective method (Ratnapalan & Hilliard, 2002). However, the 

most valuable reason for choosing to use a focus group is that group participants will 

interact with each other during the discussion, which can often lead to deeper and 

richer expressions of opinions (Polit & Beck, 2012). Such interaction was considered 

important in relation to this data collection, because it provided information about 

how well the students applied the process of asking probing reflective questions and 

the level of reflection they demonstrated in their responses. Further, the focus-group 

experience allowed the students to observe an experienced facilitator modelling the 

process of asking probing questions to elicit reflection. 
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3.8.1.6 Interviews. 
 

One-on-one semi-structured interviews were conducted between the 

researcher and student participants. At this time, the students were completing the 

final few weeks of their osteopathic education. The findings for this phase are 

presented in Chapter 5. The interviews, approximately 1 hour in duration, were 

electronically recorded using a Sony Digital Recorder NWZ-8135F and subsequently 

transcribed verbatim. To record non-verbal responses (e.g. facial expressions, hand 

gestures), intermittent notes were added to the transcription. A semi-structured 

interview format provided structure while also allowing a certain amount of flexibility 

within the interview process. This was considered important to gain a rich and 

detailed picture of the participants’ understandings and experiences of engaging 

with reflective learning as they moved from beginner to preregistration health 

practitioners. Although each participant was asked the same interview questions (see 

Appendix G), at times additional questions were asked to encourage further detail 

and explanation. For example, if a participant presented a new idea that warranted 

further exploration, the original question was reframed or a new question composed 

to draw out details of the new concept. If the participant’s meaning was unclear, the 

main point they had made was summarised and orally presented back to them to 

gain feedback about the accuracy of the interviewer’s understanding. The interviews 

were undertaken in a university staff office, which provided privacy at a time 

convenient to both the student and the interviewer. 
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3.8.1.7 Interviewer–interviewee relationship and the risk of bias. 
 

Further to the discussion in Section 3.4.2 regarding my role in this research, I 

will now discuss the interviewer–interviewee relationship. Such a role is important in 

respect to the authenticity of a participant’s responses to interview questions. At the 

time of the interviews, I had been involved with this cohort of students for four 

years—as their lecturer and assessor for several units, as clinical supervisor, as 

master’s research project supervisor and as mentor. 

To ensure participants did not feel any pressure related to their grades or to 

their positioning within the course because of the interview, I put into place a 

number of conditions. First, the interviews were conducted only after the 

participants were no longer undertaking any units of study, classes, clinic shifts or 

assessment tasks for which I was involved. Second, the students were clearly 

informed that their responses would not be revealed to others—specifically 

academics, lecturers, tutors and clinic supervisors. Third, the students were informed 

that all interviews would be anonymised before transcription and analysis and that 

no identifying aspects from the interview data would be used. Fourth, the interviews 

were conducted midway (Weeks 5 and 6) through the semester, deliberately outside 

any assessment or exam period to reduce the element of stress on students. 

 
 

3.8.2 Data-analysis approach used in this research. 

The data was analysed in four phases to answer the primary research 

question and subquestions. Each phase was related to a level of student study, and 

the subquestions were essential to direct the data collection and analysis to the focus 

of each level of study. For example, Phase 1 was undertaken while the students were 
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undertaking their pre-clinical Year 2, Phase 2 was undertaken in Year 3 during clinical 

placement that involved observation of an experienced practitioner, Phase 3 was 

undertaken during Year 4 as the students were making the transition to clinical 

placement as student practitioners and Phase 4 was undertaken during the final 

semester of Year 5 when the students were making the transition to independent 

graduate practice. Although the primary research question underpinned each phase, 

the subquestions each directed a different data set to facilitate a more holistic 

understanding of how the students used critical reflection. 

As the main task of qualitative analysis is to ‘explicate the ways people in 

particular settings come to understand their day-to-day situations’ (Miles & 

Huberman, 1994, p. 7), I considered it necessary to examine both the focus of the 

student reflections and the level of reflection demonstrated in their reflections. To 

answer the research questions, an analytical approach was required that would 

provide an in-depth contextual picture of the data, identifying and interpreting 

meaningful patterns by ‘pull[ing] together many separate pieces of data’ (Miles & 

Huberman, 1994, p. 246). This necessitated the use of two separate techniques: (1) 

thematic analysis (Braun & Clarke, 2006) to uncover and interpret the important 

issues raised by the students and the strategies the students employed to understand 

and improve their practice and (2) a scale to evaluate the level of reflection (Kember, 

McKay, Sinclair, & Wong, 2008) displayed by the students at a number of points 

across the duration of the research. The outcomes of both techniques were 

combined to provide insight into, and build a comprehensive picture of, the students’ 

journeys to becoming reflective practitioners.  These two data-analysis   techniques 

will now be described in detail. 
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The thematic analysis approach (Braun & Clarke, 2006) was applied to the 

student journals, the focus group and the interviews transcripts, and the scale 

(Kember et al., 2008) was also used to analyse the student journals. 

See Table 3.10 for descriptions of all the data sets and the specific data- 

analysis technique applied to each data set. Consistent with case-study research, 

initial data analysis occurred after the data collection for each phase and directed the 

collection of data for subsequent phases (Yin, 2009, p. 130). 

Selection of the most appropriate data-analysis technique was informed by a 

number of factors: the research questions, the theoretical foundations underpinning 

the research and the suitability of the techniques for interpreting and making sense 

of the data. The research questions were clustered around two constructs: (1) the 

learning of critical reflection and (2) the relationship of critical reflection to improved 

thinking and practice. 
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Table 3.10 

Data Sources and Analysis Techniques for each Research Phase 
 

 
Data source 

 
Data-analysis technique 

 
Description of data 

PHASE 1 
 

Reflective 
journal 

 
 

Level-of-reflection 
categorization 

 
Thematic analysis 

 
 

Student reflection related to becoming a 
healthcare practitioner. 
Introductory exercise in critical reflection. 

Documents Thematic analysis University guidelines for teaching and 
learning reflection. 

PHASE 2 
 

Reflective 
essay 

 
 

Level-of-reflection 
categorization 

 
Thematic analysis 

 
 

In-depth critical reflection exploring 
significant issue from observational clinical 
placement. 
A more extensive and advanced exercise of 
critical reflection. 

PHASE 3 
 

Focus 
group 

 
 

Thematic analysis 

 
Group reflective dialogue to explore students’ 
use of reflection during transition from 
classroom to clinical practice. 

Clinical 
reflective 
journal 

Level-of-reflection 
categorization 

 
Thematic analysis 

Students’ reflective account of clinical 
placement. 
Critical reflection on applied critical analysis, 
ethical awareness and clinical reasoning to 
understand their own and others’ place in the 
consultation. 

PHASE 4 
 

Clinical 
reflective 
journal 

 
Interview 

 
 

Level-of-reflection 
categorisation 
Thematic analysis 

 
Thematic analysis 

 
 

Students’ reflective account of final clinical 
placement 

 
 

Semi-structured interview to explore 
students’ attitudes about and interpretations 
of the CRS and suggestions for its 
improvement. 
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3.8.3 Thematic analysis. 
 

Several data sets were analysed using the thematic analysis approach 

described by Braun and Clarke (2006): student reflective journals, teaching and 

learning guidelines, in-depth reflective essays, focus-group/reflective-group 

discussions and interview transcripts. Thematic analysis is a method of qualitative 

data analysis that involves ‘searching across a data set to find repeated patterns of 

meaning’ (Braun & Clarke, 2006, p. 86). This process leads to the identification and 

subsequent interpretation of the important ideas and issues presented by 

participants in the gathered data. 

A thematic analysis can be conducted in a number of ways, but all methods 

share a core aim—to examine commonalities and differences in qualitative data 

(Miles & Huberman, 1994). These commonalities and differences (words, phrases or 

passages from the text) are assigned an identifier known as a ‘theme’, which allows 

the examination of relationships between and across the different data sets. For 

example, the theme ‘patient–practitioner boundaries’ was identified in a number of 

student journals, reflective essays and interview transcripts. Braun and Clarke’s 

(2006) thematic analysis framework involves a six-step process (see Table 3.11), and 

was chosen because of its systematic approach to data analysis, a method that is 

flexible yet explicit. 
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Table 3.11 

Steps in Thematic Analysis, Adapted From Braun & Clarke (2006, p. 87) 
 

Analysis step Description of step 

1. Familiarisation with 
data 

Transcribe data (if necessary), read and reread data, noting 
down initial ideas. 

2. Generate initial 
codes 

Code interesting features of the data (extracts) in a 
systematic fashion across the entire data set, collating data 
relevant to each code. 

3.    Search for themes Collate codes into potential themes, gathering all data 
relevant to each potential theme. 

4.    Review themes Check if themes work in relation to coded extracts and the 
entire data set, generating a ‘thematic map’ of the analysis. 

5. Define and name 
themes 

Ongoing analysis: Define the essence of each theme, and the 
overall story the analysis tells to generate clear definitions 
and names of each. 

6. Final analysis and 
reporting 

Final analysis: Report a coherent, logical, non-repetitive 
account of the story the data tells—within and across the 
entire data set. 

 
 

To facilitate an understanding of the process of thematic analysis undertaken 

in this research, the terms used by Braun and Clarke (2006) will now be explained. 

The term ‘data set’ refers to data that is part of a particular stage of the research; for 

example, in this research all the interviews constitute one data set. However, this 

data set may be part of a larger research project with a number of data sets; for 

example, in addition to interviews, the researcher may have gathered information 

through observation, written texts or focus groups. For example, in this research, 

there were seven separate data sets as described in the previous section and shown 

in Table 3.10. The entirety of the data collection is called the ‘data corpus’ (Braun & 
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Clarke, 2006, p. 79). Each individual instance of data is called a ‘data unit’ (e.g. one 

student interview or student reflective journal). Within each data unit, each selected 

section identified during analysis and related to a code or theme is called a ‘data 

extract’ (Braun & Clarke, 2006, p. 79). 

 
 

3.8.3.1 Codes. 
 

Codes are used to identify relevant ideas in the data, and this leads in turn to 

the development of a theme. Miles and Huberman (1994) describe codes as ‘tags or 

labels for assigning units of meaning to the descriptive or inferential information 

compiled during a study. Codes are attached to ‘chunks’ of varying size—words, 

phrases, sentences or whole paragraphs, connected or unconnected to a specific 

setting’ (Miles & Huberman, 1994, p. 56). 

The initial coding process may generate many codes, and these initial codes 

are collated with ‘all actual data extracts that demonstrate that code’ (Braun & 

Clarke, 2006, p. 19). Codes are subsequently summated by reference to the relevant 

data sections to develop a more substantial identifier—a theme. Each theme must 

then be fleshed out, by seeking further relevant data ‘chunks’ that elaborate on the 

theme. See Table 3.12 for an example from the coding of a student reflective journal. 

In the example, there are a number of codes that led to the development of a theme. 
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Table 3.12 

Example of Code and Theme Development: Reflective Journal Entry 
 

Data unit: Reflective essay Codes Theme 

“I observed a well-respected 

osteopath and felt inspired by 

her, however, I left feeling 

curious about her belief that 

everyone had a leg length 

discrepancy”. Pg.1, P1 

Feelings of curiosity 

and questioning 

 
Practitioner 

belief/method of 

practice 

Challenging 

prevailing 

practice 

 
 
“From lecture and practical 

classes I believe I had witnessed 

her make a wrong diagnosis due 

to her tendency to apply a single 

diagnosis to all patients”. Pg.2, P2 

 
 

Methods of 

practitioner in conflict 

with what was taught 

in course 

 

 
“I didn’t want to disappoint her, 

so I didn’t say anything”. Pg.3, P3 

I now acknowledge that in order 

for me to stay true to myself and 

be the best practitioner I can be I 

must not become complacent in 

my clinical reasoning. Pg.4 P1 

 
 

Feelings of 

intimidation 

 

 
Complacency can 

hinder clinical 

reasoning 
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3.8.3.2 Themes. 
 

Themes are more explanatory and informative than codes, capturing 

important concepts and issues related to the research question. Themes are the 

result of combining differing but connected codes to form an overarching patterned 

response or meaning within the data. Some codes will form subthemes of the 

overarching theme. Braun and Clarke (2006) refer to the initially devised theme as a 

candidate theme (p. 90). With further refinement, it may become evident that the 

data does not fully support a particular theme, or two or more themes may collapse 

into a single theme. Each theme should demonstrate repeated presence across the 

data set and have clear identifiable distinctions from other themes (Braun & Clarke, 

2006). In the example shown in Table 3.12, the theme ‘challenging prevailing 

practices’ was developed from codes from a number of student reflective journals 

and represents one of the ways in which students used critical reflection during 

clinical placement. 

 
 

3.8.3.3 Inductive and deductive coding. 
 

Thematic analysis can be either inductive or deductive. With an inductive 

approach, the data is analysed to identify the prominent and important points in the 

data. Inductive analysis does not attempt to categorise the themes into pre-existing 

concepts or frames of reference; rather, the themes are developed from codes 

directly drawn from the data. Conversely, thematic analysis can be deductive, in that 

the researcher has a predetermined theoretical framework into which they fit the 

themes. In inductive analysis, however, pre-existing theories or ideas cannot be 

completely  bracketed  (ignored  by  the  researcher),  especially  the   underpinning 
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theories related to the topic of research. In this research, inductive analysis was used 

for the student reflective journals and essays. This allowed for a holistic view of the 

students’ experiences. For example, analysis of Phase 1 data (student reflective 

journals) inductively produced themes from the student reflections that were related 

to challenges of learning practical clinical skills (See Section 4.3.2). With the student 

interviews, a deductive thematic approach was used for two of the questions. The 

deductive thematic approach was chosen because those two particular interview 

questions were developed from a predetermined thematic framework of critical 

reflection (see Appendix G), for example, ‘How would you define critical reflection?’ 

As the coding proceeded, the analysts allocated predefined codes to the interview 

transcripts. 

 
 

3.8.3.4 Application of thematic analysis: Reflective journals. 
 

Each reflective journal consisted of six individual entries ( one entry written 

per week over a six-week period). Each weekly reflection (approximately 250 words 

in length) was considered a complete data unit. The initial step in thematically 

analysing the data was data preparation (Sandelowski & Barroso, 2002, p. 373). Each 

piece of reflective writing was first anonymised by assigning a pseudonym, then 

reformatted and printed to hardcopy. The hardcopy was then stored securely in a 

folder labelled only by the pseudonym. The electronic version was saved to a 

password-secured hard drive. Formatting involved changing the line spacing to 

double spacing and applying a 2 cm margin on the right to allow space for coding. 

Once the data was formatted, the whole data set was closely examined by 
 

reading and re-reading each data unit to become familiar with the overall content 
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Excerpt from student journal entry  Assigned codes 

and context. Each reflection was read in its entirety before being coded. Codes were 

then assigned to important issues and ideas. This involved using different coloured 

highlighters (see Table 3.13) to identify words and phrases that fell into five broad 

areas of interest: 

• The issue at hand or topic of reflection 
 

• General context 
 

• Emotional reaction to the issue and self-questioning/reflection 
 

• Use of research 
 

• Evidence of changed perspective and plans for future action. 
 
 
 
 
 
 

One of the challenges at this stage is 
distinguishing less from more significant areas 
that are contributing to the patient’s 
presenting complaint. 

 
At this stage it still takes me a considerable 
time to diagnose and treat and provide the 
patient with the necessary information they 
need. 

 
I only had time to do part of the treatment 
with less than ideal results. 

 
I should have more carefully selected the 
areas to treat and planned a follow up in a few 
days. 

Difficulty in diagnosing primary 
complaint 

 
 
 

Recognition of time constraints 
 
 
 
 

Inadequate treatment provided 

Future plan based on learning 

 
 

 
Figure 3.1. Example of coding: Excerpt from student reflective journal. 

 

The next step involved assigning the appropriate code to each highlighted 

section; these codes were  written in the  margins  of the transcripts  (see     Section 



129  

3.8.3.1 for an explanation of codes). The data was examined line-by-line, applying a 

brief description (code) of the main idea presented in the writing. Figure 3.1 shows 

how the data from a student reflective essay was coded. 

 
 

Table 3.13 

Colour-Coding Formats for Thematic Analysis 
 

Colour Category of reflection identified Example from student reflective 
essay 

Yellow General topic of reflection/issue at 
hand and general context described, 
including the background and 
significance of the issue. 

Ethical boundaries in clinical practice 

Green Personal context and background, 
relationship with 
topic/issue/situation. 

I realised that I had the intention to 
use my clinical consultations to 
convert patients to my religious 
beliefs. 

Pink Expression of emotions, questioning 
of self and situation, including 
unearthing values, assumptions and 
deep-seated beliefs. 

On realising the ethical implications of 
this, I felt a sense of shock and 
concern that my assumption was that 
I had such a right. 

Orange Use of research/knowledge to gain 
deeper understanding of situation. 

By studying the code of conduct for 
osteopaths, in particular those related 
to patient rights and power 
imbalances inherent in patient– 
practitioner relationships I realised my 
intentions were misguided. 

Blue Plans for future action/indicators of 
transformational learning involving 
conceptual change and adoption of 
newer models and frameworks of 
thinking and acting. 

Reflecting on this issue has helped me 
discover why I think the way I do and 
has helped me to develop a broader 
understanding of patient rights that 
has changed my approach to patients. 

 
 

The codes were then tabulated along with the relevant data extract, forming 

a thematic map (Braun & Clarke, 2006). Coding required two rounds. The first round 

looked for key ideas, the second for the level of reflection achieved in the writing. 
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Subsequent reading led to coding of the highlighted key ideas—from single words to 

phrases to capture the essence expressed within the writing. At times, when 

additional significance of the students’ ideas became apparent, this resulted in 

revision of the original highlighted sections. 

 
 

Concurrently, reflective memos were kept to record other ideas related to 

the pertinent literature and other important researcher thoughts about the content 

and relevance of the reflection to the wider context—for example, the learning needs 

of this or future cohorts in respect to curriculum revision or the updating of faculty 

knowledge or skills to meet such needs. 

 
 

3.8.3.5 Application of thematic analysis: Analysis of interviews. 
 

The interviews were transcribed verbatim. Once transcribed, a copy was 

emailed to the interviewee requesting they review the transcript for accuracy. Minor 

changes were made to one transcript, where further detail was added for 

clarification. Before printing the transcripts, they were formatted with a 5 cm margin 

on the right and with double line spacing to assist coding. Each hardcopy transcript 

was then coded manually by two independent researchers (academic colleagues 

experienced in qualitative thematic analysis who were not involved in the osteopathy 

course), using the data-driven thematic analysis technique (Braun & Clarke, 2006, p. 

83) as described in detail in the preceding section. The codes were then examined 

and converged collaboratively to generate larger thematic categories. An example is 

shown in Appendix I. These categories were then compared to and contrasted  with 

the findings from previous data analysis to continue to build an interpretation of 
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participants’ intended meaning. Findings from the analysis of the interviews are 

presented in Chapter 5. 

 
 

3.8.3.6 Justification for use of a thematic analysis approach. 
 

In addition to determining the extent and level of reflection, it was also 

considered necessary to use a thematic approach to uncover the complex detail in 

the same data. Initially it was proposed in the research plan that a single analytic 

approach aimed at assessing the level of reflection would be applied to the reflective 

journals and essays. However, on closer examination of the data, it became clear that 

the format of a reflective essay offered a more comprehensive development of the 

students’ reflections. Thematic analysis helped construct a picture of how the 

students’ criticality developed over the duration of the research. The main aim of this 

research was to understand the students’ experience of reflection and the 

relationship between learning to reflect and the development of the qualities of a 

reflective practitioner, such as flexibility, insight, recognition of limitations in thinking 

and behaviour and planning for improved practice. From this thematic analysis, an 

appreciation of the relevance of the experience to the students was formed. 

Additionally, where student practitioners reflected on issues related to their learning 

and clinical placements, thematic analysis of their reflections uncovered issues that 

may have remained hidden to their teachers. 
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3.8.4 Analysis of level of reflection in student written material. 
 

Although a number of models are available for coding the quality and 

elements of reflection in student written reflections, few offer a coding process that 

is considered reliable or valid. Most are based on models of reflection presented by 

key scholars, such as Boud, Keogh and Walker (1985a) and Mezirow (1981). Discrete 

coding measures are not common, presumably because reflection has not been well 

defined, making it difficult to define generic criteria (Kember et al., 2008, p. 376). 

Several authors suggest that the personal and professional development of reflection 

occurs in levels—from a superficial descriptive level to a deeper, more analytical level 

of criticality (Kember et al., 2008; Mezirow, 1991; Plack, Driscoll, Blissett, McKenna, 

& Plack, 2005). After reviewing several coding schemata I chose, for use in this 

research, the four-level coding schema described by Kember et al. (2008) and based 

on the work of Mezirow. 

The purpose of using a coding schema was to determine to what extent the 

students were engaging in reflection (Kember et al., 2008; Wittich et al., 2011). For 

ease of identification and reference, this schema, a four category scale, is referred to 

herein as the ‘LOR scale’. My choice of the LOR scale was based on the fact that the 

scale had previously been tested for reliability by four independent assessors, who 

had reported high inter-rater reliability, stating that the coding protocol ‘can be 

considered very reliable in operation’ (Kember et al., 2008, p. 376). This scale offered 

clear and comprehensive ‘category descriptors’ against which the students’ reflective 

writing could be compared for the purposes of allocation to one of the four 

categories. 
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The level of reflection displayed in student written work was examined at four 

points—reflective journals in Year 2, Year 4 and Year 5 and an in-depth reflective 

essay in Year 3. The overall level of reflection for each student was calculated by the 

level of reflection attained in the majority of the individual journal entries in each 

students reflective journal. The student journals consisted of six discrete entries (one 

entry written weekly over six weeks). Each discrete entry ranged from a single page 

to several pages. As suggested by Kember et al. (2008), the journal entries were 

analysed as discrete whole entries for level of reflection, rather than at a word or 

sentence level. This is because ‘a reflective piece will normally consist of parts that 

go together to make a whole’ (Kember et al., 2008, p. 372). Pieces of writing usually 

start with scene setting and an explanation of the contributing circumstances, which 

by nature are descriptive, followed by the conclusion, in which the reflective element 

can be found. 

To ensure reliability, a sample of the student reflections was coded by two 

independent analysts. The two analysts were academic colleagues who were 

experienced in thematic analysis. Each analyst coded six entries from four student 

reflective journals. I met with the two analysts both before the analysis to ensure 

they were familiar with the coding scheme and after the analysis to compare results 

and to moderate, through discussion, any discrepancies in our coding. Familiarity on 

the part of the analysts with the coding criteria for each level of reflection was 

considered essential to the coding process. 
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The four levels in the LOR scale are as follows: 

Level 1 – Habitual action/non-reflection 

Level 2 – Understanding 

Level 3 – Reflection 

Level 4 – Critical reflection. 
 

The aim in assessing the level of reflection displayed in the participants’ work 

was threefold: (1) to gauge the effect of the reflective learning strategies on the 

students’ reflective capacity, (2) to gain insight into what the students reflected upon 

and (3) to learn how these students could be supported in their development of 

reflective-practice skills. 

Each of the four levels is defined by descriptor criteria, which determine what 

constitutes that particular level of reflection. For example, at Level 1, there is 

evidence of thinking or behaviour where no thought is given to its applicability or to 

alternatives to the status quo. A summary of the descriptor criteria for each level are 

presented in Table 3.14. 



 

 
Table 3.14 

Summary of the Four Levels of the LOR Scale (Kember et al., 2008) 
 

Level 1 
Habitual action/non-reflection 

Level 2 
Understanding 

Level 3 
Reflection 

Level 3 
Critical reflection 

Professional practice enacted without 

significant thought. 

Evidence of a search for 

understanding about the 

situation being dealt with. 

An attempt to understand conceptual 

elements of a situation by relating 

them to personal experience. 

Awareness of why one perceives, feels 

and acts in a certain manner. 

A transformation of one’s perspective.b 

Dealing with others and carrying out 

tasks by rigidly following procedural 

steps, without considering 

alternatives or applicability. 

Reflection not necessarily 

employed. 

Theory applied to real-life applications, 

allowing integration of several areas of 

learning and experience. 

Presuppositions governing one’s view of 

reality are deconstructed or critically 

reviewed. 

Providing an answer to a question 

with a learnt response. No attempt to 

understand the theoretical basis of 

the problem.a 

Level of understanding is 

limited and not related to 

real-life applications or 

personal experience. 

Presenting scenarios in clinical practice 

are compared and analysed in light of 

the theoretical knowledge, allowing 

new understandings that can be 

transferred to new experiences. 

Deeply embedded and often 

subconsciously assimilated conventional 

beliefs and assumptions are critically 

examined in light of the current situation. 

 

a) Kember (2008) likens such responses to ‘surface learning’. b) Based on Mezirow’s critical theory perspective of critical reflection, Kember (2008) 
considers critical reflection to imply transformation of one’s perspective as the litmus test for this category. 
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3.8.4.1 LOR scale constructs. 
 

In this section, the underlying theoretical constructs that were used to define 

each of the four levels of reflection are described with examples from the students’ 

reflections. Kember et al. (2008) based the development of these constructs on the 

work of, among others, Biggs, Kember and Leung (2001), Boud et al. (1985a), Dewey 

(1933) and Mezirow (1990, 1991). Each of the four levels describes the minimum 

indicators of reflective capacity for that level of reflection. 

 
 

3.8.4.1.1 Level 1: Habitual action/non-reflection. 
 

The first and lowest level of reflection, ‘habitual action/non-reflection’ 

(Kember et al., 2008, p. 372), is based on Mezirow’s (1990) concept of ‘non-reflective 

action’. Habitual action/non-reflection refers to ‘actions carried out without full 

awareness or conscious reflection’ (Swartz, 1997, p. 95). Habitual action is performed 

automatically, based on past habits with ‘no thought given to applicability or 

alternatives’ (Kember et al., 2008, p. 373), for example, using a keyboard or driving a 

car. Expert practitioners perform habitual action when dealing with routine cases 

that they have dealt with previously. Dealing with similar cases uses tacit knowledge 

developed through experience (Delany, Golding, & Bialocerkowski, 2013). Novices, 

on the other hand, rely on rigid formulaic steps they have been taught, without any 

attempt to question or test the validity of the underlying knowledge or theory 

(Kember, 2001). The following example of a reflection from a second-year student 

reflection was coded at Level 1: ‘I feel that I am very limited in how I treat holistically. 

I’m feeling that my palpation and observation skills are not good enough for where I 

am in the course. I need to revise previous work.’ In this example, the student 
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identifies that they feel uncomfortable about their level of knowledge and skill and 

that they need to take action, but the reflection is limited in that there is no 

examination of assumptions that underlie the experience. 

 
 

3.8.4.1.2 Level 2: Understanding. 
 

At this level, there is evidence that the student is searching for understanding 

about a situation or personal experience, but reflection is not necessarily employed. 

Kember et al. (2000) liken this understanding to what Mezirow ( 1990) labels 

‘thoughtful-action’, whereby the student makes use of existing knowledge without 

attempting to analyse that knowledge or relate it to other situations. At this level, 

the practitioner may miss important opportunities to bring their thinking to the 

surface of their consciousness and critique the tacit understandings of routine 

experiences. The following example of Level 2 reflection is from a reflection written 

while on placement: ‘I observed a practitioner recently perform a technique in a very 

awkward position. He later told me that he had previously inflicted a hernia on 

himself. I pushed him for more information about injuries and he told me he just 

forgets to pay attention to himself while working. I believe I can have a similar 

tendency to take risks and I do wonder what makes me do that. It’s difficult not to 

try difficult demanding techniques. I believe in dedication to patient care but is it 

sensible if it is at the expense of my own health?’ 

 
 

3.8.4.1.3 Level 3: Reflection. 

At this level, situations under consideration are interpreted in light of 

personal experiences and other knowledge. This allows personal meaning to be 
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attached to the situation. There is a careful re-evaluation of experiences that includes 

questioning the validity of beliefs and assumptions that underlie knowledge. 

 
 

3.8.4.1.4 Level 4: Critical reflection. 
 

For a piece of writing to be classified as critically reflective, it must show 

evidence of a change to a fundamental belief. Mezirow (1981) proposes that a 

fundamental belief influences one’s world view or perspective. For example: A 

fundamental belief that humanity is good may influence one’s perspective on the 

motives of governments (i.e. to assume that all governments will have the people’s 

best interests at heart). At this level, the student’s reflections must demonstrate 

examination of deeply held beliefs and recognition of the influence that these beliefs 

have on the issue or event central to the reflection. However, they must also 

demonstrate identification of the assumptions underpinning the belief. An example 

of a reflection coded at Level 4 comes from a student who realised that the attitudes 

he held about other practitioners were based on his belief that because of his 

previous health training he was ‘superior’ and had an ‘exclusive’ set of skills. In his 

reflection, he identified his bias and examined his beliefs about and attitudes towards 

his colleagues. From his reflection, the student expressed his transformed 

understanding and declared his respect for his colleagues. 
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3.8.4.2 Application of LOR scale to student written reflections. 
 

Data in the form of student written work—reflective journals in Year 2, Year 

4 and Year 5 and an in-depth reflective essay in Year 3—were analysed to identify 

the level of reflection using the LOR scale (Kember et al., 2008). 

The work was coded by myself and two independent analysts. The 

independent assessors were two of my academic colleagues who were experienced 

in thematic analysis. This repeated analysis, called ‘investigator triangulation’, is a 

strategy for increasing reliability in the findings (Johnson, 1997, p. 116; Yin, 2009). 

Each piece of reflective writing was read several times and noteworthy segments 

were highlighted. Next, each highlighted segment was carefully evaluated against the 

descriptor criteria to ensure it demonstrated the level of reflection to which it had 

been assigned. The overall level of reflection assigned was the highest level identified 

in the whole reflection. Where the identified level of reflection differed between the 

researcher and the independent assessor, discussion involving further comparison of 

the data against the criteria was undertaken until consensus was achieved. The 

highest level of reflection present in the writing was indicated by writing the number 

of the appropriate level (1–4) of the LOR scale in the left-hand margin of the essay. 

 
 

3.9 Chapter Summary 
 

This chapter has presented the research design and the various methods used 

to conduct the qualitative case-study research detailed in this thesis. Data collection 

and analysis methods have been described in detail, providing a background to the 

five phases of the research. A description of the participants and the research site 
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has been provided, together with a discussion of ethical issues and my relationship 

to the participants as educator, practitioner and researcher. The next two chapters 

set forth the findings: Chapter 4 presents the findings from Phases 1 and 2, and 

Chapter 5 presents the findings from Phases 3, 4 and 5. 
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Chapter 4: Findings—Phases 1 and 2 
 
 

4.1 Introduction 
 

This is the first of two chapters presenting the findings of the data analysis in 

this case-study research. A single cohort of student osteopaths were tracked across 

four years of a five-year osteopathic course, the aim being to assess the effect of 

incorporating into the curriculum a series of reflective learning strategies. The 

research comprised four phases, with the first two occurring during the 

undergraduate component of the students’ course, the third and fourth during the 

postgraduate period. In this chapter, the findings from Phase 1 and Phase 2 are 

presented. 

Phase 1 data—first data collection—consisted of reflective journals written 

by the students during the second year of their course. A second data collection for 

Phase 1 comprised documents in the form of university teaching and learning 

guidelines. Phase 2 data consisted of in-depth critical reflective essays, the third data 

collection, which the students wrote in relation to their observations while on clinical 

placement during third year. 

Based on research from other health disciplines (Clouder, 2009; Howe et al., 

2009; Mann et al., 2009), this study was conceived with the assumption that all 

student osteopaths require skills development that will foster reflective practice 

(Schön, 1987). Two reflective learning strategies were used in the undergraduate 

component: a reflective journal and an in-depth reflective essay. These two learning 

strategies were considered important to provide students with opportunities to 
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develop and refine the necessary skills required for purposeful reflection. In order to 

answer the research questions, a number of qualitative analytical techniques were 

used. The primary research question was: 

• How do student osteopaths engage with critical reflection during their 

preregistration education? 

The structure of data analysis associated with each phase was explained in 

Chapter 3. Extracts from participants’ reflective journals and essays provide 

evidential data that support the findings. Each extract is identified by a pseudonym 

to ensure participant anonymity. The use of the terms participant and student are 

used interchangeably to allow for a tight contextual association of the two terms as 

descriptors of the students as participants. 

 
 

4.1.1 Use of key literature. 
 

In the reporting of the findings in this and the following chapter, key literature 

related to reflective practice was compared and contrasted with findings. This is a 

commonly used practice in the reporting of qualitative research to increase the 

validity of the findings. By positioning the findings in light of current published 

research, the researcher can confirm or disconfirm the findings and possibly uncover 

rival explanations for the findings ( Anderson, 2010; Burnard, Gill, Stewart, Treasure, 

& Chadwick, 2008; Yin, 2011). 

For example, in an attempt to test the preliminary findings, a number of 

questions were posed: What does the literature say about the topics that arose from 

analysis of the data in Phase 1? Do other researchers, authorities and scholars agree 

with the findings, or do they present conclusions that are contrary? In this way,  the 
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findings from this research were cross-examined and reported in light of the findings 

and major interpretations found in the literature and guidelines for teaching and 

learning reflection from six Australian universities. 

 
 

4.2 Phase 1: Learning to Reflect 
 

The purpose of Phase 1 was to understand the ways in which student 

osteopaths in their second year of study reflect on their preclinical experiences of 

learning to become osteopaths. It was assumed that these experiences of reflecting 

on their practice would provide valuable stimuli for learning. Further, it was proposed 

that the use of a reflective journal as a learning tool would facilitate development of 

the practice of reflection. 

 
 

4.3 Reflective Journals: Data Collection No. 1 
 

Twelve students consented to the use of their journals as data for this study. 

The journals consisted of six entries each. Seventy-two journal entries were analysed. 

To answer the two research questions for this phase, the reflective journals were 

subjected to two analytic techniques. With the first technique, the level of reflection 

attained by each student was determined by applying the four-category level-of- 

reflection scale (LOR scale) developed by Kember et al. (2008). A detailed description 

of this scale was presented in Section 3.8.4. With the second technique, thematic 

analysis was implemented to further examine the content—that is, what students 

reflected on. A detailed discussion of the analysis of the journal entries was 

presented  in  Section  3.8.3.2  and  Section  3.8.4.2.  The  thematic  findings     were 
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subsequently reviewed in light of key teaching and learning guidelines for reflective 

writing in health practitioner education. This analysis was used to compare the 

students’ uses of reflection with those recommended in the guidelines. 

In addition to the primary research questions that guided the overall data 

collection and analysis, a subquestion was asked of the data in Phase 1: 

How do second-year student osteopaths engage with critical reflection? 
 
 
 

4.3.1 Findings for level of reflection in reflective journals. 
 

To answer the research question for Phase 1, I considered it necessary to 

ascertain the level of reflection displayed in the student journals. This was achieved 

by examining the students’ reflective journals against a measurement scale 

consisting of four levels of reflection (Kember et al., 2008), referred to in this research 

as LOR scale. The four levels of reflection are habitual action, understanding, 

reflection and critical reflection. A full discussion of the rationale for using the LOR 

scale, and what constitutes each level of the scale, can be found in Section 3.8.4.1. A 

summary of these levels is presented in Table 4.1. 
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Table 4.1 

Summary of Criteria for Level of Reflection 
 

Level of reflection Criteria for assessing level of reflection 

1. Habitual action Provides a simple description of a situation or of a procedure that 

is followed without significant thought about it. Surface learning. 

2. Understanding Attempts to reach an understanding of a concept or topic 

without application to real life. Does not employ reflection. 

3. Reflection Takes a concept and considers it in relation to personal 

experience. 

4. Critical reflection Changes perspective on a fundamental belief, prompted by 

deconstructing presuppositions governing one’s view of reality. 

 
 

Each student reflective journal consisted of six individual entries (one entry 

written per week over a six-week period). Each journal entry was read and reread for 

evidence of reflection. The overall rating for level of reflection for each student was 

that of the majority of the student’s journal entries. For example, if a student journal 

was categorised as attaining Level 2 (understanding) for four out of the six entries, 

the overall rating for that student was Level 2. The analysis was validated through 

the process of ‘investigator triangulation’ (Miles & Huberman, 1994, p. 267), 

whereby three assessors independently assessed the content of the journals against 

the descriptive criteria for each level of the LOR scale. 

Interrater reliability was high, and in events of inconsistency, the researchers 

discussed the rationale for their findings until consensus was achieved. To establish 

the level of interrater agreement, each analyst using the LOR scale rated the same 10 

journal entries. 
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In answering the question, ‘How do students engage with reflective learning?’ 

analysis of the student reflective journals showed that most students were only 

engaging the lower levels of reflection that Kember et al. (2008) refer to as ‘habitual 

action’ and ‘understanding’. There were, however, journal entries from three 

students that demonstrated engagement with the two higher levels—‘reflection’ and 

‘critical reflection’. There were 12 students in total (n = 12), 7 males and 5 females. 

Analysis using the LOR scale revealed that 25% (3) of the student journals 

were at Level 1, 42% (6) at Level 2, 8% (1) at Level 3 and 16% (2) at Level 4. Table 4.2 

summarises the level of reflection attained by gender and age range, in Phase 1. 

 
 

Table 4.2 

Level of Reflection in Student Reflective Journals (n = 12), Phase 1 
 

 

 
Level of reflection 

 
Level 1 

habitual 

 
Level 2 

understanding 

 
Level 3 

reflection 

Level 4 
critical 

  reflection   
 

Age  M  F  M   F M   F  M   F Total 

18–25 2   - 1   -  -  -  -   -  3 

26–35 -   - -   2  -  1  -   1  4 

36–45 1   - 1   -  -  -  1   -  3 

45+ -   - 2   -  -  -  -   -  2 

Total   3    6    1     2   12 

Note. M = Male, F = Female 
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The level of reflection most commonly displayed in the students’ writing was 

Level 2 ‘understanding’ (see Figure 4.1). At this level, students showed evidence of 

searching for an understanding of their current experiences. Journal entries at this 

level related to learning within the context of the medical sciences and to practicing 

the skills in preparation for clinical practice. 

 
 
 
 
 
 

   

  

  

    

     

      

 

 
Figure 4.1. Level of reflection in student reflective journals: Phase 1. 

 
 

However, reflection was not necessarily employed. For example, in the 

following journal extract, Matt demonstrates Level 2 (understanding) as he assesses 

his current level of competence: 

When doing rib cage diagnosis I did not really feel any differences 

in symmetry. I am in two minds as to whether it is in fact 

symmetrical or if I am simply not good enough at diagnosis. It 

takes me a long time to learn things in class. I feel that I am really 

limited in my ability to perceive the subtle differences in motion. 

(Matt, Week 5) 

N
u

m
be

r  
of

  S
tu

de
nt

s 



148  

Although Matt qualifies his assessment of his current level of competence 

with an explanation of his perceived limitations, there is no evidence that he used his 

reflection to explore the deeper implications of his indecisiveness or to develop 

solutions to increase his learning potential. 

In the majority of journal entries, level of understanding remained limited, 

and the students struggled to relate their reflection to real-life situations or to 

personal experience. This was particularly evident in journal entries when students 

recounted concepts learnt from lectures without showing evidence of applying these 

concepts. This is apparent in the following extract, in which Lawrence focuses on his 

immediate status and shows little awareness of the broader concepts of ethics 

related to his future practice: 

Our lecturer was talking about osteopathic codes of conduct. I 

looked back on my own life and thought about my past 

transgressions—nothing criminal. (Lawrence, Week 1) 

Although Lawrence considered the codes of conduct in relation to one aspect 

of his personal experience (‘past transgressions’), his reflection did not demonstrate 

any specific assessment of his past behaviour in relation to the implications of codes 

of conduct on patient care. His reflection appears to function as self-validation. 

Lawrence shows no evidence of considering or examining the assumption he appears 

to be making—that is, that criminality is the only gauge against which his ‘past 

transgressions’ should be measured. 
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Figure 4.2. Level of reflection in student reflective journals by age group: Phase 1. 

 

 
Analysis revealed a wide dispersion across the variables age and gender for 

each level of reflection. Reflection at level 2 [understanding] was represented in each 

of the four age groups (See Figure 4.2). There was a slight difference in level of 

reflection by gender. Of the 58% of students who were male, the majority were 

represented in Level 1 (habitual/non-reflection) and Level 2 (understanding) (see 

Figure 4.3). The two students in the 46+ age group were both males and both 

displayed Level 2 in their journal entries. However, with such a small sample, it is not 

possible to deduce any significant patterns. 
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Figure 4.3. Level of reflection in student reflective journals by gender: Phase 1. 
 

 
An interesting finding was the omission of female students reflecting at Level 

 
1. Consideration of the previous education status of the students showed that three 

of the females had transferred into the osteopathic course from the naturopathy 

course offered by the university. All three students had undertaken a minimum of 

two years of naturopathy, which emphasised holistic patient care. Arguably, such an 

emphasis would include a reflective focus on the part of the student and this perhaps 

explains this difference in the male and female reflective capacity. However, such 

small participant numbers must be interpreted with caution. 

 
 

4.3.2 Thematic analysis of Phase 1 reflective journals. 
 

Further analysis was undertaken to gain a deeper understanding of how 

students engaged with reflection at this stage of their learning. The use of multiple 

data collection and analysis techniques was considered important to align with  the 
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principles of converging and confirming evidence (Yin, 2009). Each journal was 

thematically analysed using the method recommended by (Braun & Clarke, 2006) 

and described in Chapter 3 (see Section 3.8.3). The thematic analysis revealed two 

overarching core themes—that is, two main areas that students reflected upon in 

their journals. Each of these two core themes was found to include a number of 

subthemes, each representing a particular context and characteristics (see Table 4.3). 

 
 

Table 4.3 

Core Themes and Subthemes for Phase 1 
 

 
Core theme 

 
Context and associated subthemes 

Practical skills and theoretical 

knowledge 

1. Identifying knowledge and skill gaps in practical 

competence. 

2. Considering the effects on learning of the peer 

learning community. 

3. Developing strategies for improved practice— 

revising learning, searching for and accessing 

suitable resources. 

Personal ability and suitability for 

healthcare career 

1. Personal and professional behaviour and 

attitudes. 

2. Ambiguity and insecurity. 

 
 

The first core theme was practical skills and theoretical knowledge. This 

theme describes the student’s engagement with and assessment of their practical 

skills and level of theoretical knowledge, the effect of the learning community on 

their learning, and strategies planned and implemented to increase their knowledge 

and skills. The second core theme was personal ability and suitability for a healthcare 
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career. This theme related to the student’s view of their personal and professional 

attitudes and behaviour. In their reflections, students described experiences that 

challenged their professionalism, and they questioned their attitudes towards peers 

acting as patients in the practical classes. Such reflection led some students to 

question their suitability for a career in healthcare. A summary of the thematic 

analysis is represented diagrammatically in Figure 4.4. 

 

 

 

Figure 4.4. Summary of findings from thematic analysis: Phase 1. 
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4.3.2.1 Theme 1: Practical skills and theoretical knowledge. 
 

The first core theme, ‘practical skills and theoretical knowledge’, refers to the 

process of self-assessment and internal questioning that the students directed 

towards their current level of practical skill and theoretical knowledge. ‘Practical skill’ 

in this context refers to the ability to move a patient safely and to undertake 

diagnostic screening and treatment techniques. The students used their reflective 

journaling to map their progress, most frequently in terms of practical skills related 

to diagnostic and treatment techniques. A lack of practical competence was 

frequently identified and discussed by the students in their journals. They also 

reflected on the impact of this self-assessment on their confidence, on their 

relationships with their peers and on their ability to focus and learn. This was often 

accompanied by the realisation that missing foundational knowledge was negatively 

affecting their competence. Some students who recognised gaps in their skills also 

used their reflective journaling as an opportunity to take action by planning 

strategies to overcome their lack of skill and/or knowledge. 

The following journal extracts highlight this pattern of self-assessment of skill 

levels to gauge practical competence: 

Today I found myself feeling a bit nervous about whether or not I 

would remember things from first year. I am also wondering if my 

palpation skills will develop enough to be successful in this year. 

(Matt, Week 3) 

I had forgotten my landmarks and how to identify which level I 

am at. It does feel at times like I will never get it right but I am 
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sure I will over time and with plenty of practice with lots of 

different bodies. (Tim, Week 4) 

I feel that I am very limited in how I treat holistically. I’m feeling 

that my palpation and observation skills are not good enough for 

where I am in the course. I need to revise previous work. (Tye, 

Week 2) 

Having identified gaps in their skills and knowledge, some students used their 

reflective journaling to plan remedial strategies. For example, a later reflection from 

Tye demonstrates the action he took to increase his skill level and that the results of 

this action had reassured him: 

I spent time last week revising first-year material so I am feeling 

better prepared. Feeling better once things came back to me. 

(Tye, Week 3) 

Another example of increasing learning for improved practice was provided 

by Kathrine, who in her Week-5 journal entry expressed concern at her difficulty to 

understand spinal mechanics. In her journal the following week, she describes a novel 

strategy that she used to address her learning needs: 

I found it difficult to move my patient, moving around the whole 

trunk whilst visualising which inter-segmental facets I’m 

influencing. My question is how to be specific to one segment? 

(Kathrine, Week 5) 

Before this week’s practical class, I created, at home, models of 
 

the spine and its facets with play doh—using the description of 
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the facets, I could see the direction I needed to get the right 

vector. It definitely helped to understand the spinal mechanics. 

(Kathrine, Week 6) 

As shown in the extracts above, acknowledging gaps in competence, on either 

a technical or a personal level, was managed in a positive way by most students. 

However, the reaction of some was doubt and uncertainty about their capacity to 

succeed. Boud et al. (1985b) suggest that ‘negative feelings particularly about oneself 

can form major barriers towards learning’ (p. 11). 

In the following extract, Tye’s doubt about succeeding is projected on to his 

future professional life: 

I am worried about trying to remember all these techniques. I’m 

not sure I’ll be able to diagnose a patient and then remember 

specific techniques for treatment. Each week’s exercises seem to 

be harder for me and I’m worried I’ll never be able to do them 

even after we have finished the course. (Tye, Week 5) 

Being part of a learning community (a cohort of peers) provided support and 

motivation for some students. For others, comparison with peers and fear of 

rejection hindered their learning. For example, Lorinda describes her feelings: 

I get anxious at the beginning of the classes as I feel like other 

students are miles ahead of me . . . this is accompanied by times 

of feeling completely overwhelmed and doubtful of my ability to 

finish this course. (Lorinda, Week 5) 

In the following excerpt, Rose explains why she feels nervous: 
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I feel like I am behind and not retaining information. I am so 

nervous to speak up in class as I think I might be wrong and I will 

look silly—because I really should know it. (Rose, Week 4) 

Identifying how they felt and their expectations of their level of knowledge 

provided these students with valuable triggers for reflection on their learning. 

Acknowledging feelings and thoughts that emerge from reflection can facilitate the 

generation of concepts that can ‘provide insight into learners personal foundation of 

experience, and into their ability to learn from the situation’ (Boud & Walker, 1990, 

p. 66) 

Most reflections however were at a descriptive level—that is, the student 

simply described what they could or could not do. A small number of students 

reflected at higher levels, identifying the effect of their current knowledge on their 

overall learning and making plans for improving their learning. Few reported changes 

to their fundamental beliefs or assumptions. In the following example, Kathrine 

discusses her experience of frustration: 

Frustration! This word explains the last practical laboratory—I 

even looked it up as a means of trying to understand why I felt so 

unsettled—‘the feeling that accompanies an experience of being 

thwarted in attaining your goals’. This is what I was feeling— 

trying to feel my way around the thoracic spine. The longer I tried 

the more frustrated I became. I did learn that frustration destroys 

my ability to think clearly. Without having a clear head, I lost all 
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ability to focus on what I was doing. I just need to relax. 

(Kathrine, Week 4) 

 
 

4.3.2.2 Theme 2: Personal ability and suitability for healthcare career. 
 

A number of students used their reflective journaling to assess their 

development as a practitioner, based on their personal and professional traits. This 

included their professional attitudes and behaviour in relationship to patients, peers 

and educators and whether they were suited to a career in healthcare. There were 

many more questions than answers or plans of action, with students’ accounts of 

their experience of ambiguity often resulting in self-doubt and insecurity. 

Although the level of reflection achieved by most students did not reach the 

level of critical reflection (Level 4) or even reflection (Level 3), such reflections at the 

novice practitioner level appear to form the basis of an awareness, which has the 

potential to lead to ethical practice and a true caring relationship with future patients 

(Davis, 2005). 

Olckers, Gibbs and Duncan (2007) suggest that reflecting on one’s reactions, 

behaviour and attitudes and on how these influence relationships is the foundation 

for professionalism and its effect on patient care. In the following extract, Lawrence, 

when confronted with an overweight patient, used his reflection to examine the 

values and assumptions that he held towards overweight people. He questioned his 

initial reaction—to avoid confrontation by ignoring the patient’s references to their 

weight—and used his reflective journaling to consider his responsibility and duty of 

care as a practitioner: 
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An issue arose today in class to do with another student referring 

to themselves as fat. So I was faced with two main questions; 

how am I going to deal with this in the future, especially when 

faced with a patient who is a complete stranger? And how do I 

feel towards overweight people in general? During the class I just 

ignored it. So I have been thinking whether ignoring it was and 

will be the best solution. Sure, I guess it avoids any chance of 

confrontation. But as a health practitioner a patient’s weight may 

be part of their present problem. (Lawrence, Week 5) 

Using reflection, Lawrence interrogated his view towards people who are 

overweight and came to the realisation that although he did in fact feel some form 

of judgement, he would welcome the opportunity to guide them to better health in 

a clinical setting: 

In regards to my second question, I don’t think I have any 

negative views towards overweight people. Well maybe that’s 

not entirely true—sometimes when I hear people complain about 

their weight I think to myself ‘why don’t you do something about 

it’? But it’s not like they repulse me. I do understand you can be 

extremely healthy and happy although you may be overweight. I 

would not have any troubles with treating overweight patients. In 

fact I would welcome it. Not only could I treat their physical pains 

and disability, but if I further my education on diet and exercise 
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prescription I could also enhance other aspects of their lives. 

(Lawrence, Week 5) 

The following student’s reflection points to their examination regarding 

whether they have the personal qualities or strength to support patients who present 

with a negative disposition. The context of this reflection—developing an empathic 

approach to patients (Howe, 2002)—is discussed in the literature as an important 

consideration as student practitioners develop professionalism. Here the student, 

Kathrine, reflects upon her struggle to support patients when she does not have ‘the 

energy to care’. Realising she can at times be harsh and critical of others who ‘don’t 

take an active role in their life’, she expresses her desire ‘not to be judgemental’: 

This week my patient in the practical class really irritated me— 

they were so passive. Sometimes, I feel I don’t have the energy to 

care. Emotions are exhausting. Sometimes I just don’t want to 

deal with people. I can be critical of those who don’t take an 

active role in their life and wait for someone or something to 

come along and change their life. I try hard not to be judgemental 

but I know [in] my heart I can be harsh on these people. 

(Kathrine, Week 6) 
 

Later in her reflection, Kathrine reflects on her ‘harshness’ and explores why 

she reacts this way: 

I think this reaction comes from not having much emotional 

support when I was younger. My parents were ‘no fuss’ parents 

with the belief that being hard on us would make us stronger. 
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Maybe that has contributed towards my determination but I 

think it has also made me less empathetic. I plan to look into the 

psychology of empathy to see if I can gain some understanding of 

my judgemental attitude. (Kathrine, Week 6) 

The following extracts from student journals highlight the relationship 

between the realisation of one’s present skill level and the accompanying emotions, 

but there is no evidence of deep critical reflection. This is consistent with Kember’s 

criteria for attaining reflection (Level 3). In their reflections some students spoke of 

the level of care they were presently offering their peer-patients, while others were 

referring to patients they would encounter in the future, either on placement or in 

practice as a graduate: 

I knew that the patient had an issue that was going to require a 

much more qualified set of hands and eyes than mine at this 

point. (Gaby, Week 3) 

From this uneasy realisation, Gaby moved her reflection from a purely 

descriptive statement to an expression of how she felt about her approach to the 

patient, and she identified the learning needed in order to increase her ability and 

therefore her confidence: 

I feel that my attitude [towards the patient] was apologetic 

instead of confident, this made it hard for me to stay on track and 

keep a professional attitude. I caught myself second guessing 

muscles that I should have known. I need to concentrate on 

anatomy and keep refreshing my knowledge every week. I also 
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need to practise a lot more if I am going to be able to do this—I 

will admit that I have not been practising! (Gaby, Week 3) 

 
 

4.3.3 Summary of findings from thematic analysis. 
 

In addition to the level-of-reflection analysis discussed in Section 4.3.1, this 

phase involved a thematic analysis to help answer the research questions. Analysis 

produced two core themes and a number of subthemes representing how second- 

year student osteopaths used critical reflection in a reflective journaling format. 

From thematic analysis, it was also evident that the majority of students used their 

reflections to question their ability and their suitability for a career as an osteopathic 

practitioner. 

There was evidence that students were concerned that their current level of 

knowledge and skills was insufficient to carry out competent diagnosis and treatment 

protocols. Students also identified and expressed concerns about their underlying 

assumptions and biases towards certain people, for example, those who are 

‘overweight’ (Lawrence, Week 5) and ‘those who don’t take an active role in their 

life’ (Gaby, Week 5). Some students struggled with concerns about being judged by 

their peers and ‘looking silly’ due to the sense of ‘being behind’ (Rose, Week 4). 

In summary, thematic analysis of the students’ reflections produced two core 

themes representing important issues with which the students were struggling: (1) 

practical skills and theoretical knowledge and (2) suitability for a healthcare career. 

From these two core themes, several subthemes were developed. These subthemes 

represent the more contextualised issues in the students’ reflections. There were  a 
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further two areas developed to typify the planning that students were undertaking 

to meet their learning needs and to address concerns they felt were affecting their 

suitability for a career in healthcare. 

 
 

Findings from the thematic analysis produced limited evidence to answer the 

first research subquestion: How do second-year student osteopaths engage with 

critical reflection? To answer the question more fully required an additional 

analytical technique to be applied to the student journals. This will be discussed in 

the following section. 

 
 
4.4 Teaching & Learning Documents: Data collection No. 2. 

 
In addition to the student reflective journals, a dataset of existing official 

documents was used in Phase 1. Existing documents are central sources of data in 

qualitative research (Harvard Graduate School of Education, 2008). Existing 

documents can be divided into three categories: personal documents, official 

documents and popular culture (Biklen & Bogdan, 2007). Official documents refer to 

documents produced by institutions, such as universities, schools and local 

government councils. The documents sourced and comparatively analysed in this 

phase were Australian university guidelines for teaching and learning reflective 

practice. 

The purpose of including an additional data source was to gain a deeper 

appreciation for the uses that students made of their reflective journaling at the early 

stage of their practitioner education  and to understand  why this learning    activity 
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prior to clinical practice is important. The decision to use these guidelines for data 

was made once the student journals, discussed in the previous section, had been 

analysed. Analysis of the journals did not provide sufficient evidence to fully answer 

the research question for this phase: How do second-year student osteopaths engage 

with critical reflection? It was therefore decided to use the TL guidelines to validate 

and corroborate the findings from analysis of Phase 1 reflective journals. Core 

themes discerned from analysis of the journals was pattern-matched against the 

principal concepts of reflective writing espoused in the guidelines. This cross- 

matching of core themes with principal concepts was used to establish evidence of 

congruence between previously developed theory and the empirical results of this 

research. 

According to Yin (2009), a review of additional documents is helpful because 

it enables the researcher to compare emerging core themes with the themes found 

by others (p. 101). Yin (2009) states that documents play an explicit role in any data 

collection because they allow the researcher to corroborate the findings of the case 

study with the information found in the documents. These documents, publicly 

available on the internet in 2013–2014, were located by searching university 

websites, using the search terms ‘critical reflection’, ‘reflective practice’, ‘reflective 

writing’ and ‘reflective journal writing’. The aim was to locate guidelines that were 

no further embedded than two search links—for example, some university websites 

when searched for ‘reflective writing’ redirected the researcher to the Teaching and 

Learning Department from which further links produced the guidelines. From the 

guidelines located in this way, six were selected, with a representation from each 

Australian state (see Table 4.4). 
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Table 4.4 

Sources for University Guidelines for Teaching and Learning Reflective Practice 
 

 
Australian universities 

 
State 

 
Department or division 

Edith Cowen University WA Teaching and Learning 

Monash University Vic. Medical Education Unit 

Queensland University of Technology (QUT) Qld Teaching and Learning 

University of New South Wales (UNSW) NSW Teaching and Learning 

University of South Australia (UniSA) SA Teaching and Learning 

University of Tasmania (UTAS) Tas. Medical Education Unit 

 
 

Where available, guidelines relating to medical and healthcare students were 

selected to increase relevance with the context of this study. Once located, the 

guidelines were saved to an electronic folder. The guidelines included extensive 

coverage of areas related to reflective learning: theoretical foundations of reflection 

and reflective models, definitions of reflection and reflective practice, reflective 

writing guides and assessment criteria for reflective writing. 

To focus the analysis, material selected from the guidelines was limited to 

proposed definitions of, and purposes for, reflection. This facilitated cross-matching 

with the findings from analysis of the student reflections. The findings from the 

analysis of the guidelines were tabulated using two major categories: (1) definition 

of reflection and (2) purpose of reflection. 

The analysis involved detailed examination to identify key words or phrases 

related to these two constructs in light of the research question asked in this phase: 
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How do student osteopaths engage with critical reflection during their pre- 

registration education? 

Each guideline was read thoroughly and analysed for commonalities and 

inconsistencies with regard to terms, concepts, and instructions for reflecting (see 

Table 4.5). The intended audience for the guidelines differed according to the area 

of study. 



 

 
 
 
 

Table 4.5 

Summary of University Guidelines for Teaching and Learning Reflective Practice 
 

University Definition of critical reflection Purpose of reflective learning 

Monash 

(Vic.) 

Involves consideration of the larger 

context, the meaning and the 

implications of an experience. 

To help students learn and develop habits for their future growth—morally, personally, 

psychologically and emotionally, as well as cognitively. 

To identify strengths and inadequacies and to identify and question underlying assumptions, 

values and beliefs. To recognise areas of potential bias or discrimination. 

QUT 

(Qld) 

Drawing on current understandings to 

think deeply and purposefully about 

what can be learnt. 

To think deeply and purposefully. 

To learn from an experience to transform practice. To connect theory with practice. 

To become aware of assumptions and preconceived ideas. To plan future actions. 

UNSW 

(NSW) 

A form of personal response to 

experiences, where thinking and 

learning take place. 

To connect what you know and what you are learning. 

To explore and clarify learning. To gain self-knowledge. 

To develop and reinforce writing skills. To identify successes and failures in order to develop 

successful principles for the future. 

Edith Cowen 

(WA) 

Involves recalling experience to try to 

understand it. 

To chart weekly progress. To critically question practices previously taken for granted. To 

become aware of one’s views and assumptions that may be limiting. To make future changes. 

UniSA 

(SA) 

Involves consciously thinking about and 

analysing what one has done (or is 

doing). 

To transform practice in some way, whether learning or professional. 
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University Definition of critical reflection Purpose of reflective learning 

UTAS 

(Tas.) 

Consciously thinking about and 

analysing experience, asking why and 

what has been learnt that will improve 

practice. 

To develop and refine practice in circumstances characterised by variation and uncertainty. To 

increase self-awareness and encourage lifelong learning. 

To become conscious of, and be active in, one’s own personal and professional development. 
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The guidelines were analysed for common concepts. Based on the results of the 

analysis, two comprehensive statements were formulated—the first a definition of reflection 

and the second a description of the purpose of reflection (see Figure 4.5). 

 
 
 

 

 
Figure 4.5. Comprehensive definition of reflection and purpose of reflection, derived from 

an analysis of university guidelines for teaching and learning reflective practice. 

 
 

The purpose of formulating these two statements was to facilitate cross-matching and 

synthesis of the findings from the student reflections. These statements were subsequently 

compared with the themes and subthemes from the student reflective journals. Such a 

technique ‘deepens understanding’ of the concepts (reflection and purpose of reflection) and 

helps to ‘make sense of’ (Miles & Huberman, 1994, p. 173) and ‘corroborate and augment 

evidence‘ (Yin, 2009, p. 103). 

There was a high degree of consistency across the guidelines for the two concepts 

(reflection and purpose of reflection). Although most guidelines were based on the same 

theoretical frameworks—that is, the work by Schön, Mezirow, Boud and Brookfield (Boud, 

2001; Brookfield, 1987; Mezirow & Associates, 1990; Schön, 1987), not all guidelines 

suggested a model for reflection. The guidelines were used as secondary documentary data. 
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In most instances, the guidelines were available through the teaching and learning division 

and available as a tool to assist students to understand and apply the concepts of reflection 

and reflective practice. A summary of the definitions and proposed uses of reflection 

contained in the guidelines can be found in Appendix H. Comparison of the two primary 

themes developed from the guidelines with the findings from student work contributed to 

answering the research question for this phase: How do second-year student osteopaths 

engage with critical reflection when provided with a reflective journal format? 

As previously mentioned, the level of reflection achieved in many of the journal entries 

was Level 1, the habitual level, with the students merely describing content covered in class. 

In entries where students did engage reflectively with the process of their learning, it was 

usually to self-assess. The process of self-assessment by the students involved reviewing how 

well they carried out the practical skills in clinical preparatory classes and identifying the level 

of their understanding. This was further captured in the subtheme of identifying knowledge 

and skills gaps in practical competence. This subtheme was an important concept evident in 

the majority of respondents’ journal entries. Consistent with the literature pertaining to 

reflective practice, this theme led to a positive match against concepts presented in the 

guidelines that contributed to the two constructs reflection and purpose of reflection. At a 

fundamental level, learning about how well they were performing was an outcome identified 

in the literature as one of the principal purposes of reflection on practice. The areas of this 

self-assessment are covered in detail in the two core themes discussed in Section 4.3.2. 

Many of the guidelines were informed by the work of Boud and colleagues (Boud, 

1999; Boud, 2001; Boud et al., 1985a; Boud & Walker, 1998), who describe reflection after an 

event as an effective means of learning. Boud insists that reflection is a process that not only 

involves thinking  about an  event but ‘a process  that also involves feelings, emotions,    and 
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decision making’ (Boud, 2001, p. 14). Central to competent clinical practice is the ability to 

make informed decisions and to have the necessary skills to self-monitor and act 

autonomously. Within medical education literature, the term ‘insight’ is defined as an 

awareness of one’s performance in the spectrum of medical practice (Hays et al., 2002), and 

this aligns closely with the concept of reflective practice. Insight combines three related 

constructs: awareness of one’s own performance, awareness of the performance of others 

and the capacity to reflect. These three constructs of insight are considered essential for 

practitioners in order to make judgements and change their practice accordingly (Hays et al., 

2002, pp. 965–966). 

There were varying levels of evidence of these three constructs in the student 

journals. For example, in the second week of semester, Andrew reflected on a practical class 

in which the students were learning to assess a range of motions in different areas of their 

peer-patient’s spine: 

I am worried about learning to feel for dysfunctions in the vertebra, I don’t 

feel as much as other people do in the range of movements. I need to  

relax and concentrate on what I’m doing rather than focusing on what 

other people are doing—I’m very competitive and it’s affecting my 

learning. (Andrew, Week 2) 

By comparing his ability with that of his peers, two outcomes presented: (1) 

recognition of his own level of competence and (2) feeling his competence was not 

comparable to that of his peers. This theme ran through his reflections over the following two 

weeks of journaling. By the fourth week, through reflecting on his competitive nature and 

instigating remedial action, he had moved forward with his learning: 
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[It] made more sense once I reviewed the lectures from the last few weeks 

and maintained my composure and concentration during the practical 

classes—it’s not a competition. Rather than catastrophising because 

someone else can do something quicker than me, I have to remember that 

I need to learn at my own rate. I think the key is not needing to be first or 

always right. Since reflecting on this I’ve begun to realise I only compare 

myself to the brightest students, everyone seems to struggle with new 

techniques. (Andrew, Week 4) 

 
 

4.4.1 Summary and discussion of Phase 1 research findings. 
 

Phase 1 of this study found that through reflective journaling, students became aware 

of their behaviour and the impact of unprofessional behaviour on patient outcomes through 

self-assessment. The examples provided in Section 4.3.2 support previous research indicating 

that reflection is fundamental to the development of professional behaviour (Goldie et al., 

2007; Schaub-de Jong, Cohen-Schotanus, Dekker, & Verkerk, 2009). 

Analysis of the students’ journals provided evidence that critical reflection using a 

reflective journal format contributed to the students’ development of reflective practice at a 

beginner level. This was evident in their awareness of their current skill level and their 

recognition of the need for planning strategies that would increase their level of skill and 

knowledge. Transformative learning (Mezirow, 1990)—that of change in self and one’s 

practice facilitated by a shift in perspective—was not evident from analysis of student 

reflections in this phase. 
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For reflective writing to have a positive effect on student transformation there needs 

to be ‘careful analysis of the issues involved’ (Bain, Ballantyne, Mills, & Lester, 2002). This was 

not evident in most of the student journal entries in this early phase of the research, with 

students tending to make generalisations based on shallow analysis and unchallenged 

assumptions, followed by simplistic solutions that did not sufficiently address the problem. 

Limited instruction was provided to the students for this initial reflective activity; this is 

because it was considered important to first determine whether these students were innately 

reflective in order to avoid burdening them with extensive instructions at this early stage in 

their osteopathic professional education. 

The limited findings in Phase 1 also prompted a second analysis, which involved cross- 

matching the core themes with key elements from the literature and the university guidelines 

for teaching and learning reflective practice (Yin, 2009). The aim was to understand whether 

the themes developed from the student reflections were consistent with concepts and 

descriptions of reflective practice found in the reflective practice literature. Additionally, 

implementing the second analysis using literature (university guidelines as described in 

Section 4.4) key concepts for reflection that were identified in the student reflections were 

confirmed helping to ‘establishes a chain of evidence’ (Yin, 2009, p. 124). 
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4.5 Phase 2: In-depth reflection during observation of clinical placement. 
 

I had previously written this essay from a surface reflection on 

professionalism and my initial thoughts on its importance in clinical 

practice; a deeper reflection upon the essence of who I really am has been 

both challenging and very revealing. In fact, I am completely grateful for 

this rare opportunity in life to consider my true and underlying values and 

beliefs and how these have shaped my view of the world. I feel that this 

has been a most valuable part of my development as an emerging 

practitioner, and I believe that the results will be lasting and life changing. 

(Kathrine, comment she placed on the title page of her essay) 

 
 

This section will describe the findings from the analysis of data from Phase 2: in-depth 

reflection during clinical placement. While undertaking clinical placement, this cohort of 

student osteopaths wrote in-depth reflective essays to explore issues they perceived to be 

important. In using the format of an in-depth reflective essay, the aim was to develop the 

students’ critical reflective practice by further cultivating their capacity to reflect on their 

learning. 

The findings show that in-depth reflective essay writing was a useful format for 

encouraging comprehensive development of reflection and that this format may be especially 

useful when used after a period of reflective journaling. The findings also show an 

improvement in the students’ overall capacity to reflect. 

The reflective essays (n = 12) used as data for this phase were written by student 

osteopaths undertaking clinical placement, albeit as observers. This was the first clinical- 
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placement experience for this cohort, totalling 30 hours over one semester. The pedagogical 

aim of this placement was for students to gain firsthand observation of osteopathic practice 

in a real-life clinical setting. The use of in-depth reflective essay writing provided the students 

with a tool for implementing intentional and extended critical reflection on issues 

encountered while undertaking the placement. 

Each student was required to observe a number of experienced osteopathic 

practitioners (usually three to five) within a healthcare setting. The university clinical- 

placement coordinator supplied students with a register, from which they selected approved 

registered osteopaths in their locality. Practitioner approval by the university was based on 

the practitioner’s current professional registration with the Osteopathy Board of Australia 

(the professional board) under the Australian Health Practitioner Regulatory Authority 

(AHPRA, 2014) to practise osteopathic medicine in Australia. 

Only after the essays had been marked and grades for the unit were awarded was 

consent for their use as data sought. The essays, in electronic format were stored on a 

password-protected hard drive that was kept in a locked cabinet in my university office. A 

detailed description of the methods employed for use of the essays was presented in Section 

3.8.1.4. Twelve students consented to the use of their reflective essays for this study. 
 

The purpose of the analysis was twofold, and it was undertaken in two stages with a 

different approach used in each stage. The first stage was to assess the level of reflection 

displayed in the student writing. This was achieved using a four-category measurement scale 

(LOR scale) devised by Kember et al. (2008) informed by the work of Mezirow (Mezirow, 1991; 

Mezirow & Associates, 2000). Described in detail in Section 3.8.4, the LOR scale consists of a 

series of levels, each defined by descriptor criteria, which are used to determine the level of 

reflection present in student written work. A summary of the LOR scale can be found in Table 
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4.1. The second stage was to identify issues that were important to the students and to 

identify how the students engaged with the literature when trying to make sense of the focus 

of their reflection. This was achieved using an inductive thematic analysis approach (Braun & 

Clarke, 2006). 

 
 

4.5.1 Level of reflection in student reflective essays: Data collection No.3. 
 

The in-depth essays were assessed for level of reflection by two analysts (see Section 

3.8.4) and myself using the four-level LOR scale (Kember et al., 2008). Table 4.6 provides a 

summary of findings for level of reflection demonstrated in the student essays related to 

student age and gender. 

 

Table 4.6 

Summary for Level of Reflection in Student In-Depth Essays in Phase 2 
 

 

 

 
Age 

Level of reflection 

Level 1 
Habitual 

Level 2 
Understanding 

Level 3 
Reflection 

Level 4 
Critical 

reflection 

Total 

 

 
M F M F M F M F 

 

18–25 Yrs. - - - - 1 - 1 1 3 

26–35 Yrs. - - - - - 4 - - 4 

36–45 Yrs. 1 - 1 - 1 - - - 3 

45+ Yrs. - - 1 - - - 1 - 2 

Total 1 - 2 - 2 4 2 1 12 

M = Male, F = female 

 

Assessment for level of reflection displayed in the essays indicated that there was an 

overall increase in the level of reflection for all but one student compared with results  from 



176  

reflective journals in Phase 1. The level of reflection most commonly displayed in the 

students’ essays was Level 3 ‘reflection’ (See Figure 4.6). For allocation of Level 3, the essays 

required evidence of more than a description and simple analysis of an experience. 
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Figure 4.6. Findings: level of reflection demonstrated in reflective essays. Phase 2 

 

 
Essays coded at Level 3 ‘Reflection’ showed evidence that the student evaluated the 

underlying context of the experience, including exploring the incident from different 

perspectives. Of those students who displayed evidence of reflecting at Level 4, two explicitly 

demonstrated features of transformed thinking and changed action that resulted from 

examination of the values that underpinned some of the assumptions brought to the 

experience (see 3.8.4.1.4). 

However, the reflections of three students remained below Level 3 (reflection) . The 

features of these student reflections that categorised them at these two lower levels of 

reflection were primarily descriptive accounts of the following: (1) professional practice 

enacted without evidence of significant thought or consideration of the underlying value  of 

the experience; (2) dealing with others or carrying out tasks by rigidly following   procedural 
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5 
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Reflection 
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steps, without considering alternatives or applicability; (3) some evidence of searching for an 

understanding of the situation without employing reflection; and (4) the limited 

understanding was not related to personal experience or real-life situations. The majority of 

reflective essays were at the two higher levels: ‘reflection’ and ‘critical reflection’. For the 

student reflection that was at Level 1 ‘habitual non-reflection’, the reflection remained at a 

descriptive level. 

The analysis of the reflective essays found no difference between males and females 

in level of reflection demonstrated. Although more males than females were represented in 

Level 4 (see Figure 4.7), this could be explained by the slightly greater number of males in the 

student cohort overall. 

 
 
 
 
 
 

   

  

        

        

 
 
 

Figure 4.7. Level of reflection by gender: Phase 2. 
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young age was no barrier to engaging with higher levels of reflection. Similarly, all students in 

the 26-36 year age group were represented in at Level 3 (See Figure 4.8). 

 
 

 

 
Figure 4.8. Level of reflection by age group: Phase 2. 

 

 
4.5.1.1 Level 3: Reflection. 

 
There were three features common to all Level 3 essays: (1) relating elements of the 

critical issue to personal experience, (2) analysing the issue in the light of theoretical 

knowledge and (3) showing evidence of new understanding. For example, Matt reflected on 

the different approaches to length of consultation practice among the practitioners he had 

observed: 

Whilst undertaking observation at a number of different osteopathic 

clinics it has become evident that consultation treatment time is varied. 

Consultations ranged from 30 minutes to an hour, with initial 

consultations generally longer. How can the variation in treatment time 

be explained? The choice of consultation duration is likely influenced by a 
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number of factors, including convenience, philosophical underpinning, 

experience, patient expectations and work ethics. This issue is one that 

has caused me to reflect on my own associations around work. (Matt, 

reflective essay) 

To better understand his own practice preferences, Matt applied the litmus test of his 

previous personal experience, acknowledging the influence of his father’s negative attitude 

towards work. Through this process, Matt identified his personal preferences and his 

proposed way to practise. There was, however, no evidence of critical reflection or of 

transformative learning: 

Since leaving high school I have for the most part been self-employed or 

engaged as a subcontractor. In transition times, between work situations, 

there has been considerable anxiety surrounding potential work. Perhaps 

at the core of this anxiety was a view surrounding work that developed 

through observation of my father and his dissatisfaction in his working 

life. I remember in high school, when considering future careers, not 

wanting to be involved in work for works sake; I wanted work that could 

give personal satisfaction. Subsequent work situations were chosen (when 

possible) to allow sufficient free time for personal health and wellbeing. 

Regardless of the choice of treatment approach patients seem to find a 

practitioner who delivers what they need, albeit after some searching at 

times. When it comes to practicing as an osteopath, my choice of work 

situation will be influenced by my prior work experiences, my energy, 
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values and goals and the demands and expectations of the marketplace. 

(Matt, reflective essay) 

For Matt, recognising that there were variations in the time that practitioners spent 

with patients was a critical issue. This prompted him to examine his own assumptions around 

work by relating elements of the critical issue to his own personal experience. He recognised 

that he had developed a disposition for anxiety surrounding work that stemmed from 

observing his father’s dissatisfaction in his working life. From this realisation, Matt affirms 

that he will need to work in a way (presumably his focus here is duration of patient 

consultations) that aligns with his own values and life situation to avert the possibility of 

further anxiety. 

 
 

4.5.1.2 Level 4: Critical reflection. 
 

The essays that displayed reflection at Level 4 showed evidence of using reflection to 

uncover and examine underlying beliefs and assumptions that were affecting the student’s 

view of the world. It is this process of questioning the legitimacy of beliefs and assumptions 

that leads to improved practice (Blake, 2005). For example, John questioned his previously 

held belief that ‘dry needling’ was an ineffective technique if the practitioner was not a fully 

trained Chinese Medicine practitioner: 

I realised that I had a preconceived perception of practitioners who had 

done short dry-needling4 courses, as ‘weekend warriors’. The source of 

this attitude, I believe, can be traced to the bias of my training. This 

 
 

 

4 Dry needling is a technique whereby acupuncture needles are inserted into patients to produce pain relief 
and muscle relaxation. It is widely used by manual therapists, including osteopaths and physiotherapists who 
are not acupuncturists. 
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attitude I would now closely align with ‘You have to be Chinese to practise 

acupuncture’. In retrospect, however, dry-needling is not claiming to be 

acupuncture. It is principally based on the works of Simons and Travell 

(2009). This has also made me realise how narrow minded I was, and that 

my concepts of using needling techniques was somewhat presumptuous. 

(John, reflective essay) 

The criteria for achieving critical reflection at Level 4 of the Kember LOR scale state 

that there must be evidence of changed thinking and improved practice. In addition to 

evidence of cognisance of various sociocultural factors and subjectivities, there must be 

evidence of a change in perspective and of a transformation in action and behaviour. 

Achieving a level of transformative learning occurs rarely, as it usually results from critically 

reflecting on a ‘disorienting dilemma’ (Mezirow, 1995, p. 50). Transformative learning occurs 

when the learner moves away from the familiar and their identity is challenged by new 

knowledge that questions everyday assumptions (Kalantzis & Cope, 2008). In Phase 2, only 

two participants (Tim and Tye) showed evidence of reflecting at a transformative level. Both 

examples are presented below. 

As Tim reflected on the equality of access to healthcare for all Australians, he became 

aware of the inconsistencies in his own beliefs, thinking and actions, which created for him a 

disorienting dilemma: 

Despite my strong belief that it is a basic human right for all to have equal 

and fair access to health care, I have to ask myself why have I chosen to 

pursue a career in health where this is simply not the case? The patients in 
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the osteopathic clinics where I observed all appeared to be relatively 

wealthy. (Tim, reflective essay) 

As Tim attempted to make sense of these inconsistencies, he justified them with 

optimistic idealism. Idealism can become a form of false consciousness in that it ‘supports, 

stabilizes, or legitimates dependency-producing social institutions and unjust social practices’ 

(Mezirow, 1990, p. 19). 

I am optimistic that at some point in the future everyone will have equal 

access to osteopathic treatment. (Tim, reflective essay) 

Unconvinced that an optimistic view would solve the problem, Tim searched for 

another solution. It is possible to transform one’s perspective ‘by trying on another point of 

view’ (Mezirow & Associates, 2000, p. 21). Tim demonstrated commitment to self-directed 

learning and pushed his reflection deeper by employing the thinking technique of Edward de 

Bono’s Six thinking hats (De Bono, 2008). The significance of the different hats relates to 

gaining insight by looking at a situation or problem from six different perspectives. 

Perspective transformation ‘is painful because it often involves a comprehensive 

reassessment of oneself’ (Mezirow, 1985, p. 24). Tim’s idealism, on deeper reflection, was 

replaced by feelings of embarrassment, hypocrisy and selfishness as he uncovered a sense of 

power in entering a profession that catered to a ‘predominantly wealthy’ clientele: 

Although I speak of how I believe that everyone should have fair and equal 

access to all health care, I am entering a healthcare profession that 

attracts patients of predominantly wealthier socioeconomic status. 

Reflecting with reference to Edward de Bono’s ‘six hat methods’ (2000) I 

will explore this conflict of values. Although my intentions to become an 
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osteopath are predominantly altruistic, when I look deeply into this, I 

sense some level of power and privilege. I feel embarrassed, hypocritical 

and selfish. (Tim, reflective essay) 

Transformative learning involves not only reassessing assumptions on which one’s 

beliefs are based but also acting on the insights gained (Mezirow, 1990). By reflecting on the 

contradictions, Tim experienced a shift in perspective that prompted a plan for 

transformative action to address his concerns of inequality and injustice, not only at a 

personal level but also at a larger sociocultural and sociopolitical level: 

Reflecting on how I can contribute to a fairer system for all I have decided 

that I will offer reduced rates as a practitioner and seek work in public 

health positions where available, and lobbying with the Osteopathic 

Association. At the present time, as a student member of the Association, I 

feel that the most constructive I can be is to give my support through 

financial contributions and voice my opinion regarding the inclusion of 

osteopathy as a government funded public service. (Tim, reflective essay) 

In the following extract, the participant Tye had initially considered reflective writing 

boring and pointless. During the previous semester, his attitude changed as he engaged with 

reflective journaling: 

I initially thought reflective writing was boring and couldn’t see the point. 

In my first few journal entries I simply recorded the practical things I had 

learnt in the practical classes. I had assumed that reflective writing was 

unimportant and that my beliefs and thoughts were irrelevant to practice. 

And that my religious beliefs and thoughts about people would not impact 



184  

on how I treat people. As the weeks passed I began to look more deeply at 

what I felt and why I felt or thought it. Now after doing reflective writing 

for a semester I have found it is crucial for discovering what I do believe 

and that I didn’t realise I believed it. (Tye, reflective essay) 

Tye used the literature to guide his reflection and, in doing so, he realised that one of 

his intentions in becoming a health practitioner may cross ethical boundaries: 

Odell and colleagues (1993) question whether it is ethical for a 

practitioner to give their opinion on certain issues and whether such 

value-laden beliefs impact patients. I had to reflect on this because as a 

religious person I have had to consider my position as a practitioner and 

how it does place me in a position of authority and power. I felt confused. 

(Tye, reflective essay) 

In Tye’s reflection, there is evidence of an intentional critical assessment of epistemic 

assumptions (Mezirow, 1995, p. 62). He states that this was driven by his acquisition of new 

knowledge and exploration of a new perspective of the responsibilities of a health 

practitioner. Here, he is faced with a distorting dilemma as he realises that the belief system 

of his religion is at odds with the ethics belief system of contemporary healthcare. 

In the following journal extract, Tye demonstrates critical reflection when he discusses 

how he gained a transformed perspective of his previous underlying assumption that he was 

obliged to evangelise future patients. In his declaration to respect patient rights by not 

pushing his religious beliefs, there is evidence of changed practice: 

I have been questioning my own thinking and my obligations in respect to 

my religion—whether it is appropriate to push my religious beliefs in my 
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practice—and do I have an obligation to ‘go and make disciples of all 

nations’? (Matt 28:19 Bible). Before engaging in this reflective writing I 

saw this as my responsibility—to teach people that they need God in their 

lives and need the sacrifice of Jesus to be free of the punishment of sin. I 

used to think I needed to persuade patients and I had complex arguments 

ready to convince them. However through the process of reflection I have 

realised it is not my place as a practitioner to push my religious beliefs on 

my patients. Some people accept and embrace the idea of God but others 

do not. Fundamentally the issue is about patient rights. While before I felt 

reflective writing and thinking were useless I can now see the value in it 

for discovering who I am and what I believe. I now realise my 

responsibility is to be an ethical practitioner and I will not push my beliefs 

on my future patients. (Tye, reflective essay) 

 
 

4.5.2 Thematic analysis of in-depth reflective essays. 
 

During the analysis for levels of reflection, it was evident that the format of a reflective 

essay offered the opportunity of a more comprehensive development of the students’ 

reflections than did journaling. To capture this ‘rich, detailed and complex account’ a further 

analysis using a thematic approach was undertaken (Braun & Clarke, 2006, p. 98). 

Thematic analysis produced two core themes: (1) challenging prevailing practices and 
 
(2) sociocultural constructs and their limitations. These two themes covered a number of 

issues presented in the student reflections for example, work/life balance. Each theme 

revealed key understandings about the students experience during clinical placements. These 
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two core themes were expressed within a number of topics discussed by the students in their 

reflections. For example, the first core theme represents how many of the students 

challenged the prevailing practices they witnessed while on placement. Although this could 

be confronting for the supervising osteopath if the student chooses to share their critique 

with the practitioner, it was I believe, a sign that these students were questioning underlying 

assumptions and perspectives—a prerequisite of critical reflection. 

From thematic analysis it was clear that each student had thought deeply about issues 

close to their own heart that were triggered by their experience of being in the real-world of 

clinical practice. Although analysis identified two core themes each essay revealed a different 

story coded as individual topics of the students experience. For a summary of analysis, see 

Appendix I. 

 
 

4.5.2.1 Theme 1: Challenging prevailing practices. 
 

When present in the student reflective essays, this theme pointed to two important 

findings: (1) students used their reflection to examine practitioner decision-making and 

reasoning; and (2) through reflection, the students were able to envisage themselves in their 

future role as health practitioners. An important focus in osteopathic education is to help 

students evaluate the evidence for the clinical practices used in osteopathic practice. 

Osteopathy is an emerging health profession that is yet to fully develop evidence for its 

knowledge base. Analysis of the reflective essays found that students used their reflection to 

make comparisons between what they perceived as legitimate practice and their 

observations of professional practitioners and the published theory of practice. Not only did 

the students note dissimilar practices but they also felt empowered to question the motives 

behind  each  practitioner’s  approach to  practice.  The  students  made  a value comparison 
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between the different practitioners they observed and between each practitioner and 

themselves. In doing so, they focused their reflection back onto their own values, beliefs and 

assumptions about clinical practice: 

This reflection has helped me identify my values around work—I want to 

run my future clinic in such a way that I don’t become ‘professionally 

burnt-out’. From previous work experience and observing a number of 

practitioners, I discovered I believe in ‘parallel care’ where patient health 

equals practitioner longevity. One practitioner I observed was so busy and 

rushed that they seemed altogether ‘frantic’. Without our health we 

cannot provide the care that I believe is paramount in providing best 

patient care. (Tye, reflective essay) 

I now realise how important it is to not become complacent with years of 

practice, we must continue to learn and use evidence base. (Lorinda, 

reflective essay) 

Through reflection I realised some practitioners may be biased in their 

exclusive diagnostic theories and therefore omit an individualised patient- 

centred approach. (Rose, reflective essay) 

These finding show that providing students with the opportunity to examine and 

reflect on their beliefs and philosophies, especially within cultural and professional contexts, 

can encourage them to challenge prevailing practices. In their reflections, there was evidence 

of the students identifying as active change agents and lifelong learners within their 

profession (Brookfield, 1995). 
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4.5.2.2 Theme 2: Sociocultural constructs and their limitations. 
 

This theme encompasses the struggle some students experienced as they reflected on 

sociocultural norms and questioned their values. A number of issues were featured in these 

reflections: 

• the choices available to female practitioners as working mothers or as mothers- 

to-be, including the conflicting roles for women in relation to work and child- 

rearing and the historical inequality between men’s and women’s 

responsibilities, 

• the place of science in decision-making for health practitioners and how 

anecdotal evidence and personal experience may be invalidated without 

careful consideration of the applicability of research, and 

• the inequality of access to healthcare in Australia. 
 

Letting go of what is familiar often leads to insecurity and a sense of struggle (Larrivee, 

2000). The analysis of the student essays found that students attempted to use the reflective 

process to compare their own theories with sociocultural norms in an attempt to resolve the 

ambiguity. Not all managed to find a clear solution, as evidenced by the following essay 

extract, in which Gaby reflects on the social norms for female practitioners who also wish to 

be mothers: 

Now at 27, I feel the inherent tick-tock of the biological clock. It is a primal 

urge that only seems to get stronger as I age, and as I get older and 

experience more of the allied health Industry, I begin to wonder—as a 

female in a health profession, can you truly have it all? Or is there a choice 

you have to make? If you have to choose, do you choose children or career 

success? (Gaby, reflective essay) 
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Gaby reflected on her mother’s life choices and the values she inherited from her 

mother. In her essay, Gaby recounts her mother’s words to her and the disorientating 

realisation that she may not have a choice. She questions whether she does indeed have a 

choice: 

‘I chose my job the day I found out I was pregnant with your sister, you 
 

just can’t have both, and I hope you girls do more with yourselves and give 

yourself a better chance than I had’ [quote from Gaby’s mother]. Is that 

true? Can you truly only become one or the other? Do you have to choose 

between being a professional or a wife? (Gaby, reflective essay) 

Uncertainty drove Gaby to seek understanding from the literature and from her peers: 
 

This made me look back in history. I searched for ‘famous women in 

health care’. When I did this I found links to Amelia Earhart, the famous 

pilot. I found links to Sandra Day Connor, the first American female to 

become majority leader in the Senate (Hedding, 2009). I found links to 

Althea Gibson, the first African-American Tennis player, and many other 

links to other great women in history, but what of in health? From here I 

started to look further. I wanted to find where it started. Why do we 

females feel this pressure to choose? I traced back to the Suffrage 

movement of the late 1800s. Sandra Holton (1996) writes of the 

progression of this movement and outlines the pressure from all aspects 

of society to conform and not have professional freedom. The idea of 

women in the workplace was described as causing a ‘moral panic’! 
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(Holton, 1996). But did these women not have families? It appears very 

few did. 

The general consensus was that they felt they either had to wait till a 

certain point of professional success, or forgo it completely. When I asked 

why they felt that these were the only options I was greeted by shrugs. 

‘It’s just the way it is, isn’t it?’ After reflecting on this, it didn’t change my 

desire to be an allied health professional one day, but I will not give up my 

desire for a family. However, like most things in life, the answer is never 

clear. I guess it is just one of the many things that only time will tell. 

(Gaby, reflective essay) 

 
 

4.5.3 Summary and discussion of Phase 2 findings. 
 

Phase 2 presented the findings from the third data collection—student in-depth 

reflective essays written in the context of observation of experienced osteopaths during 

clinical placement. The findings provided evidence of how student osteopaths’ use reflective 

essay writing to develop reflective practice. Analysis of the student reflective essays found 

evidence of purposeful reflection on issues of importance to each student in an attempt to 

gain deeper understandings applicable to their future practice. Topics selected for reflection 

were relevant to clinical practice and often framed by inconsistencies in practice. The format 

of an in-depth reflective essay provided students with an opportunity to explore the 

reasoning behind choices they made as well as to question the clinical reasoning of the 

practitioners they observed in practice. 
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In Phase 2, the majority of students used their reflection to evaluate the current 

practice norms in osteopathic clinics where they had undertaken placement, developed plans 

for future practice based on their current values and, in some instances, reflected on the 

reasons they disapproved of the practice they had observed while on placement. 

These findings show a development in this cohort’s capacity for reflection and 

reflective practice evidenced by the increased levels of reflection displayed in the reflective 

essays compared with those displayed in the reflective journals written a year earlier. Only a 

small number of students showed evidence of reflecting deeply on their thinking and beliefs, 

using their reflection to modify their beliefs and their assumptions regarding evidence-based 

practice and diversity in practice techniques. This is not surprising considering the students’ 

stage of learning and their limited experience with reflective learning. Reflection is a 

‘complex, rigorous, intellectual, and emotional enterprise that takes time to do well’ 

(Rodgers, 2002, p. 845). The findings are consistent with previous research involving 

beginner-level practitioners (Moriarty & McKinlay, 2008). The findings show that an in-depth 

reflective essay is a useful tool to encourage student osteopaths to engage with reflection on 

their learning and expectations of future clinical practice. There was evidence that repeated 

practice of reflection enabled most students to engage with deeper levels of reflection. 

However, the findings reported in this chapter showed that a number of students were still 

not engaging in meaningful reflection at this stage of their education. This prompted 

additional data collection with the aim to further evaluate the student’s engagement with 

reflective practice while linking the data across the research. 
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Chapter 5: Findings—Phases 3 and 4 
 
 

5.1 Introduction 
 

This is the second of two chapters dedicated to the findings of this research. Chapter 

4 presented the findings from Phase 1 and Phase 2. Chapter 5 will now present the findings 

from Phase 3 and Phase 4. Students at this stage had completed their undergraduate degree 

and were undertaking the two-year Master of Osteopathic Medicine, the second component 

of their five-year preregistration course. Although the complete course comprises two quite 

separate degrees, the progression of the course is referred to in terms of Years 1 to 5. 

Two data sets were collected in each of the phases presented in this chapter. Phase 3 

data consisted of (1) the transcript from a focus-group session held with the students at the 

beginning of Year 4 and (2) student reflective journals written during the first semester of 

Year 4. Phase 4 data consisted of (1) student reflective journals written during the last 

semester of Year 5 and (2) transcripts from semi-structured interviews conducted at the end 

of the course. Analysis of each of these data sets contributed to answering the primary 

research question: 

• How do student osteopaths engage with critical reflective learning during their 

preregistration education? 

Detailed descriptions of the methodological approaches to the analysis of Phase 3 and 

Phase 4 data, including the ethical considerations, were presented in Section 3.4 and Section 

3.8. Additional contextual details will be offered at the beginning of Section 5.2 (Phase 3) and 

Section 5.3 (Phase 4) to further situate the process of data collection and analysis. 
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5.2 Phase 3: Transition from Classroom to Clinical Practice—Introduction 
 

Phase 3 comprised the period at the beginning of the fourth year. At this stage, the 

students had completed three six-hour shifts in the university teaching clinic. As outlined in 

the previous section, data for this phase consisted of the transcript from a focus-group session 

and student reflective journals written during the first semester of fourth year. Focus-group 

data was used to gather a snapshot of how the students used reflection in a dialogical setting 

at the beginning of their transition to clinical placement, and the reflective journal provided 

data in a written form collected over the initial six-week period of the placement. Since the 

reflective journals covered the same topics as the focus group, analysis of the focus-group 

data involved thematic analysis, while analysis of the reflective journals used a measurement 

scale to determine the level of reflection demonstrated by the students. 

In addition to answering the primary research question stated above, a subquestion 

was asked of the data to help contextualise the findings to the students’ experiences during 

transition. The subquestion was as follows: 

• How do student osteopaths engage with critical reflection during the transition 

from classroom to clinical placement? 

The findings from thematic analysis of the focus-group transcript will be reported first, 

followed by the level-of-reflection findings from the student journals. 

 

 
5.2.1 Findings from thematic analysis of focus-group session: Data collection No. 4. 

The two-hour focus group was held in Week 2 of the fourth year, when students were 

transitioning from the classroom to their first placement at the university teaching clinic. The 

overall objective of the focus group was to explore the student’s ability to use reflection in a 
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peer-group dialogical format (referred to here as a focus group), as a means to develop 

reflective practice. The topic for the focus group was transition. Thematic analysis (Braun & 

Clarke, 2006) of the focus-group data was used in order to answer the research question 

noted in Section 5.1, and the research subquestion in Section 5.2. The focus-group session 

was electronically recorded and transcribed with the students’ permission. I facilitated the 

focus-group session with the assistance of a colleague who is an experienced reflection 

facilitator. During the focus-group session, each student was given the opportunity to respond 

to a primary question: What has been your experience of commencing clinical placement as 

part of the Master of Osteopathic Medicine course? In some instances, interaction between 

the students and between the students and facilitators prompted further reflective 

questioning. 

As a data collection strategy, the focus-group session provided an opportunity to 

examine the degree to which students were able to reflect on their current learning situation. 

Evaluating different types of reflection and levels of reflection can be a complex and imprecise 

undertaking (Fook, White, & Gardner, 2006), especially when the reflections are in a 

conversational and dialogical setting. The use of the focus-group session to explore the 

students’ experience was useful to students, who were, at this point, at the beginning of their 

clinical practice as student osteopaths. According to White, Fook and Gardner (2006), critical 

reflection occurs on at least two broad levels—‘a lower type of experimentation level and a 

higher-order level of conceptualisation’ (p. 14). Critical reflection can include exploring and 

re-evaluating a number of aspects related to what is being reflected upon—with the overall 

purpose to ‘become more aware of the process and the new meanings’ (White et al.,   2006, 

p. 41). For example, based on the categories for level of reflection (Kember et al., 2008), 
 
students  may  reflect  on   a   situation   to   learn  about  instrumental  aspects  of   practice 
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(descriptive), how the situation makes them feel and communicate (understanding and 

reflection), how their assumptions affect the way they behave and how they could improve 

similar situations in the future (critical reflection). Therefore, the use of the focus-group 

session to explore these types of questions was useful to students at this point in preparing 

for clinical practice. 

In addition to answering the research question, the focus group also served as a 

pedagogical tool. Therefore, the aim of the focus group during this transition stage of the 

students’ education was threefold: (1) to answer the research question of how students use 

reflection during this transition stage of their clinical education, (2) to provide students with 

the opportunity to be informed about their peers’ experiences of transition in a safe group 

environment and (3) to gain information to further inform course direction. 

Prior to the focus-group session, informed consent to record and analyse the session 

for purposes of data for this research was obtained from all 12 students. The session was 

electronically recorded, transcribed and thematically analysed. Findings from the focus group 

confirmed the issues students had raised in their reflective journals—many students were 

experiencing stress and uncertainty because of their experience of this transition. Although 

the majority of student responses were at a descriptive and uncritical level of reflection based 

on Kember’s LOR scale (Kember et al., 2008), a small number of responses showed a level of 

critical examination of the underlying assumptions the students held. 

Reported here are the findings from thematic analysis, which produced four key 

themes describing the uses that students made of reflection during transition (see Table 5.1). 

The themes identified from the focus group were also identified in the student reflective 

journals. These  themes demonstrate how the  students used their  reflective     focus-group 

dialogue to highlight the issues and challenges they experienced during transition to  clinical 
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internship, the methods they devised to deal with the challenges and their suggestions for 

easing the stress of transition and for enhancing learning. The first three themes cover the 

students’ experience of commencing clinical placement and the strategies they employed to 

deal with the unsettling experience. The fourth theme covers the students’ suggestions for 

easing the transition to clinical practice. The findings suggest that while most students used 

critical reflection to describe and question their experiences, they did not automatically 

develop critical reflective practice. Each theme will now be discussed in detail. 

 

Table 5.1 

Core Themes and Subthemes from Analysis of Focus-Group Session: Phase 3 
 

Core theme Subthemes and context 

Unrealistic expectations Comparing current level of skill with that of experienced 
practitioners 
Acknowledging personal characteristics that negatively affect 
learning and best practice 

Incongruence Difficulty applying theoretical learning in a clinical context 
Realising that learning requires experience 

Taking action to assess and 
develop learning needs 

Identifying & addressing gaps in knowledge and skill sets 
Seeking support and direction from supervisors and clinical 
educators 

Suggestions for easing the 
transition 

Earlier contact with patients, first-year observational placements 
Clinic tutorials with opportunities to practise clinical diagnostic tests 
Detailed preparation for PBL* self-directed learning 
More-frequent feedback on progress 
Buddy system between first-year and fifth-year students 
Dedicated time for reflection at the end of each clinic shift 

* Problem-based learning 
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5.2.1.1 Theme 1: Unrealistic expectations. 
 

In the opening question of the focus-group session, the students were asked ‘How 

would you describe your experience of commencing clinical practice?’ The majority of 

responses were initially characterised by expressions such as very challenging, lots of self- 

doubt and feelings of inadequacy. Analysis of the student responses revealed that many 

students realised through their reflection that they had unrealistic expectations of themselves 

and of the master’s course. They explained how they were surprised to discover they did not 

possess the clinical skills of an expert at this beginning stage of their clinical role. This 

sentiment was evident in comments such as ‘I should know more at this stage’ (Lorinda) and 

‘I thought I would know what to do—I went into shutdown’ (John). During their placement in 

the six months prior to the focus-group session, they had spent time observing experienced 

practitioners in private-practice settings. In group discussions and reflective journal writing 

during that time, students had reported their experience of observing practitioners expertly 

manage a broad scope of patient presentations. Familiarity with expert knowledge and skill 

within these settings had given a number of students a false sense of confidence in their level 

of clinical competence, as demonstrated in Tim’s comment: 

I’ve observed real osteopaths treat and thought—‘I understand the theory 

behind why they did what they did and the sequence and order of 

treatment’, . . . but then with my own patient in front of me it feels so 

difficult I thought I would know what to do. I realised I was putting a lot of 

pressure on myself and that I need to do a lot of revision. (Tim, focus 

group) 
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A second area in which a number of students expressed unrealistic expectations was 

the learning format in the master’s curriculum—that is, student-directed learning—in 

particular problem-based learning (PBL)5. Some students had expected the master’s 

curriculum to follow a format similar to that of their undergraduate course, and they felt 

challenged by the student-directed approach introduced at the beginning of the Year 4. Other 

students enjoyed the PBL format as it allowed them to work at their own pace and explore 

different aspects of a topic in more or less details. However, not all students realised the 

potential offered by PBL as is evident in Lorinda’s comment: 

I feel very insecure. The experience has been very challenging. This is 

because I’m used to having information plugged into my brain and now 

I’m being asked to problem-solve using self-directed learning—I feel like 

I’ve been told to ‘fend for yourself’. I prefer having a lecture. (Lorinda, 

focus group) 

Overwhelmed by the emotions concomitant with a sense of failure Lorinda 

demonstrated the lower level of reflection providing only a descriptive account of her 

experience. Although Lorinda failed to make the connection between self-directed learning 

and the development of expertise and independence most students did. 

The findings revealed that a number of students employed a more critical approach 

to their reflection, pertaining to the new learning environment, by exploring their limiting 

 
 

 
5 Problem-based learning (PBL) is a student-centred and self-directed educational method designed to provide 
a context for learning, activate prior knowledge, motivate students and stimulate discussion. Students are 
presented with a patient scenario to identify the learning required to understand the problem and plan the 
assessment and treatment. Students use various resources to acquire the needed knowledge or skills, and then 
in a tutorial session they discuss important concepts. The tutor acts as a facilitator of the learning process, not 
as a content expert (Saarinen-Rahiika, Binkley, & Hayes, 1998, p. 195). 
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view of self-directed learning and considering the advantages of becoming an independent 

learner. They expressed a change in perspective that appeared to result in a valuing of the 

opportunities offered by a PBL learning format. For example, in the following comment John 

expresses amusement at his previous perspective of PBL: 

I assumed we could continue to have lectures. At first I had no idea what 

to do [PBL assignments]. I have to admit I was lost, I just didn’t know why 

they couldn’t just give us the information in a lecture. I did some reading 

to try and understand the point of PBL. I have to laugh now, because I’d 

completely overlooked the significance of the acronym - problem-based 

learning [said with emphasis]. Once I thought about it -it made so much 

sense. I want to be a good practitioner—great diagnostician—and this is 

what it takes. It has to be self-directed otherwise how can you work out 

what you do and don’t know. It’s about learning how to learn. I love it. 

(John, focus group) 

John’s comment demonstrates his development of reflective practice. Reflective 

practice includes engaging in lifelong learning to enable practitioners to maintain currency in 

their knowledge and skills base. To become a lifelong learner practitioners need to cultivate 

skills necessary for self-motivated and -directed learning (Jarvis, 2006). 

 
 

5.2.1.2 Theme 2: Incongruence. 
 

This theme covers student reflections of the incongruence between the theoretical 

knowledge gained in the classroom and their ability to translate that knowledge into patient 

management. Many students began to doubt their abilities as they began to discover that 
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their idealised understanding of clinical scenarios, as presented in lectures and texts, did not 

match the reality of clinical practice. In the focus-group discussion related to this theme, some 

students were clearly distressed by the uncertainty they were experiencing based on a 

perceived disjunction between what they had learnt theoretically and what actually 

happened in practice. For example, Kathrine in the focus-group discussion explained how a 

good academic grade did not translate into competent patient assessment: 

I got a Distinction in neuroscience and yet I felt so incompetent evaluating 

a patient with neurological signs. I was overwhelmed with the possibilities 

of what the test findings could indicate. (Kathrine, focus group) 

Kathrine did, however, recount how she took time between patients to reflect on her 

experience and to analyse how she could apply what she had learnt to future patient 

consultations. 

Others also reflected on how they felt challenged when faced with interpreting 

diagnostic findings and experienced difficulty integrating the biomedical knowledge into 

clinical reasoning, as demonstrated in the next two comments: 

I’m so worried that I will never understand what all these tests and 

findings mean. I do the tests and can state my findings but I just can’t see 

how they can provide a diagnosis. (Lorinda, focus group) 

My biggest challenge is trying to correlate everything. Trying to remember 

everything and put it into practice—especially with a patient in front of 

me I’m not confident in my diagnosis. The patient presentation is often 

inconsistent with what we have learned. (John, focus group) 
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Incongruence between theory and practice appears to also affect the level of 

attention a student can give to reflecting-in-action (Schön, 1987). In the following comment, 

Lawrence demonstrates that he realised the difficulty of reflecting-in-action when faced with 

a real patient. 

When we are practicing techniques in class I like to take time to reflect on 

what I’m doing and why, but when I actually have a real patient in front of 

me—the process is completely different. I found I just couldn’t connect 

everything. I had to give myself time between patients to reflect on what 

was happening. (Lawrence, focus group) 

The reality of initial clinical practice was a wake-up for many students—theoretical 

concepts are not always readily translated into everyday experience. The findings indicated 

that in many students this sense of incongruence triggered self-reflection that led to a 

reassessment of learning needs and plans for taking action to address any gaps in their 

knowledge or skills. 

 
 

5.2.1.3 Theme 3: Taking action to assess and address learning needs. 
 

Reflective practice requires that the practitioner investigate their strengths and 

weaknesses, rethink their role and take action to improve their skills (Ashcroft & Foreman- 

Peck, 1994). The students used reflection to become aware of the need to develop their 

reflective practice by identifying gaps in their knowledge and skills set and to develop learning 

strategies to address such gaps. This theme represents the importance of and strategies used 

by students to address their learning needs. It is consistent with findings from Phase 1 of this 

research,  when  the  participants  were  in  second  year.  Those  findings  indicate  that  the 
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discomfort students experienced, due to their unrealistic expectations and their inability to 

translate theoretical knowledge into tangible practical applications, prompted self-reflection 

and self-assessment. Many students spoke of how through their reflections they identified 

the need to undertake intensive revision of the foundational knowledge required for 

diagnosing and treating patients, while others indicated they were addressing issues by 

reflecting with their critical friend or clinical supervisor. For example, Lawrence explains in 

the following excerpt how, when faced with a real patient consultation, he realised that he 

was not competent. He actively reflected on the problem to seek a solution: 

I didn’t realise the consultations would be so difficult. I needed to reflect 

on why I was missing [diagnostic] differentials. I have needed to do some 

intensive practice and seek clarification through discussion with the 

supervisors. (Lawrence, focus group) 

The following comment by Tye highlights the positive effect of learning in the focus 

group that others were also struggling with the same issues and challenges. This knowledge 

resulted in a change in perspective, which allowed Tye to refocus his attention away from the 

belief that he was lagging behind his peers and back to his learning: 

It’s good to hear how everyone is going. I thought I was behind everyone 

else in my clinical skills so it’s reassuring to learn that others are 

experiencing the same issues and challenges. This has made me think I 

just need to focus on revising instead of worrying. (Tye, focus group) 

From the students’ comments, it appears that a key outcome of the focus-group 

session was learning that their unsettling experience of commencing clinical practice was 

shared by others and that they were still learning. This highlights some of the important 
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aspects of reflective practice with which the students were engaging: acknowledging their 

emotions of fear and self-doubt, evaluating the underpinning assumptions that they should 

know everything, gaining perspective that they were not alone in their false assumption and 

developing coping and learning strategies to problem-solve. 

 
 

5.2.1.4 Theme 4: Suggestions for easing the transition to clinical practice. 
 

In the focus-group session, students were asked ‘What suggestions do you have to 

ease transition to clinical practice?’ The findings indicated that the students used their 

reflection to identify barriers to their learning and to consider ways to ease the transition to 

clinical practice. These included entering clinical placement earlier, more-detailed 

introduction to the principles and benefits of PBL, to set up a buddy system between first- 

year and fifth-year students, more feedback on progress, dedicated reflection time during the 

clinic shift, and short tutorials at the beginning of clinic shifts to revise and practise diagnostic 

testing pertinent to the patient cases for that day. 

 
 

5.2.2 Discussion of findings from thematic analysis of the focus group. 
 

In answering the research question, how does critical reflection facilitate student 

transition from classroom to clinical placement, the findings from the focus-group session 

indicate that the students’ use of reflection revealed to them a number of barriers to 

commencing clinical practice. The students identified the barriers to be due to three main 

factors: (1) the unrealistic expectations they held of themselves, (2) difficulty in adapting to 

student-directed approaches to learning and (3) the challenge of translating vast amounts of 

theoretical knowledge into effective patient care. 



204  

Use of the focus-group setting involved dialogical group reflection aided by an 

experienced facilitator. Facilitated group reflection helped the students appreciate the 

unsettling nature of ‘transition’ as a normal process of change and to acknowledge 

assumptions they held related to learning and competence. Becoming aware that their 

experience of self-doubt and stress was typical of health students at this stage of practitioner 

education enabled the students to refocus on their learning. While the theory-to-practice 

model assumes the ability of practitioners to take information and apply it in new situations 

(Argyris & Schön, 1974), the findings indicate that the students were experiencing 

considerable difficulty applying what they had learnt in the classroom to the clinical 

environment. Similar findings have been found with student nurses (Goh & Watt, 2003; Nash, 

Lemcke, & Sacre, 2009) and with medical students (Prince, Boshuize, van der Vleuten, & 

Scherpbier, 2005). This incongruence has been associated with ‘transition shock’, which 

occurs when novice student practitioners commence clinical internship and experience high 

levels of stress as they struggle to integrate the two bodies of knowledge they have acquired: 

biomedical knowledge (the theoretical understanding of diseases and patient conditions) and 

clinical knowledge (involving reasoning of diagnosis and treatment) (Boshuizen, 1996; 

Godefrooji, Diemers, & Scherpbier, 2010). The assumption that theoretical knowledge and 

observation of experienced practitioners is sufficient to become confident of and competent 

in clinical skills left many students unprepared for the reality of beginning clinical practice. 

Previous research involving fourth-year and fifth-year medical students also found 

that on entering clinical placement many students faced a ‘crisis in their learning process’ 

(Boshuizen, 1996, p. 10), which caused a sharp decrease in clinical reasoning compared with 

students   in   preclinical   years.   Boshuizen   (1996)   hypothesised   that   better  preclinical 

educational methods are required (p. 11). In this current research, students experienced a 
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disjunction between theory and practice, but it was uncertain whether their clinical reasoning 

was directly diminished. From the students’ comments, it appears that the effects of stress 

related to the new environment, together with their unrealistic expectations, interfered with 

their recall. Hyde (2014) suggests that negative experiences, including increased stress, during 

transition is due to ‘dissonance between student’s expectations and the reality of clinical 

placement’ (p. 2). Although moderate levels of stress may be beneficial for students’ 

performance, high levels of stress can be counterproductive for learning by reducing cognitive 

efficiency and impairing memory (Wolf, 2009). 

Reflection was a useful tool for the students in this research to develop coping 

strategies. One of the questions the facilitator asked the students was: What strategies have 

you implemented to improve your experience of transition? Responses from the students 

indicated that they found their reflective discussions with their critical friend helpful to 

uncover potential stressors. One potential stressor identified by a number of students was 

the expectation that they should possess a similar level of competency as that of experienced 

osteopaths. There is evidence in the findings that once this expectation was identified as 

unrealistic the stress was ameliorated, facilitating a more positive attitude to learning. These 

findings reflect the known outcomes of independent learning and reflective practice—that is, 

students who acquire an understanding of their learning are motivated to learn and 

collaborate with others to structure their learning environment (Meyer, Haywood, Sachdev, 

& Faraday, 2008). 

The findings from the thematic analysis indicate that, for some students, reflection 

enabled the development of aspects of reflective practice: a progressive development of 

confidence and competence in decision-making. By reflecting on their experience of 

transition  from  classroom  learning  to  clinical  practice,  most  students  realised  they had 
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unrealistic expectations of themselves at this stage in their education, that PBL and self- 

directed learning was beneficial to their development of independence and autonomous 

practice and that competence results from self-assessment of learning needs. 

Findings from the focus-group session also played an important role in alerting the 

academic and clinical educators to the struggles this cohort of student osteopaths was 

experiencing and by providing grounds for implementing curriculum changes to address the 

students’ needs. These changes included providing information about the effects of transition 

on student practitioners, including links to key literature for staff; reflective critical-friend 

workshops for students to meet and discuss their progress; improved feedback mechanisms 

on student performance; dedicated tutorials/workshops with a focus on diagnostic tests and 

interpretation of findings; and curriculum planning for earlier contact with patients for 

students in future years. 

The findings were presented to the students in a tutorial setting in order to confirm 

the accuracy of the data collected. During the tutorial in which the findings from the focus- 

group session were presented to the students, they were also introduced to Schlossberg’s 

transition theory (Schlossberg, Waters, & Goodman, 1998). The aim was facilitate their 

reflective process further by introducing them to the understanding that transition is a period 

often characterised by stress and uncertainty caused by the associated changes in 

relationships, routines, assumptions and roles. Examples of findings of the same phenomenon 

of stress related to transition in other health professions (primarily nursing and medicine) 

were presented alongside the findings from the focus group. This allowed the students to see 

that their experiences were not isolated incidents but also shared by students in other health 

professions. 
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In summary, the findings from the focus-group session indicate that most students 

engaged with a lower level of reflection—descriptive and uncritical. Those who engaged with 

the intermediate levels—Level 2 ‘understanding’ and Level 3 ‘reflection’—used the reflective 

process to examine the factors that were interfering with their learning and negatively 

affecting the quality of care they could offer patients. There is also evidence that they used 

their reflections to self-assess their current level of clinical competence and to devise action 

plans to address learning needs. As the level of reflection in this dialogical setting was, for 

most, mainly at the descriptive and uncritical levels, the second data collection of a journal 

was implemented during this period of transition. 

 
 

5.2.3 Level of reflection in student journals: Data collection No. 5. 
 

During the first semester of fourth year, the students kept a reflective journal as part 

of their course requirements as a means of developing reflective practice. Each student 

submitted a weekly one-page reflection on their experiences of studying at a master’s level 

and of commencing clinical placement as student practitioners. The students used these 

reflections to evaluate their experiences and challenges they were experiencing as they 

transitioned from classroom learning to clinical and self-directed learning. In addition to 

recording the students’ reflections related to clinical practice, the journals also served as an 

important medium for informing me, as one of their educators, of the stress and doubt they 

were experiencing. 

Although the journals themselves were not graded, they were a requirement for an 

overall grade to be awarded for the clinical unit. Part of my role was to review the journals 

and provide feedback to the students. Only after the journals had been returned to the 

students and grades awarded were the participants invited to contribute their reflective 
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journals as data for this research. Students were assured that the contents of their journals 

would remain confidential and that they may withdraw from the study at any time without 

consequences. A detailed discussion of the ethical considerations for use of student materials 

as data and the measures taken to protect the students’ identity has been presented in 

Section 3.4. 

Analysis of the reflective journals was undertaken using the LOR scale (Kember et al., 

2008) to assess the level of reflection demonstrated by the students (see Section 3.8.4). 

Analysis for level of reflection showed an increase in the students’ reflective capacity, with all 

students attaining Level 2 (‘understanding’) or higher (see Figure 5.1). 

 
 
 

   

    

   

   

   

     

 
 
 
 

Figure 5.1. Level of reflection in student reflective journals: Phase 3. 
 
 

5.2.4 Discussion of findings from student reflective journals in Phase 3. 

Analysis of the reflective journals in this first semester of the master’s course, not 

surprisingly, showed similar topics to those revealed in the focus-group session described in 

the previous section. Although the topics covered in the reflective journals confirmed that the 

period of transition to clinical placement was challenging for many, the level of reflection was 
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deeper. That is, the students written reflections exhibited greater engagement with the two 

higher levels of reflection described by Kember Level 3 ‘reflection and Level 4 ‘critical 

reflection’. The level of reflection across the cohort was also generally at higher levels than 

those found in the two previous phases. The phases were over three years (see Table 5.2). 

This is an interesting finding in view of the focus-group discussion findings in which one 

student demonstrated a strong reluctance to engage with reflection on her current thinking. 

In spite of empathetic questioning by the facilitator (Lorinda) continued to provide an 

emotionally charged description of her experience. Yet, in her reflective journal, there was 

evidence of a genuine searching to understand the source of her resistance to self-directed 

learning. 

 
 

Table 5.2 

Level of Reflection Years 2 to 4 
 

 

Year of study/ 

phase of research 

 Level of reflection 

Percentage of students (n = 12) 

 

Level 1 
Habitual/ 

Non-reflective 

Level 2 
 

Understanding 

Level 3 
 

Reflection 

Level 4 
Critical 
reflection 

2/1 25 42 16 16 

3/2 8 25 42 25 

4/3 0 8 50 42 

 
 

As shown in Table 5.2, there was a steady increase in the level of reflection 

demonstrated by this cohort of student osteopaths across the three years. There were, 

however, a small number (n = 2) who continued during this placement to struggle with a lack 

of self-confidence and a lack of awareness of and an inability to separate their feelings of 
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stress from the clinical encounter. This led to an over-reliance on supervisor intervention and 

to time taken off, resulting in missed shifts and patients passed on to other students. 

To ascribe the change in level of reflection to the students’ engagement with the 

reflective learning program is difficult due to a number of rival explanations. Three rival 

explanations were considered: (1) The repeated engagement with writing a reflective journal 

may have led to the students ‘learning’ how to construct and report a reflective process 

without actually undergoing any authentic reflection; (2) The natural maturing process that 

occurs as a result of the learning environment may have been responsible for the students’ 

increase in level of reflection, and (3) A combination of these two preceding explanations may 

have resulted in the change in level of reflection. Due to the nature of this qualitative 

research, testing of these rival explanations was not possible. To undertake a thorough testing 

of the three stated rival explanations, it would have been necessary to conduct research that 

included a multiple case design with a control group that did not receive training in reflection 

and a third group that received only limited exposure to reflection. 

 
 
5.3 Phase 4 

 
Phase 4 represented the final year of the students five year course. At this time the 

students were undertaking extensive clinical placement in preparation for graduation and to 

work as a registered osteopath. 

5.3.1 Final clinical placement: Introduction. 
 

Two data sets were collected for Phase 4: (1) student reflective journals (data 

collection No. 6), written during the students’ final clinical placement at the end of their final 

year; and (2) semi-structured interviews (data collection No. 7), conducted with participants 
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at the end of the osteopathic course. Two separate analytical techniques were applied to the 

student reflective journals: analysis of the level of reflection displayed in the writing and 

thematic analysis to discern important themes. The interview transcripts were analysed 

thematically. Detailed discussion of the two analytic methods was presented in Section 3.8.2. 

Consideration of the research questions was an important factor while examining the 

student journals for important themes and level of reflection. 

The research questions that guided this phase of the research were as follows: 
 

• How do student osteopaths engage with critical reflective learning during their 

preregistration education? 

• How do near-graduate osteopaths perceive critical reflection? 
 

• What are student recommendations to facilitate reflective practice? 
 
 
 

5.3.2 Findings from analysis of student reflective journals: Data collection No. 6. 
 

Three core themes and a number of subthemes were discerned from the thematic 

analysis of the students’ reflective journals (see Table 5.3). The themes reflect the students’ 

perceptions of their experience of learning during their final clinical placement. The findings 

indicate that the students used their reflective journals in two ways: (1) to assess and learn 

about themselves as final-year students in relation to the multifaceted domains of clinical 

practice and (2) to develop strategies to improve their clinical knowledge and skills including 

personal qualities to enable ethical and empathetic patient care. At the heart of each theme 

was the process of learning, which, from the findings, appears to have resulted in transformed 

thinking and behaviour for many students. The findings reveal an evolution in the students’ 

ability  to  critically  analyse  their  current  situation  as  a  means  to  enabling  autonomous 

decision-making and practice. 
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Table 5.3 

Themes and Subthemes from the Analysis of Student Reflective Journals: Phase 4 
 

Core theme Subthemes and context 

Learning about self to 
enable autonomous 
practice 

Developing an awareness of making assumptions about others 

Discovering personal characteristics that negatively affect learning 

Evaluating personal and professional growth 

Learning to communicate 
effectively 

Gaining patient trust to direct positive outcomes and patient 

compliance 

Being honest and direct, using tact, empathy and respect 

Learning to take 
responsibility and 
manage consultation 
environment 

Being prepared and punctual 

Asking for clarification and direction from supervisors 

Guiding and mentoring student observers 

Developing skills to intervene without embarrassing others 

Managing difficult patients, complex situations and uncertainty 

 
 

The student reflections, at this final stage of their education, demonstrated a more 

concerted effort to identify the assumptions that underpinned their experiences. Realising 

the circumstances for which they would be responsible provoked many students to focus their 

reflections on evaluating their knowledge and skills and considering how they might prepare 

themselves to deal with difficult or unfamiliar situations. Thematic analysis indicated that for 

most students this was a period of intense positive change and excitement. It was evident 

from their reflections that through the process of reflection they had developed a broader 

sense of themselves as they explored their own professional and personal characteristics and 

how these aligned with their future role of osteopath. For many, there was a sense of 

empowerment and a self-directed sense of self, which they harnessed to prepare for 

autonomous clinical practice. 
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In contrast, a small number of students (n = 2) continued to express concern that they 

may not be adequately prepared to run their own clinic or self-direct. Their concerns included 

(1) not feeling confident about selecting the appropriate treatment technique once a 

diagnosis had been made, (2) not being able to complete a treatment within the allocated 

time and (3) not possessing the required skills to gain patient trust, enhance compliance and 

deal with difficult or aggressive patients. Each theme will now be discussed in detail. 

 
 

5.3.2.1 Theme 1: Learning about self to enable autonomous practice. 
 

As emerging novice clinicians, these student osteopaths reflected on the fact that they 

would soon be practicing as independent osteopaths. A number of students expressed 

concern that they may not be sufficiently prepared for autonomous practice. This concern is 

highlighted by the fact that the majority of osteopaths in Australia are primary-care 

practitioners who work in private practice and therefore must assume full responsibility for 

all aspects of patient care. (See Section 1.2.2.3 for a detailed discussion of this point). Such 

practice settings require practitioners to be confident, competent and self-reliant and to 

possess the capacity to make independent decisions on a daily basis. At least in the initial few 

years of practice, most other allied health professionals work within the hospital and 

community-health setting under a hierarchical management and support system. 

This first theme thus describes how the students’ used their reflection to self-assess 

their level of competence and to align their patient-management skills with the competency 

norms prescribed by the program: completing patient consultations within the allocated 

timeframe, including taking a thorough case history; developing a differential diagnosis; 

having  a  working  knowledge  of  screening  tests  and  treatment  techniques;  and   having 

effective communication skills. The analysis also revealed that the students at times used 
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their reflections to uncover assumptions they had made about patients, including identifying 

their own biases reminiscent of outmoded beliefs. 

In one of the reflections submitted by Tim, stereotyping patients on initial contact was 

an issue of which he had become aware. In his reflection, Tim referred to his parents and how 

recognising the values they modelled had helped him to learn about himself. 

Recently I became aware that I have a tendency to stereotype patients 

when I meet them and very often my initial judgements are not right. I  

had to think a lot about this because I had conflicting assumptions. I even 

discussed it with my mother, which helped a lot. I realised I was judging 

patients based on their appearance and demeanour—on many levels— 

education, wealth, before knowing anything about them. I did struggle 

with trying to understand if this stereotyping was not part of being an 

observant professional. So much of our training is learning to make 

decisions or at least a working diagnosis based on our observation. This 

realisation was a bit painful because my parents have always valued 

fairness and honesty and quite frankly I don’t think it’s fair to the patient. I 

have started coaching myself about this and although I think it’s quite 

natural to do a quick screen of a patient, but being aware that there’s 

definitely going to be lots of faults in that initial judgement. So I try to 

remain open and try not to hold on too tight to those initial impressions so 

that I can be open to learn as much as I can from the patient. It’s a form of 

respect. (Tim, Week 5) 
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One student, Matt, reflecting on a recent patient consultation, discussed his concern 

about taking too long to cover the full treatment. He used his journal reflection to plan how 

he could maximise benefit to the patient within the given consultation timeframe by carefully 

refocusing priorities and by reflecting-in-action, using directed clinical reasoning: 

One of the challenges at this stage is distinguishing less from more 

significant areas that are contributing to the patients presenting 

complaint. At this stage it still takes me a considerable time to diagnose 

and treat and provide the patient with the necessary information they 

need. I only had time to do part of the treatment with less than ideal 

results. There were two main assumptions that I was making that created 

this situation—that I could do ‘everything in one treatment’ and that I 

would come across as more competent if I did an extensive treatment. 

Basically I didn’t want the patient or the supervisor to think I had missed 

anything. I know this is wrapped up in my perfectionism. Given that time 

was likely to be an issue treating all the areas of concern, I should have 

more carefully selected the areas to treat and planned a follow up in a few 

days. (Matt, Week 3) 

Matt acknowledged his assumptions, including his concern to appear competent, 

especially in the eyes of the patient and the supervisor. Fook and Gardner (2007) point out 

that reflection can be a powerful vehicle for the development of confidence and for certainty 

in decision-making through the process of understanding one’s ‘reluctance to risk failure 

because of the expectation of perfection’ (p. 5). 
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The following reflective account is an example of how through reflection it is possible 

to gain perspective that can lead to transformed practice (Cranton, 1996; Mezirow, 1990). 

Katie, due to a lack of self-confidence and to inexperience, struggled to gain the necessary 

information from her patient, and she feared how this may have played out had she been in 

practice on her own. On reflection, she felt disappointed with the way she had reacted, feeling 

she had let her patient down due to her assumption that she was too young to continue to 

question her patient. As she developed her reflection, Katie began to plan a more proactive 

approach for the follow-up consultation: 

I was recently overwhelmed when faced with a lady seeking treatment for 

shoulder and neck pain who had previously been diagnosed with breast 

cancer. In the history taking, when I asked about tests post-mastectomy, 

she replied with ‘let’s not talk about that’. I think it’s because of being so 

young that I didn’t feel I could continue questioning her about it. When I 

later reflected on the consultation, I became very disappointed with 

myself as I know that I should have carefully questioned her. The reason 

was that I didn’t feel confident in my abilities. What if I had been in my 

own practice and I ignored such a ‘red-flag’? Before her next treatment I 

thought carefully about how to approach the subject . . . I asked her if she 

would consider having a check-up with her doctor before the next 

treatment and she agreed. (Katie, Week 5) 

In her reflection, Katie explored her inexperience and her desire to learn. She 

recognised the limitation of her approach to the patient. She sought advice from her 

supervisor and through her reflection planned how she would approach her patient. This   is 
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an example of what Mezirow (1990) refers to as ‘transformative learning’(p. 18), where 

reflection provided Katie with insight and empowerment to problem-solve. 

Although many students used their reflections to evaluate their learning needs, 

negative interpretations were not the only motivating stimulus for reflection on their current 

level of autonomy. For some, impending graduation stimulated reflection on the degree to 

which they had grown—personally and professionally—during the course. There was 

evidence that some students recognised the extent of the learning they had achieved, with 

statements such as ‘I feel ready, I can’t wait to get out into my own practice’ (Tye) and ‘we 

have been well prepared to start our own practice’ (Rose). 

 
 

5.3.2.2 Theme 2: Learning to communicate effectively. 
 

Many of the students mentioned communication as a key area for improvement. They 

recognised, through reflection, the powerful influence of effective communication on patient 

satisfaction, enabling the practitioner to gain information from the patient, which in turn 

leads to an improved diagnosis, ongoing treatment and patient compliance with patient 

education and exercise prescription. Fundamental principles that underpin effective patient 

care focus on the importance of the patient–practitioner relationship (Thomson et al., 2014). 

Patient outcomes have been linked to the quality of this relationship, in particular the 

communication skills of the practitioner (Kenny, 1999; Platt & Keating, 2007). However, not 

all practitioners are innately good communicators. In the following reflection, Tim discusses 

how he struggled to communicate distressing news to a patient and how, after reflecting on 

the situation, he engaged his supervisor in a dialogical reflection to learn how to communicate 

in similar future situations: 
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Reflecting back on the situation, it did not go well, I could tell that the 

patient was unhappy with the way I delivered the news. I don’t think I 

handled it well. I took this reflection to my supervisor to gain some 

perspective on how I could have communicated differently. We both 

agreed that I really didn’t explain myself well enough, I withheld bits of 

information that were essential for him (the patient) to really understand 

what I was saying. I wasn’t trying to be dishonest but I wasn’t upfront like 

I usually am. This led to more reflection and questions and I believe I 

communicated in a round-about-way because I like him and didn’t want 

to upset him. With my supervisors support I phoned him and explained 

myself more clearly. He was pleased I’d phoned and felt relieved to get the 

full picture as only getting some of the facts had left him worried. (Tim, 

Week 4) 

Informing a patient of news can be upsetting for both the patient and the practitioner 

(McGuigan, 2009). Tim, in the above reflection, recognised his inability to communicate 

effectively with his patient and that this inability had affected the patient. Tim then used the 

awareness he gained from his reflection to improve the outcome for the patient. This is a 

clear example of how reflection assists students to develop reflective practice and is similar 

to the findings from a study by Cooper et al. (2005), in which the authors used reflective 

journaling to explore student nurses’ cognitive and emotional responses to clinical placement. 

The study found that reflection helped the student nurses ‘see the patients’ perspective’ and 

to become aware of the ‘vulnerability of patients’ (Cooper et al., 2005, p. 295). 
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5.3.2.3 Theme 3: Learning to take responsibility and to manage the consultation 

environment. 

Reflection can be a powerful trigger for developing awareness about oneself (Fook & 

Gardner, 2007). A number of students recognised the consequences of their own and others’ 

errors of judgement during clinical placement. This realisation prompted feelings of 

uncertainty and of the need to be better prepared. In addition to skills development, this 

theme highlights the students’ growing awareness of and efforts to inculcate the professional 

qualities, attitudes and behaviours expected of them as responsible practitioners. In their 

reflections, students identified four individual/groups that they felt were affected by their 

ability—or lack thereof—to take responsibility for the consultation environment: self; clinical 

staff, including supervisors; student peers; and patients. There were a number of 

commonalities between student reflections regarding these areas of responsibility. These 

commonalities included being aware of the effects of stress on behaviour; demonstrating 

respectful behaviour; adopting the role of guide and mentor to student observers; and 

dealing positively and empathetically with difficult patients, complex situations and 

uncertainty. 

Students reflected on how, for this final placement, there was an expectation, more 

so than for previous placements, to exert a level of control, both during the consultations and 

when preparing themselves for their clinic shifts to ensure their behaviour did not negatively 

affect patient care or the smooth running of the clinic. Kathrine wrote of the rippling negative 

effect of her lateness and her lack of readiness—on herself, her patient, other students and 

clinic staff: 

I had tried to fit too many things in before clinic and when I arrived there 
 

was an air of panic and four different people told me that my patient had 
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already arrived. I still needed to change, organise myself and collect the 

patient’s notes. I felt like I was at risk of losing control and snapped at the 

innocent receptionist who was just doing her job. One of my colleagues 

pulled me aside and reminded me to breathe. (Kathrine, Week 4) 

Through her reflection on the incident, Kathrine made the connection between being 

late, rushing and feeling stressed. Further, she realised that her stress negatively influenced 

her interactions with other people: 

Reflecting on my behaviour I recognised that when I’m rushed I get 

anxious and irrational. It is therefore my responsibility to arrive to clinic 

with enough time to prepare myself for the consultation and to respect 

my colleagues and patients. (Kathrine, Week 4) 

During their final clinical placement, the majority of students became aware of their 

seniority and of the expectation that they model good practice and mentor the third-year and 

fourth-year students who were observing or assisting in the consultations as part of their early 

clinical experience. By critically appraising their own clinical experience as neophytes, many 

were motivated to assist students who were in the early stages of clinical placement: 

I remember the nervousness and lack of confidence in the first 

placement—realising the change (progress) is very reassuring and gives 

the confidence a boost. It’s now such a pleasure to be able to assist the 

fourth years with aspects of patient care to help them see the big picture. 

(John, Week 2) 



221  

In the following reflection, Lawrence became aware of his dual responsibilities— 

towards patients and student observers—and of the need to develop skills to intervene when 

required without embarrassing others: 

I needed to reflect on how to manage an overenthusiastic observer who 

kept asking the patient personal questions unrelated to the consultation. I 

decided that before the next shift with that student I would speak to them 

tactfully so as not to dampen their enthusiasm but to help them 

understand the rights of the patient and the practitioner boundaries in a 

consult. (Lawrence, Week 5) 

Later in the same reflection, Lawrence re-evaluated his position and decided on an 

alternative approach that would benefit more students: 

In future I think we should use the clinic tutorial as a means to educate the 

whole clinic group, discussing, what’s the appropriate protocol for 

observers to abide by when observing a consultation? This method is 

better than singling out an individual. (Lawrence, Week 5) 

A number of students used their reflection to monitor the impact of their thinking and 

actions on patient care. Although the students still had the support of the clinic supervisors, 

as final-year students they were expected to be more proactive in assuming responsibility for 

their decision-making and clinical reasoning related to the patient case. Rose described how 

she dealt with a crisis related to a patient: 

During the history the patient requested spinal manipulation for her 

condition. There were strong indicators that the patient could be 

osteoporotic. I decided that due to the risks to her vertebra, spinal 
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manipulation was contraindicated until a bone scan ruled out 

osteoporosis. When I explained my treatment plan to her, she became 

very abusive and offensive stating that without manipulation the 

treatment would be useless. I tried to console her and then excused myself 

and went to speak to my supervisor who I was hoping would speak to the 

patient. The supervisor agreed with my diagnostic reasoning but asked me 

to return to the patient and to clearly explain my rationale again. 

Reassured of my reasoning I spoke to the patient again about my reasons 

for choosing an alternative approach. I realised how vulnerable she must 

have felt to react in such an irrational manner and I learnt so much about 

remaining calm and professional even in such an awkward situation. 

(Rose, Week 8) 

The use of this reflective learning tool (student reflective journal) at this final stage of 

the students’ education provided a means for them to evaluate their readiness and to take 

the necessary steps to gain the required knowledge and skills to enter practice. The findings 

indicate that the majority of students felt prepared for clinical practice but acknowledged 

they were still learning. For some, their impending graduation stimulated reflection on the 

degree of personal and professional growth they had undergone during their osteopathic 

education. Recognition of this growth created a sense of security in their ability to work 

autonomously and an eagerness to commence their new career. A small number, however, 

were still questioning their ability to manage patients on their own and were contemplating 

the pros and cons of future employment in an associate position6  under the guidance of   an 

 
 

6 Graduate osteopaths can choose to work as a sole trader or enter into an employee contract as an associate 
under the management and guidance of an experienced osteopath. 
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experienced practitioner. In the reflection that follows, Matt was struggling to decide on the 

most appropriate work situation after graduation: 

Do I have the level of skill required to go out on my own straight after 

completion of my course? If I consider the skills I have developed in 

comparison to my peers [already covered in a previous reflection] I think 

I’m lagging behind. More to the point, at this time I have little confidence 

in my abilities and lack the ‘faith’ necessary to establish and develop a 

successful practice. Add to this the almost overwhelming coherence in the 

advice from my teachers: it is advisable to work in an established practice, 

as an associate, to build up skills and learn about clinical practice, with the 

possibility of mentoring or advice from experienced practitioners. (Matt, 

Week 6) 

 
 

5.3.3 Level-of-reflection in student reflective journals: Data collection No. 6. 
 

A second stage of analysis, using the LOR scale (Kember et al., 2008), identified the 

level of reflection displayed in each student’s reflections. Each student electronically 

submitted one journal entry per week for 12 weeks (n = 144), in which they explored critical 

issues encountered while undertaking their final clinical placement in preparation for 

autonomous practice. No word limit was set for the journal entries, but most students 

submitted between 250 and 500 words. Although the journals were not graded, they were a 

requirement for an overall grade to be awarded for the clinical unit. In my role as lecturer I 

reviewed the journals and provided feedback to the students. 
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Only after the journals had been returned to the students and grades awarded were 

the participants invited to contribute their reflections as data for this research. Students were 

assured that the contents of their journals would remain confidential and that they may 

withdraw from the study at any time without consequences. For a detailed discussion of the 

ethical considerations for the use of student materials as data and the measures taken to 

protect the students, see Section 3.4. 

Each journal entry was classified by the highest level of reflection demonstrated in the 

student’s writing. The overall level of reflection for each student was the level of reflection 

attained in the majority of that student’s journal entries. To ensure rigour in the analysis, a 

random selection of the journal entries was assessed by three analysts: the researcher (me), 

the research supervisor and an academic colleague. As each journal entry was read, it was 

assessed for evidence of the highest level of reflection as described by Kember et al. (2008) 

(see Section 3.8.4). 

Analysis showed that all students attained a level of reflection at Level 3 or Level 4 at 

this stage (completion) of their course (see Figure 5.2). The findings indicate that the students 

as a group were engaging in deeper levels of reflection than in the previous journal writing 

exercises used as data in each preceding phase (see Figure 5.3). 
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Figure 5.2. Level of reflection in student reflective journals: Phase 4. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 5.3. Level of reflection in student reflective journals across all four phases. 
 
 
 

A wide spread across the age groups attained Level 4 (see Figure 5.4). Noteworthy is 

that representation for the +45 group were only at Level 4. 
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Figure 5.4. Level of reflection in student reflective journals by age group: Phase 4. 
 

 
Findings for level of reflection in Phase 4 demonstrate that the number of students 

employing the highest level of reflection (Level 4: critical reflection) increased by 60% 

compared with the previous phase of this research. The formula to calculate change increase 

is % change = (new value – old value)/old value x 100. This percentage increase must, 

however, be interpreted against the small number of students and the fact that the 

reflections are student self-reports. The absolute change was 25%. There was no difference 

in level of reflection detected between genders, when taking into account the greater 

representation of males in the student cohort (see Figure 5.5). 
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Figure 5.5. Level of reflection by gender: Phase 4. 
 
 
 

Of note was the level of reflection demonstrated consistently by one of the younger 

female students. The level of reflection she achieved in each of the three data sets was the 

highest on the Kember scale (Level 4). This is an interesting finding because there is some 

evidence in the literature that increasing age and life experience correlates with a deep 

approach to learning and higher levels of reflection (Lake & Boyd, 2015). Although the small 

participant numbers do not permit definitive correlation, I was intrigued by this finding, which 

prompted the question: what confounding factors could explain this student’s consistent 

engagement with higher levels of reflection? 
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5.4 Semi-Structured Interviews: Introduction 
 

Osteopathy as a profession needs reflective practitioners. 
 

(Tye, interview comment) 
 
 
 

This section reports on the findings from the final data collection for this case study 

research. Individual one-hour semi-structured interviews were conducted with 10 students 

who volunteered to be interviewed. An interview question guide of 16 questions (see 

Appendix G) was framed around the following research subquestions: 

• How do near-graduate osteopaths perceive critical reflection? 
 

• What are student recommendations for facilitating critical reflection? 
 

Although the use of a set of pre-designed questions ensured all participants were 

asked their opinion on the same topics, the semi-structured nature of the interviews allowed 

flexibility to follow trajectories in the discussion. The aim of this phase was threefold: (1) to 

discover the student’s own subjective understandings—that is, their perceptions of reflection 

and reflective practice; (2) to gain an understanding of the ways in which reflection and 

reflective practice had influenced the students’ professional education; and (3) to receive any 

suggestions from the students about ways to improve the reflective learning strategies 

embedded in the curriculum. Methodological ethical considerations related to the use of 

interviews for data collection have been previously discussed in Section 3.4 and Section 

3.8.1.6. 
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5.4.1 Findings from interviews: Data collection No. 7. 
 

Analysis of the interview transcripts was directed by the research questions identified 

three key themes that were deductively developed from the interview questions: 

• Perceptions of critical reflection and reflective practice 
 

• Experiences of critical reflection in the curriculum 
 

• Suggestions to enhance the experience of learning reflective practice. 
 

The findings reveal that the participants possessed a clear, well-considered perception 

and understanding of the meaning of reflection and reflective practice. According to the 

student’ self-reports, the students believed that engagement with the reflective learning 

strategies had contributed at least in part to their personal and professional development, 

which had led to improvement in their approaches to clinical practice and patient care. The 

findings further suggest that the students’ prolonged engagement with the various reflective 

learning strategies in both the preclinical and clinical components of the course had resulted 

in an appreciation of the value of critical reflection as a way of learning, not only as students 

but also as future health professionals. Additionally, the findings summarise a number of 

concrete suggestions from the students to enhance the value of the reflective learning 

component of the course. Each theme will now be discussed in detail. 

 
 

5.4.1.1 Theme 1: Perceptions of critical reflection and reflective practice. 
 

When attempting to help students master the complex skill set required to be a 

reflective practitioner, it is important to know whether students share the same 

understanding of reflection and reflective practice. The first two interview questions asked 

about  the   students’  perceptions  of   reflection   and   reflective  practice,   including   their 

understanding of the purpose of this aspect of their education. 
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The first question asked the students to define reflection in light of their own 

experience of it, and the second question asked what use they had made of the critical- 

reflection learning strategies. The definitions provided by the students were a mix of personal 

interpretation and apparent learnt responses. From some student responses, it was evident 

that the student was speaking from their own experience; however, in a small number of 

instances I was struck by the formulaic response provided, which prompted further 

questioning to ascertain the student’s own interpretation. 

The students perceived critical reflection and reflective practice as an essential 

component of osteopathic education. A summary of the students own comments and 

interpretation of their experience of engaging with reflective learning in the course are shown 

in Table 5.4. In responding to the request ‘Now tell me in your own words what your 

experience of reflection has been’, the students expressed a sense of confidence that I 

thought contrasted with the hesitancy with which they offered their definition of reflection. 

It appeared from their comments that reflection was a familiar and trusted part of their 

thinking and learning process. This sense of ease in describing their experience of reflection 

and reflective practice was shared across all interview respondents, even those who had 

found reflection challenging. 
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Table 5.4 

Summary of Student Comments Related to Engaging With Critical Reflection 
 
 

 
Summary of student comment 

 
Excerpt from interview transcript 

 
Holding a mirror to myself 

I’ve discovered some of my weaknesses and strengths as a 

person and a practitioner. 

 
Learning for change 

It’s been such a good learning tool for me - it’s changed me. 

I’m more focused, I now think before I speak or act. 

 
Learning about self 

I’ve learnt about myself - it’s made me stop myself from 

making a fool of myself. 

 
Journey of self-revelation 

It made me look inside myself, I think I found somebody else 

to who I thought I was - a better me. 

A way of re-evaluating 
experiences 

Re-evaluating what I’ve done and how it’s impacted, and 

then evaluating what other options I had. 

Looking at the underlying 
context of experiences 

Looking at what happened based on my beliefs and I guess 

my values. 

 
Learning about myself 

Keeping track of my experiences. It’s given me the chance to 

explore my beliefs—why did I behave in a certain way? 

 
A method to think deeply 

I now go to a deeper level to look at the underlying 

motivation of what I do. 

Looking back on what I did I use it to look back on what I’ve done, was it appropriate. 

Aligning actions with values 
A process of asking myself if my actions gel with my values. 

 
 

From the thematic analysis of the students’ reported experience and understanding 

of reflective practice, three primary constructs and a number of associated concepts were 

conceived (see Table 5.5). Constructs are the mental abstractions that we use to explain ideas, 

people, things, actions and situations. A construct is usually a few words, or perhaps just one 

word, that describes the meaning we are trying to convey. For example, the words ‘age’, 

‘gender’ and ‘height’ are constructs that describe the common meaning we accord to facets 



232  

of people or animals. Some constructs are self-evident and observable (e.g. age), while others 

are complex and difficult to measure or explain (e.g. holism). The constructs of critical 

reflection and reflective practice presented here were proposed by the students in response 

to the interview question, ‘How would you define reflection and reflective practice?’ 

 
 

Table 5.5 

Constructs Related to Reflective Practice as Conceptualised by Student Osteopaths 
 

Primary construct of reflection Associated concepts 

A way of learning Evaluating the outcomes of actions 

Exploring aspects of experience 

Bringing together theory and practice 

Self-critique/assessment Questioning responses, reactions and motives 

Contextualising responses in light of personal values 

Discovering and re-examining values 

Looking at oneself from different perspectives 

Thinking deeply to expose motivational factors 

Taking action for future learning and 

improved practice 

Considering hypotheticals and other options 

Improving clinical skills and reasoning 
 

 
 

 
 

Perceptions of reflective practice and of its purpose were consistent across all student 

responses. The following comments typify responses provided by the students during 

interview: 

Reflective practice is about critically reflecting on experiences and 

encounters that I have, looking at the underlying context that happened, 

based on my beliefs and, I guess, my values, but also, a deeper meaning of 

that situation and encounter. So for me, it’s been a lot about learning. 
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Stopping and thinking so that I can become a better practitioner and 

person. (Rose, interview comment) 

Rose in a further comment described how learning to reflect had become a cherished 

practice that she had incorporated into many facets of her life. 

I didn’t realise that it [learning to reflect] was going to be so important. I 

didn’t realise that I would be utilising it as much as I do, and I find even in 

conversations that I have with my peers, even if they’re not set up as my 

critical friend, I think that we reflect quite deeply about things. I didn’t 

realise when I first started this how deeply ingrained the practice was 

going to become. (Rose, interview comment) 

In the next two responses the students identified how they used their reflections to 

examine their thinking and the values that underpinned their experiences. 

Reflective practice for me is about holding a mirror to myself and my 

thought processes, looking at what is behind what I did. (Lawrence, 

interview comment) 

Reflective practice is the ability to critically reflect on experiences, to 

question responses to situations, and to contextualise in the light of 

personal values and beliefs. (Matt, interview comment) 

From the analysis of the interview data, it was evident that one of the core purposes 

of reflection for these students was to instigate a process of meaningful learning. Meaningful 

learning in this context refers to learning that results in an understanding of new knowledge, 

concepts and  skills that  can  be  related to  previous  experience  and  future  situations,  as 

opposed to rote learning of facts (Dewey, 1938; Mezirow & Associates, 2000). There was 
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evidence that they achieved this through the process of self-critique, their aim being to 

expose and explore different perspectives and hypotheticals. Self-critique was emphasised by 

most students as an important precursor to learning—that is, learning about oneself through 

identifying and exploring the values and motives that underpin decisions and courses of 

action. An example of this process comes from Lawrence as seen in the next comment. He 

clearly identifies not only the process of self-critique as a basis to his learning, but also 

articulates how this process contributes to improved patient care. 

I used critical reflection to see what my motives were in a given situation, 

why I did this, why I reacted the way I did, why I missed something. I’m 

continually trying to understand and learn more about myself and how I 

think, so I can make better decisions about the patient’s diagnosis and the 

best treatment. (Lawrence, interview comment) 

Development of a model of reflection in osteopathy 

 
From the students’ portrayals of reflection, it appears that learning is an iterative 

process of critical assessment of the self in context of experience. The interactive nature of 

the constructs of reflection derived from analysis of the student data—learning, self-critique 

and taking action to improve practice—implies that the students believed critical reflection 

to bepivotal to the process of learning and of developing expertise. 

The participants’ conceptualisations of reflective practice are consistent with the 

underlying concepts found in the literature of other health professions, as discussed in the 

literature review (see Chapter 2). For example, Donaghy and Morss (2000) suggest that the 

profession of physiotherapy incorporate the definition from Boud et al. ( 1985a) resulting in 

‘the higher order intellectual and affective activities in which physiotherapists engage to 
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critically analyse and evaluate their experiences in order to lead to new understandings and 

appreciate the way they think and operate in the clinical setting’ (Donaghy & Morss, 2000, p. 

13). 

 
 

5.4.1.2 Theme 2: Student experiences of critical reflection in the curriculum. 
 

All participants thought that the reflective learning strategies contributed to both 

their personal and professional development. The key benefits to their development included 

increased confidence in decision-making and clinical-reasoning ability, increased empathy 

and increased coherence between theoretical knowledge and its applied relevance in 

practice. 

 
 

5.4.1.2.1 Increased confidence in decision-making and clinical-reasoning ability. 
 

In the interviews, several students discussed how the process of critical reflection had 

increased their confidence when making clinical decisions. For example, Jarad reported 

gaining confidence through the process of reflecting on his tendency to become ‘mechanical’ 

and ‘overconfident’ in his approach to patient consultations: 

There was a situation recently where I was thinking, ‘this is easy’. I then 

reflected on this and starting thinking ‘Am I falling into a mechanical 

pattern or habit?’ Looking back over my treatment notes, they were all 

fairly similar, regardless of the patient presentation. If I wasn’t doing the 

reflection I probably wouldn’t have picked up on that. Ironically, I now I 

feel a lot more confident because I have checked my ‘overconfidence’. It’s 

helped me identify my patterns and then to broaden my patient approach. 

(Jarad, interview comment) 



236  

Another student, Matt, used his reflection to explore his lack of confidence: ‘I needed 

to reflect on the underlying assumptions I held about my level of ability.’ He also commented 

on the benefits of the activities and that he had personally experienced a ‘slow incremental 

evolution’ in his reflective thinking related to the complex nature of clinical practice. 

However, he also said he had become hypercritical of himself and that reflection ‘hasn’t 

necessarily clarified a lot of things, but it’s brought up a lot more questions, fuelled a lot more 

questions and driven me to look deeper into myself’. 

Reflection can be a challenge for students. Educators need to be aware of the possible 

risks for students that can result from deep personal contemplation. As can be seen in Matt’s 

comments in the preceding paragraph, one of the risks identified in this research is that of 

becoming hypercritical. As students become more familiar with the process of reflection, they 

may discover aspects of themselves that they are not equipped to manage. 

Tye used reflection in a novel way—planning and visualising future treatments in 

order to reduce performance anxiety. Such use of reflection supports Killion and Todnem’s 

(1991) concept of reflection-for-practice, an expanded interpretation of Schön’s (1987) 

reflection-in-action and reflection-on-action model, which guides future action through 

conscious planning: 

Reflection has opened up a whole new world for me. It’s helped me deal 

with my performance anxiety and gain confidence. For example, I’ve used 

reflection to map out a practice run of a treatment that I’m nervous about 

by rerunning how I previously dealt with a patient’s acute pain and then 

planning and visualising my new approach. (Tye, interview comment) 
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The issue of student practitioner self-confidence has gained considerable interest due 

to its potential impact for those involved in the clinical encounter. Kissinger (1998) suggests 

that students with ‘overconfidence’ may exhibit a number of undesirable characteristics that 

increase the likelihood of error: failing to consider alternative perspectives, failing to 

distinguish inferences from assertions, favouring positive over negative information and 

possessing unwarranted certainty. Together, these characteristics can lead students to draw 

conclusions too early and to make decisions based on insufficient information. Hoffman and 

Elwin (2004) suggest that overconfidence can lead to risk-taking and to working outside the 

prescribed scope of practice and, ultimately, to compromising patient safety. They further 

suggest that ‘those who are unaware of mental processes and who do not evaluate inferential 

knowledge critically tend to be overconfident and to exaggerate the extent of what they know 

is correct’ ( p. 11). Conversely, students who lack confidence have the tendency to withdraw 

and to reduce their interactions with patients and educators, further limiting both their 

learning opportunities and the potential to develop self-confidence because they fear 

appearing incompetent (Hoffman & Elwin, 2004). 

In their research, Hoffman and Elwin (2004) found that as scores for critical thinking 

increased among inexperienced nurses, levels of confidence decreased. They propose that 

this finding supports the proposition that critical analysis of clinical problems results in 

clinicians ‘spending more time searching for answers’ (Hoffman & Elwin, 2004, p. 11). The 

findings from this current research tentatively support Hoffman and Elwin’s proposition. 

Student osteopaths used critical reflection to check overconfidence, by re-evaluating their 

clinical practice—looking for signs of having arrived at a decision too hastily—and taking steps 

to refine their decision-making and clinical reasoning. 
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5.4.1.2.2 Increased empathy. 
 
 

Several students felt that reflection had increased their empathy with and 

understanding of their patients’ circumstances. Some spoke of increased empathy with 

patients only, whereas others could see an increase in empathy across all their interactions, 

including with friends and family. Empathy has been described as an appropriate 

understanding of another person, including of their perspective, brought about by evaluation 

and critical reflection of the context (Pedersen, 2008). In the following comment, Ange states 

that reflecting on clinical encounters had increased her empathy and listening skills: 

Reflecting on my treatments has made me stop and think about what I’m 

doing. It’s helped me learn how to connect with patients and what they’re 

feeling, not ignoring those deeper aspects and, you know, having more 

empathy has helped me focus on improving my connection with them. It’s 

also made me a better listener. (Ange, interview comment) 

The following comment by Lorinda suggests that reflection may indirectly affect 

patient enablement: 

By reflecting on my consultations, I’ve been able to dive more deeply into 

people’s emotions to understand the effect of their pain and dysfunction 

on their life. It’s influenced my level of empathy, which seems to help 

some patients accept that for their health to improve they need to work 

with me. (Lorinda, interview comment) 

Patient enablement has been related to patient perception of practitioner empathy 

(Mercer,  Reilly,  &  Watt,  2002).  Directly  linked  to  the  consultation  encounter,     patient 



239  

enablement refers to the extent to which a patient understands and copes with health issues 

and to their ability to take an active role in the management of their health. This includes 

following the practitioner’s advice regarding, for example, exercise, diet and other self- 

managed health-promotion factors. Neuroscientific models of empathy suggest that 

observing another’s state can activate a representation of that state in the observer, with its 

associated autonomic and somatic responses (Preston & de Waal, 2002). This suggests that 

empathetic responses may be activated through conscious attention to the experience of 

others. If such a theory is valid, and patient enablement is positively affected through 

practitioner empathy, it is reasonable to argue that a practitioner’s critical reflection on the 

experience of a patient may be a means of increasing patient enablement—that is, through 

the practitioner’s expression of empathy towards the patient. 

Previous research has suggested that engaging with critical reflection can positively 

affect changes in student levels of empathy. Such research involved the development of 

empathy in student nurses (Stockhausen, 2005, p. 11), medical physicians (Misra-Hebert et 

al., 2012) medical students (Godefrooji et al., 2010) and physiotherapy students (Delany & 

Watkin, 2009). 

 
 

5.4.1.2.3 Increased coherence between theoretical knowledge and its applied 

relevance in practice. 

The findings suggest that, for these students, reflection was an important aid to 

making connections between the vast theoretical knowledge learnt and its relevance in 

clinical practice. To make these connections and adapt their practice, learners require a 

means to consider the multiple dimensions of clinical practice. An important aspect of making 

these connections is testing out theories and hypotheses and developing  theories-in-action 
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that are more congruent with the reality of everyday practice (Argyris & Schön, 1974). Critical 

reflection provided the students with a platform from which to consider the underlying 

conceptual basis of professional and practical skills employed in consultations and to develop 

their own experiential knowledge: 

Reflection for me brings together theory and practice because I think 

we’re taught so much theoretically and then when we get into a clinical 

setting, it’s not always like the textbooks say; it’s not like it’s delivered in 

lectures. (Rose, interview comment) 

An important finding was that participation in the focus- group session and critical- 

friend discussions helped the students recognise that the perceptions they held about their 

readiness for clinical practice were often shared by their peers. There was evidence from the 

students’ comments that learning that others were experiencing similar self-doubts and 

challenges helped to alleviate their fears about their own current level of competency. 

 
 

5.4.1.3 Theme 3: Suggestions to enhance the experience of learning reflective 

practice. 

After four years of experience with the reflective activities, the students were eager 

to provide input to increase the value and effectiveness of the Critical Reflective Stream (CRS). 

Participants were unanimous in the opinion that the CRS should continue to be included in 

the curriculum and that critical reflection and reflective practice are essential to the education 

of osteopaths. The following list summarises the main suggestions: 

• Introduce the CRS, including critical-friend workshop, in first year. 
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• Embed reflective practice into the entire osteopathic course, commencing in 

first year. 

• Increase opportunities for dialogical reflection with peers and teachers. 
 

• Establish a critical-friend buddy system between third-year and fifth-year 

students. 

• Ensure students have access to and are aware of the available referral system 

to a counsellor or psychologist. 

The main student suggestions will now be discussed in detail. A key finding from the 

interviews is the recommendation by most (9 of the 10) respondents to introduce reflection 

at the beginning of the course. These students had been introduced to reflection in their 

second year of the course. The students offered a number of reasons for an earlier 

introduction: (1) extended exposure to, and practice of, reflection would result in increased 

engagement, deeper and more meaningful reflection and the development of a culture of 

reflective practice; and (2) the use of reflective workshops as potential icebreakers would lead 

to greater support within the student community. 

A number of students advocated starting reflective learning in first year as a means of 

building a culture of reflection into which first-year students be enculturated. Enculturation, 

according to Tuttas (2011), is a form of social learning that ‘involves becoming aware of and 

adapting to behavioural expectations’ that enables newcomers to fit into the culture of an 

organisation or profession (p. 24). The process of socialisation into any health profession 

includes the enculturation of entry-level students with the social norms, behaviours, values, 

language and is necessary for adaptation and participation in the profession. 
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For example, John suggested beginner students be enculturated early, so that they 

can build on and develop their reflective learning skills in preparation for meaningful 

reflection when they are in clinical practice: 

Start it [reflective learning] in first year so that by the time they are in the 

clinical situation they already know how to reflect meaningfully. 

Familiarise the first years with it, right at the very beginning of the course 

so they become enculturated early on. (John, interview comment) 

Ange in the following comment suggests introducing reflective learning early in the 

course as a means of legitimising a culture of reflection. From her comment, it is evident that 

she believes reflection to be a useful complement to the ‘heavily scientific’ components of 

the osteopathic course: 

I think introducing it [reflection] to students in first year would be a really 

great way to embed it in our culture as students, legitimise it, because 

we’re doing all this really heavily scientific course. We don’t really have a 

lot of time to explore that more personal side of ourselves as a 

practitioner. We need to reflect on our interactions with people. Once they 

get into the process, they’ll learn more about themselves and then they’ll 

be more willing to take it on board. That workshop we had in second year 

to introduce us to reflection was great. It was also a great icebreaker. Put 

it in first year. (Ange, interview comment) 

In the preceding comment, Ange highlights the need for students to explore that more 

personal side of themselves as practitioners, referred to in medicine and healthcare as 

‘professionalism’. The teaching of professionalism is a relatively contemporary innovation in 
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health practitioner education and is considered crucial for practitioners because it provides 

them with a ‘reference point against which to measure their capabilities and compare 

judgements’ (Levenson, Atkinson, & Shepherd, 2010, p. vii). Professionalism relates to a set 

of values, attitudes and relationships that underpin ethical professional practice (Royal 

College of Physicians, 2010). Separate from the technical skills, such as applying sports 

strapping to a patient’s injured knee, professionalism encompasses personal skills, such as 

‘communication (language, empathy, integrity, compassion), collaboration (responsibility, 

respect, duty), and continuous improvement (recognition of limitations, motivation to 

improve)’ (Kirk, 2007, p. 14). 

In the next excerpt, Tye expresses a strong desire for osteopaths to become reflective 

practitioners and uses the metaphor of repeatedly ‘stepping in a hole’ to characterise non- 

reflective practice. 

I think osteopathy as a profession needs reflective practitioners. If you 

don’t reflect and think deeply about what you did, you’re not going to be 

able to empathise, you’re going to continue to step in that same hole. I 

believe reflective practice has a place in osteopathic education from the 

start to the end. (Tye, interview comment) 

Tye continued, his rationale focusing on patient-centred care: 
 

Patients put their trust in you, they put their health in your hands and if 

you don’t reflect on that and how important that is for those people and 

how to treat them with all of your skills and empathy, it’s just not going to 

happen. It’s [reflection] an integral part of the entire education process. It 
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needs a space and has to become the norm. It needs a place in 

osteopathy. (Tye, interview comment) 

Embedding reflection from the beginning of the course was also suggested by Rose, 

who would like reflection to be accepted by students as a normative element of osteopathy: 

If it was introduced right at the beginning if it’s just part—and it’s 

encompassed into part of what you do as a primary healthcare 

practitioner, this is part of what we need to do, part of our requirements 

to develop professionally and personally. I think it would be a great help 

to new students to develop a critical friendship at the start of the course. 

(Rose, interview comment) 

Rose supports her recommendation to introduce, or as she puts it ‘enforce’, reflection 

into the curriculum by relating her positive personal experience of engaging with reflection 

as a student osteopath: 

I didn’t realise that this reflective work was going to be so important. I 

didn’t realise when I first started reflecting four years ago how deeply 

ingrained the practice was going to become. It’s so beneficial to my 

personal and professional development that I find that it’s second nature 

now. I really hope that it is enforced into the curriculum and the course so 

that it just becomes part of being a student studying osteopathy. This is 

part of what we need to do to develop professionally and personally. 

(Rose, interview comment) 

Together these findings not only suggest that these students support the need for 
 
reflection in osteopathy but they also raise the issue of professional identity in   osteopathy. 
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How do osteopaths see their role in the daily interactions with patients? Some research 

suggests the answer to this question gives osteopathic educators and regulators reason for 

concern. As mentioned earlier in this thesis (See section 1.2.3), research by Thomson et al. 

(2014), which explored the professional views and identity of a group of experienced 

osteopaths in England, found that many of the participants tended to identify strongly with a 

paternalistic or practitioner-based approach to patients. A practitioner-based approach to 

patient care is one that overemphasises the role of the practitioner. Thomson et al. (2014) 

believe that such a narrow view of practice results from a lack of reflection and ‘fails to 

connect the patients’ physical impairment to the patients’ social world and lived experiences 

necessary for a deeper understanding of the patients’ condition and perhaps most 

importantly, may fail to provide optimal patient care’ (p. 156). 

Attitudes toward taking time out of the technical learning to engage with personal and 

professional development can strongly influence a student’s willingness and level of 

engagement with reflection. As previously detailed, the profession of osteopathy has been 

slow to incorporate reflective practice into its philosophy and identity. Unlike nursing which 

has a well-established tradition of reflective practice, enculturation of reflective practice as a 

valued norm for osteopaths, has yet to be realized. The findings suggests that through 

exposure to the theory and practice of critical reflection these students developed a passion 

to see reflective practice established as an accepted practice capability for osteopaths. 

Therefore, a significant contribution of this thesis is that professional identity may be 

further developed for osteopaths through critical reflection—moving from a paternalistic ‘I 

know best’ approach to a client-centred approach, where the osteopath situates the practice 
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within a broader conceptual approach that incorporates the views and living world of the 

client. 

In addition to the suggestion to introduce the CRS in first year was the suggestion to 

use the critical-friend workshop as an icebreaker early in first year, enabling students to learn 

more about each other and to make connections. One student extended this, suggesting that 

students entering the clinical-placement component of their course be paired with fifth-year 

students as critical friends: 

More support—pair up a third-year student with a fifth-year student and 

get them to reflect together so the fifth-year can help extend the third- 

year’s knowledge and level of reflection. (Tim, interview comment) 

One student (Tye) spoke of the risk of reflection resulting in a hypercritical state of 

mind, and he suggested the use of feedback from a critical friend to stem such an effect: 

The feedback is essential and can stop any hyper-criticality; it can be 

stopped really simply with some feedback from a trusted audience. (Tye, 

interview comment) 

As evidenced by the following comment, hearing of the experiences of peers through 

class discussions and the focus-group session helped some students feel less alienated, as 

they learnt they were not alone in their experience of transition: 

We need more reflective discussions in classes. Looking back, I was very 

grateful for the focus group and the critical-friend workshop and 

meetings. But it is a shame we didn’t start it in first year. Listening to 

other people’s reflection was really good. I was surprised to learn that just 
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about everyone was struggling with the transition to clinic. (Lawrence, 

interview comment) 

Two students mentioned they disliked writing their reflections. On further 

questioning, it was revealed it was not the reflecting itself that they disliked but the time 

spent writing up the reflections. They felt this was a burden on top of an already heavy 

workload, and yet they both insisted that it was an essential part of the course if student 

osteopaths were to learn to ‘think for themselves’: 

As much as I didn’t like the idea of reflective writing, I do acknowledge its 

benefits; it did change my way of thinking. It does make you look at things 

differently. I think it should be introduced from the very start of the 

course. I’d argue that development of the emotional aspect of a 

practitioner is as important as the technical. The goal is to develop 

practitioners that are open, who can think for themselves and, you know, 

because the context seems to be changing a lot at the moment, so to be 

open and to be willing to change, to see different truths. I think it’s 

beneficial. (John, interview comment) 

Due to a number of factors related to staffing and timetabling, the CRS has been 

commencing at the beginning of second year; however, a redesigned curriculum now embeds 

a set of reflective learning activities into the first-year curriculum. This new curriculum will be 

introduced in 2017. 

Finally, Matt’s suggestion to make students aware of the availability of a counsellor is 

important. Although a number of notices about such a service are on the university website, 
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a brief but explicit notice has also now been added to all guidelines for reflective activities, as 

follows: 

This subject contains information and activities that some students may 

find challenging. If at any time students are distressed they are 

encouraged to contact the Counselling Service. The University offers 

students Counselling Service that aims to encourage academic success 

and to assist students to increase their enjoyment of study and University 

life, by helping to reduce the effects of stress and anxiety caused by 

study, personal or family pressures. Professional counselling staff are 

located at [all campuses]. Services are free and confidential, and 

Counsellors are friendly and caring. Visit: [website address provided] for 

more information. 

 
 

5.4.2 Summary of Phase 4 research findings. 
 

Phase 4 of this research sought to investigate factors related to two research 

questions. First, it sought to discover the participants (osteopathy students) understanding of 

reflection and reflective practice. Second, it sought to explore how these students used 

reflective learning strategies as near graduates and to hear their suggestions for improving 

student engagement in the course. 

The students at the time were undertaking the final clinical placement of their five- 

year course. Such a setting is ideal for the development of the reflective practitioner because 

it is ‘a setting designed for the task of learning a practice in a context that approximates a 

practice world’ (Schön, 1987, p. 87). The findings suggest that at this stage of their education, 
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the majority of the students used their reflective journals to evaluate their readiness for 

autonomous practice and to take the necessary steps to learn about themselves and improve 

their skills and knowledge to enable independent practice. They focused their learning on 

some key areas: identifying outmoded habituated responses (including the associated 

underlying values and beliefs); acknowledging their roles as senior students and taking 

greater responsibility for their own behaviour, patient care and the smooth running of the 

clinic environment; and developing interpersonal communication skills, with particular care 

when dealing with ambiguous or uncertain situations. 

Previous research has identified similar themes from final-year medical, nursing and 

physiotherapy students. Ramli, Joseph and Lee (2013) analysed the reflections of 26 final-year 

physiotherapy students. They found themes related to self-evaluation of patient–practitioner 

relationships and communication skills. These themes are consistent with the theme 

‘Learning to communicate effectively’ found in this research (see Section 5.3.2.2). In a similar 

study by Kok and Chabeli (2002), final-year nursing students found reflective journaling a 

means of self-evaluation, intellectual growth and self-awareness. This finding is supported in 

this research by the theme ‘Learning about self to enable autonomous practice’ (see Section 

5.3.2.1). Developing a capacity for critical reflection has been acknowledged as a necessity if 

students are to become ‘autonomous, expert problem solvers’ (Barnett, 1995, p. 46). 

Additionally, an important goal of adult education and a core attribute of transformative 

learning is ‘greater autonomy in thinking’ (Mezirow & Associates, 2000, p. 29). The findings 

of this research suggest that through the use of critical reflection this cohort of student 

osteopaths developed their ability to think autonomously by critiquing their practice to 

uncover alternative perspectives and approaches to a problem (Merriam, 2004). Additionally, 

the analysis  of  interview  data  suggests that  by the end  of  their course  the  students had 
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developed a well-informed understanding of the definition and purpose of reflection. From 

these findings, an emerging definition of reflective practice in osteopathy was proposed. 

 
 
5.5 Summary of Findings Across All Phases 

 
The findings from student written reflections and interview transcripts map a 

developmental journey across the four phases of this research. There is evidence of an 

increase in the depth of the students’ reflections across the progression of the course and 

evidence of transformed thinking based on the students’ growing awareness, both of their 

underlying assumptions and of the complexity of clinical practice. In their first reflective 

journal entries, the students reflected on uncertainty, insecurity and self-doubt regarding 

their abilities and suitability for a career in health. Then, in an in-depth reflective essay, they 

focused their reflections on significant issues related to ethics and personal and professional 

growth. Next, they reflected on their transition from student to student practitioner, and then, 

during the final clinic placement, they reflected on building confidence, establishing 

autonomy and taking responsibility. Based on the known concepts of reflective practice, these 

findings indicate a steady growth in the students’ reflective-practice skills (see Figure 5.6). 
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Figure 5.6. Percentage of students who demonstrated Level 4: Critical reflection Years 2–5. 
 

 
The findings show that as the students progressed through the course, an increasing 

number developed their level of reflection from descriptions and rudimentary understanding 

of issues to the deeper levels of reflection and critical reflection. By the end of their fifth year, 

67% of the students demonstrated reflective ability at Level 4, compared with 17% when in 

their second year. More importantly, 100% of students demonstrated Level 3 or Level 4 

reflective ability at the end of their fifth year. For a student’s reflection to be classified as 

‘critical reflection’, it needed to show evidence of an examination of deeply held beliefs and 

a recognition of the influence of these beliefs on the issue or event central to the reflection. 
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Chapter 6: Discussion 
 
 
 
 

6.1 Introduction 
 

Reflection and reflective practice are widely promoted in the medical and healthcare 

professions as a means of increasing practitioner self-awareness and professionalism. 

Reflection brings an increasing ‘attention to self within the practice, [and] an awareness of 

patterns of thinking, feeling and responding to situations’ (Johns, 2013 p. 3). This awareness 

fosters critical inquiry and improves decision-making (Norrie, Hammond, D’Avray, Collington, 

& Fook, 2012; Olckers et al., 2007; Platzer, Blake, & Ashford, 2000). Despite these widely 

promoted benefits, a review of the literature showed an absence of research on reflective 

learning strategies in osteopathic education. 

Based on the proposition that critical reflection was important for the development 

of reflective practice in student osteopaths, I embedded a set of reflective learning strategies, 

referred to as the Critical Reflection Stream (CRS), into the osteopathic course at an Australian 

university. This research evaluated the effectiveness of the CRS. Informed by the available 

literature, the propositions for this research were as follows: 

• Students who practise reflective learning activities will develop their capability 

to critically reflect on evidence, demonstrated by an increase in both their level 

of reflection and an active questioning of their beliefs, values and assumptions, 

leading to improved learning. 

• The results of this research will inform future improvements for the reflective 

program. 
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The student cohort in this research was given a series of reflective activities and tasks 

as they progressed through the second to fifth year of their course. Data from these activities 

was collected (with the students’ consent) and analysed using two qualitative research 

techniques. 

The purpose of this research was to understand how student osteopaths engage with 

reflective learning. To guide the research the following research question was asked: 

How do student osteopaths engage with critical reflective learning during 

their preregistration education? 

In addition to the primary research question, a number of subquestions were asked in 

each of the four phases (Yin, 2009). These subquestions (see Figure 6.1), which developed 

during each of the phases, enabled a more contextualised understanding of the phenomenon 

under study (Corbin & Strauss, 2008). 

This chapter presents a discussion and interpretation of the key findings from this 

research. First, I present an overview of the research findings in the context of the primary 

research question and a discussion of the key findings. Second, I discuss the contributions, 

implications and limitations of this research. Finally, I present my recommendations for 

incorporation of reflective practice into other osteopathic curricula and offer my suggestions 

for future research. 
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RESEARCH FOCUS/PHENOMENON OF INTEREST 
The use of critical reflection by student osteopaths in their 

pre-registration education 
 
 
 
 

PRIMARY RESEARCH QUESTION 
How do student osteopaths engage with critical reflective 

learning during their pre-registration education? 
 
 
 
 
 

 
PHASE 1 

How do second-year student 
osteopaths engage with critical 

reflection? 
Data collection: 

Reflective journals 
University guidelines 

PHASE 4 
How do near-graduate 

osteopaths perceive critical 
reflection? 

What are student 
recommendations to facilitate 

reflective practice? 
Data collection: 

Interviews 
 
 

PHASE 2 
How do students engage with 
critical reflection when asked 

to identify a key critical 
incident? 

Data collection: 
In-depth reflective essays 

PHASE 3 
How do students engage with 
critical reflection during the 
transition from classroom to 

clinical placement? 
Data collection: 

Clinical reflective journals 
 
 
 
 
 
 
Figure 6.1. Summary of the primary research question and subquestions and the data sets 

used in each research phase. 
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6.2 Summary of Findings in Context of the Primary Research Questions 
 

The key findings suggest that the inclusion of reflective practice in osteopathic 

education is a way to draw students’ attention to their learning needs in the areas of technical 

and professional competency. This section summarises the key findings in the context of the 

primary research question. An in-depth discussion of the key findings follows in Section 6.3. 

 
 

6.2.1 Student osteopaths’ engagement with critical reflection during their 

preregistration education 

The findings from this research suggest that engaging with reflective learning was an 

important way for the student osteopaths in this research to enhance their learning and 

develop deeper levels of critical reflection and self-awareness. The findings from the data 

analysis also indicated that reflection was a useful process for this cohort of students to 

develop an awareness of the strengths and deficits in their learning approach. This awareness 

appears to have led to personal and professional development. 

As the students’ level of reflection increased, so too did their awareness and 

understanding of the influence that their attitudes, assumptions and actions can have on 

themselves and others—including patient care. The cumulative findings of this four-year 

research study provide evidence that the level and depth of student reflection improves over 

time, suggesting that reflection is a skill that can develop with practice. Although there was 

evidence to indicate that a small number of students had a natural tendency towards higher 

levels of reflection, the ability to critically reflect for most students required repeated practice 

over an extended period. 
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A consistent finding across all phases of this research was the students’ reports that 

the use of reflection enhanced their learning: learning about self, learning about the 

relationship of self to practice and the instigation of learning to improve practice. The 

findings, along the same trajectory as these areas of learning, highlight the crucial theme of 

learning about patient–practitioner boundaries and relationships. The issue of boundary 

dilemmas in healthcare environments is important for all health professionals (Fronek et al., 

2009). In osteopathy, practitioners need to reflect on this significant issue because of the 

close one-on-one interactions between practitioner and patient, which can lead to 

emotionally intense therapeutic relationships. The findings from the analysis of the student 

reflections indicate that many students were using their reflections to explore and 

understand the complexity and responsibilities inherent in their role as a health practitioner. 

Examples include working with power imbalances, gaining and maintaining patient trust and 

dealing with communication complexities, including misunderstandings and ethical 

boundaries. The students provided examples of how they used their reflections to critically 

analyse their thoughts, feelings and reactions in light of ethics, patient needs and their own 

personal values and assumptions pertaining to professional boundaries. 

 
 

6.2.2 How critical reflection assists students to develop reflective practice. 
 

Reflective practice is a higher-order competency in numerous health professions. 

Central to this core competency is the ability to self-assess, which contributes to the health 

practitioner’s capacity to make reasoned judgements in complex and varied scenarios 

(American Association of Colleges of Nursing (AACN) & Association of American Medical 

Colleges (AAMC), 2010; AOAC, 2015). The Cleveland Clinic Lerner College of Medicine defines 

reflective practice as a ‘demonstrated habit of analysing cognitive and affective experiences 
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that results in the identification of learning needs, leading to integration and synthesis of new 

learning’ (Isaacson et al.2008, p. 82). This definition and the competency frameworks align 

well with the findings of this research, where students indicated that they used their reflective 

process for self-assessment, questioning of their beliefs and values, questioning of the status 

quo, and development of their professionalism and ethical awareness. 

Further, based on the constructs used in higher education to describe approaches to 

learning, the findings indicate that engagement with reflection encouraged the students to 

apply a deep approach to their learning. This was demonstrated by some of the themes 

resulting from analysis of the students’ reflections, such as ‘taking action to identify and 

address learning needs’ and ‘developing awareness of making assumptions about others’, 

whereby the students made efforts to understand the underlying meaning of their 

experiences and to examine their own thinking processes (Biggs, 1999). Deeper approaches 

to learning and higher levels of reflection are not the same thing (Kember, 2001); however, 

when students employed higher levels of reflection, especially critical reflection, there was 

evidence of deep learning. Biggs (1999) suggests that students’ ability to learn depends on 

their level of engagement with experience. Expressed as a continuum, level of engagement 

can range from the more-passive processes of memorising and describing, referred to as 

‘surface learning’, to the active processes of relating, reflecting, applying and theorising 

necessary for deep learning (Biggs, 1999, p. 59). There was evidence in the findings from this 

research that reflection increased the students’ motivation to learn and their engagement 

with learning. 

In answering the question, ‘How do student osteopaths engage with critical reflective 

learning during their preregistration education?’the findings suggest that engagement with 

reflection for these student osteopaths was a catalyst for  increasing their reflective capacity 
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as evidenced by an increase in their level of reflection over the duration of the course. 

Additionally, the students reported that engaging with critical reflection enhanced their 

learning and ability to critically question their practice, which often included an appreciation 

of the moral and ethical implications of their thoughts and actions, all of which led them to 

take action to improve practice. 

 
 
6.3 Discussion of Key Findings 

 
Each of the following subsections provides a more-detailed discussion of the key 

findings as they relate to the development of reflective practice in student osteopaths. 

 
 

6.3.1 Increase in reflective capacity. 
 

The findings from this research provide evidence of an increase in reflective capacity 

for all students in the final semester. At that stage of their education, all students were found 

to be engaging at the two highest levels of reflection (Level 3: reflection; Level 4: critical 

reflection) according to Kember et al.’s (2008) level-of-reflection scale. Findings based on the 

level-of-reflection categorisation criteria indicated that the students carefully re-examined 

their interpretations of their experiences and questioned the validity of their current thinking 

and values. Many identified inconsistencies in their espoused beliefs, which prompted them 

to seek clarification and guidance from external sources, including from supervisors, peers 

and the literature. Also evident was a change in perspective (Level 4: critical reflection), with 

students recognising that ‘deep-seated, and often unconscious, beliefs were no longer 

supported’ by their new perspective (Kember et al., 2008, p. 370). For some students, this 

remained a plan of action for the future, possibly because they were experiencing ongoing 
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questioning (Level 3: reflection). Others, however, discussed in their reflections how they had 

remediated their assumptions and transformed their practice (Level 4: critical reflection). 

These findings suggest that reflection can be learnt. Notwithstanding the argument 

that reflection is a challenge for students and that it takes some time to develop critical 

reflection (Clouder, 2004), the idea that reflection can be learnt has similarly been confirmed 

by previous research (Chirema, 2007; Duke & Appleton, 2000; Epp, 2008; Wald & Reis, 2010). 

For example, Duke and Appleton (2000) found that the reflective capacity of student nurses 

who were using written reflections improved significantly from one semester to the next, 

suggesting that ‘reflection is developmental’ (p. 1566). This research had similar findings. 

During the early phases, the student journals mostly demonstrated a descriptive approach to 

reflection, with only 16% of students accessing deeper levels of reflection to gain 

understanding of the agendas influencing their current state. In the final semester, the 

findings from clinical reflections showed that the number of students employing the highest 

level of reflection (Level 4: critical reflection) had increased by 60% since the previous phase 

of the research. These findings also support the findings from research involving nursing 

students in the UK (Chirema, 2007) and medical students at Harvard (Branch, 2005). Chirema 

(2007) suggests that ‘student writing can be used as evidence for the presence or absence of 

reflective thinking’ and that ‘journals are a useful tool for promoting reflection and learning’ 

(p. 192). 

Findings from the semi-structured interviews at the end of the course show that most 

students reported that a sustained, repeated engagement with the reflective learning 

approach had increased their ability to reflect. The students attributed a better understanding 

of themselves and of their approaches to clinical practice and patient care to reflection. They 
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were confident that reflection had been instrumental in helping them examine their practice 

from a critical perspective. 

In this section I have argued that the development of reflective capacity in students in 

this research was incremental over time. Although causal relationships are not proven, it is 

plausible to attribute the development of reflective capacity to engagement with the 

reflective curriculum—at least to some extent. Further research is needed to validate this 

finding. 

 
 

6.3.2 The use of reflection to question the validity of beliefs and values. 
 

Of note in this research was the questioning by some students of the place in 

osteopathy, of non–evidence-based approaches to patient care. Several students used their 

reflections to examine their beliefs around the value to and of the profession continuing to 

teach and sanction approaches that have no evidence (or dubious evidence) of efficacy and 

that cause division within the profession. The theme ‘challenging prevailing practices’ 

highlights the students’ concern about the differing interpretations of osteopathy they 

encountered while on clinical placement. This finding echoes the ongoing debate and division 

within the osteopathic profession surrounding the variations in practice style and underlying 

philosophy. This is an area (see Section 1.2.2.2) that has received attention in the recent 

osteopathic literature (Fryer, 2008; Sommerfeld, 2008; Spadaccini & Esteves, 2014; Thomson 

et al., 2014), with calls for osteopathic educators and regulators to encourage students, 

educators and registered osteopaths to engage with reflection and critical thinking as a means 

of examining the ethical issues involved and the impact on the profession and on patient care 

of advocating controversial approaches. 
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Prompted by discussions in class about the concept of evidence base and the 

uncertainty of their belief in the efficacy of some osteopathic theories and techniques, these 

students undertook their own research and experimentation into varying technique 

rationales by applying differing techniques during consultations and then evaluating the 

subjective and objective patient clinical outcomes. The students reflected on the plausibility 

of the proposed theoretical basis of the techniques and the ethical implications of promoting 

them in their own practice. This is an example of what Fryer (2008) calls a ‘pragmatic 

approach’, where a critical (but not cynical) approach to outdated osteopathic practice and 

theory is adopted (p. 59). Fryer (2008) recommends osteopathic staff and students use 

reflection to evaluate the current theory and practice of osteopathic techniques and 

modalities, and when no evidence of efficacy can be found, Fryer (2008) recommends these 

techniques be abandoned and replaced with approaches with known benefits to patients. 

Such an approach, however, requires ‘a willingness to change’ (p. 60). Based on the findings 

from this current research, it is contended that for some students the sustained reflective 

learning strategies evoked a questioning and critical state of thinking towards these exact 

issues, prompting their own investigations. These findings provide an example of reflective 

practice in student osteopaths presumably aided by engaging with critical reflection. 

Findings from Phase 4 indicate that the students also reflected on the inconsistencies 

and variations in treatment styles and procedures recommended by attending clinical 

supervisors for use during the students’ final placement. As discussed in Chapter 1, the 

profession suffers from the lack of a definition of what constitutes good practice, evidenced 

by the absence of a scope of practice for osteopaths. Using clinical reflections, this cohort of 

student osteopaths engaged with some elements of this debate. There was evidence that  a 

number of students were able to critically analyse and to some extent form new insights into 
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some of these issues. For example, three students expressed their explicit intent to make use 

of evidence-based approaches to patient care but to remain open to the possibility that future 

research may provide evidence of efficacy for approaches that currently lack such evidence. 

 
 

6.3.3 The use of reflection as self-assessment. 
 

Two consistent themes that arose in the findings across all four phases were self- 

assessment and evaluation of experience as a means of learning. Initially, this was related to 

skill level, but in later phases there was evidence among the students of increased ability to 

focus and of growing motivation to question and critically analyse their reactions to 

experiences and underlying assumptions. For most students, this led to a greater 

understanding of themselves, of how their perceptions of professionalism and health were 

formed and of how these affected their current experiences. Self-assessment and critical 

evaluation of one’s practice—essential for reflective practice (Fook & Gardner, 2007)—is an 

important aspect of learning to become an ethical and empathetic health professional, 

especially in relational professions, such as osteopathy, where patient–practitioner 

relationships play a vital role in patient satisfaction and enablement (Williams, Frankel, 

Campbell, & Deci, 2000). 

One of the important outcomes of reflection that the students highlighted in the 

interviews was the process of self-assessment. They reported that this process of self- 

assessment provided themwith insight into their personal strengths and weaknesses, 

motivating them to continue to seek ways to develop and improve. Students described a 

number of strategies they were instigating to improve or modify their skills level. Some of 

these strategies were as simple as creating a revision plan. Others were more complex and 

involved—for  example,  researching  the  theoretical  foundations  of  osteopathy,  sourcing 
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guidance and making a conscious effort to enact more-appropriate behaviour. There were 

also examples in the student reflections of students attempting to transform their beliefs or 

attitudes after recognising that their current attitudes did not meet the professional 

standards required of a student health practitioner. 

Research undertaken by Isaacson et al. (2008), in which medical students used 

reflective writing over a period of five years, also found a relationship between student 

reflection and personal and professional growth. Isaacson et al. (2008) insist that reflective 

writing is ‘one of the most powerful and concrete ways’ (p. 88) for a student to reflect; 

however, they do acknowledge—and based on the findings reported in this thesis, I agree 

with their sentiments—that students can initially find reflection a challenge. 

In the first phase of this research, the process of self-assessment was a challenge for 

most students as they gradually comprehended the complexity of the course and the 

associated demands on their academic and personal resources. Some questioned their 

suitability for a career in health, while others questioned their ability to complete the course. 

As the students continued to use their reflections to develop strategies for effective learning, 

they made explicit references to their personal and professional growth—most notably in 

relation to professionalism and self-regulation. Self-regulation in this instance refers to the 

ability to self-monitor and to instigate remedial action to improve behaviours, actions, 

understandings and attitudes. These findings resonate with several other studies that found 

that beginners reflect mostly in a descriptive and superficial manner and therefore concluded 

that students need time to develop a reflective capacity (Carson & Fisher, 2006; Jasper, 2003; 

Williams & Wessel, 2004; Williams et al., 2002). 

Recognition  of  gaps  in  their  skill  level,  theoretical  knowledge  and  personal  and 
 
professional  development  motivated  many  students  to  extend  their  reflections  to    the 
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experience of uncertainty and doubt resulting from the recognition of these gaps. In most 

instances, the students formulated remedial strategies. Others went to their peers, the 

literature and expert practitioners to increase their understanding. These findings support 

one of the proposed uses for reflection as discussed in the literature—that is, for learners to 

return to an experience to better understand it (Mann et al., 2009). It also supports Schön’s 

(1983) claim that reflection is often directed at problem-solving. 

Findings from the thematic analysis of the students’ reflections in Phase 3 (fourth year 

of the course) showed that most students used their reflections to manage the challenges 

and ‘transition shock’ associated with the more demanding master’s course. In particular, 

their reflections focused on adapting to a more self-directed mode of learning and the 

increased responsibility for patient care required at this stage of their clinical placement. 
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6.3.4 Student perceptions of the use of reflection: Professionalism and ethical 

practice. 

The findings also revealed professionalism to be a frequent focus in the student 

reflections. For health and medical practitioners, professionalism refers to a broad set of 

skills, attitudes, values and behaviours expected of health professionals and that are 

underpinned by concepts such as honesty and personal integrity, accountability, adherence 

to ethical codes of conduct, discretionary judgement and maintaining competence in the field 

of practice (Blackmer, 2007). Examples in the student reflections included recognition of 

unprofessional behaviour and attitudes that have an impact on others. This included patients’ 

rights and taking responsibility for actions that had negatively affected patients or others 

involved in the clinical setting. In some instances, students attributed to their engagement 

with reflection a radical change in their core beliefs associated with professionalism. The 

student reflections included explicit examples of improved patient care resulting from actions 

initiated as a result of amended beliefs. 

A student’s capacity to consciously improve their approaches to patient care is 

inextricably linked to the student’s awareness that a change is needed. Many of the students 

commented that if they had not had the opportunity to reflect on how they were progressing 

in their clinical placement, they might not have become aware of the direct influence of their 

actions on patients and on others. Several students remarked on how reflection had resulted 

in their ability to be more patient-centred and provide improved treatment for their patients. 

Having the capacity to change requires motivation to take the necessary steps (Hays et al., 

2002). It is reassuring to note that the students were motivated to reflect on their lack of 

certainty and were confident in questioning themselves and taking action to address any 

shortcomings in their practice. These are similar findings to those in research conducted  by 
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Donaghy and Morss (2000) in which student physiotherapists used reflection in clinical 

practice to gain an understanding of and amend their implicit personal theories related to 

patient care. Research conducted by Wessel and Larin (2006) also found reflection to be a 

valuable tool for student physiotherapists to examine the impact of unethical behaviour on 

patients’ wellbeing. 

 
 

6.3.5 Student perceptions of factors that facilitated or inhibited reflection. 
 

Structured, detailed reflection guidelines and repeated practice of reflection were 

valued by the students. Early in the research, it became evident from the student reflections 

and from comments made by the students that they would require more mentoring and 

guidance for the subsequent reflective learning exercises. As highlighted (see Section 4.3.1), 

most of the students’ early reflections did not demonstrate reflective capacity. The initial 

guidelines for reflection that were provided to the students were limited because I was 

interested to know whether any of the students possessed an innate reflective ability and I 

wanted to capture a baseline level of reflection for each student and for the group. 

As the students progressed through the course, they were provided with instructions 

with more details and support in the form of detailed guidelines, exemplars, reflective 

workshops, reflective tutorials and feedback. Data from the student interviews confirmed 

that clear expectations and guidelines for reflection as well as constructive feedback were 

important factors that facilitated the students’ engagement with reflection. However, 

individual students expressed differing preferences with regard to the most useful resources 

to facilitate their reflective process. Most students praised the reflective workshop in which 

they were first introduced to the theory of reflection, followed by small-group dialogical 

reflection guided by a set of questions, as the single most helpful strategy for learning how to 



267  

critically reflect. The students’ preference for developing the depth of their reflection was 

shared equally between two strategies: (1) individual written reflection and (2) dialogical 

reflection with either a critical friend or supervisor. 

Although my decision to provide the students with guidelines with more detail was 

prompted by the generally low levels of reflection in their early reflections and student 

requests, there are differing opinions in the literature regarding the use of guidelines and 

models to promote reflection. Some authors suggest that providing students with structured 

guidelines may hamper the students’ reflective process (Coward, 2011; Turner & Beddoes, 

2007). In justifying their decision not to provide nursing students with structured guidelines, 

Turner and Beddoes (2007) maintain that ‘students have an untapped potential to construct 

work that is both creatively and imaginatively expressed when they are given minimal 

instructions on how to go about engaging in the business of learning’ (p. 137). Contrary to this 

opinion, Bain et al. (1999) found that a lack of instruction or guidelines for reflection 

hampered students’ efforts to reflect at higher levels. 

The issue of disclosure of personal and sensitive issues in the reflections was of 

concern to a number of students. Although the students were reassured that their reflections 

would remain confidential, some explicitly requested that I not share their reflections with 

others because the subject matter may affect their relationship with their peers or with other 

educators. This, I believe, was a perfectly reasonable request, and it alerted me to the 

potential risks for some students of disclosing personal information, including the risk of 

inhibiting reflection. The later guidelines recommend students not include in their reflections 

sensitive material that they do not feel comfortable sharing, including details pertaining to 

illegal or very personal matters. 
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Requiring students to undertake reflection and then expose the work to others is a 

complex responsibility that necessitates reflexivity on the part of the educator. One student 

expressed an unusual concern. It was not related to withholding due to issues of disclosure 

as highlighted by previous research (Vivekananda-Schmidt et al., 2011); rather, this student 

had realised that they had expected me to provide a form of professional counsel in the 

feedback I was providing. My review of the literature did not locate any dealing with this issue. 

I felt challenged by the prospect that my feedback could be interpreted as professional 

counselling as I do not have the training or skills. Discussions with colleagues and my personal 

reflection on the issue prompted me to speak openly with the student about this and to 

suggest they seek, if appropriate, counselling from one of the experienced professionals on 

campus readily available to the students. The student was grateful for the advice and 

suggested that counselling be formally incorporated as part of reflective learning. 

 
 

6.3.5.1 Assessing Student Reflections. 
 

Assessing student reflections and assigning a mark as part of a grade is another aspect 

of reflective learning that requires further research to gauge whether assessing student 

reflections is useful. Only the reflective essay were assigned a mark that contributed to the 

final grade. Assessment was not, however, of personal values or the content theme but of the 

process of reflection. Student reflective work submitted as part of the master’s course (the 

final two years of the course) was not marked, but I did provide feedback. My reasoning not 

to grade any of the reflections submitted during the latter stage of the course related to my 

trust in, and knowledge of, the student’s commitment to reflection, together with my 

reservations about the value of assessing student reflective work. I spent some time reflecting 

on this issue—whether or not to assess the students’ reflective writing—without arriving at 
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a firm opinion. Comments from students indicated that many welcomed receiving a mark. 

The reason they offered for this was fairly straightforward: a non-graded assignment carries 

less legitimacy as meaningful learning, which, effectively discourages some students from 

making the required effort to complete the assignment. Aware of this opinion, I set the 

reflective essay (Phase 2) as a graded assessment: first, because it asked of the students a 

significant workload and, second, because the reflective journals submitted in Phase 1 

showed that the students were engaging predominately with lower levels of reflection. I 

reasoned that assigning a grade would encourage the students to engage with higher, more- 

critical levels of reflection. 

In the literature, there is both support for and opposition to the practice of assessing 

student reflective work. Some of the support is based on the idea that assessment provides a 

means of identifying the effectiveness of educational strategies (Plack & Greenberg, 2005) 

and that assessment motivates students to effectively complete the task (Chaffey et al., 

2012). However, some decry the practice, arguing that assessment of such personal material 

is counterproductive (Boud, 1999; Boud, 2001; Hargreaves, 2004). Boud (2001) points out 

that when students write their reflections in the knowledge that they will be assessed, there 

is a risk that they will ‘demonstrate what they know and disguise what they do not know, an 

attitude that is quite opposite of that required for reflection’ (p. 16). It is important that 

educators are fully cognisant of the effects of assessment on student motivation and context. 

As Boud (2010) advises, ‘assessment practices should be judged from the point of view of 

whether they effectively equip students for a lifetime of assessing their own learning’ (Boud 

& Associates., 2010). 

While assessment may be counterproductive to encouraging meaningful reflection, 

appropriate and timely feedback can be a motivator for students to learn (Boud & Molloy, 
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2013), and I am of the opinion that constructive personable feedback on reflection can be a 

positive motivating factor for students to engage with deeper levels of reflection. This is 

because the insight that feedback can provide has the potential to encourage students to 

continue the reflection process (Hays et al., 2002). Student comments from online, 

anonymous, university-hosted student-feedback surveys confirmed that the students in this 

research did appreciate feedback on their reflections; however, there were no comments 

related to grading of the reflective essay. Further research is needed to understand the more 

complex considerations for use of assessment with reflective learning activities. 

 
 

6.3.6 Students’ perceptions of reflection. 
 

The findings from the semi-structured interviews conducted at the end of the course 

revealed that this cohort of students expressed a clear, well-considered perception and 

understandings of the meaning of reflection and reflective practice. They stated unanimously 

that the reflective learning approach was a fundamental element of meaningful learning. This 

was demonstrated by their increasing engagement with higher levels of reflection and their 

ongoing commitment to critically analyse their performance in clinical placement. They spoke 

of how reflection had increased their understanding of themselves and had contributed at 

least in part to their personal and professional development, which they believed had led to 

improvement in their approaches to clinical practice and patient care. In the interviews, 

students identified reflection as a means to self-critique—that is, they used reflection to 

identify deficits in their learning as well as to explore the values and motives underpinning 

their decisions and courses of action. The students readily provided examples of how 

reflection had benefited their personal and professional growth. 
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Findings from the students’ written reflections also provide an understanding of how 

the students perceived reflection. In addition to providing evidence of an overall increase in 

the level of reflection, many students—within or as an addendum to a reflection or in the 

anonymous online student feedback survey—expressed their appreciation for the 

opportunity to learn the process of reflection as part of their course. The following example 

is taken from the online anonymous feedback survey for this cohort at the end of their final 

semester: 

This [reflection program] has taught me professionalism, interpersonal 

skills, the importance of empathy, the value of and how to critically self- 

reflect and much more. I feel I have benefited not only as a student but as 

a whole being in all areas of life. (Anonymous student feedback from an 

online university survey) 

Currently, there is no other research reporting on student osteopaths’ perceptions of 

the factors that affect the development of reflective skills or reporting on their experience of 

engaging with reflective learning. There is, however, considerable research from a number of 

other health professions that sought students’ views of their experience of learning reflective 

practice (Brackenridge, 2007; Chong, 2009; Trede & Smith, 2012; Vivekananda-Schmidt et al., 

2011; Williams et al., 2002). Findings from these studies, which involved students from 

radiation therapy, nursing, medicine and physiotherapy, show that the students’ perception 

of learning reflective-practice skills was that it was a positive and enriching experience that 

contributed to their development of a questioning approach to practice (Trede & Smith, 

2012). In the research reported in this thesis, students were unanimous in their support of 
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the inclusion of reflective learning in the osteopathic course, insisting it is essential for the 

profession that osteopaths engage with critical reflection. 

Concerning the strategies used in the course, the majority of students agreed that 

reflective writing was a useful tool for developing their reflective capacity. However, the 

findings revealed that the effect was not equal for all students. Two students commented 

that initially they could not see the benefit of writing their reflections but with more-detailed 

guidelines, repeated exposure and practice they became grateful for the opportunity to stop 

and think about who they were and what they were thinking and doing. A student who did 

not enjoy the process of writing stated that although he had found the reflective process 

essential to his professional growth and would continue to critically reflect, he doubted he 

would use a written format. 

When students were asked whether they would like to offer any suggestions for 

improving the reflection component of the course, most students interviewed suggested that 

strategies to promote reflection should commence at the beginning of first year. Some 

suggested pairing first-year students with fifth-year students as ‘critical friends and mentors’. 

 
 
6.4 Proposed Model and Definition of Reflective Practice in Osteopathy 

 
Based on the key findings from this research as implied by the students’ experience of 

engaging with reflection over four years, I propose a preliminary conceptual model and 

definition of reflective practice in osteopathy (see Figure 6.2). The findings showed that 

reflection provides the opportunity to explore the complex dimensions of experience by: 

evaluating the outcomes of one’s thoughts and actions, self-critiquing those outcomes in light 

of one’s values and assumptions, connecting personal and professional knowledge to current 
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practice, considering the possibility of alternative perspectives and ways of acting and being, 

and using such knowledge to improve practice. 

This model of reflective practice in osteopathy, infers a cyclical and interactive process 

underpinned by critical reflection on experience. The six stage process requires the individual 

to critically examine an experience in light of the complexity of clinical practice, previous 

knowledge, new knowledge gained from the experience, others and the literature and one’s 

unique frame of reference. While there is a lack of clearly measureable outcomes related to 

the learning and practice of critical reflection cited in the literature, generally the students in 

this research reported that critical reflection was useful for professional and personal 

development and life-long learning. The evolvement proposed by this model indicates that 

critical reflection is the foundation of skill development for lifelong learning through a process 

of becoming a self-directed autonomous learner. This appears to be more likely to develop if 

the experience of engaging with critical reflection during practitioner education is fruitful and 

if critical reflection is seen to be a valuable part of learning. This view is supported in the 

findings presented here and by a report published by the American Association of Colleges of 

Nursing (AACN) and the Association of American Medical Colleges (AAMC) (2010), which 

provides recommendations for health professionals’ lifelong learning and continuing 

education. Key components of the construct ‘lifelong learning’, as suggested by the report, 

include self-reflection and self-assessment and critical appraisal of practice (American 

Association of Colleges of Nursing (AACN) & Association of American Medical Colleges 

(AAMC), 2010, p. 6). 
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Figure 6.2. Model of reflective practice in osteopathy. 
 
 

Models provide insight into otherwise difficult to comprehend processes by providing 

abstract representations of reality (Fortuin, Van Koppen, & Leemans, 2011). The model of 

reflective practice in osteopathy was conceived by linking the propositions for this research, 

my extensive clinical experience and the research related to reflective practice from other 

health disciplines with the findings from this longitudinal research. The model represents a 

sequence of interconnected cognitive processes that are involved in a critical evaluation of 

experience. 

The purpose of this model is to demystify the concept of reflection and assist student 

osteopaths and practitioners to connect and engage with reflective practice. This is of 

particular significance in the profession of osteopathy, which currently lags behind other 

health professions with regard to research that provides an understanding of the process of 

reflective practice. 
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In addition to the model of reflective practice in osteopathy, I have developed a 

definition of reflective practice in osteopathy also based on the findings from this research. 

The definition confirms the roles of critical self-assessment and of critical analysis of 

experience in the development of reflective practice for the students in this research. 

 
 

 
 

Definition of reflective practice in  osteopathy: 
 

Reflective practice in osteopathy is the process of self- 

assessing and critically evaluating experience, including 

one’s underlying values and motives for action, in order to 

learn from experience and to improve future  practice. 
 

 
 
 

Other health disciplines, such as nursing and social work, have a long history of 

research in this area, which has resulted in detailed, thoughtful literature describing and 

analysing the theoretical and practical approach to critical reflection and reflective practice. 

The model (see Figure 6.2) and the definition presented here contribute to that discussion, 

extending the understanding of reflection and reflective practice and confirming previous 

findings. 

I acknowledge that the proposed model and definition are grounded from research 

involving a single cohort of student osteopaths. However, in support of the legitimacy of the 

model and definition of reflective practice in osteopathy, I draw attention to the longitudinal 

nature of this research and this cohort’s consequent experiences with reflective practice. 

Undoubtedly, much work remains to be done to validate and extend both, including   future 
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research involving multiple cohorts, practicing osteopaths, osteopathic educators and 

collaborative interdisciplinary groups. 

 
 
6.5 Implications Arising from this Research 

 
The findings from this research are significant for not only the profession of 

osteopathy but also for all health professions because they provide further empirical evidence 

of the usefulness of engaging with critical reflection to develop reflective practice. The 

findings have particular relevance for osteopathy educators, regulators and policymakers. The 

results provide new insights into osteopathic practitioner education by highlighting the role 

of critical reflective learning as a way to extend the learning of student osteopaths to include 

personal as well as technical competency. 

The findings demonstrate reflective learning as an important aspect of osteopathic 

education. Other osteopathic courses can draw from these findings to provide their students 

with a broader educational experience. The benefits for students will be the development of 

reflective-practice qualities—that is, the ability to critically analyse and regulate their own 

learning and professional development. While there is an abundance of literature from many 

health professions on reflection and reflective practice, I was unable to locate any research 

that described or evaluated reflective learning in osteopathy. It is acknowledged, however, 

that a ‘one-size-fits-all’ approach to teaching reflective practice is unlikely to be successful. 

Factors contributing to the need for a flexible approach include the following: 

• variations in the reflective disposition of students 
 

• cultural diversity in student groups 
 

• significant differences in the demographics of students 
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• differing levels of training and experience with reflective teaching and learning 

among academics 

• differing resources, including workload allocation for staff and students 
 

• variations in available space in the curriculum for specific reflective activities. 
 

A cursory approach to reflective learning will not benefit students or educators 

because such experiences have the potential to be frustrating and alienating, resulting in 

reflection being perceived as a futile exercise that takes up time and unnecessary effort. 

This thesis has examined reflective learning in a new context: osteopathy. In doing so, 

it confirms findings from previous research of the importance of embedding reflection in 

health practitioner education and provides a starting point from which educators can formally 

embed reflective practice in osteopathic courses and researchers can further the 

investigation into the theoretical and practical applications of reflective practice in an 

osteopathic context. 

Osteopathic regulators and policymakers can draw from the findings of this research 

to inform their work—in particular, with respect to the regulation and support of the inclusion 

of reflective learning strategies in preregistration and continuing professional education. This 

has the potential to improve osteopathic education in Australia and internationally. Such a 

move has implications for the future identity of osteopathy as a profession committed to 

critical appraisal and to evidence-based, patient-centred care. 

In this thesis, I have argued that providing students with the time, motivation and 

understanding of the necessity to engage with reflection supports them to develop the ability 

and disposition to think more broadly and comprehensively about the important issues and 

factors that affect their decisions and actions. Through engagement with reflective writing 

and  reflective  dialogue  as  part  of  their  prescribed  learning,  they  not  only  develop this 
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disposition but also the belief that deep reflective thinking is a legitimate, worthwhile and 

essential component of becoming a competent practitioner. As this ‘enculturation’ for the 

practice of reflection matures, so too do the skills to think more deeply, ethically and 

consciously—skills they can take into their clinical life. 

 
 
6.6 Limitations of This Research 

 
As with all qualitative research, this research had a number of limitations related to 

the data and to the circumstances of the participants. The subjective nature of participants’ 

responses and the effect of response bias was a concern throughout this research. ‘Response 

bias’ is a term used in the literature to describe a number of factors that may influence a 

respondent’s self-report of experience or thinking. Response bias may take the form of 

exaggeration, minimisation or falsification of information provided by participants in surveys, 

self-report documents and interviews. Distortion of response does not necessarily indicate 

dishonesty on the part of the participant because the effect can be unconscious. For example, 

‘demand characteristics’ refer to influences on a participant’s behaviour and responses that 

are the result of the participant’s knowledge of the the aims of the research or the 

researcher’s hypotheses (Nichols & Maner, 2008, p. 151). Nichols and Maner suggest there 

are three ways this knowledge may affect participants’ responses: ‘(a) Participants may 

respond by exhibiting behaviors designed to confirm the hypothesis, thereby serving as a 

good subject; (b) participants may instead respond by trying to disprove the hypothesis; and 

(c) the presence of demand may have no appreciable effect on participant responses’ (p. 152). 

Each of these possibilities is plausible. For example, just as participants may be motivated to 

help a researcher by acting as a ‘good subject’, resentment at having to participate in research 
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studies could lead participants to attempt to disconfirm a researcher’s proposition or 

hypothesis. Another possibility is that participants may instead attempt to ignore any demand 

and act naturally, thereby negating any potential effects of demand. The majority of data used 

in this research were self-reports in the form of student reflections and interview transcripts. 

It is therefore acknowledged that although a number of actions were taken throughout the 

research to mitigate the negative effects of potential response bias, the findings are 

nevertheless based on analysis of student self-reports. Of particular importance was the 

acknowledgement of the potential for asymmetrical power differences between myself and 

the students and the issue of generalisability of the findings from this research to other similar 

settings. To address and compensate for these limitations, I took a number of actions 

throughout the research as discussed in the following section. 

 
 

6.6.1 Asymmetrical power differences. 
 

Interpreting our students’ experiences is always influenced by the power differential 

that exists in the teacher–student relationship. Power differentials have the potential to bias 

[or prejudice] the research effort. Henry and Bruland (2010) refer to this imbalance as an 

asymmetrical power distribution. They caution that any research in which a teacher evaluates 

their students’ learning requires astute reflection on the part of the teacher to ensure that 

the asymmetrical power imbalance, as a confounding factor, is considered. I was acutely 

aware that students are keen to please their teachers, either to gain acceptance on a personal 

level or to influence assessment outcomes. Similarly, in my role of teacher and future 

colleague, I became increasingly aware of the risk of bias in my interpretations of the meaning 

in the students’ reflections. Such influences can affect the internal validity of research. To 

counter such risks to validity the following strategies were used: the use of a longitudinal 
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research design, ongoing updating of research theory and skills, the collection of multiple 

sources of data, member-checking to verify interpretations of the views expressed by the 

participants and analysis of data by myself and two independent data analysts. Additionally, 

I personally engaged with the process of reflexivity to monitor and address any potential 

personal bias by keeping a reflective research journal and by engaging in critical evaluation of 

the research protocol with experienced colleagues. 

Reflexivity on my own part was essential. Reflexivity is defined by Fook (2006) as ‘an 

ability to recognise our own influence and the influence of our social and cultural contexts on 

research, the type of knowledge we create, and the way we create it’ (p. 45). Commonly used 

in qualitative research, reflexivity is also considered a method whereby the researcher reflects 

on the research process as a means of checking the rigour of their research practices 

(Darawsheh, 2014; Kingdon, 2005). At a deeper level, reflexivity is a ‘focused reflection on 

one’s relative ability to be unbiased while also recognising and considering the effect of one’s 

existing biases on the research’ (McCabe & Holmes, 2009, p. 1520). In my own reflections, I 

questioned the motives underlying the students’ reports of their reflections. I asked myself: 

‘Is this truly the student’s perspective, or are they telling me what they think I want to hear?’ 

or worse, ‘Is my interpretation of what they are telling me merely what I want or expect to 

hear?’ I considered the potential for hidden agendas and assumptions—on my part as well as 

on the students’—related not only to my role as an educator but also to my role as a 

practitioner within the profession for which these students were studying to enter. At the 

commencement of this research, I was a new academic with no prior experience of teaching 

reflective practice. To gain an understanding of reflective practice and introduce the students 

to reflection, I invited a specialist reflective-practice educator to present the introductory 
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lecture and workshop, while I acted as an ‘apprentice’. From this beginning a reflective 

mentoring relationship developed. 

It is not always easy to be reflexive, and I was grateful to have such a ‘critical friend 

and mentor’ with whom I undertook many hours of dialogical reflection. With the help of her 

critical questions and perspective, I examined not only my values concerning validity in 

qualitative versus quantitative research—the topic of our collaborative conference 

presentation (McLeod & Fisher, 2010)—but also the assumptions I held about the 

controversies plaguing osteopathy and the influence of those issues on my interpretation of 

this research. 

From an ethical perspective, educators’ responsibilities are grounded in the theories 

of consequentialism and virtue ethics. This position of power means that I am ethically obliged 

to respect students as moral agents and acknowledge that students have the right to freely 

participate in learning activities and to question the role of these activities in their learning. 

Reflecting on the authenticity of the students’ responses sensitised me to the principles of 

coercive power and alerted me to the possibility that students desire to please me as their 

educator and future colleague was a possible source of bias in the collected data. It was clearly 

evident to the students that I was an advocate of reflective practice and that I was committed 

to incorporating reflective practice into the course. My efforts towards minimisation of such 

bias were through honest dialogue with the students. Further, as an educator it is my 

responsibility to minimise any possibility of harm associated with their participation in 

reflective activities. For each phase of the research, the students were fully informed of the 

objectives of the research and of any implications inherent in their participation, and they 

were assured that at any time they could withdraw their consent to participate. A full 
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discussion of the ethical and consent considerations for this research is presented in Section 

3.4. 

 
 

6.6.2 Generalisability in single-case research. 
 

The use of a single case is often seen as a limitation, the concern being that the 

features, characteristics and associations found in a single case may be unique (Yin, 2009). To 

address that concern within this research, a longitudinal case incorporating multiple data- 

collection over a number of time points was used. These time points were stages at which 

change was expected (Yin, 2009). Additionally, the research design of the single case was 

rigorous; this research was based on sound theoretical learning principles identified in the 

literature. For example, it is accepted that by providing repeated opportunities to practise 

reflective learning, students will improve in their ability to reflect. The application of theory 

increases the capacity for the findings from a single case to have relevance for a broader 

situation beyond that particular case. Yin (2009) refers to this as ‘external validity’. Therefore, 

the findings of this research may inform osteopathic courses at other universities and other 

health practitioner courses at the same or other settings. 

In addition to the multiple time points for data collection, multiple sources of data 

were used to align to Yin’s (2009) research principles (p. 114). Using multiple sources of data 

and two separate analytic techniques contributed to the trustworthiness of the findings. For 

example, the findings from one source of data (e.g. a reflective journal in Year 2) were 

compared with the findings from one or more of the following additional sources of data for 

purposes of confirmation: reflective essay in Year 3, reflective clinical journal in Year 5 and 

interview responses. This provided a chain of evidence and the ‘development of  converging 

lines of inquiry’ across the duration of the research (Yin, 2009, p. 115). 
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Researchers wishing to replicate and apply the methods described in this thesis to 

other student cohorts should consider all the contextual elements in order to decide whether 

the methods are a good fit for their particular institution, student group and program. 

 
 
6.7 Recommendations 

 
Two types of recommendations have arisen from this research: recommendations for 

teaching and learning reflection in an osteopathic course and recommendations for future 

research. 

 
 

6.7.1 Recommendations for teaching and learning reflection. 
 

For reflective learning approaches to be effective, a number of factors identified from 

this research need to be considered. A shared understanding and collaboration between 

academic staff and the institution offering the osteopathic course is required for the following 

recommendations to be realised. First, reflective learning approaches need to be embedded 

at a curriculum level. Second, such learning approaches should be introduced early and 

scaffolded across the entire duration of the course. Finally, to implement an effective 

reflective learning stream requires adequate resourcing, which includes academics with such 

knowledge. 

Most universities have dedicated teaching and learning divisions for providing staff 

and students with training and resources for learning and implementing reflective practice in 

a course. Advice from and mentoring by an academic experienced in teaching and evaluating 

reflective practice is pivotal to the success of the reflective stream in a new program or for an 

inexperienced educator. Students themselves can become mentors and supporters of other 
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students in refining reflective learning, as this research has shown. For students to develop 

reflective skills, they require a variety of reflective formats. This research demonstrated that 

there is no single reflective teaching or learning strategy preferred by all students. Although 

reflective writing can be evidence of reflective thinking, this is not always the case. Without 

careful planning and execution by educators, reflective writing may be nothing more than 

‘writing about practical situations as if recording and thinking about what happened had 

simply been renamed reflection’ (Boud, 2010, p. 26). Educators responsible for teaching, 

mentoring, supervising or assessing student reflective practice require specialised knowledge 

and training in the theoretical foundations of reflection and the practical strategies for 

promoting reflection in students. This research and previous research from other health 

professions has concluded that for students to fully commit to and engage with reflective 

learning, activities are best contextualised in real-life practice. This research shows that 

students perceive the context of real-life practice as meaningful. In addition, workshops and 

tutorials are more conducive than formal lectures to enabling students to understand and 

engage with the process of reflection and to develop rapport and trust within the student 

group and with the facilitator. 

This research highlights that a number of key factors for facilitating reflective learning 

need to be incorporated when planning, writing and implementing curricula. First, for 

reflection to be meaningful, students require a clear understanding of what is expected of 

them. Second, continual practice and the building of skills over time are ideal for student 

development. Third, clear ethical boundaries and appropriate support and feedback must 

also be established to ensure no harm to students results from excessive exposure of personal 

and private reflection. Fourth, feedback is essential, as it provides students with a  ‘personal 
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channel of communication’ through which they discover whether they are ‘on track with the 

expectations’ of the course (Boud & Molloy, 2013, p. 1). 

Well-designed curricula together with educators trained in reflective teaching are 

essential for the success of reflective learning programs (Donaghy & Morss, 2000; McLeod et 

al 2015). There is growing evidence that learning to think reflectively equips students with 

analytical and ethical abilities (Howatson-Jones, 2010). However, without well-designed 

curricula and without educators who are cognisant with and dedicated to facilitating 

students’ criticality to question ‘taken-for-granted assumptions’, reflective exercises may not 

be useful. In fact, uncritical reflection may serve to reinforce personal bias, the rightness of 

action, power imbalances and unexamined assumptions (Argyris & Schön, 1974). 

Although the recommendations presented in this section have been supported by the 

findings, many of these recommendations warrant further research because it cannot be 

assumed that all the suggestions would be helpful to promote reflection in all students. 

 
 

6.7.2 Recommendations for future research. 
 

Given that this research introduced a new curriculum stream into osteopathic 

education and it is the first research to investigate the development of reflective practice in 

student osteopaths, replication research across different cohorts and different osteopathic 

courses is highly recommended. 

With that said, osteopathic courses planning to introduce a structured reflective- 

practice program such as the one in this research might consider undertaking a randomised 

controlled trial with a control from a waitlist of either half the cohort or a subsequent cohort. 

This  would  measure  efficacy  of  the  reflective  stream.  For  other  disciplines,  the  model 

presented in this thesis—the reflective stream—could be useful to provide structure for 
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introducing reflective learning into curricula. Research, of course would need to be 

undertaken to evaluate the effectiveness and student response in other disciplines. 

In addition to further research to examine the implementation of reflective learning 

in osteopathy there is a need to establish the level of knowledge of and support for reflective 

teaching and learning held by osteopathic academics and practicing osteopaths. 

 
 
6.8 Conclusion 

 
This thesis has argued that reflection is a core requisite skill for students who engage 

in clinical practice, including student osteopaths. The findings show that reflection improves 

learning through the development of awareness and the construction of new meaning. Boud 

(2010) insists that any program teaching reflection and reflective practice must operationalise 

the constituent elements of reflective practice. However, he does not suggest that educators 

adopt ‘an entirely operational approach to teaching reflection’ (p. 28). The findings that have 

emerged from this research have been evaluated alongside empirical evidence from previous 

research to highlight and evaluate the principal elements that constitute reflective practice. 

In an idealised and simplistic sense, reflective practice in a professional context is seen as an 

aspect of the desirable methods and procedures of a profession. Concomitant with this view 

of reflection is the acknowledgement that reflective practice also involves the experience of 

doubt, insecurity, questioning and investigation. Reflective practice is both a theoretical 

construct and a process (Fook & Gardner, 2007). The findings from this research have 

confirmed findings from other research that formalising reflective learning during health 

education enhances students’ capabilities for self-assessment, problem-solving and 

professional development, resulting in improved quality of care for patients (Baird, 2007; 
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Delany & Watkin, 2009). In this research reflective learning was found to be an effective 

method for student osteopaths to develop reflective practice. 

In the context of this research, reflective practice for the participants constituted a 

process of dedicated learning underpinned by personal and professional development for 

improved practice. Loughran (2002) tells us that reflection involves routines and habits that 

can be learnt and practised. This would appear to be true, but reflective practice is much 

more. It involves metacognition—that is, ‘higher order thinking which involves active control 

over the cognitive processes engaged in learning’ (Livingston, 2003) or, more simply put, 

thinking about thinking. 

Although a number of purposes for reflection were identified by the students, three 

primary constructs describe the students’ perceptions of reflective practice: (1) a way of 

learning, (2) a means of self-critique and critical evaluation of experience and (3) a means of 

planning for future learning and improved practice. Each of these constructs has as its core 

purpose of reflection the instigation of a process of meaningful learning. Self-critique and 

evaluation of technical and personal development were emphasised by most students as 

precursors to learning. 

As previously detailed, a preliminary model and a definition of reflection in osteopathy 

resulting from this research have been proposed (see Section 6.4), and it is anticipated that 

these conceptual frameworks will stimulate further development of the theoretical and 

practical applications of reflective practice, not only in the profession of osteopathy but 

across all health professions. 

Finally, this thesis has presented evidence to support the argument that the value of 

reflective learning and reflective practice for student osteopaths is primarily in its ability to 

cultivate capacities for self-directed learning, personal and professional growth and   ethical 
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patient care. The suggested recommendations focus on the development and 

implementation of curricula strategies in health professional courses that encourage rigorous 

and high-quality reflection and, as such, have implications for all health professions. 
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330  

Appendix C (continued) 
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Appendix C (continued) 
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Appendix C (continued) 
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Appendix C (continued) 
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Appendix C (continued) 
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Appendix C (continued) 
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Appendix C (continued) 
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Appendix C (continued) 
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Appendix C (continued) 
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Appendix D: 
Consent Form for Use of Student Written Material 

 

Division of Research 

University address 

CONSENT TO USE NON-IDENTIFIED EXCEPTS FROM STUDENT WRITTEN MATERIAL 
 

 

 
 

Project title: Critical reflection and reflective practice in osteopathic education 
 

Researcher’s name: Ms Gopi Anne McLeod (MAppSc, DO) 
 

• I agree to take part in the Southern Cross Research Project specified above. Yes No 

• I have read the Participant Information Sheet and the nature and purpose of the 
research project has been explained to me. 

Yes No 

• I understand the purpose of the research project and my involvement in it. Yes No 

• I understand that I may withdraw from the research project at any stage and that 
this will not affect my status now or in the future. 

Yes No 

 
• I understand that I if I withdraw from the research all my data will also be 

withdrawn. 

Yes No 

• I understand excerpts from my written critical self-reflection journal and essay 
may be used as part of the above research project. 

Yes No 

• I understand that while information gained during the study may be published, I 
will not be identified and my personal input will remain confidential and 
anonymous. 

Yes No 

• I understand that the recording will be stored electronically at Southern Cross 
University under password protection for seven years and then deleted. 

Yes No 

• I have been offered the opportunity to discuss with the researcher any questions 
I may have related to the research 

Yes No 

 
 

Name of Participant . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Signature of Participant . . . . . . . . . . . . . . 
 

Date . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
 

 

Any complaints about your participation in this project may be directed to the Secretary, 

Institutional details removed to protect participants’ identity 
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Appendix E: 
Consent Form for Interview 

University emblem and contact details 
 

CONSENT FORM 
 

Consent for interview 
 

 

Project title: Critical self-reflection in the curriculum: the development of ethical practice and self- 
awareness in osteopathic student practitioners 

 
Researcher’s name: Ms Gopi Anne McLeod (PhD candidate, MAppSc, DO) 

 
Supervisor’s name: Dr Kath Fisher (PhD, MEc) 

 
 

 

I agree to take part in the Southern Cross Research Project specified above. Yes No 

I have read the Participant Information Sheet and the nature and purpose of the 
research project has been explained to me. 

Yes No 

I understand the purpose of the research project and my involvement in it. Yes No 

I understand that I may withdraw from the research project at any stage and that 
this will not affect my status now or in the future. 

Yes No 

I understand that I if I withdraw from the research all my data will also be 
withdrawn. 

Yes No 

I understand that while information gained during the study may be published, I 
will not be identified and my personal input will remain confidential. 

Yes No 

I understand that I will be audio-recorded during the interview. Yes No 

I understand that the recording will be stored electronically at Southern Cross 
University under password protection for seven years and then destroyed. 

Yes No 

 
 

Name of Participant . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Signature of Participant . . . . . . . . . . . . . . . . . . 

Date 

 

Any complaints about your participation in this project may be directed to the Secretary, 
 

Details of the complaints procedure are available from the above address. 
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Appendix F: 
Guidelines for Reflective Writing and Reflective Practice 

REFLECTIVE WRITING IN CLINICAL HEALTH CARE EDUCATION 
 

 

 

Compiled by Gopi Anne McLeod 
 
 
 

What is the purpose of reflective writing? 
 

The purpose of reflective writing in clinical health care education has at its core the 
development of ethical practitioners capable of reflective practice that involves critical self- 
analysis of everyday clinical experiences that will improve competence and promote 
personal and professional development. 

 
Reflecting on what you are learning, your engagement with the knowledge; your different reactions 
to studying - interacting and treating fellow students - being treated - university life and your future 
aspirations are just some of the experiences that will trigger inner contemplation as you study 
osteopathy. 

 
As a health care practitioner, the ability to consider all aspects of a situation is crucial to the process 
of clinical decision-making—having the ability to think ‘on the spot’ to ensure the best possible 
outcome for the patient and the treating clinician. 

 
‘But how can we rely on the quality and standards of our judgements, the truth of what we 
know? How can we rely on our underpinning values? Are we aware of them? Where do they 
come from? Are there any irrefutable values? Do they change? If these values change, what 
are the consequences of such changes? These questions are crucial in a practical realm —as in 
osteopathy— where judgements lead to decisions and decisions lead to actions with 
irreversible consequences that may impact on other individuals.’ 

 
Excerpt from ‘Who’s values are we teaching’ by Peter Sommerfeld, 2008 International Journal of 
Osteopathy 11, 3: 96–101 

 
Reflective Logbook Keeping a reflective logbook (sometimes called a reflective journal) is a method 
used to facilitate self-reflection, which fosters analytical thinking. By writing about an event, you 
‘return to the experience’ and become aware of new aspects of the situation. This helps to re- 
evaluate the experience, relating the new ideas and information with previous ideas, finding new 
meaning as a result. You will be able to revisit journal entries to examine your growth or change over 
time. 

 
Reflective journals should include how you experienced a situation through observations, 
reactions, impressions, consideration of your values and how you may respond in the future. 
The objective of the reflective journal is to enable students to use reflection to gain news 
understanding of themselves and becoming a health care professional. 
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Critical reflection is an important thinking processes used in reflective practice. 
 

 
Critical reflection also sometimes referred to as critical self-reflection is a process of examining one’s 
own positioning, requiring a level of self-awareness, and is generally more difficult then critical 
thinking. Critical reflection involves processes of abstract reasoning, detecting the assumptions 
underlying another’s position and identifying how such assumptions serve particular interests. 

 
 

Reflective writing involves using writing to record the process of self-reflection or introspection 
whereby we can question many of the unconsciously held beliefs and assumptions that are the basis 
of our values—particularly those that are supported by our socialisation. 

 
John Dewey (1859–1952) a famous educational philosopher believed that reflection on the past 
gave us insights to work through the present and prepare for the future. He wrote that truth is 
an instrument used by human beings to solve their problems. 

 
• Since problems change, then so must truth. 
• Since problems change, truth changes, and, therefore, there can be no eternal reality 

(Experience and Education, 1938). 
 

Dewey (1933) argued that reflective individuals have certain characteristics: 
 

• open mindedness 
• a willingness to accept intellectual responsibility for their own views 
• a willingness to face fears and uncertainties and 
• enthusiasm. 

 
Reflection is an important skill for those in clinical practice. Quality health care requires being ethical 
and it involves living with our-self and being perpetually responsive to others. 

 

 

Reflective writing is a method used in medical/healthcare education (and other fields) to enable 
practitioners-in-training to explore and develop perspective. This perspective is enhanced through 
the process of recording the development of ideas and insights; reflecting on the content of the 
subject and on one’s own learning process; and analysing key issues covered by class-work, clinical 
encounters, lectures and/or readings. 

 
 

Reflection fosters personal responsibility, by offering the opportunity to examine experiences such 
as clinical encounters, interactions with students and/or staff, and critical defining moments. 
Students have the opportunity to express their emotions, identify their own personal values, 
beliefs and attitudes/assumptions and inquire into where those values come from and how they 
may have influenced their reactions. 

SELF-REFLECTIVE WRITING 
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Reflective writing is a particular style of academic writing different from essay or report writing; it is 
a way of identifying deeper thought patterns and mapping changes in one’s own thinking. Reflective 
writing may still include referenced material from other authors, theoretical concepts and 
particulars of clinical experience and observations, however essential to reflective writing is 
consideration of the context in relation to the writer themselves. It is believed that the development 
of reflective writing in medical and health care education helps novice (early career) practitioners 
who have limited practice experience or ethical decision-making skills to assist in negotiating the 
complexities of boundary maintenance and critical decision-making in unfamiliar, emotionally 
charged and demanding clinical settings. In addition, reflective log-books although generally written, 
can also contain images, drawings and other types of reference materials. 

 
Areas that frequently involve critical self-reflection for the health care student are as follows: 

 
• responses of the individual student to their development during healthcare education 
• a specific clinical episode related to patients or clinical supervisors and managers 
• enquiry into values, ethics, identity and responsibilities 
• aspects of clinical training at university, student clinic or in external clinics 
• interpersonal relationships with other students, practitioners, tutors or self. 

 

 

1. Descriptions and perceptions (setting the context of the reflection) 
2. Explaining feelings and reactions to the situation 
3. Intellectual reasoning and critical self-reflection 
4. Drawing conclusions 

 
 

1. Descriptions and perceptions 
 

Clinical education and practice is made up of episodes that we remember and recall, based on both 
facts and perceptions. Descriptive reflection involves describing an event objectively with purely 
factual detail, in contrast to recording a perception e.g. ‘the patient appeared to be having difficulty 
breathing which I presumed was a result of the treatment position—so I called my supervisor’, as 
opposed to ‘ the patient was having difficulty breathing so I called my supervisor’. By opening a 
reflective piece of writing with a factual description the writers’ perceptions are then made more 
obvious once they are expressed. 

 
Descriptions of an event are a small part of critical self-reflection and are used only to set the 
context of the situation. Once the description of the event or concept is set the scene, the next stage 
is to record a perception; to do this, use words that link behaviour to meanings, motives, feelings or 
beliefs (in the example in the previous paragraph the phrase ‘I presumed’ highlights the writer’s 
perception of the situation). 

STAGES OF REFLECTIVE WRITING 
 

There are four stages generally covered in reflective writing (Price, 2003): 
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1. Explaining feelings 
 

In reflective writing it is perfectly reasonable to record emotions and feelings. How did you feel? 
Your reflections will help you link your feelings to a specific event or behaviour and allow you to 
appreciate what you learnt about the feeling. Try to acknowledge and respect the feelings of others 
as you observe and describe your own reactions and feelings. 

 
2. Intellectual reasoning and critical self-reflection 

 
Reflective writing includes an account of the writers reasoning and their self-reflection. Examination 
of one’s reaction to a situation can be challenging: What values, beliefs and assumptions did I carry 
into this experience? Where did they come from? How do they connect to wider social and political 
forces? What are the ethical implications of my actions? 

 
Critical self-reflection involves questioning assumptions underlying our beliefs, reassessing these 
assumptions, exploring alternative perspectives and acting on new meaning discovered from this 
reflective deep thinking and reasoning. 

 
Exploring factors taken into account when making a decision helps clarify your reasoning. Some ways 
of expressing reasoning are as follows: 

 
• acknowledging alternative choices or perspectives 
• identifying what values and beliefs underpin your attitudes and hence reactions to 

situations 
• identifying what assumptions you might be making, what are you taking for granted 

that is not based on verifiable information 
• describing the importance you gave to certain influences or information 
• acknowledging that reasoning could be different in other circumstances. 

 
3. Drawing conclusions 

 
Life is a work-in-progress, therefore reaching a neat conclusion or solving a problem is not the aim of 
reflective writing. However, we can and often do draw conclusions from our introspection—which 
on later examination may change dramatically. In clinical practice, we work constantly with 
unfinished business. One of the merits of reflective writing is that we can cope better with the 
uncertainties of practice simply by setting down our reflections on paper. 

 
Learning is a cycle of action, reflection, interpretation and reaction. Reflective writers study their 
own decision-making, feelings, behaviours, reactions as well as interactions and gaps in 
understanding, knowledge and skill. Reflections draw out professional and ethical issues that the 
writer can then think about seriously on his or her own and subsequently gather the viewpoints and 
judgements of colleagues. Another value of putting pen to paper is that a written record can be 
revisited later. When reflection is documented and revisited there can be more impetus for 
behavioural changes. 
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Note: Remember to date your logbook entries, as this will assist your reflective process by allowing 
you to postdate your comments. 
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Appendix G: 
PhD Interview Pro-Forma 

 

1. How would you now define critical self-reflection? 
 

2. What do you believe is the purpose of this aspect of your training? 
 

3. How would you define reflective practice in relationship to osteopathy? How has your 
understanding changed over the period of your training? 

4. To what extent have the critical reflection tasks in the course i.e. reflective logs, reflective essays 
and clinical reflective journals, helped you develop skills necessary to be a reflective 
practitioner? You may wish to discuss the undergraduate and postgraduate components of 
course separately. 

 
5. In what ways has reflection affected your development as a practitioner? 

 
6. To what extent has reflection helped you develop on a personal level? In what ways? 

 
7. How has reflecting on practice influenced the way you now treat patients? 

 
8. What do you think was the most significant experience you had during your training? What did 

you learn from that experience? 

9. What has been the biggest obstacle you have had to overcome in becoming an osteopath? 
 

10. From your experience of reflective practice during your course what fundamental values, beliefs 
and assumptions have you identified? 

11. If you developed a relationship with a ‘critical friend’ during your training what was the basis of 
the relationship (e.g. someone in the course, a friend outside the course, a mentor from the 
discipline?) 

12. To what extent did you find discussing clinical issues with your critical friend beneficial? Can you 
give some examples? 

 
13. Will you continue to use reflection in your osteopathic practice? 

 
14. Is there anything else you would like to add? 

 
15. Would you like to see reflective practice continued in the osteopathic course? Why? 

 
16. Do you have any suggestions for improving the value of including reflection as part of the 

osteopathic course? 
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Appendix H: 
Summary of University Guidelines for Reflective Writing 

 

 
Criteria Monash, VIC QUT, QLD UNSW, NSW Edith 

Cowen, WA 
UniSA UTAS, 

Tasmania 

Audience Medical and 
healthcare 
students 

All students All students All students All 
student
s 

Medical and 
healthcare 
students 

Definitio
n of CR 

Involves 
consideration 
of the larger 
context, the 
meaning, and 
the 
implications of 
an experience 
or action 
(Branch & 
Paranjape, 
2002, p. 1185). 

Drawing on 
current 
understanding 
s to think 
deeply and 
purposefully 
about what 
can be learnt 
from the 
experience. 

A form of 
personal 
response to 
experiences 
—a 
processing 
phase where 
thinking and 
learning take 
place. 

Is to recall 
experience 
and to try 
to 
understand 
it. 

Involves 
conscious
l y 
thinking 
about and 
analysing 
what one 
has done 
(or is 
doing). 

Consciously 
thinking 
about and 
analysing 
what you are 
doing, what 
you have 
done and 
why, and 
what you 
have learnt 
that will 
improve your 
practice. 

Purpose of 
reflection 

Helps students 
learn. 
Develops habits 
for future. 
Leads to 
growth of the 
individual— 
morally, 
personally, 
psychologically 
and 
emotionally, as 
well as 
cognitively’ 
(Branch & 
Paranjape, 
2002, p. 1187). 
Helps students 
better 
understand 
their strengths 
and 
weaknesses; 
identify and 
question 
underlying 
values and 
beliefs; 
acknowledge 
and challenge 

To think 
deeply and 
purposefully 
about what 
can be learnt 
from an 
experience. 
Transform 
practice in 
some way. 
Connect 
theory with 
practice. 
Become more 
aware of 
assumptions 
and 
preconceived 
ideas. 
Help plan 
future actions. 

To make 
connections 
between 
what you 
know and 
what you are 
learning. 
To explore 
and clarify 
learning. 
To gain self- 
knowledge. 
To develop 
and reinforce 
writing skills. 
Reflecting on 
successes 
and failures 
to develop 
successful 
principles for 
future. 

To bring 
the 
unconsciou 
s to 
conscious 
level. 
To make 
future 
changes. 
To critically 
question 
practices 
previously 
taken for 
granted 
and 
become 
self-aware 
of the 
views and 
assumptio
n s that 
may be 
limiting our 
lives. 
Chart 
weekly 
progress. 

To 
transform 
practice in 
some way, 
whether it 
is the 
practice of 
learning or 
the 
practice of 
the 
discipline 
or the 
profession 
. 

Developing 
and refining 
practice in 
circumstance 
s 
characterise
d by 
variation and 
uncertainty. 
Increase self- 
awareness 
and to 
develop 
necessary 
skills for safe 
medical 
practice and 
lifelong 
learning. 
Involves 
becoming 
conscious of, 
and being an 
active 
participant 
in, one’s own 
personal and 
professional 
development 
. 
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Criteria Monash, VIC QUT, QLD UNSW, NSW Edith 
Cowen, WA 

UniSA UTAS, 
Tasmania 

 possible 
assumptions on 
which ideas, 
feelings and 
actions are 
based; 
recognise areas 
of potential 
bias or 
discrimination; 
acknowledge 
fears; 
and identify 
possible 
inadequacies or 
areas for 
improvement. 

     

Conditions 
required 
for CR 

Preparation— 
awareness of 
issues suitable 
for reflection. 
Adequate 
instruction. 
Time. 
A level of 
objectivity, 
honesty and 
openness. 
A focus on the 
deeper 
meaning— 
moral, ethical, 
social and/or 
professional 
issues (Branch 
& Paranjape, 
2002) in 
addition to 
your emotional 
response. 

     

Inhibiting 
factors for 
CR 

Time restraints      

Model of 
CR used 

The initial or 
new experience 
> Reflection 
and 
observation > 
Development 
of a new 
concept > 
Experimentati
o n 

Model–4 Rs: 
reporting, 
relating, 
reasoning, 
reconstructin
g 
. 

Adapted 
from 
Mezirow; 
Schön; 
Brookfield
. 

4 Stage 
Describe, 
analyse, 
conclude, 
action. 

4 Stage 
Gibbs 
after Kolb. 

Gibbs’s 
reflective 
cycle 
(Gibbs, 1988) 
Brookfield 
(1987). 
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Criteria Monash, VIC QUT, QLD UNSW, NSW Edith 
Cowen, WA 

UniSA UTAS, 
Tasmania 

 Critical focus 
Fook (2006) 
Deep learning 
Biggs (1999) 

     

How-to 
instruction 
s 

Identify 
incident/issue; 
use of first 
person; 
describe 
incident, 
reactions and 
feelings by 
describing 
thoughts, 
emotions and 
concerns; 
realisations of 
impact on 
studies and 
future career; 
solution. 

Identify 
incident/issue; 
use first 
person; 
Describe what 
happened. 
What was 
your role? 
What feelings, 
perception 
surrounded 
this issue? 
How would 
you explain 
this to others? 
What other 
perspectives, 
theories 
apply? What 
do you need 
to explore 
now? 

    

Commo
n errors 

Lack of 
planning for 
writing, writing 
style too 
informal, too 
short or too 
detailed. 
Being 
judgemental, 
moralising 
about others 
behaviour. 

     

Assessme
n t model 

 Bain et al.’s 5 
Rs model 

  Hatton & 
Smith 
(1995) 
Levels of 
reflection 
Descriptiv 
e 
reflection 
Dialogue 
reflection 
Critical 
reflection 

 

Key point 
for 
lecturers 

Students need 
to be honest 
and willing to 
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Criteria Monash, VIC QUT, QLD UNSW, NSW Edith 
Cowen, WA 

UniSA UTAS, 
Tasmania 

 extend 
themselves. 

     

Informe
d by the 
work of 

Branch (2002); 
Fook (2007); 
King (2002) 

Bain et al. 
(1999); 
Carrington 
(2010) 

Brookfiel
d (1987); 
Meziro
w 
(1990); 
Schön (1987) 

 Moon 
(2006
) 
Hatton 
and Smith 
(1995) 

Freire 
(1972); 
Gibbs (1988); 
Kolb (1984); 
Meziro
w 
(1990); 
Schön (1983) 

Note. Empty cells indicate information not available from the guidelines. CR = critical reflection. 
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Appendix I: 
Summary Coding Sheet for Topic Themes: In-Depth Essays 

Theme/Issue 
driving 
Reflection 

Participant 
Identifier 

Level of 
Reflection (LOR) 
achieved 

 
Codes and associated terms 

 
Evidential data from reflection (Pg. = page, P = paragraph) 

 
 
 
 

Evaluation of 
differences 
in 
practitioner 
approach to 
clinical 
practice 

 
 
 
 
 
 
 
 

10355 

 

 
2 
Understanding 

 
 
 
 

Confirming own 
views without 
trying to 
understand 
other 
perspectives 

Planning to avoid practitioner 
burnout/disengagement 
Varied consult times, confirmed by evidence from 
survey, but why? 
Questions own values around work—only do work 
that is fulfilling, self-satisfying—became musician = 
insecurities about finding work 
Background influences - Father dissatisfied with work 
situation 
Questions norms of work ethic – Time for deep 
contemplation—resulted in disillusionment 
Osteopathy is demanding 
Using research – Influences work future work style— 
Gen x strive for good work/life balance Contrasting the 
intense career focus of previous generation. 

In a survey Orrock (2008) indicated that consultation 
length varies Pg.1, P1 
Why? Convenience, philosophical underpinning, 
experience, patient expect & work ethic parg.3 
I wanted work that could give personal satisfaction, but 
also make a contribution to the world, allow sufficient free 
time for reading and later, for yoga practice. Pg.2, P4 
The core of this anxiety was developed through 
observation of my father and his dissatisfaction in his 
working life Pg.1, P3 
Collier (2009) suggests that generation x strive for a good 
work-life balance 
Cooper (2009), Osteopathy is demanding on both the body 
and the mind Pg.3, P3 
My choice of work situation will be influenced by prior 
expr, energy, values and goals Pg.5, P2 

 
 
 

Evaluation of 
Differences 
in 
practitioner 
approach to 
clinical 
practice 

 
 
 
 
 
 

10357 

 
 
 
 
 

3 
Reflector 

Puzzled by practitioner belief and /or lack of active 
clinical-reasoning skills 
Evidence contradicts practitioner belief 
Concluded practitioner is ‘wrong’ 
Questioning self - Conflicting values 
Questions Complacency – stopped active reasoning of 
patient complaint 
Learnt NOT to make decisions based purely on own 
experience—use evidence base 

I observed well respected osteo, felt inspired by her, I also 
left feeling curious about her belief that everyone had a 
leg length discrepancy Pg.1, P1 
From lecture and practical session I developed knowledge 
that I didn’t have before - I had witnessed a wrong 
diagnosis 
Pg.2, P2 
I didn’t want to disappoint her, the first connection I had 
made in my new profession Pg.3, P3 
I now acknowledge that in order for me to stay true to 
myself and be the best practitioner I can be I must not 
become complacent Pg4 P2...choose the right treatments 
to improve my patient’s health Pg5, P1 
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Theme/Issue 
driving 
Reflection 

Participant 
Identifier 

Level of 
Reflection (LOR) 
achieved 

 
Codes and associated terms 

 
Evidential data from reflection (Pg. = page, P = paragraph) 

     
 

Professiona
l behaviour 
Treating 
beyond 
scope of 
Practice 

 
10358 

 
3 Reflector 

 
Treating beyond scope of practice 

 
Consulting at home without supervision 
Reflected on safety and limitations of own decision - 
inappropriate professional behaviour 
Questioned belief - expectations of self and discipline 
Transformed action – referred patient 

 
 

The safety of treating people unsupervised at this early 
stage of education Pg.3, P2 
I no longer feel at ease treating this patient unsupervised 
within her home Pg.3, P2 
The complexity of her case is beyond the scope of my 
experience, knowledge and competency 
[I] suggested she seek evaluation and treatment from a 
registered Osteopath. Pg.3, P2 
I have gained significant insight into how I feel about my 
level of competency Pg.4, P1 

 
Professiona
l behaviour 
Ethical 
patient- 
practitioner 
boundaries 

 
10369 

 
4 
Critical 
reflection 

Ethical boundaries in practice 
Initially thought reflective writing was pointless, 
burdensome and unavailable 
Journals initially were descriptive, did minimum 
required Assumed values had no impact on practice 
With time forgot initial resistance and wrote a deep 
critical reflection on why I chose osteopathy 
Uncovered effect of unexamined belief formed by 
religious teaching 
Patients’ beliefs need to be held above my own—if I 
can’t do that I need to refer 
Reflective writing helped me discover why I think the 
way I do, but understanding what I  believe  
Reflecting has made me a better person/practitioner 

When first heard of doing reflective writing thought ‘here 
we go, a bunch of writing that I don’t want to do, how 
boring, what’s the point’ 

 
Reflecting on the ethical implications of ‘converting’ 
patients to ‘God’s way’ do I have an obligation to ‘go and 
make disciples of all nations’ 
about how my beliefs and values on practice directly 
impact my practice—before this reflection I saw making 
disciples of patients was my obligation 
I had complex arguments ready to convince them. 

 
I will not force people to know or believe what I believe 

 
 

The place of 
rational 

 
 

10360 

 
4 
Critical reflector 

Science has its place 
Strong anti-science belief 
Questions norm of requiring evidence of effectiveness 

Why do all forms of medicine need to provide answers in 
the name of science to gain credibility - Isn’t personal 
knowledge enough? Pg. 2, P1 
Science has NOT proven the effects of pharm will have in 
10–100 years Pg.3 
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Theme/Issue 
driving 
Reflection 

Participant 
Identifier 

Level of 
Reflection (LOR) 
achieved 

 
Codes and associated terms 

 
Evidential data from reflection (Pg. = page, P = paragraph) 

science 
paradigm 

  Questions person belief - Emergence of evidence- 
based model adds more confusion when selecting 
treatment. 
Reflects on how studying osteo challenges this belief 
and forced search for truth reassessment through 
research 
Changed perspective 
Realisation of limited view and bias confusing theory 
with practice 
Future Plan to ensure patient safety through 
remaining open to evidence 

Studying has caused me to reflect upon the place it should 
have with me P4 
I have discovered some of its wonderful purposes, which 
through the benefit of this self-reflection has changed the 
way I view it. I have learnt that science has a definite place. 
Pg.7 
I have learnt to not remain close-minded and that science 
has its place. I can see that science allows proper forms of 
practice whilst eradicating the people who wish to make 
money from people’s health situations. Pg.6, P2 

Evaluation of 
Differences 
in 
practitioner 
approach to 
clinical 
practice 

10362 3 
Reflection 

Individualisation of treatment plans—patient-centred 
approach 
Rejects notion that practitioners can apply a 
generalised common theory of diagnosis to all patients 
Own belief: each patient is multifaceted. 
Belief arises from naturopathic training 
Personal belief that individualised patient care has 
ethical implications 
Attached to osteopathic principles 

 
Questions own perspective based on lack of 
experience 

Treatment should be tailored to meet specific needs and 
meet specific therapeutic outcomes, encompassing the 
biopsychosocial model of practice. Pg.1, P3 
Each patient is a multifaceted individual with unique 
adaptations to demands of life. Pg.1, P2 
My goal in patient care is to consider the patients’ entirety 
of physical, biochemical, emotional, social and 
environmental circumstances and the interconnectedness 
between these dynamics. Pg.2, P2 
I acknowledge that my own truth may evolve when I am 
practicing and I may too develop a diagnostic hypothesis 
and treatment protocol that encompasses many patient 
presentations. Pg.2, P3 

 
 

Inequality 

 
 
 
 

10359 

 
 

4 
Critical 
reflection 

Inequalities in access to healthcare in Australia 
 

Reflected on background values - Grew up in working 
class family 
Conviction to equality gained awareness of inequalities 
to access - research 

 
Questioned own beliefs - Chose profession to which 
access in not equal across society 

Critical reflection has provided me with a medium to 
contemplate my own values, and thought processes 
Like many Australian families, my family decided 
osteopathy was a luxury that was too expensive and could 
be ‘done without’. Pg.1, P2 
Despite my strong belief that it is a basic human right for 
all to have equal and fair access to health care, I have 
chosen to pursue a career in health where this is simply 
not the case. Pg2, P2 
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Theme/Issue 
driving 
Reflection 

Participant 
Identifier 

Level of 
Reflection (LOR) 
achieved 

 
Codes and associated terms 

 
Evidential data from reflection (Pg. = page, P = paragraph) 

   Struggling with self-justification and conflict of values 
Awareness of value conflict and emotional reaction 
Transformed action - Plan to be committed and 
proactive 

I have come to realise that the inequalities regarding 
access do not sit comfortably with me I feel embarrassed, 
hypocritical and selfish Pg3, P2 
I now realise that it is important that I do not ignore this 
issue. I plan to be proactive to offer profession time and 
effort to lobby for greater access in public health system 
for osteopathy and offer disadvantaged reduced rates Pg6, 
P2 

 
 

Inequality 

 
10367 

 
3 
Reflection 

Career Vs Children inequality in workplace for women 
‘Tick-tock’ 
Still considered ‘plenty of time’ until reflected on issue 
having a career and children 
Own values unclear based on mother’s example 
Questions societal norms—inequality between women 
and men - opportunities 
Choose one over the other? No resolution 
Surveyed women studying healthcare/medicine 
Resentment towards opportunities available to men 

Began studying with idea finish by 25. Now studying 
second profession Mother pregnant as teen—insisted ‘do 
more with yourself and do better than I did’ 
Historically women in the workplace created ‘moral panic’ 
Studying medicine was a ‘barrier to matrimony’ for women 
Consensus was either wait or forgo motherhood. 
In own cohort ratio of male: female 1:1. All but 1 male 
married with children only 1 female - 

Evaluation of 
Differences 
in 
practitioner 
approach to 
clinical 
practice 

 
 

10361 

 
 

4 
Critical reflector 

Unsafe working practices 
 

Questioning practitioner technique style 
Shocked report of Injury from poor technique 
Treatment plans too intensive 
Beliefs and Learning from previous experience—burn 
out/unhappy 
As health care provider should be aware of unsafe 
practices Duty of care to self 
Future planning of own future practice 

Shocked by dangerous application of technique P2 I could 
see the strain—then he admitted he previously inflicted a 
hernia on himself 
Knowing this I will be conscious not to create this again – 
I will (detailed plan) so that I may consult for years 
I believe in dedication to patient but not at expense of 
own health and safety 
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Theme/Issue 
driving 
Reflection 

Participant 
Identifier 

Level of 
Reflection (LOR) 
achieved 

 
Codes and associated terms 

 
Evidential data from reflection (Pg. = page, P = paragraph) 

Making 
assumptions 
about 
acupuncture 

10366 3 Reflector Time spent observing practitioner changed perspective 
about using dry needling. 
Attitude of superiority and exclusiveness of previous 
training as an acupuncturist. 
Belief formed from previous training - ‘you have to be 
Chinese to practice acupuncture’. 

I realised I had preconceived perception (bias) of 
practitioners who had done short dry-needling course - I 
called them ‘weekend warriors or ‘symptomatic 
practitioners’ 
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Appendix J: 

Marking Criteria for Reflective Essay 
Presentation 
(10 marks) 

Originality and referencing 
(10 marks) 

Content 
(40 marks) 

Evidence of critical reflection 
(40 marks) 

The essay is well written and presented 
and conforms to standards of academic 
writing: 

 
1. Spelling is correct throughout. 
2. Sentences are complete and concise. 
3. The meaning of the sentences is clear. 
4. There is a logical flow of ideas and 

development of argument. 
5. The essay does not exceed the word 

limit. 

The work is original and other sources 
of material/information are 
acknowledged: 

 
1. Less than 5% of the assignment is 

in the form of quotes. 
2. The sources of all ideas contained 

in the assignment are referenced 
correctly (APA style) in the text 
and reference list. 

 
The sources of information are recent, 
relevant and reliable. 

The essay follows the basic steps 
required for reflective writing: 

 
1. Identifies the critical event or 

theoretical idea 
2. Describes the event or stimulant for 

reflection succinctly without 
unnecessary information 

3. Recognition of the worth of 
exploring motives for 
behaviour/reaction. 

4. Explains how selected critical event 
is related to oneself 

1. Recognises the effect of the event/ideas on 
the self 

2. Evidence of self-questioning deliberating 
between different views of self and others. 

3. Recognition how prior experience, 
thoughts (own and other’s) interact with 
one’s own behaviour. 

4. Clear evidence of standing back from the 
event/ideas 

5. Explores alternative outcomes 
6. Recognises that one’s view may continue to 

change Critiques own reflection 
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Appendix K: Structure of the Osteopathic Five Year Course 
 
 
 

Entry SEMESTER 1 SEMESTER 2 
Bachelor of Clinical Sciences 

(majoring in Osteopathic Studies and Human Structure and Function) 
YEAR 1 BIO00307 Human Physiology 

BIO01302 Human Anatomy 
NUT00214 Food and Nutrition in Health 
HLT10481 Osteopathic Studies I 

HLT1048 Osteopathic Studies II 
Psychology & Sociology for Health Sciences 
BIO00207 Mechanics for Movement 
SCI10473 Histology & Embryology 

YEAR 2 SCI10475 Neuroscience 
SCI10474 Advanced Visceral Anatomy 
BIO00101 Physiological Pathology I 
HLT10483 Osteopathic Studies III 

BIO00102 Physiological Pathology II 
BHS10581 Introductory Pharmacology 
HLT10484 Osteopathic Studies IV 
BIO00209 Biomechanics and Kinesiology 

YEAR 3 HLT10485 Osteopathic Studies v 
HLT00274 Clinical Diagnosis I (includes placement 30 hours) 
MAT00330 Research & Analysis in Health 
BIO00326 Exercise Biochemistry 

HLT10486 Osteopathic Studies VI 
HLT00275 Clinical Diagnosis II (includes observational clinical 
placement 30 hours) 
MWF10663 Research & Evidence-based Practice 

Master of Osteopathic Medicine 
(Successful completion of both degrees permits eligibility for registration with Australian Health Practitioner Regulatory Authority as an Osteopath to work 

in Australia & New Zealand) 
YEAR 4 OST03321 Osteopathic Medicine I 

OST03323 Osteopathic Studies VII OST03322 Clinical Practice & 
Research I (double weighted unit - includes 2x6hour clinical 
placement + research project) 

OST03324 Osteopathic Medicine II 
OST03326 Osteopathic Studies VIII OST03325 Clinical Practice & 
Research II 
(double weighted unit - includes 2x6hour placement + research) 

YEAR 5 OST03327 Osteopathic Medicine III 
OST03329 Osteopathic Studies IX 
OST03328 Clinical Practice & Research III 
(double weighted unit - includes 2x6hour per week clinical placement 
+ research project) 

OST03330 Osteopathic Medicine IV 
OST03332 Osteopathic Studies X 
OST03331 Clinical Practice & Research IV 
(double weighted unit - includes 2x6hour per week clinical placement 
+ research project) 
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