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Context

Teaching and Researching Reflective Inquiry: A Personal Perspective

Reflection is a key part of my work as a family doctor. On my daily commute, it has 
become habit to mull over the stories of my day – considering why a patient has returned 
with a seemingly trivial problem or if I could have handled a conversation with a colleague 
better. Over the years, this practice has helped me understand people and myself. I believe 
it has improved my interaction with patients, their families and colleagues. It has also 
rescued me (and my family!) on the days I felt like giving up as I try to cope with all the 
emotions that I encounter on a daily basis. Reflection contributes to my ability to be successful 
and happy in my chosen career.

My introduction to educational portfolios and a more structured approach to reflection 
came as a student myself, while participating in a teaching program run by my university, 
which was attended by teaching staff across the campus. This process culminated in a 
master’s degree, assessed by portfolio submission. Throughout the course, many of us 
struggled with the portfolio. Those of us with a science background were frustrated by 
what we felt were a lack of clear objectives. Years of working in a scientific paradigm 
made me reluctant to share my opinions or acknowledge the role of feelings as part of my 
professional identity. It was strange to write things down, committing private thoughts to 
paper. I felt exposed. Sharing these with colleagues and knowing my peers would read 
them were threatening – I appreciated the student perspective with new eyes! Yet as I 
engaged with the portfolio, I realized the many advantages it had to offer.

This was the first time I formally engaged with learning as an adult – the process was 
just as important to me as the outcome. I was not driven by the need to get a first class 
honor – this was more about learning how to improve my teaching and to understand how 
to continue that process when the course was over. All of us really enjoyed the lively 
debates that emerged as we shared our teaching experiences. The cycle of thinking, writing, 
and discussing became very important to me. The best bit, of course, was then implementing 
things that emerged with my students. I also felt part of a larger community –and still do. 
The use of a portfolio to stimulate learning has fostered institutional change by bringing 
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diverse faculty together to share the intimacies of our classroom experiences. It kindled a 
sense of collegiality and ownership where a sense of isolation and lack of confidence had 
once resided.

I was keen to share this approach to learning with my students and introduced a portfolio-
type approach in my course. However, in doing so, I realized that my dual role of doctor/
educator has allowed me insights into two very different worlds, where reflection is 
constructed differently. In this chapter, I share the mechanics of what I have learnt and 
consider some of the issues that make this ambition so challenging.

The Bigger Picture: The Imperative for Reflection  
in Professional Medical Training

Reflection, in particularly documented by means of portfolio, is widely advocated across 
the continuum of medical education, at undergraduate level (Epstein 2007, General 
Medical Council 2003), for postgraduate training (Harden 2006, Accreditation Council for 
General Medical Education, American Board of Medical Specialities) and for continuing 
professional development (General Medical Council 2000, Mathers et al. 1999). Why is 
this and where did the idea originate?

The 1990s saw increasing public disquiet with the nature of medical professionalism.
Traditional professional privileges such as autonomy and self-regulation came under 

increasing scrutiny; not helped by a series of high profile cases e.g., Shipman, the Bristol 
Heart case (Mohammed et al. 2001; O’Neill 2000). Tensions between commercialism and 
professionalism were highlighted as the nature of medical practice became more complex. 
The intimacies of the consultation are no longer confined to patient and doctor – other 
voices have a say – ‘its not just patients and doctors anymore; purchasers, regulators and 
other practitioners must be brought into the [social] contract’ (Wynia 2008). Many 
patients were disillusioned with their doctors, who seemed to have become increasingly 
distant and unresponsive to the needs of an evolving society. It was apparent that the medical 
profession was in crisis.

The profession responded with a re-examination of professionalism itself (Swick 2000, 
Cruess et al. 2002, Inui 2003, Arnold and Stern 2006) and consideration of how best to 
ensure core principles, such as altruism, accountability, humanism and a commitment to 
excellence, remain enshrined in practice. There is now widespread support that profes-
sionalism must be taught actively and explicitly, and portfolio use is widely advocated as 
a means to achieve this (American Board of Internal Medicine 1995, American College of 
Physicians-American Society of Internal Medicine Foundation 2002, European Federation 
of Internal Medicine 2002, Royal College of Physicians of London 2005).

Congruent to this movement was the growing recognition that medical training in its 
entirety needed to change, stimulated by a critical review of the General Medical Council 
(1993). The late 1990s also saw the emergence of ‘competency based’ training (Scottish 
Dean’s Medical Curriculum Group 2000; ACGME Outcome project 2000; General Medical 
Council 2003), which emphasizes an outcome based educational framework (Harden et al. 
1999), i.e., what the doctor can do. Conventional methods of teaching and assessment, 
which focused primarily on the acquisition of knowledge were inadequate for the task. 
Modern medical training aims to promote high quality learning by fostering deep approaches 
to learning and metacognitive skills such as personal organization and reflection (Mattick 
and Knight 2007). Consequently, a number of new learning strategies are being employed; 
learning in the tiered lecture theater is being complimented (and in some cases replaced) by 
small group activities, such as problem-based learning. Curricula at both under graduate 
and post graduate level include courses on personal and professional development which 
embrace principles of adults learning; the emphasis is placed on being learner centered, 
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using experience as a source of learning and flexibility to allow for differences in learning 
styles. Portfolios are lauded (General Medical Council 2003, Accreditation Council for 
General Medical Education) as the ideal means to demonstrate these approaches.

Let us consider in more detail, what exactly a portfolio is.

Reflection and Professionalism; Assumptions in the patient doctor relationship….
Traditionally, medical students learn about the importance of confidentiality by means of a lecture. 
Following this, there is an assumption that they will treat all patient information accordingly. In contrast, 
in this reflective piece, we see how the student considers the concept from a personal perspective, followed 
by a more general deliberation.
After my history and having examined the patient, I thanked him for spending his time and helping me. 
I turned to leave, when he tugged my coat and called me back.
‘Look, you won’t be going off now and telling this to everyone will you?’ He croaked.
Taken aback, I asked if he had told the doctors the same story.
‘No, no, not the doctors’ he continued ‘you won’t go to your friends now and be talking about me, will you?’
I assured him that everything he told me was in utter confidence and that nobody other than the doctors 
and nurses would know about it.
Walking away I wondered why had he been so worried? Did I appear untrustworthy? Had something 
happened in the past? Had I given the impression that I was going to present his history to the hospital 
over a loudspeaker?
This was the first patient I had met to ever mention confidentiality to me. I had assumed, until now, that 
it was taken for granted. But I realized I had never said this to any patient. Should I? Such an important 
foundation on a trustworthy working relationship and consultation, never mentioned? I wondered whether 
or not it was something I should mention, or would this arouse suspicion? How much else is taken for 
granted in patient doctor relationships? That the doctor knows what is happening, that the doctor is always 
right, that the doctor know what is best. The relationship seems based on assumptions and a stereotypical 
image of the physician and this was first patient I met who actually was not sure of this and wanted 
confirmation. Because it is taken for granted, is it possible for a physician to forget all these things and to 
forget what the patient is assuming simply because he never needs to say it? If so, should the doctor remind 
every patient of what to expect from a consultation and indeed from the physician himself? Finally, could 
the assumptions have negative consequences and cause the physician to attempt to live up to the stereotype 
to the detriment of patient care?

What Is a Portfolio?

Portfolio use in medicine originates from a working paper published by the Royal College 
of general Practitioners in 1994. Indeed, much of the initial work on portfolios in medical 
education is based on the research on trainee family doctors (Snadden et al. 1996; Snadden 
and Thomas 1998). Two key papers outline the rationale and use of portfolios in medical 
education; that of Snadden et al. (1999) and that of Friedman Ben David et al. (2001). 
The term portfolio itself is rather vague. A portfolio may be defined as a collection of work 
that demonstrates that learning has taken place (Davis et al. 2001) (see Table 18.1). In its 
simplest form, a portfolio is a compilation of documents – digital or paper based. This may 
more correctly be termed a logbook. Logbooks are frequently used in medicine to track 
the incidence of educationally relevant activities such as the number of procedures per-
formed. A portfolio on the other hand is more demanding. Reflection is a fundamental part 
of the portfolio process. Thus, the term portfolio in its true sense is more than a container 
– it is a mode of inquiry (Lyons 2002). Entries explore activities facilitating a transforma-
tion of perspective. Students not only focus on the outcome but also on the process of their 
experience. Through reflection, the student reconsiders his or her experience, examining 
what went well and what did not. Most importantly, the student examines why. Finally, he 
or she arrives at conclusions that will inform future practice. Inherent in this engagement 
is the idea that students are learning about how they learn, that reflection a self-monitoring 
process intrinsically linked to experience and change.
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Unfortunately, if we look at how portfolios are used in practice, their investigative 
nature is not always realized. Webb et al. (2002) examined the use of portfolios in nursing 
education. They concluded that four models of portfolio construction exist; the shopping 
trolley, the toast rack, the vertebral column and the cake-mix (see Table 18.2). They sug-
gest that these models may represent some form of continuum, evolving as educators 
become more familiar with the use of portfolios.

Can this model be applied to medical education? It is difficult to tell. One problem 
relates to the quality of traditional reporting in medical education. While much is written 
about portfolios, the detail required to make comparisons is not obvious. Can we compare 
a portfolio report on undergraduate training with one at postgraduate level? We simply 
do not usually get enough information to make that decision. A number of in depth 
case studies exist which indicate that a number of universities are certainly producing 
some delicious cakes, e.g., Maastricht and Dundee. It is obvious in these examples that 
‘reflective practice and reflexivity are not subjects but a pedagogical approach which 
pervade[s] the curriculum.’ (Bolton 2005 p. 3).

However, we do not know how many courses at the level of module or curriculum have 
not reached these lofty heights as we do not tend to publish our ‘failures’, and the propo-
nents of reflective portfolios are more likely to spread the good news. It is also apparent 
that these universities have invested hugely to reach this level – a recent paper by Dannefer 
and Henson (2007) at the Cleveland Clinic Lerner College of Medicine gives a detailed 
account of the effort required.

Anyone involved with curricular reform will realize the huge amount of time, energy, 
and determination required to implement such changes. My suspicion is that on the ground 
many of us are struggling; while a number of us aspire to a ‘cake mix’ practical issues 
inhibit this attempt. I also suspect that the ‘shopping trolley’ may actually provide a ‘tick 
the box’ approach required for external bodies in terms of providing diversity of teaching 
instruction and assessment on paper, while maintaining the status quo. The only way to 
clarify this is to ensure that some key material is provided when publishing work on port-
folio use. Tentatively, I would suggest that a minimum requirement includes an outline of 
the objectives of the portfolio, the context in which it is used (which is usually given) and, 
most importantly, how reflection is taught.

Instructing with Reflective Portfolios

In this section, I examine the literature on how to set up and use a reflective portfolio – the 
nuts and bolts of adopting a portfolio approach. A number of authors (Driessen 2007a; 
Pinsky and Fryer-Edwards 2004; Wade and Yarbrough 1996) give guidance on some of the 
secrets of success when choosing to implement a portfolio. These are

1. Clear purpose and structure
2. A supportive learning environment
3. Adequate learning experiences
4. Clear assessment guidelines.

Each of these is examined separately.

Clear Purpose and Structure

Clear instructions are one of the key requirements for students and staff alike. Instructors 
need to decide what type of portfolio they are using – which relates to the objectives of the 
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course/module. Generally, portfolios fall into two broad categories; the ‘work-based 
portfolio’ and the ‘outcome-based portfolio’. In a work-based portfolio, the student 
documents his or her work and demonstrates how he or she is learning. It can include 
everything from brainstorming activities to drafts to finished products. It can include the 
best and weakest of student work. The collection becomes meaningful when specific items 
are selected out to focus on particular educational experiences or goals.

In contrast, the ‘outcome-based’ (showcase) portfolio is best used for summative 
evaluation of students’ mastery of key curriculum outcomes. It should include students’ 
very best work, determined through a combination of student and teacher selection.

The work-based portfolio is used to facilitate student learning, whereas the showcase 
portfolio is used to demonstrate the achievement of learning objectives.

This issue needs to be clarified initially by staff and then communicated explicitly to 
students as clarity re-assessment is probably one of the biggest obstacles I have encountered 
when introducing a reflective portfolio. An orientation session is useful, supplemented 
with working examples (which may need to be borrowed from colleagues or mocked up), 
to stimulate discussion. The approach needs to be contextualized by supplying evidence 
for the need to adopt a reflective approach (as above).

The flexible format of portfolios is both an advantage and a challenge. Flexibility 
accommodates multiple ways of demonstrating achievement but makes assessment more 
difficult. The introduction of e-portfolios has extended the range of material that learners 
may choose to incorporate. A recent review shows that this flexibility is an important fea-
ture of the successful portfolio (Driessen 2007a). However, a balance must be maintained. 
Students should have the freedom to select material they feel is pertinent, while at the same 
time have some guidance on what is expected. In particular, students bemoan the amount 
of paperwork involved in compiling a portfolio. (Rees and Sheard 2004; Elango et al. 
2005; Kjaer et al. 2006). Instructors should suggest a ‘lean’ (Driessen et al. 2008) and 
‘smart’ (Mathers et al. 1999) approach to portfolio making, reducing paperwork and 
increasing feasibility – for example, consider capping the word count. Having some work-
ing examples are again very useful in this regard.

Table 18.1 Models of portfolio structure (a summary of Webb et al. 2002)

Model Contents
Linking to learning  
and reflection Assessment

Shopping trolley – a 
vehicle to collect 
items

Dependant on student 
– anything used or 
produced during 
learning

Little cohesion
Little or no student evaluation 

of contents in relation to 
learning objectives

Formative
May not be seen by 

teacher

Toast Rack – the rack 
is a convenient 
device to collate 
material

Material related to each 
module, slots in to 
overall portfolio

Level of reflection determined 
by individual module

No overarching narrative to 
connect items

No reflection on how items 
selected

Each item assessed 
individually, 
by different 
assessors – no 
linkage between 
items

Spinal Column –central 
column and 
evidence slots in

Each item is used once; 
if repeated, it is 
reproduced at the 
appropriate level of 
the spinal column

Series of competency 
statements/vertebrae form 
the central column of 
assessment

students must link evidence 
to these

May or may not 
be interlinked 
competencies

Cake Mix – the 
portfolio has an 
integrative function

Individual items Students must produce 
evidence linking material 
to learning objectives

Reflective writing is used to 
link these objectives

Overall product 
is assessed – 
overarching 
course objectives
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Organizing material selected and explaining why it has been chosen an important part 
of the reflective process when compiling a portfolio (Wisker 1996). Students are expected 
to demonstrate ‘a personal investment – evident in the student’s selection of contents, the 
criteria for selection and the student’s self-reflection’ (Gisselle and Martin-Kneip 2000).

The process should develop a student’s abilities to identify his or her strengths and weak-
nesses in addition to indicating his or her developmental needs (Priest and Roberts 1998).

More recently, attention has turned to the use of electronic portfolios (Lewis and Baker 
2007; Kalet et al. 2007; Sandars et al. 2008) and the use of multimedia as a means of 
developing reflective skills. The electronic format allows faculty and other professionals 
to evaluate student portfolios using technology, which may include the Internet, CD-ROM, 
video, animation or audio. The use of hyperlinks and varied formats may stimulate learners 
to include diverse material and organize their thoughts in a more structured, concise manner. 
Barrett (2006) considers that ‘digital story-telling is a highly motivating strategy that can 
make reflection concrete and visible.’

Driessen et al. (2007b) compared the use of paper with web based portfolios in a class 
of first year medical students and concluded ‘web-based portfolios were found to enhance 
students’ motivation, were more user-friendly for mentors, and delivered the same content 
quality compared with paper-based portfolios. This suggests that web-based presentation 
may promote acceptance of portfolios by students and teachers alike’ Of interest is that 
students spent more time preparing web-based portfolios and were more likely to include 
visual material. There was no significant difference in satisfaction between the two formats. 
The web-based portfolio was more appealing to tutors as they were able to access student 
material more easily; which has practical implications. One of the key advantages to 
e-portfolios is that they offer practitioners and peers the opportunity to review, communicate 
and assess portfolios in an asynchronous manner.

A potential drawback to the use of e-portfolios is that technology may become the focus 
of attention rather than the quality of learning (Dornan et al. 2002; Dagley and Berrington 
2005). As in all decisions within education, the decision to use a paper or web based port-
folio is dependant on the purpose of the course and the intended students. Practical issues 
such as technical support and cost also need consideration. The use of technology and 
learning style may be of relevance. The provision of reflective space (aka the portfolio) 
does not always lead to reflection (Pearson and Heywood 2004). Grant et al. (2006) noted 
that undergraduate medical students who did not fully engage with reflective learning 

Learning plans
Learning diaries
Reflections on work-life balance
Encounter cards
Logbooks
Essays
Notes on readings (e.g., novels, humanities or 

social sciences)
Case studies
Ethical dilemmas
Audit
Critical review of articles
Peer feedback
Faculty evaluation forms
Standardized and real patient evaluations
Poetry
Video clips
Audio clips
CD rom material

Table 18.2 Sample items for inclusion in portfolios



35718 Professional Pedagogies and Research Practices

often stated that the process did not match their learning preferences. To date, learning 
style has received limited attention in medical programs (Cook and Smith 2004; Laight 
2004). However, recently, it has been suggested that there are fundamental differences in 
the way students of the ‘Net Generation’ learn (Oblinger and Oblinger 2005). They prefer 
to be actively engaged in tasks, rather than writing about them, and are motivated to learn 
from being actively involved in projects. They also prefer to work in groups in which they 
can talk about what they are doing and help fellow group members. Initial work by 
Sandars and Homer (2008) provides some evidence for this, emphasizing the need for 
educators to carefully consider how reflection is taught within a program.

A Supportive Learning Environment

The successful implementation of reflective portfolios requires students and staff ‘buy in’. 
Students value the input of mentors, reporting that a supportive relationship fosters reflective 
learning (Snadden et al. 1996; Pearson and Heywood 2004; Mathers et al. 1999; Driessen 
et al., 2005a). The challenge to educators is to ensure that participants feel enable to 
engage in such dialog. To achieve this, there must be a good relationship between students 
and supervisor. Grundy and Kemmis (1982) stresses the need for learners to have the free-
dom to make a genuine choice, rather than conform to the influence of the teacher and 
other students. For this to happen, she argues that there must be a structure that allows 
equal power relationships between group members, including the facilitator, if the freedom 
to choose is a valid one.

Reflection, therefore, challenges the traditional role of teachers in medical education 
from that of authority figure to that of facilitator. Using a reflective portfolio requires the 
student to act as his or her own expert; the student determines material suitable for entry 
relative to learning needs.

Thus, the attitude of faculty to reflection is fundamental to the success of portfolio 
implementation. Lack of familiarity and experience may be a barrier – most of the day-to-day 
teaching of students takes place in the hectic clinical environment. As Branch and Paranjape 
(2002) conclude, ‘while feedback is not used often enough, reflection is probably used 
even less.’ They postulate that this may be due to physicians’ personal discomfort with 
exploring emotions, as most doctors are trained to think concretely. Expert clinicians have 
little exposure to reflection as a structured activity yet primarily lead teaching. They tend 
to recognize their expertise from a cognitive and technical perspective. Many are unaware 
that they reflect intuitively. Fryer-Edwards et al. (2006) underscore the need to involve 
faculty from the outset, e.g., the program should be framed as a pilot, and initial ideas can 
be presented in a ‘works-in-progress’ format.

Even if faculty nominally value the concept, my experience is that they find the practicali-
ties of applying reflective learning difficult. Pee et al. (2000) reports on a qualitative study 
in dental practice, where tutors and students were asked their opinion of reflective learn-
ing. Although tutors responded that they thought reflection was useful, they tended to see 
it as something additional to their regular teaching and learning activities. The view that 
reflection was peripheral to both dental education and to the learning process itself was 
prevalent: “there is little time left for this type of ‘extra’ activity.”

The influence of the hidden curriculum (Hafferty and Franks 1994; Coulehan 2005) 
should be discussed. Studies as far back as the 1950s (Eron 1955), until present day show 
that the experience of being a medical student is stressful and uncomfortable (Radcliffe 
and Lester, 2003; Sarikaya et al. 2006). More worrying is the evidence demonstrating a 
decline in certain attributes such as moral reasoning (Feudtner et al. 1994; Patenaude 
et al. 2003). ‘Good students – bad schools’ (Hafferty 2006) sums up the image portrayed. 
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Reflective portfolios may help counteract this as one of the fundamental roles of reflection 
to stimulate change. Bolton (2005, p. 1) considers this in her introduction to reflec-
tive practice – ‘the paradox is that reflective practice is required by the system- yet its 
nature is essentially politically and socially disruptive; it lays open to question anything 
taken for granted’. She continues by quoting Reid and O’Donohue (2004, p. 561) enquiry 
based education ‘education for creativity, innovativeness, adaptability, ease with difference 
and comfortableness with change….[is] education for instability.’ This is supported by the 
work of Harvey and Knight (1996) who emphasize the need for higher education to play 
a more active role in fostering ‘transformatory learning’.

This argument is of particular relevance to medical training. The apprenticeship model 
which has traditionally existed in medicine is one in which the apprentice is unquestioning. 
Some students may be afraid to adopt a critical perspective for fear of the consequences, e.g., 
future assessment or employment opportunities. Yet for professional education to flourish, if 
the profession is to retain its privileged position in society, this perspective must be encour-
aged. Role models and mechanisms which foster reflection in the form of self and peer review 
are fundamental to this process. This is emerging at present within medical education and 
continuing professional development, e.g., the integration of student evaluation of staff as part 
of teaching portfolios and patient feedback as part of professional reaccreditation. It is impor-
tant that this process is made overt to students to avoid the perception that double standards 
are being applied – one rule for students and one for faculty (Leo and Eagen 2008).

Reflection and the learning environment: are we ready to act on the outcomes of reflection?
A student believes he or she has discovered that medical negligence may be the cause of his or her patient’s 
illness. The student reflects;
This case raises a number of challenging issues for me as a medical student. When I approached my tutor 
about using this case as part of my portfolio, he was very cautious. He was quite worried that I might be 
seen to be criticizing his colleague and in the process overstepping professional bounds. I couldn’t help 
but feel as if he was more concerned about the potential fallout than about the strictly medical issues 
raised by the case…… I continued to wonder about my role as a medical student, stirring the pot in my 
GP practice. Is there a place for student investigation of gray issues such as this and should I cautiously 
proceed to explore the case (in the face of my tutor’s resistance) if I genuinely thought my work might 
have the potential to inform future patient management and avoid similar outcomes for other patients? 
We are encouraged to think critically and to question the rationale for established clinical decisions and 
therapies, but what if we impinge of a practitioner’s ‘authority’?

A Word on Ethics

The provision of a supportive learning environment goes beyond rhetoric. ‘Primum non 
nocere’ (‘first, do no harm’, Hippocrates) is the fundamental principle of medical practice. 
Could reflective practice have the potential to harm? Let us consider the example of a 
student who explores his or her feelings unearthing some personal conflict. It may be that 
as a result the student needs counseling – or help that goes beyond teacher-student rela-
tionship (which can already be challenging in medical settings where most teachers are 
clinicians). Appropriate support in the wider context of the educational setting should be 
discussed by staff so that clear guidance is available to them.

On a more personal note, I sometimes think – what right do I as a teacher have to ask my 
students to explore, what may be painful issues? On one hand, I am hoping that the process 
will help them (and their patients) in the future. However, I am conscious of the lack of 
conclusive evidence in this regard.

The issue of ownership also needs deliberation. If students entrust us with personal 
material, we must carefully think about who has access to this information; how it will be stored 
and for how long. There may be legal implications also – e.g., there is growing evidence 
that lapses in professional behaviour observed in medical school are associated with sub-
sequent unprofessional conduct in practice (Papadakis et al. 2005; Kirk and Blank 2005). 
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It is possible that student material could be used as evidence of poor professional behavior? 
What is the responsibility of the university in this regard?

Adequate Learning Experiences

Reflection is not intuitive and students need help. A number of frameworks exist to help 
stimulate reflection – that proposed by Johns (1995) (Table 18.3) is commonly used in 
medicine (although developed in nursing). I also like to keep asking ‘why’ – why did this 
happen, why did I feel this way, why did I react like this? I hope that by continuing to 
probe (why) students will gain a deeper understanding of their experience. Jenny Moon 
(2000, 2004) also provides a number of useful tips, which, because of their generic nature, 
help students focus in the process of reflection (Table 18.4). Some of these exercises are 
fun and well placed in the orientation session, many of these are available at her website; 
http://www.cemp.ac.uk/themes/reflectivelearning/

Material needs to be supported by evidence. This helps to give a concrete feeling to the 
portfolio. Discussion on assessment results is usually useful – students never tire of learning 
how they could do better! As the students’ skills develop, flexibility should be allowed to 
display the personal qualities of the student (Dreissen et al. 2005a) (Table 18.5).

Table 18.3 Questions to help students reflect on an event (based on Johns 1995)

Description – describe the event. Describe the context/background of the experience. Describe your 
thoughts and feelings

Reflection – exam your motives and the consequences of actions for yourself/others (including possible 
emotional reactions)

Influencing factors – what internal and external factors influenced the event?
Alternative strategies – what options/choices did you have? What were the consequences of these options?
Learning – what have you learnt? What will you do (or not!) the next time?

Table 18.4 Moon’s levels of reflection (2004) – useful for students  
and teachers

From descriptive to reflective account
From no questions to questions to responding to questions
Emotional influence is recognized, then handled increasingly effectively
‘standing back from the event’
Self-questioning – challenge own ideas
Recognizing the relevance of prior experience
Taking others views into account
‘Metacognition’ – the review of the reflective

Table 18.5 Student Tips for constructing a successful portfolio (Azer 2008)

•	 Take	action	–	start	today
•	 Understand	what	is	needed	from	you
•	 Have	a	clear	purpose
•	 Invest	in	reflection	and	critical	thinking
•	 Be	creative
•	 Provide	examples
•	 Keep	organizing	your	portfolio
•	 Be	committed
•	 Enjoy	what	you	are	doing
•	 Receive	feedback
•	 Learn	from	your	failures
•	 Look	for	improvements
•	 Keep	asking	questions
•	 Keep	your	focus
•	 Eliminate	negative	thoughts
•	 Monitor	your	progress

http://www.cemp.ac.uk/themes/reflectivelearning/
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Portfolio entries document context specific evidence of learning. Each reflection is 
unique to that experience. Context is receiving increasing attention in education. Clinical 
skills, laboratories and the use of simulation now provide a safe environment in which 
students can learn. However, this only provides the ‘shows how’ of Miller’s pyramid 
(Miller 1990), the ‘does’ can only be provided in real-life settings. Again, we return to 
the idea that the essence of professionalism is the ability to manage the unfamiliar; 
adaptability. Reflection allows analysis of the authentic context specific events. It allows 
us to study the reality of practice versus the theory. In this way, the subtleties of practice 
can be examined and learnt from, including the ‘hidden’ and ‘null curriculum’ (as above). 
The study of context is also important when assessing professionalism, e.g., in what 
circumstances do doctors decide that patient ‘deception’ is acceptable? Is honesty always 
the best policy? (Ginsburg et al. 2000) Ginsburg observes such questions usually emerge 
in a situation of conflict, often between two (or more) equally worthy professional or 
personal values and the ultimate decision depend on the specifics of the situation. In addi-
tion, independent of the outcome, the process of how the decision is made is just as telling 
and deserves specific attention.

Single encounters in clinical practice are ideal for this method of reflection. The use of 
critical incident technique (Flanagan 1954), singly or by means of grand rounds, morbidity 
and mortality conferences or audit reports are also valuable methods to promote reflection. 
Standard instructions for writing a critical incident report for use in medical education are 
usually open-ended. The writer is asked to describe an incident judged to be of great impor-
tance to his or her practice. It could be a learning experience, an especially challenging 
or meaningful moment, or an event witnessed by the writer that proved highly influential or 
even disturbing. More focused instructions may also be used, if, for example, one wished 
to focus on a particular objective.

Critical incident reporting is encouraged in undergraduate education and is standard 
practice in many forms of postgraduate training and continuing professional development 
(Branch et al. 1993; Branch, 2005; Chisholm and Croskerry 2004; Allery et al. 1997). The 
technique is especially useful to explore underlying assumptions (Brookfield 1990) and 
facilitates ‘transformative learning’ by providing access to experiences that encourage 
personal growth (Mezirow 1990). I, particularly, like this method of teaching as it encourages 
students to be self-critical from an early stage. It discourages students from seeing doctors 
as infallible –‘to err is human’– what is important is that we acknowledge our lapses and 
learn from them (Kohn and Corrigan 2000). The method is also gaining increasing importance 
as a means for reducing medical error (Wolff and Bourke 2000). In this way, reflective 
thinking is not only fostering change at an individual level but within the profession itself. 
By learning from our mistakes in a transparent and publically accountable way, the medical 
profession has the opportunity to reassert its professional status.

Used in this manner, reflection has the capacity to turn a negative experience into a 
positive one (Branch 2005). On this note, I agree with the suggestion of Driessen et al. 
(2008) that in examining experiences that we also pay attention to our success stories. We 
learn just as much from what we do well and perhaps this area could receive more attention 
in the literature. Other professionals might reflect differently– but in medicine, it is rare to 
read about our accomplishments. Yet we must be doing some things right!

Writing and Reflection

Traditionally, portfolio entries are written. The use of journal writing as a means of promoting 
reflection and learning in educational settings has been widely advocated (Boud et al. 1985; 
Charon 2000; Hawkins and McEntyre 2000).
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Journal writing is used to enhance self-awareness, interpersonal understanding, critical 
analysis, cognitive learning, and clinical reasoning skills. The process of committing 
details to paper is useful as a means of stimulating observational skills but also as a means 
of allowing the observer to recall seemingly meaningless details; which may assume 
greater meaning upon reflection. The process of writing can ‘enable a harnessing of mate-
rial such as memories which we do not know we remember and greater access to the pos-
sible thoughts and experiences of others’ (Bolton 2005).

Use of creative writing (Charon 2001; Kasman 2004) including poetry (Poirier et al. 
1998; Henderson 2002) also enables understanding of different perspectives. Indeed, the 
role of narrative has gained increased attention recently within the medical literature 
(Greenhalgh and Hurwitz 1998; Engel et al. 2008; Kumagai 2008). Proponents, in particu-
lar, emphasize the value of these records as a means of encouraging students to pay more 
attention to their feelings and develop their empathic skills (DasGupta and Charon 2004, 
Hatem and Ferrara 2001). Emotional maturity is an essential part of professional develop-
ment (Hilton and Southgate 2007).

A student reflects on the conflict between the doctor’s and patient’s perspective:
Therefore, the doctor orders a battery of tests in order to give the patient the best treatment. But this is 
cancer, and the stigma involved with the disease sets up a vicious cycle of uncertainty between the patient 
and the doctor. The doctor knows he has bad news to deliver, but if he waits for all the tests to come back, 
he will be able to tell the patient more. The patient, on the other hand, has feared the worst for many 
months and is sick of fearing the unknown. Each day brings more tests, but never the answer. I stop by 
lending some moral support and see how the patient is doing. The patient keeps repeating how scared 
she is. I learn first hand why the doctor is deliberating – this is a fragile patient, but also see it through 
the patient’s perspective of how utterly terrifying it must be waiting for news which almost certainly gets 
worse the longer they go without hearing anything.

Writing is not for everyone. One of the most frequent complaints from my students is their 
dislike for writing – its time consuming and they say, does not increase their learning (‘I 
would have thought this anyway’); they are not alone – this has also been documented by 
Jasper (1999) and Chirema (2007) in their work with nursing students. There is a danger 
that journal writing can become just another chore (Jung and Tryssenaar 1998). It is worth 
noting that writing, although an essential professional skill, is not addressed in a structured 
fashion in traditional medical curricula. Yet the written word is one of the key ways by 
which doctors communicate. By fostering students’ ability to think and describe their 
feelings in relation to certain events, it is likely that we can help develop students’ affective 
learning skills.

It might also be important to clarify to students that they are not assessed on the 
quality of their writing but the content (Gearhart and Wolf 1997). In fact, Driessen et al. 
(2006) conclude that irrelevant criteria such as writing style and lay-out had negligible 
effects on the assessment of a reflective portfolio. This may be important for students 
where English is not their first language– common within medical education in the Irish 
context.

Visual and Audio Methods

Pictures (Miles and Kaplan 2005), films (Blasco et al. 2006) and music (Blasco et al. 2005) 
are also strategies useful to the promotion of reflection. Recently there is much interest in 
the role of medical humanities (Frich and Fugelli 2003; Gordon 2005; Dittrich 2003) 
within medical education as a means of supporting ‘mindfulness’ (Epstein 1999). These 
methods are generally used as stimuli to engage learners – the depth of reflection remains 
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the responsibility of the learner. In my experience, I have found the use of movies to be 
particularly useful in exploring emotional issues. Film allows an immediacy, which has 
great practical use – one can get to the nub of the problem quickly. They are also useful 
for exploring students’ personal feelings and challenging stereotypes. This can be used to 
discuss issues before they arise – a form of anticipatory reflection per se. For example, 
many students are concerned about how they might deal with a patient who is angry or 
crying. By examining a series of film clips, students can explore hypothetical situations in 
a protected environment.

Challenging stereotypes using film
Gender is recognized as an important issue in healthcare. Yet it is difficult to engage students in a meaningful 
way, in particular, to explore their attitudes. As part of a student selected module, students are asked to 
watch a number of films by Jane Campion (The Piano, Holy Smoke, In the Cut, Portrait of a Lady). The 
class is presented as a means of studying her skills as a director. Students select clips and discuss the issues 
arising in the films. Following class discussion (usually intense!), students are asked to reflect on what 
they learnt. Unsurprisingly, the issue of gender roles emerges strongly (the objective of the class). Students 
write about their discomfort of seeing weak male role models; of their unease with a sexually aggressive 
female. They question the way they have adopted certain attitudes to men and women. For example, Harvey 
Keitel usually plays the archetypal male – students express dismay at seeing him disempowered (including 
wearing a dress) in Holy Smoke

Additional Resources

Kasman (2004) gives a concise overview of how to introduce reflective writing.
Driessen et al. (2008) give a practical overview of how one might adopt a reflective 

approach with a student in difficulty.
The E-portfolio website of Faculty of Medical Sciences Computing & School of 

Medical Education Development, Newcastle University is full of tips and has key articles 
available via hyperlink, visit http://www.eportfolios.ac.uk (accessed 20/1/09) and Helen 
Barrett has an excellent site on digital storytelling, with numerous links http://electronic-
portfolios.com/digistory/ (accessed 20/1/09).

Clear Assessment Guidelines and Evaluation

The role of portfolios in assessment has been written about extensively (Friedman Ben 
David et al. 2001; Shumway and Harden 2003; McMullan et al. 2003; Carraccio and 
Englander 2004). A fundamental advantages of portfolio based assessment is that it avoids 
a reductionist approach to assessment, allowing multiple ‘bites at the cherry’. A portfolio 
amalgamates evidence from different sources, allowing assessors to make an overall judgment 
of competency.

Portfolios are recognized for their ability to assess complex integrative competencies in 
authentic situations. They are especially used to evaluate areas that are difficult to assess by 
traditional methods, e.g., teamwork & self-directed learning (Royal College of Physicians 
and Surgeons of Canada 2006).

Should Reflective Portfolios Be Assessed?

Within the literature, as alluded to earlier, one of the key issues to clarify is the pur-
pose of the assessment and the need to make these explicit to students. A number of 

http://www.eportfolios.ac.uk
http://electronicportfolios.com/digistory/
http://electronicportfolios.com/digistory/
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authors express concern that introducing assessment will inhibit reflection and dimin-
ish its value (Bolton 2005; Brockbank et al. 1997). Even if one decides to assess – will 
it be summative or formative? The fear is that students will not be honest in their 
reflections, if they are assessed. However, studies examining the combination of for-
mative mentoring and summative assessment in a single portfolio (Mathers et al. 1999; 
Driessen et al. 2005b) did not report this conflict between learning and assessment. A 
practical suggestion to overcome this issue is to engage different instructors for forma-
tive and summative purposes, e.g., in Maastricht, all mentors form part of the portfolio 
committee but do not mark their own students’ portfolio for summative purposes. An 
additional safeguard is the Patchwork Text assessment (Winter 2003). This requires 
students to present a series of fragments created over time from their learning experi-
ences, synthesized into a final submission.

Failure to assess portfolios may undermine their use (Pearson and Heywood 2004; 
Snadden & Thomas, 1998). Driessen et al. (2007a) conclude that summative assessment is 
essential if portfolios are to be successfully integrated into the curriculum – summative 
assessment not only drives learning but that it also serves to recognize the amount of time 
that students and staff commit to the process.

Quantitative or Qualitative Approaches?

The discourse on the role of portfolios in assessment reflects the tension between quantitative 
and qualitative paradigms currently within medicine. Major concerns exist about the 
lack of evidence of reliability and validity (Roberts et al. 2002); which has limited the 
widespread adoption of portfolios for high stakes summative assessment, particularly at 
undergraduate level. However, it is of note that these concerns do not seem to be matched 
at postgraduate level.

Inter-rater reliability is examined in a number of studies (Tate et al. 1999; O’Sullivan 
et al. 2004; Herman et al. 1995; Pitts et al. 1999; McMullan et al. 2003; McCready 2007; 
Driessen 2007a). Within the current literature, inter-rater reliability averages 0.63, indicat-
ing moderate agreement. A value of 0.8 is recommended for high stakes examination. To 
achieve high levels of inter-rater reliability of portfolios, they should be carefully intro-
duced to well prepared students and should be of uniform content. Using a small pool of 
experienced, trained scorers who use clearly articulated criteria is advisable. Assessors 
need to have a shared understanding of the purpose of assessment and a deep understand-
ing of expected student performance. There is some evidence that using these principles 
may increase inter-rater reliability (Pitts & Coles 2003).

The issue of portfolio validity is subject to less scrutiny. Again, Driessen et al. (2006) 
lead the field and have developed the Portfolio Analysis Scoring Inventory to examine the 
impact of form and content on portfolio assessment.

In practice, portfolio committees are frequently used. The latter usually comprises 
teachers who have supervised portfolios for a particular cohort; they may or may not be 
involved in the assessment of their own students. Global assessments are usually awarded, 
e.g., pass or fail as opposed to percentages (Davis et al. 2001; Tate et al. 1999; O’Sullivan 
et al. 2004). Assessors must be supplied with pre-determined (and preferably discussed) 
rubrics or benchmarks for each grade. Areas that might be assessed relate to identification 
of personal learning needs, consideration of past learning experiences (how students build 
on prior knowledge), level of reflection (see below), framing of learning within a wider 
context, the ability to draw conclusions in relation to learning objectives for the module, 
overarching course and future learning. Double marking is advised. It must be noted that 
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the process is time consuming – assessment for the final medical exam in Dundee takes at 
least 3–4 examiner hours for each student, a total of 400–500 h of examiner time (Davis 
et al., 2001).

Challis (2001) suggests that portfolios should offer students the opportunity to 
engage in a ‘professional conversation’, as part of the assessment process. A number 
of institutions do include interviews to supplement the written work (Gordon 2003; 
Hays 2004; Davis et al. 2001). This involves a discussion on material (often randomly 
selected), the main purpose of which is to assess the students’ ability to demonstrate 
insight into their own performance. Questions might address why material is included; 
how it relates to the curriculum and how it has informed future learning. In particular, 
attention should be given to how the material selected relates to overarching competen-
cies (see the cake mix concept above). Evidence supporting these claims should be 
sought. Formative feedback often forms part of the interview process, even if it is being 
used summatively.

It is interesting to note that the tripartite interview (student, practice mentor and 
academic supervisor) model commonly used in nursing has not transferred to medical 
practice.

Interviews have the potential to contribute to course evaluation in addition to their role 
in student assessment (Hays 2004; Beveridge 1997). They also foster closer greater under-
standing between students and staff (Norman 2008; Dannefer & Henson 2007).

Recently, Burch and Seggie (2008) have suggested that a 30-min structured interview 
is a feasible and internally consistent method of assessing reflective portfolios. They suggest 
that this may overcome resource issues when using portfolio based assessment.

It is interesting to note that Pitts and Coles (1999), and Pitts et al. (2001), who have con-
ducted considerable research on inter-rater reliability, argue against the use of standard-
ized (quantitative) approaches to portfolio assessment, suggesting qualitative approaches 
are more appropriate (Pitts and Coles 2003). The adoption of a holistic interpretive 
approach is supported by Webb et al. (2003) and Driessen (2005b). Thus, issues of cred-
ibility, transferability, dependability and confirmability need to be addressed in a system-
atic manner. Driessen et al. (2005b) present a case study of how they did this in first year 
undergraduate medical degree course. Five qualitative research strategies were used to 
achieve credibility and dependability; triangulation, prolonged engagement, member 
checking, audit trail and dependability audit. Students had to submit information from 
different sources (triangulation) and discuss their portfolio with their mentor at least 
twice during the year (prolonged engagement). Mentor and student discussed the year of 
year grade (member checking) which was confirmed by an independent rater (to separate 
formative and summative assessment). If there was disagreement between mentor and 
student, two raters reviewed the portfolio. Disagreement between the latter resulted in the 
portfolio being discussed by the full committee. They conclude that the process was fea-
sible and most importantly of a high standard.

In my opinion, many of the concerns raised in the debate on portfolio based assessment 
mirror issues that are challenging the assessment in general. With the exception of purely 
factual tests, there is an element of subjectivity in most of the tools we use to assess students. 
The use of standardization methods, e.g., examiner training, written rubrics, etc. helps 
address this issue.

Assessing Reflection

The discussion so far has focused on the assessment of the portfolio in general terms and 
places heavy reliance on the role of the assessor. Are there any means of assessing the skill 
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of reflection in ways that are more specific? Unfortunately, although the general literature 
is resplendent with theoretical frameworks in this regard, it seems singularly absent from 
medical writings. The closest we seem to have come is the development of a number of 
self-report scales, which focus on gaging students’ openness to reflection. These are the 
Reflection-in-Learning Scale’ (RLS) (Sobral 2000, 2005); the Groningen Reflective 
Ability Scale (GRAS) (Aukes et al. 2007); the Self-reflection and Insight Scale (SRIS) 
(Grant et al. 2002, Roberts & Stark, 2008) and that of Boenink et al. (2004), where case 
vignettes were used. The development of these scales varies, and although reference is 
made to a number of theoretical frameworks, only the SRIS is firmly rooted in a theoretical 
concept, that of self-regulation.

These scales are not advocated for assessment purposes but rather as a means to 
evaluate educational interventions. It is, however, interesting to note that our attempts 
to examine the depth of reflection have focused on quantitative approaches. I am unsure 
if this reflects the large class sizes that predominate in medicine and necessitate economical 
measures (an area medicine could perhaps contribute to the field in general) or if perhaps, 
it underscores our fundamental need to quantify and measure?

Destructing Reflective Portfolios: The Problems in Practice

So far, we have examined primarily the mechanics of portfolio making. Yet, even if I adopt 
all the advice given above (as I have, well tried to!), I hypothesize that educators will run 
into problems.

In this section, I present a critical overview of what I perceive to be the key issues 
blocking the advance use of reflection in medical education. My argument is based on the 
observation that our positivist heritage eschews the value of tacit or personal knowledge, 
and it is intolerant of the concept of uncertainty. Both are fundamental to reflection. While 
the literature indicates a current re-evaluation of these concepts, this is led by an academic 
minority. Historic and practical issues pervade the day-to-day delivery of teaching. 
Consequently, reflection, as currently used, lacks definition and a theoretical framework 
with which to progress much of the valuable work currently undertaken in the field.

What is reflection? Examining the literature, we see diverse representations and uses 
(see Table 18.6).

Aukes et al. (2007) propose that reflection in medicine falls under three broad categories; 
clinical reasoning, with problem-solving as its focus (doctor as expert); scientific reflection 

Table 18.6 Scope of reflective practice use in professional training, with sample of literature

Scope of reflection General literature Medical literature

Stimulate deep learning
Develop critical thinking
Foster self-directed learning
Enable students to examine problems 

from multiple perspectives
(Clinical reasoning and Scientific 

reflection)

Marton et al. (1984)
Moon (2000)
Mezirow (1990)
Bolton (2005)

Sobral, (2000)
Shumway and Harden (2003)
Campbell et al. (1996)
Mathers (1999)
Driessen et al. (2003), Driessen (2005)
Kjaer et al. (2006)
Maughan et al. (2001)

Awareness of emotions
Develop self-awareness
Mindful practice
(Personal reflection)

Boud and Walker (1993)
Moon (2000)
Herman and Winters 

(1994)

Charon (2001)
DasGupta and Charon (2004), 

Hattem and Ferrara (2001)
Kumagai (2008)
Gordon (2003)
Epstein (1999)



366 M. Kelly

refers to evidence based critical thinking (doctor as scholar) and finally personal reflec-
tion (doctor as person), with the key function of optimizing balanced professionalism. 
Their sub categorization provides a useful framework with which to examine the range of 
papers published on the role of reflection and portfolio use. However, it also highlights one 
of the biggest problems facing teachers, researchers and most importantly students – 
reflection seems to be all things to different people; such as the portfolio, it can be a 
catchall phrase – put the two together – and chaos can emerge!

In my experience, although few can define reflection, there is a working concept, that is 
summed up in the response given by most of my colleagues; they ‘know it when they see it’ 
(Justice Potter Stewart’s definition of obscenity (Jacobellis v Ohio, 378 U.S. 184, 197, 1964)). 
Yet, as a teacher, particularly if I choose to assess students work, I need a working definition.

Driessen and his colleagues in Maastricht are leading authorities on reflection and portfolio 
use in medical education, and they provide a practical definition; ‘reflection means letting 
future behaviour be guided by a systematic and critical analysis of past actions and their 
consequences.’ (Driessen et al. 2008). Reflection is viewed as a cyclical process. Students start 
by analyzing their learning experiences. They then distil learning objectives from the strengths 
and weaknesses emerging from the analysis. These are then pursued by students in subsequent 
learning experiences, at which point the cycle starts again. The portfolio is used as a vehicle 
to record these investigations and is supported by mentor meetings.

In their work, Driessen et al. are influenced by the work of Korthagen et al. (2001) and 
advocate the use of the ‘ALACT’ model as a useful means to instruct students in the skill of 
reflection. In their recent paper, Driessen et al. (2008) give a practical outline of how this model 
works in practice, outlining how common strategies to foster reflection in medical education 
such as audit and critical incident analysis are well supported by this model (Table 18.7). It is 
worth noting the similarity with Kolb’s (1984) model of experiential learning, which would be 
familiar with those in medical education, facilitating its use in clinical settings.

Is this definition enough? How helpful is this model? I believe this definition and model 
are the ideal starting points for reflection, particularly in the initial stages of undergraduate 
level. In addition, how they are applied to a case study is extremely useful to teachers in 
the clinical setting.

However, from my own perspective as a teacher, I feel I need a more in depth model to 
inform how I construct reflection. My own experience would suggest that ‘awareness of 
essential aspects’ is quite complex and more demanding than a single step. I base these 
observations on my own classroom research, which formed the basis of my master’s thesis 
and is provided as a case study below. I suggest that a more complex model is needed if 
we are to explore the potential of reflection as expressed by its diverse use.

Table 18.7 Comparing experiential learning and the ALACT model

Kolb’s model of experiential learning

Concrete 
experience

Observation 
and 

Reflection

Forming 
abstract
concepts

Testing new 
situations

ALACT model showing phases of learning

Action

Looking 
back on the 

action

Awareness 
of essential 

aspects

Creating 
alternative 
methods of 

action

Trial
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In fact, it was as I worked on this project that I became more aware of the dearth of empiri-
cal evidence on how reflection is constructed in medical education. Others have noted this 
– in Driessen’s (2007) systematic review on the successful use of portfolios in medical edu-
cation only 30 studies reported concrete data. Of those, only two studies reported out-
comes in terms of performance improvement (Gordon 2003; Campbell et al. 1996). There 
has also been some suggestion that reflective deep processing of information may be associ-
ated with diagnostic ability (Bordage et al. 1990; Sobral 1995; Mamede et al. 2008).

Mamede and Schmidt (2004), examined reflection in relation to problem-solving and 
provided a tentative theoretical framework based on the administration of a questionnaire 
to a group of family doctors. The dimensions they propose are deliberate induction, 
deliberate deduction, testing the hypotheses against the problem at hand, an attitude of 
openness towards reflection and meta-reasoning. The issue of openness to reflection has 
received considerable attention in the literature and is the basis of many of the scales 
mentioned in the section on assessment. The suggestion is that openness to reflection 
indicates an interest in engaging in the process, which is important with regard to self 
regulation, a cornerstone of professional education.

Case Study

In University College Cork, students become fully immersed in clinical work when they 
are in third year. They leave the security of the classroom to enter a hectic new world; one 
with a different language and hierarchy. Although students have prior clinical exposure, 
this is relatively protected. In third year, they are expected to fully absorb themselves into 
the teams to which they are attached. Congruent to this is the expectation that they are 
more assertive in the pursuit of their own learning needs; the knowledge part of the course 
is virtually complete – this is about application of their knowledge in the clinical context. 
It is a difficult time for students.

Having read the theory, I was interested to see what reflection could tell me about how 
students learn. I asked students to write reflections on each clinical attachment addressing 
3 questions; What did I expect? What did I learn? Where next? In the first question, students 
were asked to identify strengths and gaps in their learning which they needed to pursue to 
guide their learning during the attachment. After the attachment, they needed to consider 
what they learnt and what they did not learn (e.g., if it had been identified as a learning 
goal). Finally, they needed to suggest specifically what they would now do to further their 
learning. Students handed over their reports after each rotation.

I adopted an action research approach. Each batch of reflections was analyzed by qualitative 
content analysis and some of the key themes, particularly ones that seemed to be causing 
students’ difficulty were discussed in class, albeit within a large group setting (i.e., I used a 
‘lecture’ slot to present some of the findings and discuss them). I also used a class survey and 
learning style questionnaire at the end of the year to see what students thought of the process 
and to see if those students with a reflective learning style preferred reflection.

Three key themes emerged from my data; these were the personal foundation of 
knowledge (which related to students ideas, concerns and expectations), experiential 
learning as a cognitive, affective and skill based process and social professionalization. 
The model of reflection processes as proposed by Boud and Walker 1993 seemed best to 
fit my findings.

There was lots of evidence of ‘reflection in action’, which feel under the theme of 
‘thinking on one’s feet’. The constant nature of this was initially very challenging for students, 
but they soon adapted and seemed to enjoy it ‘My experience showed me that the best way 
to learn is to participate and actually try to perform not merely observing. Hopefully, this 
is something I can incorporate into my future studies.’
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The model also highlights the role of the learner (personal foundation of knowledge and 
intent). This is something, which has rarely been the focus in medical education, but is 
important if we consider we are adopting a constructivist approach to learning. For example, 
one student wrote about her concern of going to the oncology ward as her aunt had died 
of cancer relatively recently. In fact, one of the most striking findings from my project as 
a teacher was how isolated many of the students were concerning their emotional learning. 
They were confused between maintaining a level of professional objectivity and learning 
to cope with a range of intense emotions.

The role of context and learning environment (the milieu) also emerged strongly. 
To help students feel supported in critical evaluation in their learning environment, I 
encouraged them to make reference to the ‘Policy on the rights of patients in medical 
education’ (Doyal 2001) This was written by students in St Bartholomew’s and the Royal 
London School of Medicine and Dentistry as a means of addressing the conflicts they 
experienced while on clinical attachments.

To fully address all my findings, I further integrated this model with the concept of 
single and double-loop learning (Argyris and Schön 1974), as advanced by Hawkins 
(1997) and Brockbank and McGill (1998). This allowed me to account for what I termed 
the ‘eureka moment’ – that sudden realization that sometimes occurs during reflection-
in-action, which gives new insights into a given situation and allows for a paradigm shift. 
My final model (Fig. 18.1) is shown below.

The next challenge, therefore, is to examine the barriers that are preventing further 
elaboration of reflection.

Paulson and Paulson (1994) discuss approaches to portfolio making, distinguishing 
between a positivist and constructivist philosophy. In a positivist portfolio, “the purpose of 
the portfolio is to assess learning outcomes and those outcomes are, generally, defined 
externally. Positivism assumes that meaning is constant across users, contexts, and purposes. 

Fig. 18.1 Model of reflection processes in learning from experience (Boud and Walker 1993, p. 77)
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The portfolio is a receptacle for examples of student work used to infer what and how much 
learning has occurred.”

In contrast, the constructivist portfolio “is a learning environment in which the learner con-
structs meaning. It assumes that meaning varies across individuals, over time, and with pur-
pose. The portfolio presents process, a record of the processes associated with learning itself; 
a summation of individual portfolios would be too complex for normative description.”

They continue “The two paradigms produce portfolio activities that are entirely different…. 
The positivist approach puts a premium on the selection of items that reflect outside standards 
and interests…. The constructivist approach puts a premium on the selection of items that 
reflect learning from the student’s perspective.” (p. 36)

The tension between these two paradigms is apparent in medical education. The positivist 
approach has traditionally dominated medical training. The constructivist approach challenges 
some key features of medical training, particularly in terms of the student-teacher relation-
ship and how knowledge is defined. As I consider these issues, I realize that the question of 
expertise is fundamental to how reflection is conceptualized within medicine.

Specialized Knowledge

A short time ago, knowledge was hard to come by and experts were people with a lot of 
it (Fraser and Greenhalgh 2001). Medical knowledge is based on a positivist approach 
– ‘empirical science is not just a form of knowledge but the only source of positive 
knowledge’ (Comte and Ferre 1988). The duty of trainees was to memorize this knowl-
edge – this in turn would enable them to develop expertise. The art of medicine was 

Fig. 18.2 Model of reflective learning shown by my students
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(reflectivity)
Psychic reflectivity

Attend to feelings

Association

2 Reflection on 
incidental and a 
limited way on 
practical experiences 
of everyday life
(Practical reflection)

II Prudential
Evaluates the 
effectualness of 
actions or 
suggests 
alternatives

2. Repair

Thoughtful 
Reflection-
in-Action

3. Review

Less formal 
Reflection-
on-action at a 
particular 
point in time

Reacting -
commenting on 
feelings towards 
the learning 
experience, such 
as reacting with a 
personal concern 
about an event.

Descriptive 
reflection:
Describing 
events and 
providing 
reasons 
(mostly 
personal 
opinion)

Making sense: 
Coherent 
reproduction 
but not related 
to previous 
learning

Critical 
analysis

Criticism Integration 3 More systematic 
reflection on own 
experience and that of 
others

III Justificatory
Examines reasons 
why actions 
occurred

4. Research

More 
systematic 
Reflection-
on-Action 
over a period 
of time

Elaborating –
Comparing 
reactions
with other 
experiences, such 
as referring to a 
general principle, 
a theory, or a 
moral or 
philosophical 
position.

Dialogic 
reflection:
Mulling over 
reasons and 
exploring 
alternatives -
internal 
dialog

Making 
meaning: 
Integrated and 
well linked 
ideas

Synthesis

Evaluation

Critical Reflectors
(challenging one’s 
underlying 
assumptions)

Validation

Appropriation

4 Reflect on the way 
we reflect on the form 
of our theorising
Could show 
transformation of 
knowledge or belief
(emancipatory)

IV Critical
Referring to 
values, beliefs, 
assumptions 
underlying the 
reasons given to 
support a course 
of action

Retheorizing 
and  research

Long term 
Reflection-
on-action 
informed by 
public 
academic 
theories

Contemplating –
focusing on 
constructive 
personal insights 
or on problems or 
difficulties, such 
as focusing on 
education issues, 
training methods, 
future goals, 
attitudes, ethical 
matters, or moral 
concerns.

Critical 
reflection:
Sophistocated 
reflection, 
taking 
account of 
social and 
political 
context

Working with 
meaning: 
Relating new 
material with 
previous 
learning

New 
Perspective
(Learning)

Action Changed perspective
(perspective 
transformation)

Change in 
cognitive, 
affective 
perspective, may 
lead to 
change in 
behaviour

Transformative 
learning: 
Strong 
restructuring 
of ideas and 
ability to 
evaluate the 
process of 
learning
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 considered important in an abstract way, but this was downplayed when compared with the 
importance of science. “With the incoming of scientific precision there is the outgoing of 
so-called art. Diagnosis by intuition, by careless ‘rule of thumb’… is as little trustwor-
thy as the shifting sand of the Sahara” (Dr. John Musser, president of the American 
Medical Society 1904 in King 1983). However, it is only of late that this perspective has 
been subject to more critical evaluation.

Eraut (1994) provides a useful framework to contextualize this analysis. He defines four 
types of professional knowledge; propositional, personal, process (including metaprocessing) 
and ‘know-how’. Propositional knowledge refers to what most people call fact; it is this codi-
fied knowledge that has been the traditional focus of medical education. It forms the basis of 
conventional educational activities and remains an important component of assessment. 
However, this type of knowledge is only the initial building block in the development of clinical 
competence (and beyond). It provides the language with which we understand and communi-
cate our expertise. Self-awareness of gaps in our knowledge directs ongoing learning. The most 
part propositional knowledge is explicit. It can be quantified, modeled and readily communi-
cated. This forms the basis of important activities such as the development of evidence-based 
guidelines. Yet possession of this type of knowledge alone fails to address the complexity of 
professional practice – if this was the case, computers would be doing my job!

More recently, attention has focused on the idea of ‘personal knowledge’ – ‘what indi-
vidual persons bring to situations that enables them to think, interact and perform.’ (Eraut 
1994) It is a ‘collection of information, intuitions and interpretations that guides professional 
practice.’ (Polanyi 1974). It also includes emotions. The practitioner may be unaware of this 
knowledge but apply it unconsciously. This type of tacit knowledge usually learnt through 
practice and observation (Epstein et al., 1998; Teunissen et al. 2007) and includes learning 
of the ‘hidden’ or ‘null’ curriculum. Increasingly, there is recognition that tacit knowledge 
plays an important part in clinical reasoning and professionalism. Indeed, some authors have 
progressed these ideas, re-iterating the value of imagination and creativity ‘problem-solving 
in a complex environment requires cognitive processes similar to creative behaviour’….we 
believe the imaginative dimension of professional capability is best developed through non-
linear methods – those in which learners embrace a situation is all its holistic complexity.’ 
(Fraser and Greenhalgh 2001). Furthermore, failure to acknowledge feelings may have a 
detrimental effect ‘unexamined negative emotions lead to emotional distance and arro-
gance’. (Epstein 1999). Many of the strategies used to foster reflective practice focus on the 
development of personal tacit knowledge, e.g., creative writing and the use of narrative.

The reconsideration of how knowledge is defined has a direct bearing on how reflection 
is conceptualized in medical practice. The cycle of history shows medicine as a philoso-
phy, an art and a science. Now we are attempting to embrace all three aspects, and reflec-
tion is posited as the vehicle to help deliver this. This may be fine in theory, but how is this 
applied in practice? The stimulus for the use of reflection is coming from outside (i.e., 
society) and above (medical regulation bodies) whereas many practitioners are busy trying 
to keep up to date, in the false belief that increasing their prepositional knowledge is what 
is required from them, as this is what has traditionally been presented to them as valid. The 
emergent interest in personal knowledge is very challenging to most practitioners as it has 
never really been valued within our profession. Therefore, we come to a position of con-
flict. Students are being told to reflect but are being taught (in the majority) by a group of 
physician’s who have been trained themselves with a totally different value system. Those 
of us in medical education are caught somewhere in the middle.

The question of expertise also implies an inherent hierarchy of ability. This issue is not 
addressed in the current medical literature on reflection. Rather reflection is presented as 
‘a done deed’; studies on undergraduates and postgraduates fail to distinguish between the 
level of reflection achieved. This is in stark contrast to the work by other professions which 
abound in attempts to rationalize the process of reflection (see Fig. 18.2).
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A number of studies in medical education are published showing student views on 
reflection (Rees and Sheard 2004; Pee et al. 2000; Mathers et al. 1999; Gordon 2003; 
Tigelaar et al. 2006) with mixed results. Yet the kernel of why this may be, is indicated by 
a number of observations. Hays (2004) writes ‘younger students respond differently to the 
idealised model, which may well apply better to more mature professional learners. Many 
students have little understanding of self-directed learning and want to focus on the cur-
riculum before them’. Indeed, a number of studies have shown that students with less aca-
demic and professional maturity need support and clear instructions when starting out 
(Scholes et al. 2004; Boenink et al. 2004). King and Kitchener (1994) also show that gradu-
ate students have persistently higher scores in the reflective judgment interview. Driessen 
et al. also indicate the need for students to have more support in the initial stages of portfolio 
use. This all makes intuitive sense. Experience is the basis for reflection, students need 
adequate experiences to reflect on.

I will expand this observation, again, in the context of how we view professional 
knowledge.

To facilitate this discussion, I will draw on the model of reflective judgment proposed by 
King and Kitchener (1994), which builds on the work by Dewey (1916, 1933), Perry (1981), 
among others. The conceptual framework for reflective judgment is that of a stage model 
characterized by seven distinct but developmentally related sets of assumptions about the 
process of knowing (view of knowledge) and how it is acquired (justification of beliefs). 
Each successive set of epistemological assumptions is characterized by a more complex and 
effective form of justification. The seven developmental stages of the Reflective Judgment 
Model may be broadly summarized into three levels: pre-reflective (Stages 1–3), quasi-
reflective (Stages 4 and 5), and reflective thinking (Stages 6 and 7) (see Table 18.8).

The key principle here is uncertainty. In order for reflection to occur, uncertainty must 
be recognized. This was part of Dewey’s original premise and is supported by the observa-
tions of Schön.

an intellectualisation of the difficulty or perplexity that has been felt (directly experienced) into a 
problem to be solved, a question for which the answer must be sought Dewey, 1933

In each instance, the practitioner allows himself to experience surprise, puzzlement, or confusion in a 
situation which he finds uncertain or unique. He reflects on the phenomena before him, and on the prior 
understandings, which have been implicit in his behaviour. He carries out an experiment, which serves 
to generate both a new understanding of the phenomena and a change in the situation. Schön 1983: 69

Yet traditionally, uncertainty is poorly tolerated in medicine. Of note, family practice, 
which acknowledges the centrality of this as a concept has been one of the driving forces 
behind the advancement of reflection and portfolios. In my own experience, it takes 
considerable maturity and skill to recognize and acknowledge uncertainty. It is relatively 
uncommon at a junior level and indeed is something that traditionally we have not fostered 
( I would even suggest the opposite!). Certainly, when admitted at this formative stage, it 
tends to be in terms of knowledge gaps – at the level of quasi-reflective reasoning. 
Additionally, students need some grounding before they can be enabled to adopt a critical 
perspective; maybe this is why portfolio use at an early stage is more challenging. I also 
suspect there may be confusion between what teachers and students expect. Teachers 
attempts to address this by emphasizing that the need for a more individual perspective is 
confused with what students believe is a request of a more personal nature and, therefore 
an intrusion on their personal thoughts. For example, many of the definitions of profes-
sionalism describe attributes, rather than behaviours, which has serious implications in 
terms of how best to teach and evaluate professionalism (Wear and Kuczewski 2004; Leo 
and Eagen 2008).

I hypothesize that the freedom to acknowledge uncertainty comes with knowledge 
 proficiency. I suggest that recognition of uncertainty, in the context of complex problems, 
is an advanced skill. The acknowledgement of uncertainty as a key requirement is lacking 
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from the medical literature. In the context of Driessen’s work, this may be appropriate as 
most of his work is based on undergraduate students. We recall that Schön’s work was on 
the observation of practicing physician’s, not medical students.

Thus, the use of some framework that links level of reflection with level of expertise 
may be helpful in terms of scaffolding reflection. For example, if we could relate the 
Dreyfus and Dreyfus (1980)model of competence (novice, advanced beginner, competent, 
proficient and expert) with Moon’s levels of reflection (2004), we might be able to clarify 
to both students and ourselves about our objectives in terms of using reflection.

Certainly, the tolerance of uncertainty requires an environment, which is open to such 
concessions. This environmental change is underway in medicine, albeit slowly.

Constructing Reflection: The Way Forward

Not all is doom and gloom. It is apparent that a number of medics are actively working in 
the area of reflection and engaging with the problems we currently face. Although I have 
adopted a critical perspective on the work of Driessen et al., their commitment and drive 
to develop the use of portfolios and reflection demonstrates the tenacity of those involved 
in the reflection revolution.

Perhaps, the area where reflective portfolios have gained the most attention and are 
likely to flourish is in the field of medical competency and self-regulation. Portfolio use 
emanates from the postgraduate arena, and it is there I see it progressing. A distinction is 
presently made between continuing medical education (i.e., that which focuses on knowl-
edge and skills) and continuing professional development (Handfield-Jones 2002). The 
latter is a broader concept encompassing the wide-ranging activities (e.g., medical expert, 
communicator, collaborator, manager, advocate, scholar and professional) of contempo-
rary practice (Prideaux et al. 2000). The integrative nature of professional competency is 
acknowledged in the definition provided by Epstein and Hundert (2002). Competency is 
‘the habitual and judicious use of communication, knowledge and technical skills, clinical 
reasoning, emotions, values and reflection in daily practice for the benefit of the individu-
als and communities being served.’ Reflective portfolios remain one of the key methods 
proposed to examine how competency is maintained.

Yet, the ability of doctors to self regulate is coming under increasing scrutiny. A recent 
systematic review (Davis et al. 2006) suggests that physicians have a limited ability to 
 accurately self-assess. Norman (2008) also queries the value of portfolios on this basis. 

Table 18.8 Model of Reflective Judgment (King and Kitchener 1994, 2002)

Pre-reflective Reasoning (Stages 1–3): Belief that knowledge is gained through the word of an authority 
figure or through firsthand observation, rather than, for example, through the evaluation of evidence. 
People who hold these assumptions believe that what they know is absolutely correct, and that they 
know with complete certainty. They treat all problems as though they were well-structured.Quasi-
Reflective Reasoning (Stages 4 and 5): Recognition that knowledge-or more accurately, knowledge 
claims-contain elements of uncertainty, which attribute to missing information or to methods of 
obtaining the evidence. Although they use evidence, they do not understand how evidence entails a 
conclusion (especially in light of the acknowledged uncertainty), and thus tend to view judgments as 
highly idiosyncratic.

Reflective Reasoning (Stages 6 and 7): People who hold these assumptions accept that knowledge 
claims cannot be made with certainty, but are not immobilized by it; rather, they make judgments 
that are “most reasonable” and about which they are ‘relatively certain,’ based on their evaluation 
of available data. They believe that they must actively construct their decisions, and that knowledge 
claims must be evaluated in relationship to the context in which they were generated to determine 
their validity. They also readily admit their willingness to re-evaluate the adequacy of their 
judgments as new data or new methodologies become available.
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However, a core learning objective when adopting portfolios is to foster the skill of critical 
self-appraisal. Boud (1999) recommends ‘the phrase self-assessment should not imply an 
isolated or individualistic activity; it should commonly involve peers, teachers and other 
sources of information’. This distinction between reflection as a personal process and public 
process has received much attention in the general literature. There is recognition that reflec-
tion in isolation could be self-confirming (Bleakley 2000; Moon 2000; Land 2003). More 
recently, the idea of ‘making public’ reflections has been espoused (Shulman 1998; Lyons 
et al. 2002), particularly within higher educational settings. This idea is further endorsed by 
Brockbank and McGill (1998) who emphasize that ‘reflective practice undertaken through 
reflective dialogue with another, or others, may promote transformational learning.’ This they 
term ‘reflexive dialogue’. Another term used is that of ‘collaborative reflection’. This ‘making 
public’ is what makes reflection an act of scholarship (Shulman 1998).

Although such public confessions are rare in medicine (fear of litigation included), 
there is change in the air. The relationship between feedback and reflection is noted by 
Branch and Paranjape (2002) and further expended by Fraser and Greenhalgh (2001) who 
add that feedback on performance is a key step in transformational learning. Eva and 
Regehr (2008) expand on the concept of self-assessment and suggest that Boud’s model is 
more appropriately entitled ‘self-directed assessment’ as it describes a pedagogical activity 
of looking outward for formative and summative assessment of one’s current level of per-
formance. Increasingly, attempts are made to learn from our mistakes, and the horror of 
Shipman and other scandals is impetus for many doctors who want to reassure patients that 
we are not all carved from the same ilk.

Finally, the work of Epstein deserves mention. Epstein (1999) draws attention to the con-
cept of mindfulness, which he proposes as an advancement on the concept of reflection. 
Mindfulness refers to a meditation practice that cultivates present moment awareness 
(Ludwig and Kabat-Zinn 2009). Epstein applies the concept to professional training, sug-
gesting it offers a means to unite the technical, cognitive, emotional and spiritual aspects of 
practice. The goals of mindful practice are to become more aware of one’s mental processes, 
listen more attentively, become more flexible, recognize bias and judgments and thereby act 
with principles and compassion. Epstein lists the characteristics of mindful practice as fol-
lows; active observation of oneself, the patient and the problem, pre-attentive processing, 
peripheral vision, critical curiosity, courage to see the world as it is rather than as one would 
like to have it, willingness to examine and set aside categories and prejudices, adoption of a 
beginner’s mind, humility to tolerate awareness of one’s areas of incompetence, connection 
between the knower and the known, compassion based on insight and presence.

Epstein suggests five levels of mindfulness (Table 18.9).

Table 18.9 Levels of mindfulness (Epstein 1999)

Level Characteristic

0 Denial and externalization ‘mindless practice’
1 Irritation: behavioral modeling i.e., recognizes problem, conforms but does not 

understand why
2 Curiosity: cognitive understanding Rely on evidence but ignore tacit, personal 

knowledge and emotions
3 Curiosity: emotions and attitude
4 Insight Understand the problem

Understand how it might be solved
Understands the interconnectedness between 

practitioner and knowledge
5 Generalization, incorporation and presence Use insight to generalize, incorporate new 

behaviors and attitudes, express compassion
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In his stimulating paper, Epstein develops these ideas, emphasizing its relationship to 
critical reflection. Epstein’s levels are somewhat in line with ‘levels’ advocated by other 
professionals (Table 18.9, as before).

Conclusion

Fifteen years ago Herman and Winters (1994) concluded that ‘Well-designed portfolios 
represent important, contextualised learning that requires complex thinking and expressive 
skills…. Portfolios are being heralded as vehicles that provide a more equitable and sensi-
tive portrait of what students know and are able to do. Portfolios encourage teachers and 
schools to focus on important student outcomes, provide parents and the community with 
credible evidence of student achievement and inform policy and practice at every level of 
the educational system’ (p. 48). Since then, portfolio use has become widespread, espe-
cially in professional training. A cornucopia of literature exists extolling their value, pri-
marily based on adult learning theory and drawing heavily on the writings of Dewey 
(1916, 1933) and Schön (1983).

The problem for many of us in the classroom is that much less is presented in terms of 
empirical research. In this chapter, I consider first the mechanics of portfolio construction 
– some of the secrets of success identified by my peers and the techniques commonly used 
to stimulate reflection in clinical education. I then consider the theoretical aspects of port-
folio use and present a personal reflection on the barriers I perceive to the advancement of 
reflection in medical education. I relate this to some of the practicalities of wrestling with 
how to successfully adopt the use of portfolios. Many issues arise not only in relation to 
students but with regard to the wider educational milieu. In my opinion, reflective portfolio 
use is difficult and not for the faint hearted. They require time, resources and commitment. 
One needs to carefully consider exactly why the approach is being used – and if it is the 
most appropriate one. To truly adopt a reflective portfolio approach, we need to open our 
hearts and minds to uncertainty and admit the limits of our knowledge. Attributes such as 
intuition, emotion and imagination need to be valued and creativity fostered. This is chal-
lenging in the face of the dominance of positivist thought. The emphasis must change to 
the how, not the what. However, change is in the air. In order to move forward, we need 
empirical research on the nature of reflection within medicine. We need to develop a dis-
cipline specific framework that deepens our understanding of exactly how reflection oper-
ates in medical practice. Linking the needs of our learners with the advances in our own 
discipline will enable us to forge new responses (Lyons 2004). The emergent theories can 
help us understand how learning occurs and with this understanding, we can organize 
instruction in meaningful ways (Hall 1996). In this way, we will contribute to development 
of discipline specific pedagogy as part of an evolving profession.

Reflective portfolio use stimulates a range of questions for educators and highlights 
some of the tensions faced in professional training, in particular with regard to issues such 
as student centeredness and the role of assessment. Will the use of reflective portfolios 
result in a better professional? Will it improve our abilities to self-regulate performance 
and place people’s needs ahead of our own, as Epstein (2008) suggests? ‘reflective practice 
sessions have evolved to provide self-knowledge and a corrective to the natural human 
tendency to self-deceive.’ Other questions remain. Reflection as described by Schön was 
nearly an unconscious activity. Is it possible that reflection is a personality trait? For 
example, the study by Mamede and Schmidt (2004) showed that some doctors, never 
engaged in reflection. The levels proposed across the professions include that of ‘non-
reflector’, implying a minimal level. However, it seems plausible that professionals may 
still be successful without reflecting. What strategies are used by this group? Surely, 
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reflection is not the only show in town? Does gender play a role? Professions embracing 
reflection are predominantly female, e.g., teaching and nursing. Law and medicine, tradi-
tionally male preserves, would appear to value (from an educational perspective) reflection 
less. If we invest in reflection as a core skill for professional training, we need to examine 
the long-term consequences. If I am taught to become a reflective practitioner, does this 
mean I will automatically practice as one? Theoretically, if a doctor is more reflective and 
aware of his or her practice, he or she should be able to seek help (cognitively, skills wise 
or emotionally) when appropriate – will that be the case?

This and many other questions remain unanswered. At present, I suggest that medicine 
is a little lost behind the looking glass, we cannot afford to assume the position of the 
Cheshire cat, but need to come back to the real world and re-evaluate where we are going 
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