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Identifying the Most Effective Educational Concepts
for Nursing Instructors

Edward A. Wiltcher

Abstract
New and innovative discoveries are often made in healthcare, and it is vital that nurses 
are well-informed of these findings in order to provide the best evidence-based care 
and to effectively educate patients and other healthcare workers.  The purpose of this 
study was to investigate the need for nurse educators’ understanding of the importance 
of carefully constructed lesson plans that addressed the needs of students with various 
learning styles.  In addition, the study sought to identify the students’ learning process, 
in order to improve learning and knowledge retention.  For this study, the term 
“educator” included nursing instructors, clinical instructors and preceptors. 
Combined quantitative and qualitative research interviews were conducted with 
nursing educators.  A Likert scale was utilized, and the interviews were analyzed and 
interpreted according to a hermeneutic methodology. The nurses who participated in the 
study described their desire to be more effective in the traditional and non-traditional 
classroom settings.  A needs assessment was conducted to determine nurse educators’ 
needs.  The findings have implications for student success in the provision of nursing 
care.
Keywords:  nursing instructors, nursing educators, teaching effectiveness, student 
learning  

Edward A. Wiltcher, EdD, MSN, RN  
Tennessee State University

Introduction
Background
 Because of the continuous changes in healthcare, nurse educators must strive to gain and 
to maintain knowledge related to new medical and nursing discoveries.  There is a need to 
teach new nurse educators learner characteristics, the theories of learning, and how to deliver 
information effectively so that it is understood and new behaviors are adopted.  Unfortunately, 
nurses may be promoted to an educator position with little or no formal education training. 
Providing a hands-on approach to learning styles and lesson planning will help educators deliver 
information, and help learners gain the information that is intended to be received.  Lesson 
planning helps to create a blueprint for educators to disseminate information.  The blueprint 
serves as a guide that helps meet learning needs (See Appendix A).  The term “learning” 
indicates a change in behavior or outlook.  Often, when behaviors change, learning has taken 
place. 
 Yuen (1987) defines curriculum as “the learning activities that are designed to achieve 
specific educational goals.”  When designing educational programs, it is important for nursing 
educators to understand what the learners already know, to build on current knowledge, and 
to expand on that knowledge.  According to Billings and Halstead (2009), nursing educators 
must be able to establish dynamic and fluid curriculum structures and processes that can 
accommodate rapid changes and respond to meet health care delivery needs.  In order to 
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design effective curricula, it is essential 
that nursing educators understand learning 
traits and characteristics.  According to 
DeYoung (2009), for education to be 
effective, the nurse or nurse educator must 
be knowledgeable not only about the subject 
matter being taught but also about the 
teaching-learning process.  For new nurse 
educators, this may be difficult because 
they are required to learn a new role, new 
material, and effective delivery methods in a 
minimal timeframe.  In order to prepare, the 
new nurse educator must understand various 
characteristics of learners (socioeconomic 
status, levels of education and experiences), 
and the relevancy of the information being 
taught.  
 Socioeconomics play an important role 
in learning, even for professional nurses.  
DeYoung (2009) stated that the relationship 
between one’s socioeconomic level and 
learning has more to do with being able 
to use the information being taught rather 
than the process of learning.  Billings 
and Halstead (2009) further stated that 
developing an open, honest, and supportive 
partnership with students within the context 
of challenging experiences promotes 
intellectual development.  Understanding the 
learner’s background will assist new nursing 
instructors in designing curriculum and plans 
that will support and encourage learning in 
any environment.  
 While socioeconomics play an important 
role in understanding learning, understanding 
levels or depths of education and experiences 
is also important.  For many students, 
learning new topics can be threatening, 
especially if the learner lacks a base 
knowledge for the material or the inclination 
to learn.  The nurse instructor must assess 
the learners in order to gain an understanding 
of which teaching approach would benefit 
them.  According to DeYoung (2009), the 
first step in the educational process is to 
assess readiness for learning.  Understanding 
the students’ readiness levels helps the 
new nurse educator design effective lesson 
plans, and assists new instructors in keeping 
students’ frustration levels at a minimum. 
For most adult learners, the relevance of the 
material is a vital element. Most adults learn 

best when new information is applicable to 
their everyday life.  DeYoung (2009) stated 
that  adults are generally willing to learn if 
they perceive the information or skill being 
taught as relevant to their lives in some way.  

Learning Theories 
 While gaining insight on learner 
characteristics can improve learning, 
understanding learning theories is equally 
important.  Bevis (1988), as cited in Billings 
and Halstead (2009) states that the purpose 
of nursing education is to ensure safety 
and to provide the climate, structure, and 
dialogue that promote praxis (the application 
of a skill as opposed to its theory).  In order 
to promote praxis, it is important that nursing 
instructors understand learning theories.  
According to Billings and Halstead (2009), 
“learning theories provide the structure that 
guides the selection of faculty-centered 
instructional strategies and student-centered 
learning activities.” One learning theory 
relevant to all nursing educators is the 
cognitive theory.  Cognitive theorists believe 
that the mind processes information in a 
meaningful order.  According to Shuell 
(1986) and Wittrock (1978), cognitive 
theories define learning as an active, 
cumulative, constructive process that is goal 
oriented and dependent on the learner’s 
mental activities.  It is important that 
nursing educators create lessons that begin 
at the learner’s base knowledge, establish 
goals, and build on current knowledge with 
new knowledge while working towards 
the established goals.  This approach 
allows students to process information in 
a constructive manner while molding the 
information based on the students’ past 
experiences.  
 Information processing is another 
important theory.  Cognitive learning is a 
constructive process that is goal oriented.  
However, the learning of information must 
be transferred in a way that allows for new 
learning to occur. Wittrock (1978), as cited 
in Billings and Halstead (2009), theorized 
that a transfer of information from faculty 
to student does not automatically result in 
learning. Students must discover the meaning 
of facts by using information-process 
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strategies, memories, and attentional and 
motivational mechanisms to organize and 
understand them.

Delivery of Learning
 It is vital that new and seasoned nurse 
educators gain insight into learners and how 
individuals learn, assess prior knowledge, 
and understand learning theories.  It is 
equally important that they select delivery 
methods or strategies that best suit their 
students.  Instructors must choose feasible 
strategies that will benefit all learners and 
learning styles. They must consider the 
amount of time available, the classroom 
size, the distance learning delivery system 
being used, the availability of equipment, 
the number of students, the time and money 
costs for the teacher and the student, and the 
learning styles of the students (Billings and 
Halstead, 2009).  
 The goals of this study were: 1) to 
understand instructional strengths and 
weaknesses of nurse educators; and 2) to 
identify the effectiveness of their role in a 
medical facility or traditional classroom; 

Method
Quantitative Assessment
 The quantitative assessment, a researcher 
developed questionnaire on teaching and 
learning strategies, was administered to a 
purposive sample of five registered nurse 
educators. A Likert scale was used, with 
ratings of zero to four.  The scale positions 
were divided into three sections (see Table 

1).  The following questions were asked:

 1. To what extent do you perceive   
 it important to address students’   
 diverse academic needs through 
 appropriate planning practices?
 2. To what extent do you perceive it   
 important for effective instructors 
 or preceptors to know the educational  
 strengths and weaknesses of students?  
 3. To what extent are you aware of the  
 differing needs of students or new 
 nurses?

The educators who participated in the needs 
assessment also responded to the following 
items: 

 1.  A variety of instructional strategies 
 are used in educational environments  
 in order to assist students in their   
 learning (cooperative learning, 
 instructional reinforcement, 
 hands-on/active learning, and traditional  
 lecture).  Think about instructional   
 strategies that you have or have not used  
 as an educator.  Indicate how often you  
 use the instructional strategies.
 2.  A variety of instructional strategies  
 are used in educational environments  
 in order to assist students in their   
 learning (cooperative learning, 
 instructional reinforcement, 
 hands-on/active learning, and traditional  
 lecture).  Think about instructional   
 strategies that you have or have not used  
 as an educator.  Indicate how effective  

   

 

Table 1 – Scales of the Likert Survey 

Survey Section One Scales Position 

0 
Does not Apply 

1 
Not at All 

2 
Minimally 

3 
Moderately 

4 
To a Great 

Extent 
Survey Section Two Scales Position 

0 
Never Use It 

1 
Yearly 

2 
Monthly 

3 
Weekly 

4 
Daily 

 
Survey Section Three Scales Position 

0 
Never Use It 

1 
Minimal Effective 

2 
Moderately 
Effective 

3 
Very Effective 

4 
Extremely 
Effective 
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 the instructional strategies are.  
 
 The qualitative assessment was 
created in order to establish self-identified 
educational strengths and weaknesses of 
current nurse educators.  The qualitative 
needs assessment examined: 1) the 
nurse educators’ needs for the following 
instructional tools - cooperative learning, 
instructional reinforcement, hands-on/active 
learning, and traditional lecture; and 2) their 
self-determined knowledge level regarding 
how to use instructional tools in order 
enhance learning, enrich learning styles, and 
help students retain new information.  
 The final section of the needs assessment 
was an open-ended question, which asked 
nurse educators to identify the teaching 
methods or strategies they would like to 

use in order to enhance their teaching or 
preceptor skills.

Results
1. Needs Assessment – Academic Needs 
and Appropriate Planning Practices
 The participants were asked to what 
extent they perceive it important to address 
students’ diverse academic needs through 
appropriate planning practices.
The findings suggest that nurse educators 
desire educational tools that will assist them 
to understand learning and information 
delivery methods.  
2. Needs Assessment – Use of Instructional 
Strategies
 The educators who participated in the 
needs assessment were asked to respond to 

 
1. To what extent do you perceive it 
important to address students’ diverse 
academics needs through appropriate 
planning practices? 

Does 
Not 
Apply 

Not At 
All 

Minimally  Moderately To a 
Great 
Extent 

Responses 0 0 0 0 5 
 

2. To what extent do you perceive it 
important for effective instructors or 
preceptors to know the educational strengths 
and weaknesses of students? 

Does 
Not 
Apply 

Not At 
All 

Minimally  Moderately To a 
Great 
Extent 

Responses 0 0 0 0 5 
 

3. To what extent are you aware of the 
differing needs of students or new nurses? 

Does 
Not 
Apply 

Not At 
All 

Minimally  Moderately To a 
Great 
Extent 

Responses 0 0 0 0 5 
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the following item: A variety of instructional 
strategies are used in educational 
environments in order to assist students 
in their learning (cooperative learning, 
instructional reinforcement, hands-on/active 
learning, and traditional lecture).  Think 
about instructional strategies that you have or 
have not used as an educator.  Indicate how 
often you use the following instructional 
strategies.  
3. Needs Assessment - Effectiveness of 
Instructional Strategies 
 The educators who participated in the 
needs assessment were asked to respond to 

the following item: A variety of instructional 
strategies are used in educational 
environments in order to assist students 
in their learning (cooperative learning, 
instructional reinforcement, hands-on/active 
learning, and traditional lecture).  Think 
about instructional strategies that you have 
or have not used as an educator.  Indicate 
how effective the following instructional 
strategies are.  
4. Needs Assessment Open-Ended 
Response – A Qualitative Approach 
The final section of the needs assessment was 
a qualitative assessment, which asked nurse 

How often do you use small group activities 
(cooperative learning) as an instructional 
strategy? 

Never Yearly Monthly Weekly Daily 

Responses 0 0 0 2 3 
 

How often do you use instructional 
reinforcement as an instructional strategy? 

Never Yearly Monthly Weekly Daily 

Responses 0 0 0 0 5 
 

How often do you use hands on/active 
learning as an instructional strategy? 

Never Yearly Monthly Weekly Daily 

Responses 0 0 0 1 4 
 

How often do you use traditional lecture as 
an instructional strategy? 

Never Yearly Monthly Weekly Daily 

Responses 0 0 1 1 3 
 

 

 

 

 

 

 

 

 

 

 

 

 

   

 How effective is small group 
activities (cooperative learning) as an 
instructional strategy? 

Not 
Effective 

Minimally 
Effective 

Moderately 
Effective 

Very 
Effective 

Extremely 
Effective 

Responses 0 0 0 1 4 
 

How effective is instructional 
reinforcement as an instructional 
strategy? 

Not 
Effective 

Minimally 
Effective 

Moderately 
Effective 

Very 
Effective 

Extremely 
Effective 

Responses 0 0 0 1 4 
 

How effective is hands on/active 
learning  as an instructional strategy? 

Not 
Effective 

Minimally 
Effective 

Moderately 
Effective 

Very 
Effective 

Extremely 
Effective 

Responses 0 0 0 1 4 
 

How effective is traditional lecture as 
an instructional strategy? 

Not 
Effective 

Minimally 
Effective 

Moderately 
Effective 

Very 
Effective 

Extremely 
Effective 

Responses 0 0 1 1 3 
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educators to identify the teaching methods 
or strategies they would like to use in order 
to enhance their teaching or preceptor skills.  
The responses included:  learning new and 
effective teaching strategies; understanding 
how students learn, due to various learning 
styles; more time to educate or precept; and 
the importance of in-service education.  
 The qualitative needs assessment 
responses also indicated that the participants 
wanted to be effective and gain respect from 
colleagues, yet were frustrated due to their 
lack of understanding of the learning process.  
Several of the participants indicated that they 
did not know how to ask for help, because 
they did not know what questions to ask.  
The participants indicated that if educational 
tools were developed that met the nurse 
educators’ needs and were grounded in 
adult learning principles, then the educators, 
nursing staff and patients would benefit. 

Limitations
 A non probability sampling technique 
was used, and the sample size was small.  

While the results may provide valuable 
information to the researcher, the information 
cannot be generalized.

Conclusion
 This study validated this researcher’s 
premise that a strong foundation in the 
understanding of learning needs and 
processes, and of teaching strategies 
that address differing learning needs, is 
imperative for nurse educators.  The need 
for more effective and student-centered 
nurse educators was also confirmed. The 
information gathered has the potential 
to make a positive impact on how nurse 
educators teach their students and patients.  
Further research is needed to identify the 
most effective teaching strategies which 
nurse educators can use to educate students 
and patients.
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Examining Knowledge and Awareness of Professional Identity

for Students in Health Management Programs

Juanda Beck-Jones Martha Perryman

Abstract
While sustained efforts to increase the number of underrepresented minorities 
functioning as professionals in the field of health administration and in healthcare 
executive ranks are delivering results, barriers still remain. This is evidenced by the 
persistent disparity in the proportional representation of underrepresented minorities as 
health care administrators, compared to their numbers in the general population. One 
possible barrier is the preparation of graduates in health care management educational 
programs. Increasingly, there are demands for health care management educators to 
strengthen the professional development of students in their programs.  There is little 
known research on this process, termed professional socialization.  The goal of this 
study was to determine the behaviors that characterize the professional identity of health 
care administrators in order to determine the socialization process necessary to perform 
relevant job tasks. The researchers sought to establish a baseline professional identity 
for health care administrators through conducting qualitative focus group research 
with practitioners.  The ultimate goal of this research is to facilitate an increase in the 
number of racial, ethnic and cultural minorities in the field of health administration.  To 
achieve this goal, the behaviors that characterize the professional identity of the health 
care administrator must be identified.  In addition, the socialization process necessary 
to perform the job tasks and demonstrate the behaviors identified as essential to the 
health care administration profession must be modeled by health care administration 
educators.
Keywords:  professional identity, professional development, health management, health 
care administration, student development
  
Juanda Beck-Jones, PhD, MBA Martha Perryman, PhD, MBA 
Division of Health Care Management Division of Health Care Management
School of Allied Health Sciences School of Allied Health Sciences
Florida A&M University Florida A&M University

Introduction
 While sustained efforts to increase the number of underrepresented minorities functioning 
as professionals in the field of health administration and in healthcare executive ranks are 
delivering results, barriers still remain. This is evidenced by the persistent disparity in the 
proportional representation of underrepresented minorities as health care administrators, 
compared to their numbers in the general population.  For example, the Institute for Diversity 
in Health Management, an affiliate of the American Hospital Association, reported that 
underrepresented minorities represented approximately 14% of hospital senior executive 
positions in 2012.  Approximately 7% of hospital senior executive positions were held by 
African Americans (Selvam, 2013). The percentage of underrepresented minorities was 
increased significantly from 9% in 2011, and only 2% in the organization’s first benchmark 
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survey in 1994 (Selvam, 2013).  
 The study reported that while sustained 
efforts to increase minority representation 
in healthcare executive rans are delivering 
results, barriers still remain. One possible 
barrier is the quality of preparation of 
graduates of educational programs in health 
care management. In a seminal study, 
Lounsbury, et. al, (2008) suggested that 
personality factors influence person-job 
fit, and certain personality traits influence 
success in the work place.  One main trait 
was described as conscientiousness, or 
professionalism.  The term was qualitatively 
operationalized by the following 
characteristics: dependability; reliability; 
trustworthiness; and inclination to adhere to 
company norms, rules and values. 
 In many of the business and healthcare 
management arenas, concern has been 
expressed about the quality of the 
preparation of graduates of educational 
programs.  Increasingly, there are demands 
for management educators to strengthen 
the development of professionalism.  
This development process is called 
professional socialization. There is little or 
no research on professional socialization 
and professionalism in health management 
related professional programs.  Most research 
has been in the fields of accounting, nursing, 
dietetics, higher education, pharmacy, and 
law (Meyer-Sommer and Loeb, 1981; Kroger 
& Marcia, 2011; Skorikov and Vondracek, 
2011; MacLellan, Lordly and Gingras, 2011; 
Trede, Macklin, and Bridges, 2012, Carter, 
Brunson, Hatfield and  Baluck, 2000; and 
Schleef, 2006). 

Professional Socialization
 The general process of acquiring 
professional culture is called professional 
socialization. (Page, 2004).  Professional 
identity acquisition is defined by Perna 
and Hudgins (1996) as demonstrating the 
knowledge and skills necessary to perform 
a particular job task.  This also includes 
adopting the attitudes, values, norms, 
language, and perspectives necessary to 
demonstrate behavior appropriate to the 
profession.  Professional identity occurs 
when a member of a profession has the 

attitudes, beliefs and standards which 
support the practitioner role and a clear 
understanding of the responsibilities 
of being a member of the profession 
(Trede, Macklin, and Bridges, 2012).  
Professional socialization is a process 
defined as professional identity role 
acquisition.  Professional socialization, or 
professionalization, is defined as acquiring 
the knowledge and skills necessary to 
perform a particular job task, by becoming 
immersed in the culture of a profession.  
That process is known as enculturation. 
Enculturation involves adopting the rites 
and rituals, norms, language, attitudes, 
values, and perspectives which are necessary 
to effectively demonstrate behaviors 
appropriate to a profession (Perna & 
Hudgins, 1996; Page, 2004).
 The objective of this research is to 
identify the processes necessary for ethnic 
and culturally diverse students in specialized 
programs to acquire behaviors appropriate to 
the health care management profession.  To 
achieve this end, it was necessary to establish 
the expectations of health care administrators 
of the professional identity and behaviors of 
those entering the field.  This study examined 
the question, “What actions and behaviors 
demonstrate professionalism in health care 
administrators?”  In order to answer this 
question, the researchers sought to establish 
baseline characteristics of professional 
identity for the health care administrator.  

Research Design and Methodology
 This study was qualitative in nature.  
Focus groups were used to facilitate the 
researchers’ ability to gain access to the 
participants’ views, experiences, and 
attitudes.  It was the goal of this research to 
make meaning of the participants’ responses, 
rather than to simply quantify their responses 
(Levers, 2006).  A focus group of health 
administration professionals and internship 
preceptors was conducted in the fall of 
2014.  Participants were asked to respond to 
questions about the nature of professional 
identity of health care administrators, and 
the requirements of educational institutions 
to facilitate the role acquisition process 
of students in health care management 
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programs.
The Focus Group
 A purposive sample of seven health 
administrators participated in the focus 
group.  The focus group session was held 
for two hours in a University conference 
room.  The participants were seated around 
the conference room table in a self-selected 
order.  The focus group was conducted 
by a moderator and videotaped by a 
videographer.  The researchers were present, 
and documented participants’ comments.  
Five open-ended questions were asked of the 

participants.  The questions and responses 
are presented in Table 4.

Demographic Analysis
 Tables 1-3 show a demographic analysis 
of the focus group participants.  Five of the 
participants were employed as administrators 
in health care facilities.  Two participants 
were retired management educators (Table 
1).  There was a higher percentage of 
males (57.2 %) to females (42.9%) in the 
group (Table 2).  The percentage of African 
Americans (57.2 %) was higher than the 

1 
 

TABLE 1 
FOCUS GROUP SAMPLE – EMPLOYMENT AREAS REPRESENTED 

 
Employment   Number Represented  

Community Health Center 1 

Education (Retired)  2 

Hospitals 2 

Nursing Homes 1 

Veterans Administration 1 

Total 7 

 

 
 

TABLE 2 
FOCUS GROUP SAMPLE – DEMOGRAPHICS 

 
Gender 

Male (4/7)                57.2% 

Female (3/7)                42.9% 

  

 

 
 

TABLE 3 
FOCUS GROUP SAMPLE – DEMOGRAPHICS 

 
Race/Ethnicity 

African American 57.2%  (4/7) 

Caucasian  42.9%  (3/7) 
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Employment   Number Represented  

Community Health Center 1 

Education (Retired)  2 

Hospitals 2 

Nursing Homes 1 

Veterans Administration 1 

Total 7 

 

 
 

TABLE 2 
FOCUS GROUP SAMPLE – DEMOGRAPHICS 

 
Gender 

Male (4/7)                57.2% 

Female (3/7)                42.9% 

  

 

 
 

TABLE 3 
FOCUS GROUP SAMPLE – DEMOGRAPHICS 

 
Race/Ethnicity 

African American 57.2%  (4/7) 

Caucasian  42.9%  (3/7) 

 

 percentage of Caucasians (42.9 %) (Table 3).  
Results

 The questions and participant responses 
are presented in Table 4.   The questions 
and responses were reviewed to establish 
the themes and patterns that appeared to 
emerge from the discussion. In post-session 
reviews, the consistency of and meaning of 
the participants’ responses became apparent. 

Discussion
 The participants were diverse in terms 
of race, gender, and organizational setting.   
The participants’ responses revealed the 
following consistent themes:  
1) The student who demonstrates 
professional self-presentation and 
appropriate professional behavior will be 
given the opportunity to develop in the field 
of health care administration; 
2) Entering the profession as a novice with 
a sense of entitlement may prove costly to 
one’s career; 
3) The novice must observe the role 
incumbents, and participate in tasks to 

acquire the necessary skills, behaviors, 
language, and culture to fully develop the 
professional identity of the field.  

Conclusion
 The ultimate goal of this research is 
to increase the numbers of racial, ethnic, 
and cultural minorities functioning 
as professionals in the field of health 
administration.  To achieve this goal, the 
behaviors that characterize the professional 
identity of the health care administrator must 
be established. In addition, the socialization 
process necessary to perform the job tasks 
and demonstrate behavior appropriate 
to join the health care administration 
profession must be determined.  Further 
research is necessary to examine the health 
administration students’ knowledge of 
and awareness of the professional identity 
of health care administrators.  The data 
collected from future research should provide 
a point of comparison to the expectations 
revealed from the administrators, so that 
a field-specific professional socialization 
model can be developed.
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2 
 

 

 

 
 
 
 
 

TABLE 4 
FOCUS GROUP QUESTIONS AND ANSWERS 

 
 Questions Responses 

1 

 

What constitutes professionalism in an 
administrator or what are the elements of 
professionalism in an administrator? 

 Appearance (fingernails and hair) 
 Articulate knowledge of the field 
 Communication 
 Assertive behavior 

2 What are the expressed attitudes and beliefs, 
and required standards expected for an 
administrator? 

 

 Passion 
 Knowing that you are making a difference in 

lives 
 Cannot just focus on the pay 
 Never say “I have arrived.” 
 Excellence  
 Timeliness 

3 How is the healthcare administrator's 
professional identity developed? 

 

 Network in organizational setting and around 
the country through such organizations as 
ACHE (American College of Healthcare 
Executives) and LinkedIn. 

 Develop a relationship with a mentor. 
 Participate in training 
 Develop a solid reputation 
 Love what you do. 
 Do not job hop.   
 Research to find out what the field is all 

about. 
4 What do you see as the University's role in 

helping students develop/formulate their 
professional identity? 

 Share expectations 
 Help students decide what they want to be in 

the profession. 
 Develop confidence 
 Develop personal brand 
 Develop opportunities for students to visit 

different venues 
 The brand 

3 
 

5 Do you see a conflict at all between 
professional identity and personal identity 
for yourself, for students you may come in 
contact with, for other professionals you 
may observe? 

 Overall response there was no conflict. 
 Professional identity and personal identity 

are fluid.  
 “You must pay your dues.” 
 You must observe how the work is done. 
 Merge personal identity with their 

professional identity.  
 If you look the part and act the part you will 

be given a chance 
o Dress 
o Hair  
o Nails 
o Required Behaviors  

 Timeliness 
 Willingness to learn all 

aspects of the tasks of the 
profession 

 Being passionate 
 Being committed 

 A sense of entitlement will cost you your 
career 
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Professional Socialization as Applied to Health Management Education:

A Review of the Literature

Juanda Beck-Jones Martha Perryman

Abstract
Higher education stakeholders expect educational programs to produce graduates 
who display mastery of theoretical ideas, competence in applying theory in complex 
workplaces, and professional dispositions. The goal in health administration is to 
develop the professional identity of a manager in an individual. This is accomplished 
through a carefully structured professionalization process, that revolves around the 
students’ immersion into an environment that is prototypical of the one in which the 
student aspires.  The literature reviewed describes key aspects of professional identity 
and professional socialization. These concepts must be applied to health management 
education, to meet the professional skills requirements for learners to acquire 
professional identity.
Keywords: professional socialization, professional identity, health care management 
education, health administration, management education

Juanda Beck-Jones, PhD, MBA Martha Perryman, PhD, MBA 
Division of Health Care Management Division of Health Care Management
School of Allied Health Sciences School of Allied Health Sciences
Florida A&M University Florida A&M University

Introduction
Background
 In an article entitled Situated Cognition and the Culture of Learning, Brown, Collins, 
and Duguid (1989) asserted that knowledge is not independent, but instead is fundamentally 
“situated,” being in part a product of the activity, context, and culture in which it is developed.   
In keeping with that theory, the authors of this study attempted to define a process for developing 
a professional healthcare manager, which would move students from “just plain folks” to 
professionals.  During this process, it was discovered that there is a dearth of scholarly articles 
dedicated to management development. 
 The concept of professional socialization is described as a process similar to the 
“enculturation” process defined by Brown et al. (1989).  Enculturation is a term describing 
a process of immersing an individual into the rites and rituals of a culture that is different 
from their own.  This process usually begins while a student is enrolled in a professional 
or educational plan of study. In many of the business and healthcare arenas, concern has 
been expressed about the quality of the preparation of graduates of educational programs in 
health management.  Increasingly, there are demands for health management educators to 
strengthen the process by which students are developed as managers (Beck-Jones & Harper, 
2009). Executives in the corporate community have argued that the curricula for healthcare 
administration and Master of Business Administration programs are not adequately focused 
on real world issues (Robbins, Bradley, Spicer and Mecklenburg, 2001). Higher education 
stakeholders expect educational programs to produce graduates who display mastery 
of theoretical ideas, competence in applying theory in complex workplace settings, and 
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professional dispositions that foster ethical 
and reflective professional practices 
(Trede, Macklin, and Bridges, 2012). 
The goal is to develop the professional 
identity of a manager in an individual. This 
goal is accomplished through a carefully 
structured professionalization process that 
revolves around the students’ immersion 
into an environment that is prototypical 
of the one in which the student aspires 
(Mann, 1994).  Although there have been 
many studies conducted related to the 
process of developing professional identity 
(professional socialization) for individuals 
in a number of different occupations, there 
is little available research on professional 
socialization for those seeking to become 
health management professionals (Beck-
Jones and Harper, 2009; Page, 2004; and 
Schleef, 2006).

Methodology
 A literature review was completed.  The 
literature review focused on the concepts 
of professional identity and professional 
socialization.  Databases accessed for this 
research were: Educational Resources 
Information Center (ERIC) Clearinghouse 
on Higher Education; ABI Inform Complete; 
and ProQuest Allied Health and Nursing.  
Key search terms included: professional 
identity, professional socialization, health 
administration, health care management 
education, and management education. 

Professional Identity Definitions and 
Common Themes
 The literature review on professional 
identity revealed common themes of the 
concept across professions, including 
accounting, nursing, dietetics, higher 
education, pharmacy, and law (Meyer-
Sommer and Loeb, 1981; Kroger & Marcia, 
2011; Skorikov & Vondracek, 2011; Trede, 
Macklin, and Bridges, 2012 (See Table 
1).  Carter, Brunson, Hatfield & Baluck, 
(2000); Schleef, (2006); and Perna and 
Hudgins (1996) conceptualized professional 
identity in graduate higher education, as 
demonstrating the knowledge and skills 
necessary to perform a particular job task, 

adopting the norms, values, attitudes, 
perspectives, and languages necessary to 
demonstrate behavior appropriate to the 
profession (See Table 1).

Professional Identity, Identity Mix, and 
Occupational Choice
 Research findings indicated that 
occupational choice and commitment 
are core attributes of identity, and that 
individuals seeking professional identity 
tend to choose career and work to suit their 
perception of the profession (Cook et al, 
2003). For nursing students, both theory 
and practice contributes to the development 
of professional identity, preparing them 
for a successful transition from student to 
professional nurse. Occupational choice 
was found by researchers to be influenced 
by clinical exposure, media-images, socio-
economic factors, and other opportunities 
(Cook et al, 2003). Individual professional 
identity is not always the most prominent 
aspect of who the person thinks and feels 
they are (Kroger & Marcia, 2011; Skorikov 
& Vondracek, 2011; MacLellan, Lordly & 
Gingras, 2011; Corwin et al., 2012).  
 Personal identity and professional self 
was added to the development process or 
the identity mix for professional identity 
(Corwin, Johnson, Wilson and Borgese, 
2012). The professional identity development 
process requires the integration of personal 
values, morals, and attributes with the norms 
of the profession.  This integration forms 
the critical allegiance of the individual’s 
personal identity with the professional self 
(Corwin, et al., 2012).  Professional identity 
as applied to professional groups, such as 
nursing, has been defined as the attitude, 
beliefs knowledge, skills, and values that 
are shared with others within a professional 
group that can affect how people compare, 
interact and differentiate themselves from 
other professional groups in the workplace 
(Adams et al, 2006; Crosby, Vivekana and 
Schmidt, 2009; Worthington, Solamonson, 
Weaver and Cleary, 2013).
Professional Socialization Defined
 The process of developing professional 
identity has been defined as professional 
socialization (Page, 2004).  Professional 
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Area Citations 

Medicine Adams, K., Hean, S., Sturgis, P., Macleod Clark, J. (2006); 

Crossley, J. and Vivekananda-Schmidt, P. (2009);   

Veazey Brooks, J., and Bosk, C. L. (2012) 

Nursing Cook, T., Gilmer, M., Bess, C. (2003);  

Corwin, L. S., Johnson, M., Wilson, J., Borgese, K. (2013); 

Worthington, M., Salamonson, Y., Weaver, R., Cleary, M.  

(2013); 

Research Theory Kroger, J., Marcia, J. (2011)   

  

Higher Education Perna, L. W., Hudgins, C. (1996);  

Reid, A., Dahlgren, L. O., Petocz, P., Dahlgren, M. A. 

(2008);  

Trede, F., Macklin, R., and Bridges, D. (2012) 

Workforce 

Development 

Skorikov V. B & Vondracek, F. W. (2011) 

TABLE 1
Professional Identity Explored Across Various Disciplines

socialization is defined as the process 
through which an individual gains 
knowledge, skills, and identity that are 
characteristics of a profession, and is a 
developmental process of adult socialization 
(Becker & Hertz, 2005). The concept has 
been described as professionalization, a 
complex and interactive process by which 
the content of the professional role is learned 
and the values, attitudes, and goals integral 
to the profession and sense of occupational 
identity which are characteristic of a member 
of that profession (Goldenberg & Iwasiw, 
1993).  Weidman, Twale, and Stein (2001) 
define professional socialization similarly, 
as the process by which persons acquire the 
knowledge, skills, and disposition that makes 
them a more or less effective member of the 
profession.  
Professional Socialization Framework
 A framework for role acquisition which 
recognizes the developmental nature of the 
socialization process was developed by 

Thornton and Nardi (1975).  They suggest 
that certain core elements (knowledge 
acquisition, investment, and involvement) 
lead to role identity and commitment.  
Knowledge acquisition starts with required 
knowledge, skills, and abilities related to role 
expectations.  The investment element begins 
with an interest in the role as evidenced 
by applications to programs in the field.  
Involvement moves from matriculation 
through the program to participating with 
role incumbents during volunteering and 
internships.  With structural engagement, 
the student identifies with the stereotypical 
dimensions of the role,  identifying with 
professional practitioners, securing a position 
in the profession, and ethical practice of the 
profession.
 Much of the learning taking place 
during professional socialization is based 
on authentic activities designed to promote 
professionalism grows out of learning 
theories.  An example of the writers who 
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espoused authentic learning theory is Lave 
and Wenger, the proponents of situated 
cognition.   Authentic activities, in which 
students participate under the direction of 
practitioners and other stakeholders, are 
integral to the curriculum as a part of the 
professional socialization process (Trede et 
al., 2012).

A Model of Role Acquisition
 Thorton and Nardi (1975) identified 
four stages of role acquisition and the 
developmental process which occur during 
the educational process and continue through 
the beginning of the early stages of an 
individual’s professional practice (Weidman, 
Twale, and Stein, 2001). The four stages 
are: anticipatory; formal; informal; and 
personal (See Figure 1).  The anticipatory 
stage is the preparatory and recruitment 
phase. During this time, the novices listen 
carefully and respond readily to faculty.  
During the formal stage, the novice is in 
school to gain the knowledge of the field.  In 
this stage, the apprentice observes the more 
advanced students to learn role expectations.  
In the informal stage the novice learns 
informal role expectations. Then, the novice 

receives behavioral clues from current role 
incumbents, and observes which behaviors 
are acceptable, and the appropriate reactions.  
During the personal stage, the role is 
internalized. At this time, the novice forms 
their professional identity, and settles any 
incongruity between their previous self-
image and their new professional image as 
they assume their new role. 

The Professional Socialization Conceptual 
Model
 The conceptual model of professional 
socialization developed by Weidman, Twale, 
and Stein (2001), is an extension of the 
Thornton and Nandi model (1976). Unlike 
Thornton and Nandi who depict the process 
as linear, Weidman and his colleagues 
present the socialization process as non-
linear (See Figure 2).
 In the Weidman, Twale and Stein model 
shown in Figure 2, the individual enters the 
professional program with values, beliefs, 
and attitudes about self and anticipated 
professional practice. In this first stage, the 
prospective student or novice enters the 
professional program with attitudes about 
their anticipated professional practice.  At 

FIGURE 1
Core Elements and the Collaborative Approach to Professional Socialization
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FIGURE 2

Conceptualizing Graduate and Professional Student Socialization
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Source: Weidman, Twate, and Stein (2001)

the center of the model, in the University, the 
student’s experience in the professional program 
is overlaid by the socializing influences with the 
faculty, professional organizations, professional 
practice, and other professional reference 
groups.  In the second stage, the student 
is exposed to various normative pressures 
exerted by the university’s institutional culture 
through faculty and peers as well as by society, 
professional organizations, professional 
practice, and personal reference groups. 
Also, the center of the model shows personal 
communities that exert normative pressures for 
attaining personal and professional goals. In 
stage three, the student assesses the salience of 
the various normative pressures for attaining 
personal and professional goals. The model also 
shows attainment of the values, aspirations, 
identity, and personal commitments pertaining 
to the profession. In the fourth and final step, 
the student conforms through identity and 
personal commitments that were held at the 
onset of socializing experiences.
 A listing of professional socialization 

articles in a variety of disciplines is 
displayed in Table 2.  Eight disciplines 
were identified in the articles reviewed.  Of 
the eight disciplines, one article discussed 
health education, and one article discussed 
business. 

Discussion
 Selected research on the concepts 
and specific processes involved in the 
development of professional identity 
through professional socialization was 
reviewed.  An adaptation of the models of 
Thorton and Nardi (1975) and Weidman, 
Twale, and Stein (2001) is summarized 
in Table 3.  The stages in the professional 
socialization process, including the 
roles assumed by the student and other 
key stakeholders involved the sources 
of experiences for those involved in the 
process, and the outcomes of the process, 
are displayed. This analysis demonstrates 
that as the student moves through the 
professional socialization process, 
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Area Articles 

Health Education Arndt, J., King, S., Suter, E., Mazonde, J., & Arthur, 

N. (2009)  

Electrical Engineering Keltikangas, K., & Martinsuo, M. (2009) 

Nursing Kramer, M., Maguire, P., Halfer, D., Brewer, B., 

Schmalenberg, C. (2013);   

Kramer, M., Maguire, P., Schmalenberg, C., Halfer, 

D., Budin, W. C., Hall, D. S., Goodloe, L. G., 

Klaristenfeld, J., Teasley, S., Forsey, L., and Lemke, 

J. (2013);   Ousey, K. (2009)                                            

Higher Education Laursen, S. L., Thiry, H., & Liston, C. S. (2012).  

Accounting Mayer-Sommer, A. P., & Loeb, S. E. (1981).  

Real Estate Appraisal Page, G. (2004) 

Medicine Patterson, M., Higgs, J., Wilcox, S., and Villenueve, 

M. (2002).  

Law and Business Schleef, D. J. (2006) 

TABLE 2
Professional Socialization in Various Disciplines

5 
 

Stages Roles Experiential Sources Outcomes 

Anticipatory Novice External sources of information 

about the profession include mass 

media and faculty 

Student enters with 

Idealized Perceptions of 

the profession 

Formal Veteran newcomer Program provides information about 

the expected roles and 

responsibilities 

Expectations held by the 

student remains 

idealized 

Informal Charter members Programs provides behavioral clues 

and experiences to move from 

idealized expectations of the 

profession 

Transformation occurs 

as student becomes self- 

aware of the 

professional role 

Personal 

 

Professional 

 

Current role incumbents, faculty, 

peer culture, and experiential 

opportunities 

Interactions with role 

incumbents provides 

opportunities to 

internalize the 

professional role 
Adapted from: Thornton & Nardi, 1975 and Weidman, Twale & Stein, 2001 
 
 
  

TABLE 3
Professional Socialization – Stages, Roles, Experiential Sources, and Outcomes



25

Journal of the National Society of Allied Health - Fall 2015
experiential learning is key to facilitating 
the transformation from novice to assuming 
the professional role.  

Conclusion
 There is a paucity of scholarly research 
concerning professional identity and 
professional socialization in the field of 
health management education. The limited 
number of research studies indicates the 
need for more exploration of this subject 
matter. Participating in the socialization 
process in one’s desired field can lead to the 

development of a professional identity. To 
meet the professional skills development 
challenge for health administrators, educators 
should consider developing discipline 
specific professional socialization processes 
to assist students in meeting expectations for 
assuming the role of professional managers. 
Management educators are increasingly 
pressured to develop practice-based curricula 
that prepare graduates for the professional 
arena.   Therefore, more research is required 
in order to assist educators in the development 
of qualified health administrators.
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STD Awareness Among College Students: 

A Comparison Between Underclassmen and Upperclassmen

Aurelia K. Alexander Angela Thornton

Abstract
Objective: To assess the level of awareness of sexually transmitted diseases (STD) and 
to compare the difference in STD awareness between underclassmen (freshman and 
sophomores) and upperclassmen (juniors, seniors, and graduate students), in order to 
determine the need for education on healthy sexually behaviors.
Design: Cross-sectional study, via the use of surveys. 
Setting: A Historically Black College and University in the southeast United States
Participants: Students enrolled at the University (N = 187).
Results: STD awareness was evaluated by grading the fourteen survey questions 
pertaining to STD awareness.  Approximately 50% of the survey participants reported 
always using a condom. Approximately 10% reported never using a condom when 
engaging in any type of intercourse.  Approximately 34% of the participants reported 
having one sexual partner in the past year. The average knowledge score for females 
(70.89%) was approximately 13 percentage points higher than the score for males 
(57.10%).  Survey participants who reported having one or fewer sexual partners 
achieved higher scores on the knowledge test, compared to those participants who 
reported having 5 or more partners. Scores based on condom use were similar among all 
four groups. Participants who reported always using a condom had only a slightly lower 
average score than the other groups. Upperclassmen scored higher on the knowledge 
test than under classmen. 
Conclusion: Increased education on sexually transmitted diseases may increase student 
knowledge regarding the risks of unprotected sexual activity.  
Keywords: sexually transmitted disease, chlamydia, gonorrhea, college students

Aurelia K. Alexander, OTD, OTR/L Angela Thornton, PhD 
School of Allied Health Sciences Florida Agricultural & Mechanical University
Florida A&M University College of Pharmacy
  Tallahassee, FL 32307

Introduction
 Sexually transmitted diseases (STDs) continue to plague college campuses, raising questions 
regarding what efforts can be made to reduce the number of young individuals acquiring 
STDs on college campuses.  According to the Centers for Disease Control and Prevention, it 
is estimated that 20 million new infections occur each year, with almost half infecting young 
people  (Incidence, Prevalence, and Cost of Sexually Transmitted Infections in the United States, 
2013, 2013).  Although, STDs are primarily transmitted through the exchange of bodily fluids 
(i.e. vaginal fluid, semen, and blood), they can also be transmitted through direct contact with the 
infected area such as human papillomavirus (HPV).  If not treated, sexually transmitted diseases 
can cause serious health consequences such as sterility, ectopic pregnancy, pelvic inflammatory 
disease, increased risk of HIV infection, organ damage, and death (Miller, 2004) (Spelet, 2007).  
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 The high incidence of STDs on college 
campuses could be secondary to a lack 
of education regarding STDs and their 
potential complications or an unwillingness 
of students to take preventative measures 
when engaging in any type of sexual 
intercourse, despite their knowledge of 
STDs. The lack of condom use is the most 
common factor contributing to the rise in 
STDs in  young college women (Roberts, 
2006). This could be due to a number of 
factors including, attitudes toward condom 
use, lack of control of sexual encounter, or 
personal perception of risk (Roberts, 2006). 
In new relationships, students are often 
unaware of their partner’s previous sexual 
behavior, making them susceptible to STDs. 
Also, students who believe that they are in a 
monogamous relationship have a false sense 
of security and are more resistant to condom 
use, increasing their risk for contracting 
STDs (Roberts, 2006). Some students avoid 
discussions regarding safe sexual practices 
because they want to prevent confrontation 
with their partner or do not want to ruin the 
moment of intimacy. Another explanation for 
the increased risk of STDs among college 
students is bisexual activity. Popular media 
reports describe groups of young black men 
who identify themselves as having sex with 
women, but who also have undisclosed 
sexual encounters with men (Hightow, 
2006).  These men tend to be secretive 
and do not perceive themselves at risk for 
contracting HIV infection and are unwilling 
to use preventive measures (Hightow, 2006).
 The primary objective of this study 
is to determine if more education on 
STDs is needed on Florida A & M 
University’s campus by conducting a 
survey to evaluate STD awareness between 
underclassmen (freshmen and sophomores) 
and upperclassmen (juniors, seniors, and 
graduate students). 

Methods
 From January 2008 to February 2008,  
Florida A & M University students were 
randomly surveyed on campus. Any person 
who was 18 years of age or older and who 
was currently enrolled at Florida A & M 

University was eligible to participate in the 
study. Exclusion criteria included students 
who were under 18 years of age, who were 
not currently enrolled at Florida A & M 
University, and students who did not consent 
to take our survey. This study was approved 
by the Florida A & M University Institutional 
Review Board.  
 An anonymous survey was developed 
to assess the level of awareness of sexually 
transmitted diseases (STDs) and to compare 
the difference in STD awareness between 
underclassmen (freshmen and sophomores) 
and upperclassmen (juniors, seniors, and 
graduate students). An educational pamphlet 
was also developed which was given to 
participants after completion of the survey.  
 A written informed consent was provided 
to each participant prior to completing the 
survey, which consisted of twenty questions.  
The first six questions gathered information 
regarding demographics (age, gender, 
race), the participants’ classification, and 
sexual history and practices. The remaining 
fourteen survey questions assessed the 
participants’ awareness regarding STDs. 
These questions focused primarily on the 
participants’ ability to identify symptoms, 
routes of transmission, and complications 
of STDs. Upon completion of the survey, 
an educational pamphlet was provided to 
give general information about the STDs 
discussed in the survey. The educational 
pamphlet also provided participants with 
a list of resources where they could obtain 
additional information, which included 
contact information for local health centers 
as well as online resources.  
 STD awareness was evaluated by 
grading the fourteen survey questions 
pertaining to STD awareness.  Survey scores 
were expressed as the percentage of answers 
that each participant answered correctly.  
The primary outcome of the study was the 
difference between the average score of 
underclassmen (freshmen and sophomores) 
and upperclassmen (juniors, seniors, and 
graduate students). Secondary outcomes 
included evaluating participants’ use of 
condoms when engaging in any type of 
sexual intercourse, the difference in average 
test scores between males and females, the 
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effect of the number of sexual partners on 
average test scores, and the effect of condom 
use on average test scores.

Results
 During the two-month study period, 
187 students completed the survey. Table 1 
summarizes the demographics of the study 
population, which consisted of more females 
than males and more upperclassmen than 
underclassmen.  The survey participants were 
predominantly black, which is representative 
of  Florida A & M University’s student 
population.  Survey results are reported in 
Table 2, demonstrating that roughly 50% of 
the survey participants reported always using 
a condom and nearly 10% reported never 
using a condom when engaging in any type 
of intercourse.  Regarding sexual practices, 
approximately 34% of the participants 
reported having one sexual partner in the 
past year, which was the most frequently 
reported answer.  
 Average test scores on the STD 
awareness portion of the survey were 
calculated for the different subgroups and are 
summarized in Table 3.   The average score 
for females (70.89%) was approximately 
13 percentage points higher than the males’ 
average score (57.10%).  Evaluating the 
scores based on the number of sexual 
partners in the past year revealed that survey 
participants who reported having one partner 
had the highest average test score.  Whereas, 
those participants who reported having 5 or 
more partners had the lowest average test 
scores.  Scores based on condom use were 
similar among all four groups. Participants 
who reported always using a condom had 
only a slightly lower average score than 
the other groups.  In evaluating the primary 
outcome, the data illustrated in Diagram 1 
reveals that the upperclassmen’s average 
test score (70.77%)  was approximately 
12 percentage points higher than the 
underclassmen’s average test score (57.99%). 

Discussion
 In 2012, approximately 22,541 
individuals between the ages of 20-24 had 

been infected with chlamydia and 6,735  
with gonorrhea in the state of Florida 
(Chlamydia 03-12 State by Year, Age, 
Gender, 2012) (Gonorrhea 96-05 State by 
Year, Age, Gender, 2005). The  reported 
cases in Leon County for chlamydia and 
gonorrhea in 2012 were 2571 and 536 , 
respectively (Chlamydia 03-12 by County, 
2012) (Gonorrhea 09-05 by County, 2005). 
Although the prevalence of STDs on college 
campuses varies across the nation, some of 
the most common ones include chlamydia, 
gonorrhea, and HPV(genital warts). Studies 
show that sexually active students are often 
unaware of sexually transmitted infections 
such as HPV (D’Urso, 2007).  Therefore, 
they are not practicing good behaviors to 
successfully reduce the risk of infection 
(Spelet, 2007).  As a result, it is pertinent that 
students are educated on associated signs and 
symptoms in addition to the importance of 
safe sexual practices. 
Although the results indicated that that 
upperclassman scored slightly higher than 
underclassmen, it is evident that more 
education is needed on the Florida A & M 
University campus because the average 
score for all groups evaluated was 70% or 
below. This study showed that regardless 
of the number of sexual partners, there was 
no difference in condom usage.  Further 
studies should be conducted to determine 
the particular areas and level of education 
needed.  In addition to further studies, there 
is a need for more educational seminars 
regarding safe sexual practices and 
additional free STD screenings on campus. 
Implementing these measures will play a 
vital role in reducing the transmission of 
STDs on the Florida A & M University 
campus.  
 Although the original study objective 
was accomplished, there were some 
limitations.  The participants were not asked 
if they were health versus non-health majors.  
Health majors may have more knowledge 
regarding sexually transmitted diseases.  
Therefore, the results could have been 
biased if more health majors were surveyed.   
Investigator error could have occurred due 
to the surveys being hand-graded. There 
also could have been improvements in the 



32

Jo
ur

na
l o

f t
he

 N
at

io
na

l S
oc

ie
ty

 o
f A

llie
d 

He
al

th
 - 

Fa
ll 2

01
5

survey design.  If the personal demographic 
questions would have been placed on the 
back page, participants might have been 
less apprehensive in answering some of 
the questions and would have felt more 
comfortable handing their surveys to 
investigators.

Conclusion
 Health care practitioners can play a 
pivotal role in educating young adults 
on healthy sexual practices. Even when 
symptoms are present many students are 

apprehensive when inquiring about more 
information. It is important that health 
care providers acknowledge these fears.  
Increased education on sexually transmitted 
diseases may equip students with the 
knowledge regarding risky sexual activity. 
Through patient counseling, health care 
practitioners can give valuable information 
on effective preventable measures and 
the treatments available. Also, health care 
practitioners must stay abreast of current 
information on STDs in order to provide 
optimal education to patients (Pray, 2003).
  

TABLE 1
Demographics of Survey Participants

 
Demographic Number of Survey 

Participants (n=187) 
Gender  
     Male 80 
     Female 106 
     No answer 1 
Race  
     Black 147 
     White 14 
     Hispanic 6 
     Asian  4 
     No answer given 4 
     Other  
          Indian 3 
          Egyptian 2 
          Unspecified 2 
          Multiracial 4 
          West Indian 1 
Classification  
     Upperclassmen 102 
     Underclassmen 84 
     No answer 1 
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TABLE 2

Sexual Practices of Survey Participants
 

2 
 

Sexual Practice Number of Survey 
Participants (n=187) 

How many sexual partners have you 
had in the past year? 

 

     None 32 
     One 63 
     Two 28 
     Three 18 
     Four 13 
     Five or more 30 
     No answer given 2 
     Other* 1 
How often do you use a condom 

when engaging in any type of 
intercourse? 

 

     Always** 94 
     Most of the time 48 
     Some of the time 20 
     Never**, *** 18 
     No answer given 8 
Note: * One survey participant wrote “Other” instead of selecting  
               one of the choices listed on the survey. 
 
         **  One survey participant indicated that he/she used a condom  
               always prior to meeting his/her significant other and never   
               with his/her significant other.  Both of these answers were counted  
               in the survey results. 
 
       ***  One survey participant indicated that he/she never uses  a condom  
               because he/she is married. 
 
 
 
 
 
 
 
 
 
 
 



Diagram 1
Comparison of Average Test Scores Between Upperclassmen & Underclassmen
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TABLE 3
Average Test Scores Among Population Subgroups

 

3 
 

Population Subgroup Average Test 
Score 

(% Correct) 
Gender  
     Males (n=80) 57.10 
     Females (n=106) 70.89 
Number of Sexual Partners in Past 
Year 

 

     None (n= 32) 64.49 
     One (n=63) 69.13 
     Two (n= 28) 64.28 
     Three (n=18) 61.89 
     Four (n=13) 65.92 
     Five or more (n=30) 56.40 
Condom Use When Engaging in Any 
Type of Sexual Intercourse 

 

     Always (n=94)* 63.45 
     Most of the time (n=48) 65.61 
     Some of the time (n=20) 68.12 
     Never (n=18)* 68.65 
Note:  * One survey participant indicated that he/she used a condom  
               always prior to meeting his/her significant other and never   
               with his/her significant other.  Both of these answers were counted  
               in the survey results. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

4 
 

 
Diagram 1. Comparison of Average Test Scores Between    
                    Upperclassmen & Underclassmen 
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Review of Research Evidence on the Effectiveness of 
Whole Body Vibration on the Muscle Strength and Muscle Mass of 

Adults 55 Years Old and Older

Harmonie Foster Margarita Norina Weatherman Jerry Hudson 
Ronald De Vera Barredo

Abstract
As part of the normal aging process, older adults experience a decline in muscle 
function due to an increase in fat mass and a decrease in muscle mass and strength, a 
condition known as sarcopenia. Emerging research evidence seems to suggest that whole 
body vibration (WBV) may attenuate the effects of sarcopenia by improving muscle 
mass, strength, and power through low amplitude, low frequency vibrations throughout 
the body. This research study evaluated the strength and quality of research evidence 
on the effectiveness of WBV on muscle mass and muscle strength of adults 55 years of 
age and older. By employing a search strategy with specified parameters, the authors 
were able to retrieve and review twelve articles meeting the inclusion criteria for the 
study. The articles were reviewed based on the 2011 ranking system of the Centre for 
Evidence-Based Medicine at the University of Oxford (CEBM), the criteria of Jewel and 
the criteria and scoring system of the Academy for Cerebral Palsy and Developmental 
Medicine (AACPDM). Results indicated that the research articles were primarily Level 
II and III studies with moderate to weak quality. Although current research evidence 
suggests the potential for significant improvements in muscle characteristics with WBV 
in older adults, the limited number of stronger, high quality research studies underscores 
the need for more robust research evidence.
Keywords: whole body vibration, muscle strength and mass, research evidence

Harmonie Foster, SPT Margarita Norina Weatherman, SPT
Department of Physical Therapy Department of Physical Therapy
Tennessee State University Tennessee State University

Jerry Hudson, SPT Ronald De Vera Barredo, PT, DPT EdD, GCS
Department of Physical Therapy Department of Physical Therapty
Tennessee State University  Tennessee State University

Introduction
 Older adults experience a progressive decline in muscle function due to increased fat 
mass, and decreased muscle mass and strength as part of the normal aging process. This 
process, termed sarcopenia, is associated with increased disability, frailty, morbidity, fall risk, 
and mortality, which result in an overall decrease in quality of life (Abellan van Kan, 2009; 
Lauretani, 2003). Several causative factors and mechanisms have been identified as playing 
a role in the development and progression of sarcopenia with reduced activity being the most 
paramount.  Sarcopenic muscle is capable of being restored to a more healthy state through 
exercise with significant mass and strength gains being reported with progressive resistance, 
aerobic, balance and flexibility exercises (Montero-Fernández & Serra-Rexach, 2013; Ward, 
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2011; Evans, 1996).
 Although beneficial to functional and 
morphological improvements of muscle 
and bone, some of the traditional resistance 
and aerobic exercises by themselves may 
be too strenuous for older individuals 
and can increase their risk for injury, 
especially those who are significantly 
deconditioned, frail or have comorbidities 
(Mikhael, Orr, & Fiatarone Singh, 2010; 
Sitjà-Rabert, Rigau, Fort Vanmeerghaeghe, 
Romero-Rodríguez, Subirana, & Bonfill 
X, 2012). The concept of utilizing whole 
body vibration (WBV) training in older 
adults has been a popular topic because of 
its ability to provide minimal loading to 
passive structures, such as bones, ligaments 
and joints, while potentially offering 
positive influences on muscle mass and 
strength, motor performance, bone density, 
cardiorespiratory fitness and balance 
(Mikhael et al., 2010; Sitjà-Rabert et al., 
2012; Bissonnette, Weir, Leigh, & Kenno, 
2010; Bogaerts et al., 2007; Bogaerts et al., 
2009; Gómez-Cabello, González-Agüero, 
Ara, Casajús, & Vicente-Rodríguez, 2013; 
Kennis et al., 2013; Lachance et al., 2012; 
Machado, García-López, González-Gallego, 
& Garatachea, 2010; Mikhael, Orr, Amsen, 
Greene, & Singh, 2010; Rees, Murphy, 
& Watsford, 2008; Roelants, Delecluse, 
& Verschueren, 2004; Verschueren et al., 
2004; Von Stengel, Kemmler, Engelke, 
& Kalender, 2012). WBV refers to the 
application of low amplitude, low frequency 
vibrations throughout the body. Equipment 
designed specifically for this type of exercise 
involves the use of an oscillating platform 
which delivers the stimulus throughout the 
body, typically in a standing position. An 
individual may perform various static and 
dynamic exercises, while standing on the 
platform, or simply maintain a stationary 
posture. Typically, WBV machines deliver 
vibrations with frequencies ranging between 
12-60 Hz, and amplitudes of 1-10 mm 
(Cardinale & Wakeling, 2005; Cardinale 
& Bosco, 2003; Jordan, Norris, Smith, & 
Herzog, 2005). Early applications of WBV 
focused primarily on its effects on athletic 
performance and osteoporosis (Cardinale & 
Wakeling, 2005; Jordan et al., 2005; Rehn, 

Lidstrom, Skogland, & Lindstrom, 2007).
  Recently, numerous researchers have 
reported the ability of WBV to generate 
gains in muscle mass, strength and 
power, as well as bone density in adults 
with varying fitness levels, diseases and 
impairments. Studies evaluating the effects 
of WBV on well-trained adults, older 
adults and individuals with diseases such 
as multiple sclerosis, stroke, cerebral palsy 
and osteoporosis suggest that significant 
improvements are possible in these 
populations (Rubin et al., 1994; Rittweger, 
Beller, & Felsenberg, 2000; Rehn, Lidstrom, 
Skogland, & Lindstrom, 2007; Luo, 
McNamara, & Moran, 2005; Chan et al., 
2012; Schyns, Paul, Finlay, Ferguson, & 
Noble, 2009; Wysocki, Butler, Shamliyan, 
& Kane, 2011; Yarar-Fisher et al., 2014; 
Delecluse, Roelants, Diels, Koninckx, & 
Verschueren, 2005).  This form of exercise 
is relatively passive, not requiring voluntary 
muscle activity to maintain an erect posture. 
It has been proposed that improvements in 
musculoskeletal morphology are the result 
of neuromuscular activation of muscle 
spindles, eliciting a myotatic stretch reflex 
resulting in muscle contractions (Nishinira 
et al., 2002; Abercromby, 2007). Given that 
vibration training has shown good potential 
in enhancing neuromuscular performance, 
and it has low impact on the body, its 
application has been considered to be safe 
for older adults, especially for those that 
cannot tolerate conventional strength and 
resistance training. Although there has been 
an increasing number of studies devoted to 
WBV and its effects on the musculoskeletal 
system every year, there has yet to be a 
study evaluating the quality of the current 
evidence regarding the effectiveness of WBV 
on muscle mass and muscle strength in older 
adults.

Purpose
The purpose of this review was three-fold: 
first, to evaluate the strength and quality 
of the current research evidence on the 
effectiveness of WBV on muscle mass 
and muscle strength in healthy adults aged 
55 years and older; second, to determine 
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whether the current best evidence regarding 
the use of WBV on this population should 
be considered when making the clinical 
decision to use this treatment; and third, to 
identify weaknesses in the current evidence, 
as well as further research needs in this area.

Methods
Identification of Articles
 A literature search of the effects of WBV 
on muscle characteristics was performed 
in October and November of 2013 using 
PubMed and an EBSCOhost. The search 
was conducted utilizing the following 
search terms: “whole body vibration AND 
muscle AND older”, “whole body vibration 
AND muscle mass AND elderly”, “whole 
body vibration AND muscle strength”, and 
“vibration training AND muscle”. Articles 
selected for review were those of original 
research published between January 2000 
and November 2013, English-written, and 
published in peer-reviewed journals. Articles 
evaluating the effects of WBV on healthy, 
community-dwelling participants aged 55 
years and older were included, with those 
including participants with major chronic 
neurological or musculoskeletal disorders 
being excluded. Studies comparing the 
effects of WBV to other forms of training 
were only included if they also contained a 
control group receiving either no training or 
sham WBV. 

Evaluation of Research Strength and 
Quality
 Articles that have met the inclusion 
criteria were reviewed to assess the level of 
evidence and quality of the study design. 
The level of evidence was determined using 
the 2011 ranking system of the Centre for 
Evidence-Based Medicine at the University 
of Oxford (CEBM) (“OCEBM Levels,” 
n.d.). The quality of the research was 
determined using a ranking system adopted 
from quality criteria from Jewel (2011) and 
the American Academy for Cerebral Palsy 
and Developmental Medicine (AACPDM) 
(Butler, 1998) study quality ranking system. 
This system includes 10 criteria associated 
with quality research methods from Jewel:

 1.  Random Assignment: Did the  
  investigation randomly assign  
  subjects to groups?
 2.  Group assignment concealment:  
  What’s each subject’s group  
  assignment concealed from the  
  people enrolling individuals in the  
  study?
 3. Subject similarity: Did the groups  
  have similar sociodemographic,  
  clinical, and prognostic  
  characteristics at the start of the  
  study?
 4. Subject masking: Were subjects  
  masked to their group assignment?
 5. Clinician or assessor masking: Were  
  clinicians or outcome assessors  
  masked to the subjects’ group  
  assignment?
 6. Group handling: Did the  
  investigators manage all of the  
  groups in the same way except for  
  the experimental interventions?
 7. Data collection timeframe: Did the  
  investigators apply the study protocol  
  and collect follow-up data on all  
  subjects over a time frame long  
  enough for the outcomes of interest  
  to occur?
 8. Attrition: Did subject attrition occur  
  over the course of study?
 9. Intention-to-treat analysis: If attrition  
  occurred, did the investigators  
  perform an intention-to-treat  
  analysis?
 10. New subject set: Did the  
  investigators confirm their findings  
  with a new set of subjects?
 Articles meeting the inclusion criteria 
were reviewed based on the criteria above, 
and were given ratings of either a “yes” or 
“no.” The total number of “yes” ratings was 
calculated and used to determine the quality 
of the research. Criterion 8 (attrition) was not 
included when tallying the total number of 
“yes” ratings; if attrition occurred, the total 
number of possible points were out of 9. If 
there was no attrition, Criterion 9 (intent-to-
treat) was not included, thereby giving a total 
of 8 possible points.
 For articles whose total possible points 
were 9, the following rating scheme was 



39

Journal of the National Society of Allied Health - Fall 2015
used: strong – 8 to 9 “yes” ratings; moderate 
– 5 to 7 “yes” ratings; weak – 4 or less “yes” 
ratings. For articles whose total possible 
points were 8, the following rating scheme 
was used: strong – 7 to 8 “yes” ratings; 
moderate – 5 to 6 “yes” ratings; weak – 4 
or less “yes” ratings. The rating criteria was 
based on the system used by the AACPDM 
to determine the strength of evidence. 
Because the AACPDM criteria was based 
on a total of 7 “yes” ratings, the scale was 
adapted to the 10-quesetion criteria of Jewel 
by taking the percentages scores of the 
original scoring system and adapting these 
to corresponding “yes” ratings of the Jewel 
criteria.

Review Process
 The review process proceeded through 
three steps: primary independent reviews 
of assigned research articles by three of 
the four authors, a secondary review of 
the review findings by the fourth author, 
and a consensus meetings to review the 
findings by all four authors. During the 
primary independent reviews, three authors 
independently reviewed 4 articles each; the 
independent findings were forwarded to the 
fourth author for a secondary review. During 
the secondary review, the fourth author 
reviewed determined if the results of the 
primary reviews were accurate and consistent 
the review guidelines. Discrepancies were 
discussed during consensus meetings. 
During consensus meetings, all review 
findings were presented to all the authors for 
consensus; discrepancies between primary 
and secondary reviews were discussed and 
consensus was achieved on the findings.

Results
Overview of Articles Reviewed
 Twelve articles satisfied the inclusion 
criteria. Of these, one assessed muscle mass 
only (Gómez-Cabello et al., 2013), six 
evaluated strength only (Bissonnette et al., 
2010; Bogaerts et al., 2009; Lachance et al., 
2012; Rees et al., 2008; Roelants et al., 2004; 
Verschueren et al., 2003), four evaluated 
muscle mass and strength (Bogaerts et al., 
2007; Machado et al., 2010; Mikhael et al., 

2010; Von Stengel et al., 2012), and one was 
a follow-up study (Kennis et al., 2013) to 
one assessing strength and mass. The study 
evaluating muscle mass solely reported no 
substantial improvement, whereas all others 
reported sizeable improvements in muscle 
mass and/or strength. The follow-up study 
reported a decrease in muscle volume in 
the WBV group a year after the conclusion 
of the experiment; however, no substantial 
changes were found in muscle strength from 
post-intervention to 1-year follow up. Table 
1 summarizes the protocols used for each of 
the articles.
Strength of Evidence and Quality of 
Studies
 When evaluated for strength of evidence, 
10 of the 12 qualified as Level II studies, 
while the other 2 were considered Level 
III (Table 2). When evaluated for quality, 
two studies were poor quality, while the 
remaining ten were moderate quality. Study 
design varied greatly among the trials, with 
several comparing WBV to a control group 
as well as an alternative training program; 
the control group participants in one study 
were subjected to sham WBV while the 
control groups in the other studies simply 
continued their normal lifestyle. All articles 
reviewed utilized standing WBV platforms 
of various models and designs, and vibration 
frequencies ranging from 12-50 HZ. Length 
of intervention training varied from 8 weeks 
to 1 year, with various standing positions 
including flexed and locked knees. 

Discussion and Conclusion
 This is the first study to critically 
evaluate the quality and strength of the 
available evidence regarding the effect of 
WBV on muscle morphology in the older 
population. WBV is purported to be a 
safe, feasible and well-tolerated form of 
exercise that aids in building muscle mass 
and muscle strength. However, the results 
of this review demonstrate the need for 
future research in this area. This research 
study produced twelve articles meeting the 
stated inclusion and exclusion criteria. The 
studies were primarily Level II studies, and 
incorporated different treatment protocols 
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TABLE 1 
CHARACTERISTICS OF WBV STUDY PROTOCOLS 

Study Subjects Duration Outcomes Frequency (Hz), 
Amplitude (mm) Training Position 

Bissonnette, 2010 19 8 weeks  Muscle strength, balance, flexibility 20-50 Hz 
2-4 mm 

Squats, calf raises, triceps and biceps 
curls 

Bogaerts, 2007 97 1 year 
 

Isometric and explosive muscle strength, 
muscle mass 

30-40 Hz 
2.5-5 mm 

Squat, deep squat, wide stance squat, 
toes-stand, toes-stand deep, one-legged 
squat, lunge 

Bogaerts, 2009 160 1 year  Muscle strength, cardiorespiratory fitness Not specified Not specified 

Gomez-Cabello, 
2013 

49 11 weeks Muscle mass 40 Hz 
2 mm 

Standing wide squat 

Kennis, 2013 72 Follow-up 
study 

Muscle volume, Muscle strength, muscle 
quality, muscle power 

Follow up study 
No parameters 

Follow-up of Bogaerts 2007 study; with 
no training parameters 

Lachance, 2012 55 8 weeks  Muscle strength, chair stand, 8-foot TUG 20-50 Hz 
2-4 mm 

Squats, lunges, heel raises, bicep curls, 
triceps extension 

Machado, 2010 26 10 weeks Muscle strength, Timed Up & Go (TUG), 
muscle mass, surface electromyographic 
activity 

20-40 Hz 
2-4 mm 

Half squat, deep squat, wide-stance 
squat, calves (on toes) 

Mikhael, 2010 16 13 weeks  Muscle strength, muscle mass 12 Hz 
1 mm 

Flexed knees, locked knees 

Rees, 2008 15 8 weeks  Muscle strength and power 26 Hz 
5-8 mm 

Standing with flexed knees, squats, calf 
raises 

Roelants,  2004 49 24 weeks Muscle strength, movement velocity, 
countermovement jump 

35-40 Hz 
2.5-5.0 mm 

Squats, lunges 

von Stengel, 2012 94 18 months  Muscle strength, muscle power, muscle 
mass, total body fat, abdominal fat 

25-35 Hz 
1.7-2.0 mm 

Heel raises, squats, leg abduction,  

Verschueren, 2004 48 24 weeks Muscle strength, postural control, hip 
density 

35-40 Hz 
1.7-2.5 mm 

Squats, lunges 

 

2 
 

TABLE 2 
QUALITY AND STRENGTH ASSESSMENT REVIEW 
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LEVEL OF EVIDENCE† II II III II II II II II III II II II 

QUALITY OF STUDY‡ Mod Mod Weak Mod Mod Mod Mod Mod Weak Mod Mod Mod 

1. Random Assignment Yes Yes No Yes Yes Yes Yes Yes No Yes Yes Yes 

2. Group Assignment Concealment Yes Yes No Yes Yes Yes Yes Yes No Yes No No 

3. Subject Similarity Yes Yes Yes Yes Yes Yes Yes Yes No Yes Yes Yes 

4. Subject Masking No No No Yes No No No No Yes Yes Yes Yes 

5. Clinician or Assessor Masking Yes Yes No Yes No Yes Yes No No No No Yes 

6. Group Handling Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes No 

7. Data Collection Timeframe Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

8. Attrition§ Yes No Yes Yes Yes Yes Yes No Yes Yes Yes Yes 

9. Intention-to-Treat Analysis No N/A No No No No No N/A No No No No 

10. New Subject Set No No No No No No No No No No No No 

Total “Yes” Ratings 6/9 6/8 3/9 7/9 5/9 6/9 6/9 5/8 3/9 6/9 5/9 5/9 
†Determined based on the 2011 CEBM levels of evidence ranking system34. 
‡Rating system was adopted from the criteria of Jewel35 and the criteria and scoring of the AACPDM for study quality36, where 6-7 (at least 85%) is strong, 4-5 
(at least 57%) is considered moderate, and 3 or less (43% or less) is considered weak. 

§Attrition is excluded from the “yes” total. If attrition occurred, the total is out of 9, with strong = 8-9, moderate= 5-7, and weak = 4 or less. If there was no 
attrition, the intent-to treat criterion was not included in the “yes” total. The total is out of 8, with strong = 7, moderate = 5-6, and weak = 4 or less. 

  

TABLE 1
Characteristics of WBV Study Protocols

TABLE 2
Quality and Strength Assessment Review
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and primarily reported positive results from 
the interventions. The published literature 
to date provides mainly moderate quality 
studies evaluating the effect of WBV training 
on muscle mass and/or muscle strength in 
older adults, with few rated as weak quality 
and none rated as strong. All studies reported 
significant changes in muscle measures 
except one, with great variation in training 
program design. 
 The main limitations of this research 
stem from the exclusion criteria used. Due to 
the exclusion of co-morbidities, a generally 
small pool of studies was available for 
evaluation. Articles observing individuals 
who suffer from pathologies in addition 
to sarcopenia were not included. Aging 
individuals often have chronic conditions 
that accompany and/or exacerbate the 
progression of sarcopenia. Therefore, 
excluding these individuals may have 
greatly limited the number of available 
studies. Another variable that limited the 
study was that research studies evaluating 
non-community dwellers, i.e. those 
considered frail, were not included. By not 
incorporating this portion of the population, 
studies evaluating the effects of WBV on 
the most advanced cases of sarcopenia and 
those who potentially have the most to 
gain were not assessed. Other limitations 
involved assumptions made when evaluating 
study quality. Those enrolling participants 
were considered blinded if subjects were 
randomized after the initial enrollment. 
Another was that if the measurements were 
taken using automated equipment and 
only technicians were required, assessor 
concealment to group assignment was 
assumed because measurements were not 
actually taken by individuals. 
 Despite the prevalence of low to 

moderate quality of the currently available 
research, the articles reviewed for this 
study may serve as a foundation for the 
development of protocols considered in the 
treatment of older adults with decreased 
muscle mass, strength and function 
particularly for those who have difficulty 
with a standard exercise program. However, 
additional strong quality studies focused on 
large sample sizes, and both community-
dwelling and non-community dwelling 
subjects are needed to help determine the 
effectiveness of WBV in reducing sarcopenia 
and improving independence as well as 
general quality of life.
 Although the current evidence suggests 
the potential for significant improvements 
in muscle characteristics with WBV in older 
adults, the limited number of stronger, high 
quality research studies highlights the need 
for more robust research evidence. The most 
common and significant limitation among 
the articles included in this study was subject 
and assessor blinding. This is difficult to 
accomplish, given the type of subjects and 
the nature of the intervention. However, 
researchers have been able to eliminate 
this limitation through sham WBV. Future 
research should focus on addressing this, 
as well as establishing optimal vibration 
parameters and exercise duration.  Higher 
quality research offering more conclusive 
evidence on the efficacy of WBV may lead 
to the development of protocols directed 
toward reducing and reversing the declines 
in muscle mass and strength that typically 
accompany aging. If WBV does, in fact, 
offer a method for accomplishing this, it 
may become another interventional tool 
that physical therapists and other clinicians 
can utilize in helping older adults maintain 
fitness levels and functional independence.
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The Relationship between Study Preparation and First Attempt 

Pass Rate on the National Physical Therapy Examination

Rosa Crawley Revenda Greene Pamela Brown-White
Senora Simpson Spiridon Karavatas

Abstract
Introduction:  A critical step in obtaining licensure as a physical therapist is to pass 
the National Physical Therapy Examination (NPTE).  The purpose of this study was 
to examine the relationship between post graduate study preparation and first time 
pass rate on the NPTE for physical therapy graduates from a university located in the 
northeast United States, from 2009 - 2013.
Methods:  The authors of this study developed a survey questionnaire was designed to 
identify post graduate NPTE preparation activities in physical therapy graduates.  The 
questionnaire was administered online to 2009 to 2013 graduates from an accredited 
physical therapist education program. 
Results:  The survey was sent to all 92 PT graduates.  There was a 47% response rate 
(43/92).  A bivariate analysis of the relationship between pass rate and other variables 
that there was no strong correlation between passing the NPTE on the first attempt and 
types of study material, time spent studying, number and type of practice tests. 
Conclusion:  Further research is needed to examine the possible impact of other 
variables on the ability to pass the NPTE on the first attempt.
Keywords:  physical therapy, licensure examinations, pass rates
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Revenda Greene, PT, PhD
Pamela Brown-White, PT, DPT
Senora Simpson, PT, DrPH
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Introduction
 Graduates who complete an accredited physical therapy program must take and pass the 
National Physical Therapy Examination (NPTE) in order to practice physical therapy in the 
United States.   The Commission on Accreditation in Physical Therapy Education (CAPTE) is 
an accrediting agency that is nationally recognized by the US Department of Education (USDE) 
and the Council for Higher Education Accreditation. CAPTE grants specialized accreditation 
status to qualified entry-level education programs for physical therapists and physical therapist 
assistants. Accreditation is a process used in the US to assure the quality of the education that 
students receive. It is a voluntary, non-governmental, peer-review process that occurs on a 
regular basis (CAPTE, 2014).
 Graduates from accredited physical therapy programs in the US are eligible to take the 
NPTE. The Federation of State Boards of Physical Therapy (FSBPT) administers the NPTE. 
The National Physical Therapy Examination is designed to assess a physical therapist’s basic 
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entry-level competence after graduating 
from an accredited physical therapy 
program or an equivalent non-accredited 
program (FSBPT, 2015). The NPTE is a 
five hour computerized test that consists 
of 250 standardized questions.  It provides 
the student with clinical based scenarios 
in a multiple choice format.   The NPTE is 
scored on a scale of 200 to 800.  In order to 
pass the NPTE, the applicant must obtain 
a minimum score of 600 (FSBPT, 2015).  
Failure to obtain a score of 600 or above can 
become financially costly and potentially 
prohibitive to physical therapy graduates 
due to multiple registration fees.  In 2015, 
the cost to register for the NPTE was 
$370.00, plus additional state registration 
fees, and jurisprudence examination fees, if 
required by individual states (FSBPT, 2015). 
The examination fees and a lesser license 
application fee must be paid each time the 
applicant retakes the NPTE.  Beginning 
January 1, 2016, there will be a lifetime 
limit of six attempts for physical therapy 
graduates in every state.  Applicants who do 
not pass the NPTE after six attempts will 
be barred from ever taking the exam again 
(FSBPT, 2015).First attempt pass rates for 
the NPTE are also essential components for 
the academic institutions.  The Commission 
on Accreditation in Physical Therapy 
Education (CAPTE) requires all physical 
therapy programs to report an average of 
their graduates first attempt pass rates for 
the previous three years as well as an overall 
pass rate for all attempts of the NPTE.  Each 
program is currently required to maintain a 
minimum average of 80% the most recent 
three year period (CAPTE, 2014).  Failure to 
achieve and maintain the pass rate standard 
can cause an academic institution to lose 
its accreditation.  For this reason, it is 
imperative to examine the factors that affect 
first attempt pass rates on the NPTE.
 In a study by Utzman and others on the 
effects of undergraduate grade point average 
(GPA) on successfully passing the NPTE, it 
was reported that undergraduate GPA was 
the most consistent variable in predicting 
success on the NPTE (Utzman, Riddle, & 
Jewell, 2007). Academic probation status 
is defined as any student who received 

below a 3.0 GPA at any time during the 
student’s matriculation in a physical therapy 
program.  A study by Riddle, Utzman, and 
others found that students that had been 
placed on academic probation any time 
during the physical therapy program were 
approximately six times more likely to fail 
the NPTE than students who were never 
placed on academic probation (Riddle, et. al, 
2009). 
 The ability to adequately and efficiently 
prepare for a licensure examination is a key 
element to successful performance.  West 
and colleagues examined the study strategies 
of students taking the United States Medical 
Licensing Examination. They reported that 
students who have the ability to self-regulate 
and monitor their learning performed 
successfully on the examination (West, et. 
al. 2014). Factors such as taking practice 
examinations are thought to be beneficial 
in identifying personal weaknesses and 
give the student an idea of exactly where 
to focus. The Federation of State Boards 
of Physical Therapy developed a Practice 
Examination and Assessment Tool (PEAT) 
to allow a student to practice NPTE style 
questions, while also identifying strengths 
and weaknesses for the student.  
Study preparation has rarely been explored 
in regards to the National Physical Therapy 
Examination.  The purpose of this study was 
to examine the relationship between post 
graduate study preparation and first time 
pass rate on the NPTE for physical therapy 
graduates. 

Hypotheses
 Studies have shown that preadmission 
data and grade point average have a 
significant effect on first attempt pass rates 
for the NPTE. There is a lack of information 
on the effects of study habits on successfully 
passing the NPTE on the first attempt.  The 
following hypotheses were examined during 
this research study:
 1. Students who study for the NPTE a  
  minimum of 5 days a week will be  
  more likely to pass the NPTE on the  
  first attempt.
 2. Students who study for the NPTE a  
     minimum of 4 hours a day will be  
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          more likely to pass the NPTE on the  
  first attempt.
 3. Students who take the PEAT practice  
  examination will be more likely to  
  pass the NPTE on the first attempt.
 4. Students who take 3 or more practice  
  NPTE examinations will be more like  
  to pass the NPTE on the first attempt.

Methodology
Research Design
 The study was approved by the 
University’s Institutional Review Board. 
The population for this study was graduates 
of the Doctor of Physical Therapy program 
between 2009 and 2013.  Each participant 
must have also taken the National Physical 
Therapy Examination at least one time.  This 
study followed a correlational design.  An 
eight question survey that examined the 
amount of study time, number of practice 
exams, and types of examination preparation 
tools used was emailed to the 92 students 
who met the inclusion criteria. Forty-three 
students responded to the survey.  
Data Collection
A survey developed to examine the study 
habits of former University physical therapy 
graduates was sent to 92 students that met 
the inclusion criteria. An initial email was 
sent with the link to the survey on www.
surveymonkey.com followed by two 

additional reminder emails.  After all three 
emails were sent, a total of 43 graduates 
responded. There was a 47% response rate.
Data Analysis
Data obtained from the surveys were 
analyzed using the Statistical Package for 
Social Sciences (SPSS) 19 (IBM SPSS, 
Chicago IL).  Descriptive statistics were 
used to summarize the data, and a bivariate 
analysis was performed to determine the 
correlation between study preparation and 
first attempt pass rate of the NPTE.  The 
level of significance was set at p<0.05.

Results 

 None of the four stated hypotheses were 
supported by the results of this study. The 
factors being analyzed in the survey included 
the type of review materials used, number of 
days and hours spent studying, the number 
and type of practice examinations that were 
taken, and first attempt passing of the NPTE.  
The types of review materials being analyzed 
included Score Builders by Giles, TherapyEd 
by O’Sullivan, other materials, or no study 
materials.  Out of the 43 participants, 2.33% 
used the Score Builders review book by 
Giles, 95.35% used TherapyEd review 
book by O’Sullivan, and 2.33% used other 
materials.  Study materials used to prepare 
for the NPTE were shown to have little 
to no correlation (r= -.22) and it was not 

TABLE 1
Strength of Correlation

1 
 

 

 

 

 

r Value Strength 

0.00-0.25 Little or no correlation 

0.26-0.49 Low correlation 

0.50-0.69 Moderate correlation 

0.70-0.89 High correlation 

0.90-1.0 Very High correlation 

(Fetters and Tilson, 2012) 
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statistically significant (p=.165).
 The number of days a week spent 
studying for the NPTE varied among the 
participants; 2.33% of participants studied no 
more than one day, 2.33% studied 2 to 3 days 
a week, 30.23% studied for 4 to 5 days a 
week, and 65.1% studied 6 to 7 days a week. 
The number of days a week spent studying 
for the NPTE was found to have little to 
no correlation (r=-.01) with first time pass 
rate of the NPTE and was not statistically 
significant (p=.925).
 Results of the survey revealed that 
9.30% of participants studied for 3 hours 
or less a day, 32.56% of participant studied 
for 4 to 6 hours a day and 58.14% studied 
for seven or more hours each day.  The 
number of hours spent studying for the 
NPTE each day was found to have a low 
inverse correlation (r = - .30), however this 
relationship was not statistically significant 
(p=.051).
 The Practice Exam and Assessment 
Tool (PEAT) offered by the Federation of 
State Boards of Physical Therapy is a set of 
material used to help prepare students the 
NPTE.  Results of the survey showed that 
93.02% of participants took the PEAT in 
preparation for the NPTE while 6.98% of the 
population did not.  The PEAT was found to 
have little to no correlation with first attempt 
passing of the NPTE (r=.10) and it was not 
statistically significant (p=.533).
 Score Builders and TherapyEd both 
offer multiple practice tests along with 
their reading materials.  It was shown that 
88.37% of participants took the practice 
examination offered by Score Builders and 
11.63% did not.  The Score Builders practice 
examinations were found to have little to no 
correlation with first attempt passing of the 
NPTE (r =.08) and it was not statistically 
significant (p=.606).  The survey also 
revealed that 90.70% of participants took the 
practice examination offered by TherapyEd 
and 9.30% did not. The TherapyEd practice 
examinations were found to have little to no 
correlation with first attempt passing of the 
NPTE  (r =.01) and it was not statistically 
significant (p=.962).  The number of 
practice tests taken to prepare for the NPTE 
was another factor that was analyzed on 

the survey.  It was found that 2.33% of 
participant took two practice exams and 
97.67% took three or more practice tests. 
The number of practice test taken have little 
to no correlation with first attempt passing of 
the NPTE (r=.15) and it was not statistically 
significant (p=.335).

Discussion
 The purpose of this study was to 
examine the relationships between the 
methods University graduates used to study 
in preparation for the NPTE and successfully 
passing the NPTE on the first attempt.  The 
types of study materials used were found to 
have little to no relationship with a student 
successfully passing the National Physical 
Therapy Examination on the first attempt.  
Forty-one of 43 participants used the 
TherapyEd review book by O’Sullivan.
 The number of days a week spent 
studying was shown to have little to no 
relationship with first attempt passing on 
the NPTE. Hours a day spent studying had a 
low relationship with first attempt pass rates.  
Though the results were not statistically 
significant, they suggest that the more time 
graduates spend studying each day, increases 
the probability of passing the NPTE on the 
first attempt. The majority of the participants 
reported that they studied at six to seven days 
a week for seven or more hours a day.  
 Although practice exams are important 
in identifying areas of weakness for the 
graduates taking the NPTE, the survey 
showed that there was little to no relationship 
between the type of practice test taken or 
the number of practice tests taken.  The 
majority of participants took the practice 
examinations offered by PEAT, Score 
Builders, and TherapyEd, and took at least 
three or more practice tests.  

Conclusion
Understanding the factors that negatively 
or positively affect a student’s ability to 
successfully pass the NPTE on the first 
attempt is imperative for all graduates 
and academic institutions.  Limitations of 
this study included the small number of 
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TABLE 2
Survey Responses

2 
 

TABLE 2.  
SURVEY RESPONSES 

Q1: What physical therapy review book did you 
primarily use to study for the National Physical 
Therapy Examination? 

Responses N 

a. Score Builders by Giles 2.33% 1 
b. TherapyEd by O’Sullivan 95.35% 41 
c. Other 2.33% 1 
d. I did not use a review book to study 0.00% 0 

Q2: How many days a week did you study 
for the National Physical Therapy  
Examination? 

Responses N 

a. 0-1 Day 2.33% 1 
b. 2-3 Days 2.33% 1 
c. 4-5 Days 30.23% 13 
d. 6-7 Days 65.12% 28 

Q3: On average, how many hours a day did you 
study for the National Physical Therapy 
Examination? 

Responses N 

a. 0-3 hours 9.30% 4 
b. 4-6 hours 32.56% 14 
c. 7 or more hours 58.14% 25 

Q4: Did you take the Practice Exam and 
Assessment Tool (PEAT) offered by the 
Federation of State Boards of Physical 
Therapy? 

Responses N 

a. Yes 93.02% 40 
b. No 6.98% 3 

Q5: Did you take the practice examination offered 
by Score Builders? 

Response N 

a. Yes 88.37% 38 
b. No 11.63% 5 

Q6: Did you take the practice examination offered 
by TherapyEd? 

Response N 

a. Yes 90.70% 39 
b. No 9.30% 4 

 
Q7 How many practice tests did you take prior to 
taking the National Physical Therapy 
Examination? 

Response N 

a. 0 0.00% 0 
b. 1 0.00% 0 
c. 2 2.33% 1 
d. 3 or more 97.67% 42 

Q8 Did you pass the National Physical Therapy 
Examination on the first attempt? 

Response N 

a. Yes 51.16% 22 
b. No 48.84% 21 

 

participants, the subjective nature of the 
data, and the fact that all participants had 
graduated within a relatively short period 
of time. Further research studies with 
larger and diverse samples are warranted 

to investigate the relevance of additional 
contributing factors or combinations of 
several factors.  Additionally it would be 
beneficial to examine the effect of different 
review courses or other material in preparing 
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TABLE 3
Bivariate Analysis of Survey Responses

3 
 

Table 3.  Bivariate Analysis of Survey Response 

 Passing 
Book Type Pearson Correlation 

Sig. (2-tailed) 
N 

-.22 
.165 
43 

Number of Days Pearson Correlation 
Sig. (2-tailed) 
N 

-.01 
.925 
43 

Number of Hours Pearson Correlation 
Sig. (2-tailed) 
N 

-.30 
.051 
43 

PEAT Pearson Correlation 
Sig. (2-tailed) 
N 

.10 

.533 
43 

Score Builder 
Practice Test 

Pearson Correlation 
Sig. (2-tailed) 
N 

.08 

.606 
43 

Therapy Ed Practice 
Test 

Pearson Correlation 
Sig. (2-tailed) 
N 

.01 

.962 
43 

Number of Practice 
Test 

Pearson Correlation 
Sig. (2-tailed) 
N 

.15 

.335 
43 

*p-value <.05 = statistically significant 
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8 
 

  

If you are not a 2009-2013 graduate of the DPT Program, please do not complete this survey 

INSTRUCTIONS: Please place a check (X) beside the appropriate response. 

1. What physical therapy review book did you use to study for the National Physical Therapy 
Examination?  

a. Score Builders by Giles 
b. TherapyEd by O’Sullivan 
c. Other  
d. I did not use a review book to study 

 
2. How many days a week did you study for the National Physical Therapy Examination?  

a. 0-1 
b. 2-3 
c. 4-5 
d. 6-7  

 
3. On average, how many hours a day did you study for the National Physical Therapy Examination? 

a. 0-3 hours 
b. 4-6 hours 
c. 7 or more hours 

 
4. Did you take the Practice Exam and Assessment Tool (PEAT) offered by the Federation of State 

Boards of Physical Therapy? 
a. Yes 
b. No 

 
5. Did you take the practice examination offered by Scorebuilders? 

a. Yes 
b. No 

 
6. Did you take the practice examination offered by TherapyEd? 

a. Yes 
b. No 

 
7. How many practice tests did you take prior to take the NPTE? 

a. 0 
b. 1 
c. 2 
d. 3 or more 

 
8. Did you pass the National Physical Therapy Examination on the first attempt? 

a. Yes 
b. No 
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Spirituality and Occupational Therapy

Gwendolyn Gray

Abstract
Spirituality was added as a factor that impacts a client’s occupations in the 2nd edition 
of the Occupational Therapy Practice Framework. What is spirituality? What is its 
relationship to occupational therapy? Tracing the history and emerging relevance of 
occupation as a spiritual activity, this presentation will address holistic approaches 
to wellness, influences on the spiritual context of a person, and approaches to the 
assessment of spirituality. Spirituality has an important place in recovery and is a very 
relevant dynamic to therapeutic outcomes in occupational therapy.
Keywords: occupation, spirituality, holistic health, wellness.

Gwendolyn Gray, BS (OT), MA, PhD, OTR/L  
College of Veterinary Medicine, Nursing and Allied Health
Occupational Therapy Program
Tuskegee University

Introduction
 What is spirituality? How does it relate to occupational therapy? Can spirituality and 
occupation complement each other? These and other questions immediately arise when we 
see spirituality as a client factor in the OT Practice Framework (AOTA, 2002). By virtue of its 
inclusion in essential documents of the profession, we as practitioners must consider the impact 
of spirituality on our client’s health and wellbeing, starting with definitions of this concept.
 Most struggle to define spirituality. It cannot be observed in the physical sense. Webster’s 
New Collegiate Dictionary (1985) defines spirituality as sensitivity or attachment to religious 
values. Although the terms religion and spirituality are often defined with similar qualities, 
spirituality stresses the person’s subjective perception and experience of something or 
someone greater than him or herself. Religion is defined as the service or worship of God or 
the supernatural. Religion refers to the formal, institutionalized, ritualistic, system of religious 
attitudes, beliefs and practices. One can be spiritual without being religious. In understanding 
spirituality, researchers have identified two categories or expressions of spirit: secular or sacred/
theistic (Brown & Stoffel, 2011). Both terms are inseparable because one cannot maintain one’s 
spiritual viewpoint without the support of others and a community.
 From the sacred/theistic viewpoint, the spiritual life is increasing the vitality and influence of 
God’s Spirit in us. It is a dance of the Holy Spirit in the human spirit, moving us to communion 
with God and creation. The spiritual life is tied to relationship. It is God’s way of relating to us 
and our way of responding to God (Thompson, 1995). Fowler (1981) in his book on the stages of 
faith said that questions of spirituality “aim to help us get in touch with the dynamic, patterned 
process by which we find life meaningful” (p. 3). As humans we require meaning and need 

COMMENTARY
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purpose and priorities in our life in order to 
grasp the big picture.
 The secular viewpoint, which most 
health care professions focus on, defines 
spirituality as the quality of unity or 
connectedness to self, others, the world 
or the divine. In occupational therapy 
literature, the expression of one’s spirituality 
can be manifested through one’s personal 
reflections, narratives, and actions. These 
components when used collectively 
contribute to one’s sense of self and world 
view (Egan & Phillips, 2011). 
 In 1991, the Canadian Association 
of Occupational Therapists published its 
model of occupational performance (CAOT, 
1991) and added spirituality as one of four 
performance components including the 
familiar self-care, productivity, and leisure. 
Spirituality was defined as “the force that 
permeates and gives meaning to all of life” 
(p. 142). This action by the CAOT was 
considered to be startling and bold by other 
occupational therapists around the world. At 
this point in time the American Occupational 
Therapy Association had seldom cited 
spirituality in its literature.
 In 1994, the Canadian Journal of 
Occupational Therapy (1994, Vol. 61, No. 
2) and the third issue of the new Journal of 
Occupational Science: Australia (1994, vol. 
1, No. 3) published articles devoted to the 
theme of “Spirituality and Occupation.”  The 
purpose of the special issue of the CJOT 
was to conceptualize and define spirituality 
at a level that it could be operationalized 
in practice (Egan& DeLaat, 1994). In the 
Journal of Occupational Science: Australia, 
do Rozario (1994) proposed that therapeutic 
activities that are anchored in the personal 
histories and rituals of people’s lives foster 
rehabilitation. She likened the process of 
therapy to a spiritual journey. This journey 
brings about spiritual reconciliation and 
transformation within the individual. In 
1995, the Representative Assembly of the 
American Occupational Therapy Association 
approved a position paper on the spiritual 
nature of occupation. The spiritual nature of 
occupation was defined as the “nonphysical 
and nonmaterial aspects of existence” that 
contribute “insight into the nature and 

meaning of a person’s life” (p.1015).
 By 1997, a special issue of the American 
Journal of Occupational Therapy was 
published with a theme of “Occupation, 
Spirituality, and Life Meaning” (Vol.52, No 
6). In this issue, Christiansen mentioned the 
neglect of spirituality in occupational therapy 
in the U.S. and called on the profession 
to acknowledge the spirituality of daily 
occupation and include it in OT theory and 
practice. Also in 1997, the British Journal 
of Occupational Therapy entered the debate 
by publishing a review of letters submitted 
over the years 1979 to 1996 which focused 
on spirituality and occupational therapy. 
The letters included a heated discussion 
about whether or not spirituality was related 
only to formal religion, or whether it was 
considered a legitimate human attribute 
outside the context of religion and thus a 
dimension of therapy (Hasselkus, 2011). 
 The debate around the world continued 
through 2002 and 2005, with the Australians 
focusing on the relevance or irrelevance of 
spirituality to occupational therapy practice 
(Wilding, 2002). Meanwhile, the Canadian 
Association of Occupational Therapists 
further refined its conceptualization of a 
client-centered practice and proposed a 
new Model of Occupational Performance 
that declared the importance of spirituality 
in achieving the occupational potential of 
individuals and communities (CAOT, 1997).
 A national survey of occupational 
therapists in the United States was conducted 
in 1997 by Engquist, Short-DeGraff, Gliner 
and Oltjenbruns to determine occupational 
therapists’ beliefs and practices in regard 
to spirituality and therapy.  Most of the 
respondents (89%) felt spirituality was 
an important part of their life. Another 
79% felt that spirituality helps with their 
daily job responsibilities, and 84% felt it 
was a very important part of health and 
rehabilitation. However, less than 40% of 
the respondents indicated that addressing 
a client’s spiritual needs was within the 
scope of their professional practice, and the 
majority (82%) reported that their academic 
training did not prepare them to address the 
spiritual needs of clients. Reasons given by 
the respondents for the gap between their 
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beliefs and practices were reimbursement 
issues, employer policies, negative past 
experiences, ambiguity about the relationship 
between religion and spirituality, and the 
confusion regarding a definitive definition of 
spirituality.
 Another group of occupational therapists 
were surveyed in the United States in 2000 
by Taylor, Mitchell, Kenan and Tacker to 
determine occupational therapists’ attitudes 
toward spirituality in practice based on their 
identification of themselves as religious or 
not religious, and their personal definition 
of spirituality.  The respondents were also 
surveyed about how they addressed the 
spiritual needs of their clients. Although 
those who defined themselves as religious 
had a slightly positive attitude toward 
spirituality in occupational therapy, no 
relationship was found between personal 
definition choice and attitude regarding 
spirituality in practice.  In this investigation 
the respondents’ conceptualizations of 
spirituality and attitudes about spirituality 
on occupational therapy were quite diverse. 
The three most commonly used methods 
to address spirituality needs of their clients 
were: (a) praying for a patient, (b) using 
spiritual language or concepts with a client, 
and (c) discussing with clients the ways in 
which their religious beliefs were helpful in 
healing.
 These surveys in the US indicate that 
the topic of spirituality and occupational 
therapy is an uneasy one to discuss, and 
most therapists are ambivalent about its 
use in practice. Addressing spirituality in 
occupational therapy practice has been 
challenging. McColl (2000) talks about 
the ambivalence therapists feel about 
spirituality in their practice. Because of 
the interrelationship with religion, some 
practitioners feel strongly about the 
separation of church and state.  Because 
of these sensitivities and others, the 
Canadian Occupational Therapy Association 
(CAOT), using a secular approach, defined 
spirituality as “a pervasive life force, 
manifestation of a higher self, source of 
will and self-determination, and a sense of 
meaning, purpose and connectedness that 
people experience in the context of their 

environment” (1997, p. 182). In the OT 
Practice Framework: Domain and Process 
(2nd edition), the American Occupational 
Therapy Association defines spirituality 
as “the personal quest for understanding 
answers to ultimate questions about life, 
about meaning and about relationship 
with the sacred or transcendent, which 
may or may not lead to or arise from the 
development of religious rituals and the 
formation of community” (AOTA, 2008, 
p.633). Regardless of how we define 
spirituality, in most definitions it is about 
“meaning, beliefs and connectedness”.

The Wellness Model
 The wellness movement, introduced 
in the 1990s within public health, views a 
person holistically. Holism means that an 
individual’s wellness is more than physical 
and mental health but includes emotional, 
intellectual, social, environmental and 
spiritual dimensions. Wellness is a conscious, 
deliberate process that requires a person to 
become aware of and make choices for a 
more satisfying lifestyle (Swarbrick, 1997, 
2006). A wellness lifestyle includes a balance 
of health habits, including adequate rest, 
sleep, nutritious foods, productivity, exercise, 
participation in meaningful activities and 
connections with supportive relationships 
(Swarbrick, 1997, 2006).
 Wellness is the process of creating 
and adapting patterns of behavior that lead 
to improvements in health across various 
physical, spiritual, social, environmental, 
intellectual, occupational and financial 
dimensions. A client’s strengths become the 
focal point rather than simply ill health. For 
many patients, spirituality can inspire hope 
during a time of despair and stress. Some 
state that self-defined spiritual practices 
help them manage or prevent a personal 
crisis. Therefore the wellness model focuses 
on good health and personal control as 
motivators to become and stay healthy 
(Swarbrick, 2010). Hear a client’s story in 
her own words, as Egan & Phillips (2011) 
reported the following:
  One day I made kites. Big kites, 
  medium sized kites, and very small 
  kites. All kinds of kites I made. At   
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  church I learned, praise goes up and  
  the blessings of God come down. To 
  represent praises going up I use kites. 
  Then I receive blessings from the Lord 
  by praising him. I went into the   
  hospital the day I made over 50 kites to  
  praise God. I was afraid to leave my  
  home. When I returned home from the  
  hospital, I gave thanks to the Lord for 
  an uplifting idea. The praise kites   
  worked. When I walked into my home  
  I was safe. Every now and then I still 
  make a kite. (p. 458)
 Spiritual practices are associated with 
improved outcomes for people living with 
mental illness. Tepper, Rogers, Coleman, and 
Malony (2001) found that 80% of people 
living with mental illness relied on religious 
coping methods and that these practices 
appeared to reduce symptoms. Another study 
found that individuals with a high frequency 
of religious attendance demonstrated fewer 
suicide attempts (Rasic et al, 2009). In the 
general population, participation in spiritual 
practices is associated with a reduction in 
mortality even when behavioral factors such 
as smoking, drinking and exercise are taken 
into consideration (Chida, Steptoe, & Powell, 
2009).

Occupation as Spiritual Activity
 Occupational therapy theory as we have 
come to know it expresses the understanding 
that what people do with their time, their 
occupation, is important for their well-
being and health. It is one’s occupations 
then that makes life meaningful. In 1922 
Adolph Meyer (1977) believed that one’s 
appreciation of time as an inexhaustible 
resource gives an individual ultimate 
meaning, so through the use of time one 
organizes their life and subsequently gives 
it meaning.  If a healthy life is one that is 
busy with lots of things to accomplish, and 
one is dedicated to something outside of 
self, then that self is forgotten. When one is 
totally dedicated to some creative endeavor, 
we escape the limiting effects of “lost or 
wasted time” or what to do with ourselves. 
It has been said that “time flies when you 
are having fun.” Have you been so absorbed 
in something that you lost track of time? 

Consequently, we begin to appreciate the 
rhythm of life, the balance between rest 
and activity. Reilly (1962) states that “man 
through the use of his hands as they are 
energized by mind and will, can influence the 
state of his own health”.
 Hasselkus (2011) uses a metaphor 
to describe the two dimensions of life---
the spiritual center (inner room) and the 
pragmatic outer (outside room).  It is the 
inside room where the spirit of life dwells. 
Here we touch the passion, meaningfulness 
about life, where significance takes shape 
and where we are able to get in touch with 
the dynamic core of our being that gives 
coherence to living. The outside room is our 
dealings with other people and the world 
around us.
 Most can remember moments in 
life when overwhelmed by beauty, 
or imagination is stimulated by some 
transcendent quality in the world, or by a 
story, a natural scene or a voice speaking 
from within. Moore (1996) calls this 
giving expression to our inner spirit or 
voice. When we do this during a period of 
“enchantment”, we reconcile our inner and 
outer selves.  When we do something that 
has meaning, or creatively express ourselves, 
or deeply reflect on our doings, we integrate 
these two dimensions of life. Therefore 
everyday occupation is an expression of 
our spirituality. Peloquin (1997) extends 
this further by explaining that occupation 
is a form of making, and it is this part of 
occupation that expresses the spiritual self. 
In other words what I make, create, bring 
into being, is an expression of my own being 
and is much of who I am. 
 The spiritual inner self emerges in 
ordinary but creative occupations. When I 
am gardening, making a meal, learning a new 
computer program, holding a conversation, 
or cleaning my home, my inner spiritual self 
comes out. According to Peloquin (1997), 
occupation is an act of making, and this act is 
one in which human being (character, heart, 
spirit) flows into human doing. We will often 
say, “I put my heart into this effort.” Thus 
meaningful occupation is a phenomenon that 
“animates and extends the human spirit”. 
(p. 167). Hasselkus (1998) tells a story she 
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heard from the day care staff she interviewed 
during her research on occupation and 
well-being in people with dementia. One 
respondent described the experience of a 
fragile woman diagnosed with dementia who 
participated in a cooking activity. She could 
not get the supplies ready herself but if the 
staff had the supplies sitting out for her---the 
one-half cup of butter, 2 cups of flour and the 
brown sugar---she could mix the ingredients 
together.  During this activity she would just 
“glow” and become radiant while mixing 
the dough. She talked about cooking and 
reminisced about her cooking days while she 
took teaspoons of the dough and dropped 
them on the cookie sheet. She just talked 
and smiled while she worked.  In this story 
the occupation of making cookies animated 
and extended the spirit of the participant. 
Cooking was the event that opened a door 
from her past, and allowed her inner being 
to emerge and “flow” into her doing. It is 
important to remember that it was not what 
she cooked, but what happened to her while 
she cooked.
 For the sacred/theistic viewpoint, the 
theologian Richard Foster (1981) identified 
a “Divine Center” as that which “unifies the 
demands of our life” (pp 77-78), integrates 
all that demands our attention in daily 
activity, and gives us the confidence to say 
yes or no to those demands. Foster described 
his experience of the Divine Center, and 
its ability to turn occupation into spiritual 
activity. “God desired not to be on the 
outskirts, but at the heart of my experience. 
Gardening was no longer an experience 
outside of my relationship with God---I 
discovered God in the gardening” (p 80).  
Foster emphasized that for the spiritually 
centered person, “every thought, every 
decision, every action stemmed from the 
Divine Root” (p.83). Spirituality occurs not 
separate from daily life according to Foster 
(1978) but is “best exercised in the midst of 
our normal daily activities” (p 1).

Influences on the Spiritual Context of a 
Person
 Recognizing people as spiritual beings 
involves appreciating their intrinsic value 
and respecting their life experiences, 

relationships, beliefs, values and goals—
regardless of ability, age, or other 
characteristics. In the earlier version of the 
Occupational Therapy Practice Framework 
(AOTA, 2011), spirituality was included as 
context or the environment that influenced 
performance.  Another way to define the 
spiritual context is to consider what an 
environment affords the individual. Under 
this paradigm Egan and Phillips (2011) 
described a spiritual environment in which 
individuals attempt to do the following:
  •  Accept, make sense of and find   
        meaning in life.
  • Resolve loss and grief issues
  • Understand and relate to oneself and  
   others
  • Solve problems
  • Make life decisions
  • Cope with struggles
  • Embrace joys
  • Adjust to change
  • Find strength
  • Face fears
  • Become vulnerable
  • Dedicate oneself to something or  
   someone beyond one’s self (p.454)
 With a background in mental health 
practice, I am aware that in some settings 
we are unable to afford an environment 
conducive to these spiritual needs. But often 
a unique situation may arise and we will be 
prepared to be supportive. Egan & Phillips 
(2011) state that there are 3 interrelated 
processes that a therapist must consider:
  • Listen for the uniqueness of a person
  • Be aware of your own contexts   
   to ensure that they are not barriers  
   to understanding your client and 
   what they are experiencing, and
  • Work to develop and maintain   
   practice structures that allow and 
   encourage recovery.
 An individual’s spiritual context 
is influenced by multiple elements, 
including personal constitution (physical, 
psychological, and emotional), background 
and personal history, faith background, 
personal spiritual experiences, and socio-
cultural context.  This discussion brings 
us to some legitimate approaches to the 
occupational therapist’s assessment of 
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spirituality.

Approaches to Assessment of Spirituality
 The standardized method of evaluation 
where we compare individuals in terms 
of the quality and quantity of their 
measurements is inappropriate in a spiritual 
context. According to Schulz (2008), the 
terms---listen for and explore, better convey 
how we should approach the spiritual 
within occupational therapy practice. It is 
through dialogue and observation that the 
therapist learns about the spirituality of their 
patients as well as their own spirituality. 
Occupational therapists typically assess their 
clients through a process Schulz (2008, p. 
458) refers to as logos reasoning. We look at 
our clients in terms of their component parts. 
We measure their strength, mental status, 
joint movements, etc. and then determine 
how much of each part is needed to obtain 
a specific goal like getting dressed in the 
morning. These approaches are applicable 
most of the time.  Sometimes they are not. 
 Have you ever had a patient who 
overcame an overwhelming amount 
of disability far beyond your wildest 
imagination or prediction based on how 
many obstacles they had to overcome? 
Or conversely, have you had a patient 
who based on your assessment was only 
moderately impaired and for whatever 
reason they died unexpectedly or progressed 
very little from the rehabilitation program? 
Attempting to quantify, predict, and control 
complex human behavior that unfolds over 
time is only done with a lot of error. Relying 
on only our precise measurements to make 
decisions about what a patient will or will 
not accomplish may negate their future 
possibilities.
 When quantification, prediction and 
control are not possible and support and 
understanding becomes part of the goal, we 
are then better served by mythos reasoning 
(Armstrong, 2001). In mythos reasoning, 
we think in images and stories rather than 
in biological, component parts. Let’s go 
back to the story of Viola and her kites. 
Using logos thinking, the therapist might 
determine that the kite making was obsessive 
and an indication of a re-emergence of her 

symptoms. Using mythos reasoning, Viola’s 
story is about the kites representing hope 
and security. Looking at the mythos nature 
of spirituality, it would be more appropriate 
to listen and reflect on the person’s story 
(Kirsh, 1996) rather than to question or listen 
in order to classify or “rate” the person on 
particular characteristics.  Suzanne Peloquin 
(1997) tells the story of being hospitalized 
and being quite sick. The nurse, being 
empathetic, asked if she could pray for her. 
She replied no, but would enjoy listening to 
her favorite music. 
 Several assessments have been 
developed to appropriately measure 
spirituality in health care. They are:
  1. Spiritual health in four Domains  
   Index
  2. The Spiritual Well-Being Scale
  3. The Spiritual Experience Index   
   Revised
  4. The OT-Quest (only assessment   
   specifically designed for OT by an  
   OT)

The OT-Quest Assessment.
 Schulz and colleagues (2008) developed 
an assessment for spirituality called OT-
Quest. Based on the Occupational Adaptation 
Frame of Reference, and Collins’ Model 
(1998), 5 key factors within a person 
are explored: (a) Spiritual, (b) Being, (c) 
Meaning, (d) Intention, and (e) Expression. 
Collins’ model states that if people are 
having good quality of experiences in their 
lives, then their spiritual selves are also 
well/healthy spiritually if they exhibit the 
following qualities:
  1. Spiritual factor (positive renewal and  
   acceptance)
  2. Being factor (awareness and   
   understanding)
  3. Meaning factor (purpose and   
   discovery)
  4. Intention factor (motivation and will)
  5. Expression factor (exploration and  
   causation)
 Collins (1998) also developed questions 
for each of these key factors and their 
sub components. Schultz modified these 
questions and developed an assessment 
which in its final version included 14 Likert 
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scale questions (on a 5 point scale) and 
15 open-ended questions. There are 2-3 
questions for each of the five key factors 
and one item for adaptation. The mean score 
of each factor and the adaptation item is 
computed. A range is set for low, medium or 
high mean scores.  The sentence completion 
section is not scored in the traditional way. 
However, general themes can be deduced 
and recorded. The themes are divided into 
2 categories (Facilitators and Barriers), 
and appropriate populations for use of this 
assessment are adults who are able to answer 
abstract questions. Schulz (2008) reports that 
the assessment has good construct validity 
and strong test-retest reliability. However, 
there is no known documentation of its use 
with patients actually receiving occupational 
therapy.

The Place of Spirituality in Recovery
 It should be made clear that the role 
of the occupational therapist is not to 
proselytize, or attempt to convert a patient 
into embracing a particular brand of religious 
belief or spirituality. However, it may be 
appropriate for the occupational therapist 
to refer a patient who is in spiritual crisis 
or needs spiritual counseling to a chaplain 
or clergy member of the patient’s faith or 
denomination. Therapists can then be able 
to listen to clients and their stories without 
feeling the need to assume the role of a 
religious counselor. 
 The question remains: What are 
the boundaries we need to follow when 
addressing spirituality in practice? According 
to the Occupational Therapy Practice 
Framework, (AOTA, 2008), spirituality 
is basically the foundation of life that 
provides meaning for us as human beings. 
Let us remember our domain of concern: 
“facilitating the engagement of people in 
their meaningful occupations for optimum 
participation in their environments” (AOTA, 
2008 & Schulz, 2008). If you uncover your 
patient’s spirituality, you can then discover 
what is meaningful to them, and then 
collaboratively create treatment goals, plans 
and interventions that are client centered.  
When we facilitate the engagement of our 
patients in the occupations that are the 

outward manifestations of their spirituality 
or faith (or their values and beliefs in non-
religious people), we address spirituality in a 
way that is ethical and within the domain of 
the profession of occupational therapy.
 Schulz (2008) suggests that a therapist 
might want to introduce the topic of 
spirituality with a patient for the first time 
by saying: “Sometimes it helps people 
receiving services if we include spirituality 
in our interventions. I know spirituality is 
a personal topic and I was wondering if I 
could ask you some questions about yours 
to help me better help you.” (p.271). If the 
person gives consent, then the therapist can 
ask the patient to reflect on and rate how 
connected he/she felt to self before receiving 
services (on a scale from-3 to +3) ; how he/
she feels regarding connectedness to self 
now, and how he/she wants to feel in terms 
of connectedness to self in the future. The 
questions are:
  1. Why do you think you felt (feel) that  
   way?
  2. How did you connect to yourself in  
   the past?
  3. How do you want to connect to   
   yourself in the future?
From this kind of discussion with the person, 
client-centered goals can be developed 
collaboratively. This same process can be 
repeated for other aspects of spirituality 
related to the world, others and a Higher 
Power, across time (Schulz, 2008).

Conclusion
 Spirituality is about meanings, beliefs, 
and connectedness, regardless of how we 
define it. We know it is a vital part of the 
human experience and as such gives meaning 
to all of our occupations, whether or not we 
are religious. It is a part of the Occupational 
Therapy Practice Framework, (AOTA, 
2008), as a client factor that can improve 
or hinder an individual’s health outcomes. 
Spirituality allows us to cope in a time of 
despair or stress or to manage a personal 
crisis. Human beings are more than the 
sum of their parts, and sometimes mythos 
reasoning is better when logos reasoning 
does not seem to be working in dealing 
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with our clients. Occupational therapists 
may consider the inclusion of a spiritually 
supportive, as well as clinical environment 
that supports clients by:
 1) Listening for the uniqueness of a  
   person;
 2) Studying one’s own spiritual 
   context; and

 3) Ensure that structures in   
   occupational therapy practice   
   support recovery
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202-806-7617, fbanks@howard.edu 

 
Physical Therapy 

BS Degree in Health Sciences, DPT Degree 
Dr. Patricia Talbert, Interim Department Chair 

202-806-7615, patricia.talbert@howard.edu 

 
Physician Assistant 

BS Degree 
Mrs. Shelly Powers, Department Chair 

202-806-7536, spowers@howard.edu 

 
Radiation Therapy 

Mrs. Adrienne Harrison, Program Director 
202-806-5920, aharrison@howard.edu 
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The Department of Nursing and Allied Health prepares practitioners
to provide high quality medical care to diverse populations in every
community and to take the lead in restructuring the health care system.

• Bachelor of Science Degree in Health Services Management
• Bachelor of Science Degree in Medical Technology
• Bachelor of Science Degree in Nursing
• Associate of Science Degree in Nursing
• Course Work Concentration in Communication Sciences and Disorders
• Course Work Concentration in Food Science and Nutrition 

For more Information, call (757) 823-9013
or take a tour of our Website 

at www.nsu.edu

College of Science, engineering 
and technology

Department of Nursing 
and allied Health

Norfolk State UNiverSity®

Nursing and Allied Health Ad-bw:Layout 1  1/6/2011  3:34 PM  Page 1
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Established in 1867 as the Lincoln Normal School by nine former 

slaves, Alabama State University has the unique distinction of being 

the oldest public historically Black college or university in the United 

States. ASU also has the distinction of having graduated more 

Af r ican-Amer ican 

teachers than any 

other institution of 

higher education in 

the country. 

The College of Health 

Sciences is housed in 

the 80,000-square-

foot John L. Buskey 

Health Sciences 

Center and is home 

to six healthcare degree programs. Completed in 2001, this building 

includes state of the art classrooms and laboratories, and an 

auditorium that seats 209 individuals. The programs of the College 

include: Bachelor of Science (BS) degree in Health Information 

Management, Bachelor of Science 

(BS) degree in Rehabilitation Services 

with a concentration in addiction 

studies, Certificate in Maternal and 

Child Health, Master of Science 

in Occupational Therapy (MSOT), 

Master of Science in Prosthetics 

and Orthotics (MSPO), Master of 

Rehabilitation Counseling (MRC), and Doctor of Physical Therapy 

(DPT) at the entry and transitional levels. 

The Center to Advance Rehabilitative Health and Education (CARE) 

is located in the College of Health Sciences. The Center works to 

address the rehabilitative health needs of all individuals, with a 

special focus on African Americans and other minority populations, 

across five key domains: clinical services, community-based 

services, educational services, policy reform, and research.

Take a closer look… 

915 S. Jackson Street | Montgomery, AL 36104 | 334-229-5053 | www.alasu.edu/healthsciences

at Alabama State University and  
        the College of Health Sciences


