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Contextualisation of the study and its sample 
 

The sample consisted of 4 sub groups:  Australian new graduate occupational therapists 
(OT), Australian migrant OTôs, Aotearoa/New Zealand new graduate OTôs & 
Aotearoa/New Zealand migrant OTôs.   
 
Inclusion criteria for Australian and Aotearoa/New Zealand new graduates was defined 
as having completed occupational therapy studies in 2007.  Australian migrant therapists 
were defined as those who had completed their occupational therapy studies in a country 
other than Australia, had completed their Practice Audit in 2007 and were working in 
Australia. Aotearoa/New Zealand migrant therapists were defined as those who had 
completed their occupational therapy studies in a country other than Aotearoa/New 
Zealand, obtained an Annual Practicing Certificate and were working in Aotearoa/New 
Zealand.  
 
Australian and Aotearoa/New Zealand participants were recruited through emails from 
the State/Territories OT Registration Boards and OT Association in Australia and the OT 
Board of Aotearoa/New Zealand respectively, inviting them to take part in the online 
survey.  Snowballing methods of recruitment were also employed.  
 
Culturally safe service delivery is imperative in enhancing personal empowerment and it 
is an important term to be understood.  Cultural safety can be defined as ñéan 
environment, which is safe for people; where there is no assault, challenge or denial of 
their identity, of who they are and what, they needò (Ramsden, 1992).   
 
A near-miss is defined as ñAn event or situation that could have resulted in an accident, 
injury or illness, but did not, either by chance or through timely interventionò (Iowa 
Department of Public Health, 2008). 
 
A mistake is defined as ñéany untoward, undesirable and usually unanticipated event in 
which harm has occurred to the patient or harm done to the mission of the organisationò 
(Ebright, Urden, Patterson & Chalko, 2004).  
 
Structure refers to the type of organisation where the participant is employed such as 
health, disability, education or óotherô.   Structure was broken down further into three 
categories:  public sector entity, non-government organisation and private provider. 
 
The classification óremoteô, in Australia, was defined as an area with a population of less 
than 5000 people; rural as a population between 5000 and 99,000 and metropolitan as 
an area with a population greater than 100,000 people (Accessibility/Remoteness Index 
of Australia [ARIA], 2001). 
 
The Australian and Aotearoa/New Zealand context for registration and practice differ.  In 
Australia four (4) jurisdictions have registration to ensure the safe and competent 
practice. The Australian Competency Standards for practice were developed by the 
professional association (OT Australia). The following section outlines background 
information on the registration and practice environment of Aotearoa/New Zealand.   

 
 

With the introduction of the Health Practitioners' Competence Assurance Act 2003 
(HPCAA), the Occupational Therapy Board of NZ is "required by law to monitor and 
ensure the professional competence and fitness to practice of all registered 



 

 5 

practitioners", (Occupational Therapy Board of NZ [OTBNZ], 2004, p 2) to ensure and 
protect public safety. The OTBNZ developed a framework to assess and monitor the 
continuing competence of all New Zealand registered occupational therapists. The first 
stage is for practitioners to be registered with the OTBNZ, and this differs according to 
the route taken by the occupational therapist to enter the profession. 
  
Graduates of the two occupational therapy professional programmes in Aotearoa/New 
Zealand are required to apply for registration.  They must meet the fitness requirements, 
that is, proficiency in the English language, assessment of criminal convictions history, 
does not have a physical or mental health condition that impacts on the applicantôs ability 
to perform the functions of an occupational therapist, and is of good standing.  The 
second stage is to apply for an annual practising certificate (APC) in the General Scope 
of Practice Occupational Therapist. For new graduates, this certificate is issued with the 
condition of new graduate and a requirement that the graduate receives weekly 
supervision by a registered occupational therapist for the first 12 months of practice in 
Aotearoa/New Zealand.   
  
Overseas applicants must meet similar requirements (proficiency in English language, 
assessment of criminal convictions history, does not have a physical or mental health 
condition that impacts on the applicantôs ability to perform the functions of an 
occupational therapist, and is of good standing. In addition, the applicant assesses 
themselves against the seven competencies, and completes a cultural competence 
assessment.  Applicants may be asked to undertake the OTBNZ's Competency 
Examination.  Overseas applicants must also apply for an annual practising certificate 
(APC) in the General Scope of Practice Occupational Therapist. The occupational 
therapist must receive fortnightly supervision for the first six months of practice.  
Conditions may be personalised by the board, depending on individual circumstances. 
  
All registered occupational therapists holding current APC's (with conditions or otherwise) 
must participate in the Continuing Competence Framework (CCFR). This framework 
ensures that the board is able to "monitor the continuing competence of all New Zealand 
registered occupational therapists via regular audit and review  processes" (OTBNZ, 
2004, p. 2).  Each practitioner determines a competency plan involving self-assessment 
of one's performance against the seven (7) cores areas of competence (OTBNZ, 2000). 
Following self-assessment, objectives and related activities are identified, and when 
completed, a critical reflection on the outcomes is entered.  This is a cyclical process 
which over time demonstrates the practitionerôs ongoing competence to practice. The 
OTBNZ provides a sample of competence activities, which can include participation in 
workshop, presentation at a conference, journal reading, completing postgraduate 
qualifications, participating in discussions or as members of governmental committees, 
review of service delivery, contributing to the work of the association, documenting critical 
reflections. No limit is placed on the type of activities, nor the duration. The focus is 
instead on the critical reflection, and the impact of that learning experience on the 
occupational therapists professional competence and the outcomes achieved for 
consumers or others (OTBNZ, 2004). 
  
Registered occupational therapists without a condition on their scope of practice, are 
expected to engage in effective professional supervision as mandated in the 
Occupational Therapy Board's Code of Ethics (OTBNZ, 2004). Each year, registered 
occupational therapists holding an APC without any conditions are required to ensure 
their CCFR is updated, and to declare that they are competent to practice, which is 
further supported by the Third-Party, a registered occupational therapist who attests to 
the individual's fitness and competence to practice. To have their APC renewed, the 
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registered occupational therapist submits their own self-declaration along with the third-
party declaration, and the completed APC renewal application form.  Different 
requirements are outlined for those occupational therapists with a condition on their 
scope of practice. 
  

The description of the Aotearoa/New Zealand national registration arrangements 
highlight differences with the Australian system.  
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KEY POINTS 

DEMOGRAPHICS 

 The majority of Australian new graduates gained their qualification in Queensland 
(38.8%) and New South Wales (21.8%). (Table 1, pg 25) 

 46.2% of Australian migrants work in Victoria.  (Table 1, pg 26) 

 45.5% of New Zealand migrants had other qualifications and 33.3% of those had 
completed an Arts qualification (Table 1, pg 26) 

 The median length of time that new graduates had been working was 5 months 
(Table 1, pg 26) 

 The median length of time working for migrants was around 6 years (Table 1, pg 
26) 

PREPAREDNESS 

Australian new graduates 

 17.1% felt very well prepared and 10.3 % were somewhat unprepared or not 
prepared at all to fulfil their current work role requirements (Table 44, pg 38) 

 36.5% were either undecided or disagreed with statement óI feel competent to 
implement intervention plans based on evidence based practiceô (Table 12, pg 30) 

 Nearly 40% were undecided or disagreed with feeling competent to demonstrate 
OT techniques to students  (Table 31, pg 35) 

 In summary Australian new graduates feel least competent to undertake: cultural 
safety, assessment and intervention, evidence based practice, evaluation of their 
own performance and organisational knowledge 

Australian migrants 

 Australian migrant occupational therapists do not feel confident in their ability to 
demonstrate occupational therapy roles and techniques to students.    

New Zealand new graduates 

 9.3% felt very well prepared and 9.3 % felt somewhat unprepared or not prepared 
at all to fulfil their current work role requirements (Table 118, pg 64) 

 In summary New Zealand new graduates feel least competent to undertake:  
environmental, social and cultural, assessment, intervention and evaluation, using 
supervision effectively and evidence based practice.    

New Zealand migrants 

 In summary New Zealand migrants felt least competent to undertake: social and 
cultural competencies. 

PROFESSIONAL DEVELOPMENT 

 Migrants have more active professional development activities than both sets of 
new graduates (Table 153, pg 75) 
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 43.2 % of New Zealand new graduates engage in professional development on a 
weekly basis compared to 17.2% of Australian new graduates (Table 153, pg 75) 

  Both New Zealand groups have a higher level of weekly professional 
development in comparison to the Australian groups (Table 153, pg 75)    

 Australian new graduates and migrants were more affected, than those in New 
Zealand, by geographical location in terms of access to professional development 
(Tables 154 & 156, pg 76) 

SUPERVISION 

 More than 90% of the New Zealand groups receive structured supervision as 
opposed to the Australian new graduates and Australian migrants (64.4% and 
66.7% respectively) (Table 158, pg 79)  

 All New Zealand groups receive structured supervision from an occupational 
therapist whereas 17.2 % of Australian new graduates are directly supervised by 
other health professionals (Table 158, pg 79) 

 Unlike the other groups the majority (85%) of the New Zealand new graduates 
agreed or strongly agreed that the amount of supervision was just right (Table 
160, pg 79) 

 75% of Australian migrants either agree or strongly agree that the amount of 
supervision was just right (Table 161, p 80) 

NEAR-MISSES & MISTAKES 

Australian new graduates 

 17.9% have experienced a near-miss (Table 163, pg 83) 

 41% donôt know if their workplace has event reporting procedures (Table 164, pg 
84) 

New Zealand New Graduates 

 21.4% had experienced a near-miss (Table 163, pg 83) 

 88.8% disclosed the near-miss  (Table 163, pg 83) 

Australian Migrants 

 41.7% had experienced a near-miss (Table 163, pg 83) 

 All respondents indicated that they had disclosed this situation to somebody 
(Table 163, pg 83) 

New Zealand Migrants 

 17.1% had experienced a near-miss (Table 163, pg 83) 

 All respondents indicated that they had disclosed this situation to somebody 
(Table 163, pg 83) 

Mistakes 

 Mistakes were reported by all groups (<10% in most cases). 
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 However, notably 33% of Australian migrant therapists (who answered this 
question) felt that they had witnessed a mistake by another occupational therapist 
since commencing practice in Australia (Table 164, pg 84)  

 The most common mistakes, described by all new graduates were: client falls, 
communication errors, unsafe therapy area, car accident and manual handling 
error (pg 88) 

 The mistakes reported by all migrant therapists were: prescription of hoist issue, 
client driving without medical clearance, manual handling error, not seeing a client 
in a timely manner and observing another therapist make a mistake during 
intervention (pg 88) 

STRUCTURE AND ENVIRONMENT ï pg 88 

 81.8% of participants reported  working in a health organisation while 18.2% 
reported working in disability  

 66.7% worked in the public sector, 16.7% worked in the non-government sector, 
and 16.7% worked in the private sector.   

 83.3% reported working as part of an established occupational therapy service.   

 The majority (50%) of people worked in acute and community practice areas.   
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EXECUTIVE SUMMARY 

The Council of Occupational Therapy Registration Boards (COTRB), Australia and New 
Zealand commissioned a study for 2008, which examined work preparedness, 
professional development and work environment issues for new graduate Occupational 
Therapists and migrant therapists in Australia and Aotearoa/New Zealand. 

A number of contextual issues are facing Boards and health professions including 
increased expectations from community members regarding safe and competent practice 
and increased attention to mechanisms to ensure the quality of health services and 
continuing quality improvement. The study has occurred in a context of national 
registration for Aotearoa/New Zealand with a move toward national registration for a 
number of health professions in Australia. The work commissioned by COTRB addresses 
issues which can assist the Boards in better understanding the new graduate and 
overseas trained therapist experience including their preparedness for work, the locations 
and settings in which they work, the extent to which they receive supervision and access 
professional development activities and aspects around managing and responding to 
near-misses and mistakes. A greater understanding of these issues can assist 
registration boards in their policy response for ensuring the safety of the public. 

This study is the first of its kind in that its inclusion criteria covers all new graduate 
Occupational Therapists and overseas trained therapists in Australia and New Zealand.  
The study was made possible through the cooperation of Registration Boards across two 
countries.  Additionally, in the case of Australia, cooperation was gained through the 
professional associations in those States with and without registration.  

Whilst the following pages report on the specific details of the studyôs methodology and 
findings, a few highlights are discussed within the executive summary.   

An area for both countries to consider is that of increased attention to social and cultural 
competencies. Although university curricula have sought to address these issues over 
the past few years, it would appear that there are further gains to be made.  

In relation to professional development, migrant therapists have more active professional 
development activities than both sets of new graduates, and New Zealand new 
graduates and migrant therapists have higher levels of weekly profession development 
than the Australian groups. More than 90% of New Zealand groups receive structured 
supervision compared to approximately 65% of Australian groups. The high level of 
involvement in structured supervision and professional development in migrant therapists 
is not surprising, given requirements for professional practice audits. 

The study provides cutting edge information about near-misses and mistakes and 
highlights that although mistakes and near-misses were not particularly common, a large 
number of therapists are not aware of event reporting procedures in their workplace.   

The Project Team would like to thank the new graduates and migrant therapists in 
Australia and Aotearoa/New Zealand who gave so generously of their time, thoughts and 
experiences. 
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1. INTRODUCTION 

The Council of Occupational Therapists Registration Boardôs (COTRB) primary objective 
is identifying matters relevant to statutory regulation of occupational therapists in 
Australia.  The Council also undertakes assessment of overseas qualified occupational 
therapists for the purpose of skilled migration, registration and membership of OT 
Australia.  Registration boards ensure the protection of the public through ensuring that 
practitioners are safe and competent and in the case of Aotearoa/New Zealand 
practitioners are ófitô for practice.  In Aotearoa/New Zealand this role is legislated through 
Health Practitionersô Competence Assurance Act (2003). 

Developing competent future allied health professionals through academic programs and 
professional support is of interest to educators and regulatory bodies.   The skills, 
attitudes and values of recent graduates have an important impact on health care and 
are canvassed in national and World Federation of Occupational Therapists (WFOT) core 
competencies for occupational therapists.  Most allied health occupations need to 
demonstrate well balanced knowledge, practical skills, and decision making ability. 

A competent and prepared new clinician cannot be predicted only by their academic 
performance during training but also by other dimensions, such as personal 
characteristics including attitudes, values and the level of professional support offered by 
their colleagues.  The inculcation of health practitioners with appropriate skills, values 
and attitudes forms an important part of academic programs and professional 
socialisation processes. 

There are different challenges for new graduates and recent migrants depending on their 
location of practice.  Australian and Aotearoa/New Zealand therapists can work in a 
range of locations from large metropolitan areas or very remote rural areas.   

The aim of this research project is to survey occupational therapy graduates in Australia 
and Aotearoa/New Zealand 6-12 months after graduation as well as overseas-trained 
occupational therapists who have completed the Councilôs 6 month practice audit 
requirements in order to examine: 

1. Their level of preparedness for work 
2. Professional Development processes 
3. Supervision 
4. Near-misses and mistake 
5. Structure and environment 

New graduates, because of their recency of training and workforce entry are well 
positioned to comment on the above variables and thus inform Registration Boards about 
issues which may impact on safe and competent, quality practice.  
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2. REVIEW OF THE LITERATURE 

The Council of Occupational Therapists Registration Boards (COTRB) has the objective 
of identifying matters relevant to statutory regulation.  The Council also undertakes 
assessment of overseas qualified occupational therapists for the purpose of skilled 
migration, registration and membership of OT Australia.  Registration boards ensure the 
protection of the public through ensuring that practitioners are safe and competent and in 
the case of Aotearoa/New Zealand practitioners are ófitô for practice.  In Aotearoa/New 
Zealand this role is legislated through the Health Practitionersô Competence Assurance 
Act (2003).   

Developing competent future allied health professionals through academic programs and 
professional support is of interest to educators and regulatory bodies.  The knowledge, 
skills, attitudes and values of recent graduates have an important impact on health care 
(The Pew Health Professions Commissions, 1993, cited in Guffey, Farris, Aldridge & 
Thomas, 2002, p. 78) and are canvassed in national and WFOT core competencies for 
occupational therapists.  Most allied health occupations need to demonstrate well 
balanced cognitive knowledge, practical skills, and decision making ability (DeAngelis, 
2003). 

Work Preparedness of New Graduates 

Occupational therapy new graduatesô perceptions of their training and preparedness for 
practice have not been widely researched (Hodgetts, Hollis, Triska, Dennis, Madill & 
Taylor, 2007; Sutton & Griffin, 2000).  However, employers of new graduate allied health  
professionals expect graduates to have the necessary clinical competencies to work, not 
only with patients/clients and carers, but also within a team (Smith & Pilling,  2008).  
Moreover, employers also expect new graduates to understand, and apply, evidence 
based research into their practice (Smith & Pilling, 2008).  In this dynamic work force, 
employers expect flexibility, adaptability and the ability to work effectively under pressure 
in, commonly, under resourced environments.   

Given the change in the delivery in health care it seems appropriate to conduct research 
to understand the work preparedness of new graduates.  The Australian health care 
system is placing more emphasis on community care and health care professionals are 
under pressure to move patients quickly through the system and this has, and will, 
generate major changes in health care delivery (Adamson et al, 1998).   Do new 
graduates possess the necessary skills for collaborative team interaction? 

Literature surrounding new graduates has generally focused on issues such as factors 
influencing their choice of employment, perceptions and attitudes, stress and supervision 
(Hummell & Koelmeyer, 1999; Adamson, Hunt, Harris & Hummel, 1998; Rugg, 1996a; 
Morley, 2006).  Atkinson and Steward (1997) conducted research by following final year 
occupational therapy students from the University of East Anglia in the United Kingdom.  
This research addressed factors relating to the graduatesô choice of first job, their 
perceived level of preparation for practice and involvement in continued education.   
Although their sample size was small (n=25) which may have limited their results, they 
found few differences between self-assessment of preparedness for work at the pre-
graduating and post-graduating stages.  Fieldwork placement experience was rated as a 
highly valuable contribution to the undergraduate course.  New graduates expressed that 
not enough emphasis was placed on the practical application of occupational therapy and 
felt that feeling inadequately prepared for practice was a result of lack of experience. 
Atkinson and Steward (1997) concluded by reporting that the data suggests that 
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occupational therapy graduates are taught how to learn to do skills rather than, 
specifically, how to do them.   

Rugg (1996a) conducted research into the transition of junior occupational therapists to 
clinical practice.  First year occupational therapy graduates were followed and assessed 
just before qualification and then again 12 months later.  The sample size was n=177 and 
it was found that turnover and attrition existed at low levels within the first year of 
practicing.  Rugg (1996a) reported that some new graduate occupational therapists do 
seem to experience difficulty in early practice with a mismatch between their expectation 
and experience of practice and concluded that further research into this area was 
necessary.   

Smith and Pilling (2008) reported on a case study describing the process and outcomes 
of implementing an interdisciplinary allied health program.  The programôs objective was 
to provide support to new graduates, through the transition of student to professional, by 
the development of critical reflection skills, promoting interdisciplinary collaboration and 
promotion of the goals and values of the organisation.  This was achieved through a 
structured program supplementing routine inductions, professional development and 
supervision activities for new graduates.  Smith and Pilling (2008) described the process 
and outcomes from the first three years of the programôs implementation.  The challenges 
faced by new graduates throughout their transitions were reported to be consistent.  
Some of the challenges reported were, but are not limited to, managing a full caseload, 
assuming full responsibility of patients, time management and low confidence (Smith & 
Pilling, 2008).  

The study by Hodgetts et al (2007) examined new graduatesô satisfaction with their 
educational experience and their perception of the extent to which their training had 
prepared them for professional practice.  Their results showed that new graduates felt 
that their course lacked in practical fieldwork and technical skill acquisition as opposed to 
the excess of theory based education.  The new graduates surveyed, expressed a desire 
to learn more óhands-onô skills such as splinting and reported knowing a lot of theory but 
having limited practical skills.  New graduates reported feeling satisfied with their 
education, however, took six months to two years to feel clinically competent.  All 
participants reported that they lacked technical intervention skills which would have 
increased had there been more fieldwork, practical aspect to the course (Hodgetts et al, 
2007).   

A competent and prepared new clinician cannot be predicted only by their academic 
performance during training but also by other dimensions, such as personal 
characteristics including attitudes, values and the level of professional support offered by 
their colleagues (Morris & Farmer, 1999).  It is important, therefore, to consider not only 
academic performance but also intrinsic attributes.  The study conducted by McKenna, 
Scholtes, Fleming and Gilbert (2001) found that specific fieldwork placements have 
significant influence on studentsô attitudes, perceptions and career decisions.  Therefore, 
they conclude that the issue to address is whether these socialisation processes are 
being used most effectively during the education of occupational therapists (McKenna et 
al., 2001).   The inculcation of health practitioners with appropriate skills, values and 
attitudes forms an important part of academic programs and professional socialisation 
processes.   
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Through the preliminary findings of a longitudinal study conducted by Atkinson and 
Steward (1997) most new occupational therapy graduates felt that they were adequately 
prepared for the workforce.  Some of the areas that new graduates felt inadequately 
prepared for included: activities of daily living (ADL) assessments, conducting activity 
analysis, planning treatments and setting up new groups.  Other areas that new 
practitioners felt less prepared were specific assessments such as wheelchair and 
pressure cushion prescription (Atkinson & Steward, 1997).  Sutton and Griffin (2000) 
found that new occupational therapy graduates have inflated expectations when entering 
the workforce.  These authors add that these were positive expectations in regards to 
work environment, job demands, professional development and job satisfaction.   

Supervision of new graduates 

The literature about professional supervision comes mainly from the fields of psychology.  
There is little information examining the provision of supervision to allied health 
professionals especially in rural and remote settings.  Smith and Pilling (2008) report that 
allied health graduates are currently entering a complex and ever demanding workforce 
and require a broad collection of core competencies and professional skills.  New 
graduate support programs are commonly found in the nursing and medical professions, 
however, not in allied health professions (Smith & Pilling, 2008).   

A recent study by Herkt and Hocking (2007), of Aotearoa/New Zealand occupational 
therapists, found that new graduates valued supervision as it provided them with the 
information they needed to fulfil role requirements.  The respondents stated that they 
moved on from this initial focus rather quickly using supervision to reflect on practice, and 
as a means of keeping themselves safe where their skills, decisions and competence 
might be questioned.  A lack of support and supervision from senior staff was identified as 
a source of job dissatisfaction by 37 occupational therapy graduates surveyed within 2 
years of graduation about their first jobs (Toulouse & Williams, 1984).  Similarly, Rugg 
(1996a) found that 177 graduates from St Loyeôs School of Occupational Therapy, Exeter, 
received significantly less supervision than they had expected.  Parker (1991) found that 
of the therapists surveyed, 82% of new graduates believed that regular structured 
supervision would have reduced their apprehension in their first occupational therapy 
position.   

New graduates working in rural practice indicated that access to local and distant 
professional support and/or supervision would assist to retain them in rural positions (Lee 
& Mackenzie, 2003).  Some themes identified in the literature surrounding professional 
development and supervision include the processes (Kasar & Muscari, 1999), and skills 
(Fisher & Fisher, 2001; McIntosh & Phelps, 2000) necessary for effective supervision.  
The literature also identifies the processes necessary for developing relationships (Herkt, 
2007) and capacity building in staff (Henry, 2006), as well as highlighting barriers such as 
the power relationship (Herkt, 2007) which may occur in providing professional 
supervision.  Quality assurance, accountability and management strategies for effective 
professional supervision and effective virtual team and virtual relationships have also 
been identified in the literature (Fisher & Fisher, 2001; Lipnik & Stamps, 2000).   

Information and communication technology, which connect rural health practitioners and 
urban area practitioners, may contribute towards avoiding professional isolation and 
delivering professional training (Taylor & Lee, 2005). It is highlighted throughout the 
literature that effective strategies to increase the level of professional support and to 
reduce isolation in rural practice needs to be further developed and implemented.  Rugg 
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(1999b) suggests that poor professional support contributes significantly to job 
dissatisfaction and attrition in new graduate occupational therapists.   

Professional Development 

As OTôs we assume ñan ethical charge and duty to maintain a level of knowledge and 
currency in our chosen fieldò (Bayles, 1981 cited in Bryan & Schwartz, 1998).  Continuing 
professional development (CPD) is an educational process by which professionals 
maintain, enhance, and broaden skilled competence (Alsop, 2000). CPD is vital to 
maintaining and developing professional competency and plays and important role in 
evidence based practice.  It can also be used as a strategy for staff recruitment and 
retention.  By participating in CPD, occupational therapy continues to develop as a 
profession and increases its significance within the health care system (Alsop, 2000).  
Completing an undergraduate qualification is only the first step towards continued 
learning.  The competence achieved upon qualification needs to be developed to ensure 
proficiency to practice in an ever-changing health care environment.   

It has been frequently documented that evidence based practice is paramount in 
practitioners remaining competent within their fields of expertise.  McKinstry (2005) states 
that ñcompetence is not just maintaining knowledge and skills, but also updating and 
improving themò. The difficulties in implementing evidence based practice have been well 
researched and several studies have highlighted the issues surrounding the limited 
success (Hunt, 1987; Hodgetts et al., 1996; Hindley et al., 2000; cited in Caldwell, 
Coleman, Copp, Bell & Ghazi, 2007).  There are multifactorial and complex challenges 
surrounding the access to professional development, continuing education and evidence 
based practice (Caldwell et al, 2007; Sutton & Griffin, 2000; Struber, 2004).  Professional 
development and/or continuing education is identified as needs-led and generally related 
to current practice and workplace needs (Atkinson & Steward, 1997; Rugg, 1999b).   

Hodgetts et al, (2007), reported that all participants in their study had been involved in 
professional development.  New graduate occupational therapists find professional 
development valuable and essential.  It was reported that new graduates believe that 
being a clinician is a continual process of learning and it is important, for the clinician, to 
take the initiative to improve their own skills (Hodgetts et al, 2007).   

Geographic isolation within Australia, in addition to its location on an international scale, 
poses unique barriers to accessing professional development. Many OTôs working in rural 
and remote locations experience difficulty in accessing relevant professional development 
(Liu, Pui & Warren, 2005; Moore & Pennington, 2003; Schwartz & Bryan, 1998; White, 
2005).  This issue is being addressed through improved technological advances such as 
online learning, video links and teleconferencing.   

Migrant Allied Health Professionals  

The demand for occupational therapy services is increasing in both Australia and 
Aotearoa/New Zealand therefore; the importance of attracting migrant therapists is 
paramount in relation to addressing existing and predicted workforce shortages (Kortman 
& May, 2005).  As a workforce shortage is not unique to Australia and New Zealand, it 
seems that many countries are utilising the global market as a recruitment strategy 
(Moran, Nancarrow & Butler, 2005).   
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The study conducted by Moran et al (2005) involved allied health professionals working in 
the United Kingdom (UK) who had all been trained overseas (Australia, South Africa, New 
Zealand and Ireland).  They reported that the participants (speech therapists, podiatrists, 
physiotherapists, occupational therapists and social workers) found that their 
undergraduate training equipped them more than thoroughly to enter the workforce in the 
UK (Moran et al, 2005).  Although many respondents felt they had the necessary skills 
and training to work in the UK, some highlighted that a broader knowledge of the health 
care system would have been beneficial (Moran et al, 2005).   

It was reported by Moran et al (2005) that one respondent felt that UK training was more 
óépractice based and reflectiveô than their training in South Africa.  One respondent 
(occupational therapist) reported that the broad high quality four year undergraduate 
degree in Australia, allows for multi-skilling and confidence as a new graduate.  They 
continue by adding that therapists trained in Australia are more confident in their skills 
and are more used to working in multi-disciplinary teams (Moran et al, 2005).   

Although there is some literature about assessing overseas trained occupational 
therapists there is a paucity of research examining the issues faced by Australian and 
New Zealand/Aotearoa new graduate and migrant therapists (Kortman & May, 2005).   

A multi-jurisdiction survey of new graduate and migrant therapists, will enable the 
examination of a number of issues in relation to work preparedness and will allow the 
Council to understand the environment in which their registrants work as well as the 
factors assisting and hindering safe and competent practice among this group.   

Near-misses & Mistakes 

ñThe odds are greater that a person will be injured or die as a result of medical error than 
as a consequence of driving or flyingéò (Hughes, 2004). The exploration of near-misses 
and mistakes that occur in allied health professions is minimal.  The majority of research 
regarding near-misses and mistakes comes from nursing and aviation backgrounds.   

The definition of a near-miss is detailed throughout the literature using similar terms.  
Wagner, Capezuti & Ouslander (2006) described a near-miss as óany event that almost 
occurred, or did occur, but was successfully pre-empted before reaching the patient or 
had the potential to cause harm to the patientô.  Other definitions describe a near-miss as 
a close call or potential adverse event (US Department of Veterans Affair, 2000 cited in 
Wagner, Capezuti & Ouslander, 2006; Bates et al, 1995).  The majority of the definitions 
confer that a near-miss was an act or situation where injury or harm could have occurred 
to a patient but didnôt because of timely intervention or chance (Aspden et al, 2004 cited 
in Wagner, Capezuti & Ouslander, 2006; Bates et al, 1995; Barach & Small, 2000).  
Comparatively, a mistake is often referred to in the literature as an óadverse eventô 
defined as óany untoward, undesirable and usually unanticipated event such as death of a 
patient, an employee, or a visitor in a healthcare organisationô (Ebright, Urden, Patterson 
& Chalko, 2004. p534).  Examples of adverse events included falls, pressure ulcers, 
improper administration of medication and death (Gurwitz, Sanches-Cross, Eckler & 
Matulis, 1994; Wagner et al, 2006). 

Literature surrounding near-misses has focused on issues such as incidents of mistakes 
by nurses in nursing homes, barriers to reporting near-misses, models for reporting near-
miss incidents and benefits of reporting near-misses.  In depth interviews were the mode 
most commonly used to investigate and analyse the causes of error.  Ebright, Urden, 
Patterson & Chalko (2004) report that the advantage of using in depth interviews was the 
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ability to elicit information regarding the intervieweeôs experience during a specific 
situation.    

In the study by Hughes (2004) it was reported that failures at work occur in two 
categories: active failures (system), which arise from communication systems, job design 
or equipment and latent failures (organisational), which arise from decision making from 
people with indirect responsibilities (Hughes, 2004).  Hughes (2004) continues to add that 
although active failures commonly have immediate, and more obvious, consequences, 
latent failures undermine safety.  In the aviation industry, efforts to address error have 
focused on increasing safety awareness with systems and procedures.   

A significant barrier to improving patient safety within the health care industry is the fear 
of retribution (Hughes, 2004; Ebright et al, 2004; Wagner et al, 2006).  It is widely 
understood that human factors, such as lack of experience and skills allow for near-
misses and/or mistakes to be inevitable.  When a person is fatigued, stressed or 
distracted, lack of experience and/or skills will be exacerbated (Hughes, 2004).  Hughes 
(2004) continues, by adding that in healthcare, opportunities for error can be minimized 
by lessening the effects of human factors.  The aviation industry, in particular, recognises 
that many errors can be avoided through better and more regular training, with the overall 
goal of improving performance in stressful situations (Hughes, 2004).   

One suggestion by Hughes (2004) is that more training, incorporating drills, simulations 
and mock codes, be integrated into training and development programs.  The costs of 
training staff far outweigh the costs of legal charges, negligence and/or malpractice cases 
(Hughes, 2004).   

There are different challenges for new graduates and recent migrants depending on their 
location of practice.  Australian and New Zealand/Aotearoa therapists can work in a range 
of locations from large metropolitan areas or very remote rural areas.  Research suggests 
that new graduates account for a third of Australian rural therapists (Lee & Mackenzie, 
2003).  Allied health professionals, on average, leave rural practice after 13 -18 months 
and a quarter of these are new graduates (Lee & Mackenzie, 2003).  From all the 
elements of rural practice, social or professional isolation was identified as an important 
factor by several researchers (Devine, 2006; Heaney et al., 2004; Mitchell, 1996; Lee & 
Mackenzie, 2003; Struber, 2004).  Limited resources, insufficient support, high stress 
levels, personal safety fears, cultural isolation, extensive work related travel and reduced 
access to continuing education or professional development were other factors 
contributing towards poor experiences in rural practice (Lee & Mackenzie, 2003; Struber, 
2004; Devine, 2006). It is therefore important that the management of these issues 
require collaboration on the part of all stakeholders such as allied health practitioners, 
professional bodies, tertiary institutions, political parties, health services and communities 
(Struber, 2004).  

Conclusion 

The perception of new graduate occupational therapists regarding their preparedness for 
practice has not been widely researched.  However, the existing literature highlights the 
the importance of practical training throughout the undergraduate course so that students 
can integrate academic knowledge with real life situations.   
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New graduates have indicated that access to supervision has provided them with the 
support necessary to fulfil their role requirements.  Of those new graduates who did not 
have regular supervision sessions, it was emphasised that structured supervision 
sessions would have reduced their apprehension in their first occupational therapy 
position.  The literature highlighted that supervision has been identified as an integral, and 
necessary, aspect of professional learning and development. 

Literature surrounding the area of professional development was not specific to the type 
and frequency of professional development activities.  The literature reported that 
although professional development is important for most clinicians, many factors, 
including geographical isolation and funding, prevented attendance.   

No studies were located that examined issues faced by overseas trained therapists 
working in Australia.  There was one study conducted in the content area of overseas 
trained therapists, and it focused on allied health professionals working in the United 
Kingdom (Moran et al, 2005).  The respondents reported that their undergraduate training 
more than equipped them for working overseas.   

The studies surrounding near-misses and mistakes arise mostly from the field of nursing 
and aviation.  There were no studies found that were from an allied health perspective.  
Barriers to improving patient safety, in the nursing profession, and strategies to address 
errors in the aviation industry were highlighted.   
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3. METHODS 

 

Sample 

The research project aimed to survey new graduate occupational therapists and 
overseas trained occupational therapists from Australia and Aotearoa/New Zealand.  Due 
to the differing registration requirements across Australian States and Territories and 
Aotearoa/New Zealand, the inclusion criteria differed slightly across these groups.  The 
criteria for Australian new graduate occupational therapists included those who had 
completed their occupational therapy studies in 2007 at an Australian tertiary institution.  
Similarly, Aotearoa/New Zealand new graduate occupational therapists were defined as 
those who had completed their occupational therapy studies in 2007 at a Aotearoa/New 
Zealand tertiary institution and had current registration, and an Annual Practicing 
Certificate with the Occupational Therapy Board of New Zealand (OTBNZ). 

The criteria for overseas trained therapists working in Australia were defined as those 
who had completed the COTRBôs 6 month practice audit in the last 12 months.  As 
overseas trained therapists do not have to complete the COTRB audit upon commencing 
work in Aotearoa/New Zealand, the following criteria was applied for migrant therapists 
working in New Zealand: 

 Current Annual Practicing Certificate 

 Living in Aotearoa/New Zealand, and 

 Working in Aotearoa/New Zealand for the last 6 -12 months 

The number of occupational therapy new graduates who completed their studies in 2007 
is estimated to be 466 derived from information provided by individual universities across 
Australia.  178 responses were received from Australian new graduates.  It is difficult to 
accurately determine the response rate across non-registered states due to a lack of 
definitive information and the lack of control the research team had over the distribution 
of the survey to this group.  Although some States and Territories were able to estimate 
the number of people they had sent the survey too, others were unable to identify new 
graduates as a defined group and therefore distributed the survey to their entire member 
database.  

A total of 53 of an estimated 106 Aotearoa/New Zealand new graduate occupational 
therapists (50% return rate) and 35 overseas trained occupational therapists working in 
Aotearoa/New Zealand responded to the survey. 

A total of 32 migrant occupational therapists working in Australia fulfilled the inclusion 
criteria of having completed their Practice Audit within the last 12 months and 13 
responses were received from this group (40% response).   

An exact response rate of the entire sample was difficult to determine due to the difficulty 
in establishing the number of therapists who received the survey through their 
Registration Board, OT Association or through snowballing methods 
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Recruitment 

Due to the diversity in registration requirements a number of recruitment methods were 
used to capture the population of new graduate and migrant occupational therapists in 
Australia and Aotearoa/New Zealand.  Registration Boards of Australia were contacted 
and their assistance requested to email the survey to their new graduate registrants.  
Registration Boards in Queensland, South Australia and Northern Territory were involved 
in contacting their registrants through email with a forwarded email containing the survey. 
The Occupational Therapy Board of Western Australia contacted their registrants by mail 
due to not having email addresses for their registrants.  To capture new graduate 
occupational therapists in Australian States and Territories which do not require 
registration, the research team utilised the OT Associations of these States to distribute 
the survey to their members through email.  OT Associations in Northern Territory, 
Tasmania, New South Wales, Victoria and the Australian Capital Territory distributed the 
survey to their members.  OT Associations were also utilised in the registered States to 
distribute the survey in the final follow up to maximise the response rate.  The inclusion 
criteria were provided to the Registration Boards and Associations to ensure the survey 
was disseminated to the eligible sample only.  

To capture overseas trained occupational therapists working in Australia, the research 
team worked with the registration boards represented on COTRB which identified eligible 
therapists and distributed the survey through email.  Part of COTRBôs responsibility is to 
undertake Practice Audits with overseas trained therapists wishing to work in Australia.  
This enabled the easy identification of those who fulfilled the criteria for being included in 
the research project.   

To capture Aotearoa/New Zealand new graduate occupational therapists a number of 
methods were used.  The OTBNZ distributed the survey to their new graduate registrants 
by email.  New graduate therapists who completed their occupational therapy studies in  

2007 were also emailed directly through their degree awarding institution, Otago 
Polytechnic and AUT University, and encouraged to complete the survey.   

The OTBNZ also identified overseas trained therapists working in Aotearoa/New Zealand 
and distributed the email survey to those who fulfilled the inclusion criteria, as provided 
by the research team.  

The email which was sent to all participants consisted of an information sheet describing 
the aims of the project and its potential outcomes and a letter, which included the link to 
the online survey, inviting participants to partake in a voluntary survey regarding their 
profession.  Two follow-up reminder emails were sent through the relevant Registration 
Board or Association at two weekly intervals to maximise the response rate. 

A snowballing method of recruitment was also used and included the posting of the 
survey link and summary of the project on the OT Australia ï QLD and Deakin University 
Group sites and on the popular networking site, Facebook.  In addition, new graduates 
known to the researchers from James Cook University were sent the link to the survey on 
Facebook and encouraged to pass it on to other new graduates to maximise the 
response rate. 
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Survey Tool 

An online survey tool was developed using Monkey Survey services available from 
www.surveymonkey.com.au.  The link to this online survey was contained within the 
invitation letter distributed to the sample.  An online survey was considered the most time 
effective and efficient way of obtaining responses from a group where online access is a 
predominant mode of communication. Confidentiality of information was ensured through 
the use of a password known only to the research team to access survey responses.  
Anonymity was ensured through instruction for participants not to provide any identifying 
personal information.  The survey consisted of 5 focus areas: level of preparedness for 
work, professional development, supervision, near-misses and mistakes, and structure 
and environment.  Demographic information was also collected.  

For Part 1 of the survey (preparedness for work) questions were developed to address 
the professional competencies of new graduate and migrant therapists working both in 
Australia and Aotearoa/New Zealand. Questions were formulated and formatted to ask 
respondents about how competent they feel to perform the various competencies. For 
example - I feel competent to: 

1.  assess the needs and abilities of clients/patients/consumers using appropriate 
assessment tools/techniques 

2. identify the effect of environmental factors on the client's function/dysfunction 

For the Australian component of the survey, the questions about professional 
competency were formed around the Australian Competency Standards for Entry Level 
Occupational Therapists © (OT AUSTRALIA, 1994). Within the Australian Competency 
Standards, there are seven (7) units of competence, with each unit comprising a varying 
number of elements, performance criteria and cues. For the Aotearoa/New Zealand 
respondents, questions were framed around the seven (7) core areas of competency 
areas developed by The Occupational Therapy Board of NZ.  
(http://www.otboard.org.nz/pdfs/Compentences_for_Registration.pdf ). 

Each of the questions aligned with the competencies. The following section outlines the 
process undertaken for formulating the questions around work preparedness, using the 
New Zealand competencies as an example of the process used for both the Australian 
and New Zealand competencies. 

Questions - I feel competent to: 

1.  assess the needs and abilities of clients/patients/consumers using appropriate 
assessment tools/techniques 

(drawn from outcome statement (needs) and criteria 1.1, 1.3, 1.12, 1.13, 1.1) 

 2. identify the effect of environmental factors on the client's function/dysfunction 

(drawn from outcome statement (environment) and criteria 1.9) 

 3.  develop client-centred goals in collaboration with clients/patients/consumers and their 
whanau.  

 

http://www.surveymonkey.com.au/
http://www.otboard.org.nz/pdfs/Compentences_for_Registration.pdf
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For each NZ competency, outcomes are identified and performance criteria 
provided. The number of criteria for each competency vary from nine (9) for Continuing 
Professional Development through to 21 for Implementation of Occupational Therapy. It 
was decided that using each criteria as the basis for a question would result in too many 
questions. The New Zealand researcher in this study undertook to collapse the criteria 
into a number of more manageable questions.  This was done by considering the intent 
of the outcome statement for each competency, and developing the questions using 
phrases/terms evident in the criteria.  An example follows: 

 Implementation of occupational therapy 

Outcome: The entry level practitioner will: 

Facilitate and enable occupations for people through engaging their needs, preferences 
and capacities in the context of their environment to optimise ability and functional 
independence.  

(drawn from criteria 1.1, 1.2, 1.3, 1.8) 

 4.  select, analyse, structure, synthesise, adapt and grade activities/occupations to 
achieve clients' goals 

(Drawn from outcome statement (facilitate and enable, optimise ability and functional 
independence and criteria 1.5, 1.6, 1.7, 1.8, 1.11, 1.13 1.14, 1.15, 1.16, 1.17, 1.18) 

 5.  evaluate the effectiveness of activities/occupations utilised to meed identified goals 
(drawn from outcome statement (optimise ability and functional independence) and 
criteria 1.10, 1.15, 1.19, 1.20, 1.21) 

 6.  using current theory and sound clinical reasoning to inform practice 

(Drawn from criteria 1.4, 1.14) 

 The following tabular summary provides information on the condensing of the criteria. 

  

Competency Number of performance 
criteria for competency 

Number of questions 
asked 

Implementation of 
occupational therapy 

21 6 

Safe, ethical and legal 
practice 

16 4 

Culturally safe practice 12 5 

Communication 15 5 

Management of self and 
people 

18 5 

Management of 
environment and 
resource 

11 4 

Continuing professional 
development 

9 3 
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The NZ component of the questionnaire was then reviewed by three academics to 
ensure that essential criteria were not omitted from the questions developed for the 
survey. No changes were made to the questions. A final crosscheck was made to the 
Australian standards to ensure that the questions were of a similar nature. 
 
Project Timeline 
 

Tasks & 
Deliverables 

1 2 3 4 5 6 7 8 9 10 11 12 

Phase 1 
Literature review 
 

            

Ethics Application 
 

            

Methodology 
 

            

Phase 2 
Develop survey 
questions 
 

            

Meet with 
Reference Group 
 

            

Pilot survey 
 

            

Disseminate survey 
 

            

Analysis 
 

            

Meet with RG ð 
presentation of 
preliminary 
findings 
 

            

Phase 3 
Detailed analysis & 
theme identification 
 

            

Feedback from 
investigators 
 

            

Meet with RG ð 
presentation of 
emergent themes 
 

            

Final report and 
recommendations 
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4. RESULTS 
 
Table 1 - Demographic data 

Demographic Information Aus NG 
(N=178) 

Aus 
Migrant (N=13) 

NZ NG 
(N=53) 

NZ Migrant 
(N=35) 

Age (Median; [IQR]; Range) 23, [22-
25]; 21-
56 

30,[27,34];26-44 23; [22-27]; 
21-55 

32,[27,38]; 
24-56 

Gender 
% Female 
% Male 

 
90.4 
9.6 

 
100 
0 

 
96 
4 

 
85.7 
14.3 

Country of Origin 
% Asia 
% Europe/UK 
% Africa 
% USA 
% New Zealand 
% Australia 
% Canada 

 
0 
0 
0 
0 
0 
0 
0 

 
23.1 
46.2 
15.4 
7.7 
0 
0 
7.7 

 
0 
0 
0 
0 
0 
0 
0 

 
0 
76 
6 
6 
0 
12 
0 

State/Country completed 
OT qualification 
% Queensland 
% New South Wales 
% Victoria 
% South Australia 
% Western Australia 
% Australian Capital Territory 
% Northern Territory 
% Tasmania 
% New Zealand 
% Asia 
% Europe 
% Africa 
% USA 
% Australia 
% Canada 
 

 
 
38.8 
21.8 
13.5 
11.2 
14.1 
0 
.6 
0 
0 
0 
0 
0 
0 
0 
0 
 

 
 
0 
0 
0 
0 
0 
0 
0 
0 
0 
23.1 
46.2 
15.4 
7.7 
0 
7.7 
 

 
 
0 
0 
0 
0 
0 
0 
0 
0 
100 
0 
0 
0 
0 
0 
0 
 

 
 
0 
0 
0 
0 
0 
0 
0 
0 
0 
2.9 
71.4 
5.7 
8.6 
11.4 
0 

Ethnicity 
% Identify ethnically 

 
N/A 

 
23 
 

 
49 

 
42 

Ethnicity ï specify 
% NZ European & Pakeha 
% Asian 
% Maori 
% European 
% American 
% African 
% Australian 

 
N/A 

 
0 
0 
0 
66.7 
0 
33.3 
0 

 
76.8 
7.7 
7.7 
11.5 
0 
0 
0 

 
0 
0 
0 
93.3 
6.7 
0 
0 
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OT Qualification 
% Bachelor 
% Masters ï Graduate Entry 
% Diploma 
% Other 

 
83.1 
16.3 
.6 
0 

 
100 
0 
0 
0 

 
100 
0 
0 
0 

 
80 
8.6 
8.6 
2.9 

Other qualifications 
% Yes 

 
24.7 

 
38.5 

 
32.1 

 
45.5 

Specific other qualifications 
% Education 
% Science 
% Health Sciences 
% Arts 
% Business 
% Other 
% Missing 

 
11.6 
44.1 
20.9 
9.3 
4.7 
0 
7 

 
20 
20 
20 
0 
40 
0 
0 

 
5.8 
17.6 
17.6 
29.4 
0 
23.5 
6.1 

 
0 
26.6 
13.3 
33.3 
0 
6.6 
20.5 

State currently working 
% Queensland 
% New South Wales 
% Victoria 
% South Australia 
% Western Australia 
% Australian Capital Territory 
% Northern Territory 
% Tasmania 
% New Zealand 

 
37.8 
18.1 
14.2 
7.9 
18.9 
1.6 
.8 
.8 
0 

 
0 
15.4 
46.2 
7.7 
15.4 
0 
7.7 
0 
0 

 
0 
0 
0 
0 
0 
0 
0 
0 
100 

 
0 
0 
0 
0 
0 
0 
0 
0 
100 

Length working as an OT 
(Median; [IQR], Range 

4, [3,5]; 
0-17 

5y9m;[5y,10.5y]; 
1y-14y 

6, [4,6] 0-
18 

6yrs, 
[2.5,11yrs], 
5mths ï 22yrs 

Number of OT jobs  
(Median; [IQR], Range) 

 
1; [1,1]; 
0-4 

 
5;[3,8.5]; 2-14 

 
1; [1,1], 0-2 

 
4; [2-6], 0-11 

Geographical location 
% Metropolitan 
% Rural 
% Remote 
 

 
69.3 
29 
1.7 

 
76.9 
15.4 
7.7 

 
62.5 
37.4 
- 

 
57.1 
42.9 
0 

 
Table 1 indicates that there are more female new graduates in Australia than 
Aotearoa/New Zealand and that the majority of Australian and Aotearoa/New Zealand 
migrants come from Europe.  The majority of the Australian new graduate respondents 
gained their qualification in Queensland (38.8%) and New South Wales (21.8%). 46.2% 
of Australian migrant respondents work in Victoria.   
 
45.5% of Aotearoa/New Zealand migrant respondents had other qualifications and 33.3% 
of those had Arts as other qualifications.  Of the 24% of Australian new graduates that 
had other qualifications, 44.1% had a science background.  Of the Australian and 
Aotearoa/New Zealand new graduates, 16.3% had completed via the Graduate Entry 
Masters route.  
 
The median length of time that Australian and Aotearoa/New Zealand new graduates had 
been working was 4 months and 6 months respectively.  The median length of time 
working for Australian and Aotearoa/New Zealand migrants was around 6 years and both 
appear to have had approximately one job per year of working.  Across the board, the 
majority of participants work in metropolitan/urban areas.   
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Australian New Graduates ï Level of preparedness 

 
Competency Standard 1 ï Professional attitudes and behaviours 
 
Table 2 ï I feel competent to practice within the Australian code of ethics 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 58 32.6 34.5 34.5 

  Agree 102 57.3 60.7 95.2 

  Undecided 7 3.9 4.2 99.4 

  Disagree 1 .6 .6 100.0 

  Total 168 94.4 100.0   

Missing System 10 5.6     

Total 178 100.0     

 
Table 3 - I feel competent to comply with legislation, regulations, codes relevant to my 
area of practice 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 46 25.8 27.5 27.5 

  Agree 99 55.6 59.3 86.8 

  Undecided 18 10.1 10.8 97.6 

  Disagree 3 1.7 1.8 99.4 

  Strongly 
Disagree 

1 .6 .6 100.0 

  Total 167 93.8 100.0  

Missing System 11 6.2   

Total 178 100.0   

  
Table 4 ï I feel competent to maintain confidentiality within my daily practice 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 105 59.0 63.6 63.6 

  Agree 57 32.0 34.5 98.2 

  Undecided 2 1.1 1.2 99.4 

  Disagree 1 .6 .6 100.0 

  Total 165 92.7 100.0   

Missing System 13 7.3     

Total 178 100.0     

 
Table 5 ï I feel competent to apply my knowledge of workplace policies and procedures 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 34 19.1 20.5 20.5 

  Agree 104 58.4 62.7 83.1 

  Undecided 22 12.4 13.3 96.4 

  Disagree 5 2.8 3.0 99.4 

  Strongly 
Disagree 

1 .6 .6 100.0 

  Total 166 93.3 100.0   

Missing System 12 6.7     

Total 178 100.0     
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Table 6 ï I feel competent to communicate with health professionals from other 
disciplines 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 54 30.3 32.1 32.1 

  Agree 95 53.4 56.5 88.7 

  Undecided 13 7.3 7.7 96.4 

  Disagree 6 3.4 3.6 100.0 

  Total 168 94.4 100.0   

Missing System 
10 5.6     

Total 178 100.0     

  
Table 7 ï I feel competent to use effective verbal and non verbal communication 
strategies to suit the client and their family 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 52 29.2 31.5 31.5 

  Agree 102 57.3 61.8 93.3 

  Undecided 10 5.6 6.1 99.4 

  Disagree 1 .6 .6 100.0 

  Total 165 92.7 100.0   

Missing System 13 7.3     

Total 178 100.0     

 

Table 8 ï I feel competent to identify the impact of culture on communication 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 26 14.6 15.7 15.7 

  Agree 111 62.4 66.9 82.5 

  Undecided 23 12.9 13.9 96.4 

  Disagree 5 2.8 3.0 99.4 

  Strongly 
Disagree 

1 .6 .6 100.0 

  Total 166 93.3 100.0   

Missing System 12 6.7     

Total 178 100.0     

 
Table 9 ï I feel competent to identify how my personal and professional socio cultural 
values impact on the relationship developed with clients, family and significant others 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 34 19.1 20.2 20.2 

  Agree 117 65.7 69.6 89.9 

  Undecided 15 8.4 8.9 98.8 

  Disagree 2 1.1 1.2 100.0 

  Total 168 94.4 100.0   

Missing System 10 5.6     

Total 178 100.0     
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Table 10 ï I feel competent to provide occupational therapy services that ensure the 
cultural safety of myself and the people accessing my service  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 28 15.7 17.0 17.0 

  Agree 101 56.7 61.2 78.2 

  Undecided 31 17.4 18.8 97.0 

  Disagree 5 2.8 3.0 100.0 

  Total 165 92.7 100.0   

Missing System 13 7.3     

Total 178 100.0     

 
Competency Standard 2 ï Assessment and interpretation of occupations, roles, 
performance and functional level of individuals and groups 
 
Table 11 ï I feel competent to complete assessments with clients 

  Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 

Valid Strongly Agree 29 16.3 18.2 18.2 

  Agree 98 55.1 61.6 79.9 

  Undecided 28 15.7 17.6 97.5 

  Disagree 3 1.7 1.9 99.4 

  Strongly 
Disagree 

1 .6 .6 100.0 

  Total 159 89.3 100.0   

Missing System 19 10.7     

Total 178 100.0     

 

Table 12 ï I feel competent to implement intervention plans based on assessment 
findings  

  Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 

Valid Strongly Agree 16 9.0 10.1 10.1 

  Agree 97 54.5 61.0 71.1 

  Undecided 34 19.1 21.4 92.5 

  Disagree 10 5.6 6.3 98.7 

  Strongly 
Disagree 

2 1.1 1.3 100.0 

  Total 159 89.3 100.0   

Missing System 19 10.7     

Total 178 100.0     

 
Table 13 ï I feel competent to plan interventions based on evidence based practice 

  Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 

Valid Strongly Agree 14 7.9 9.0 9.0 

  Agree 85 47.8 54.5 63.5 

  Undecided 43 24.2 27.6 91.0 

  Disagree 13 7.3 8.3 99.4 

  Strongly 
Disagree 

1 .6 .6 100.0 

  Total 156 87.6 100.0   

Missing System 22 12.4    
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Table 14 ï I feel competent to facilitate client centred goals in collaboration with clients  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 38 21.3 24.2 24.2 

  Agree 104 58.4 66.2 90.4 

  Undecided 11 6.2 7.0 97.5 

  Disagree 3 1.7 1.9 99.4 

  Strongly 
Disagree 

1 .6 .6 100.0 

  Total 157 88.2 100.0   

Missing System 21 11.8     

Total 178 100.0     

 
Table 15 ï I feel competent to facilitate individual interventions with clients  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 32 18.0 20.1 20.1 

  Agree 107 60.1 67.3 87.4 

  Undecided 16 9.0 10.1 97.5 

  Disagree 3 1.7 1.9 99.4 

  Strongly 
Disagree 

1 .6 .6 100.0 

  Total 159 89.3 100.0   

Missing System 19 10.7     

Total 178 100.0     

 
Table 16 ï I feel competent to have someone else evaluate my practice  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 24 13.5 15.2 15.2 

  Agree 88 49.4 55.7 70.9 

  Undecided 33 18.5 20.9 91.8 

  Disagree 11 6.2 7.0 98.7 

  Strongly 
Disagree 

2 1.1 1.3 100.0 

  Total 158 88.8 100.0   

Missing System 20 11.2     

Total 178 100.0     

 
Table 17 ï I feel competent to change my practice based on self evaluation  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 46 25.8 28.9 28.9 

  Agree 98 55.1 61.6 90.6 

  Undecided 12 6.7 7.5 98.1 

  Disagree 3 1.7 1.9 100.0 

  Total 159 89.3 100.0   

Missing System 19 10.7     

Total 178 100.0     
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Competency Standard 3 ï Implementation of individual and group interventions  
 
Table 18 ï I feel competent to plan interventions based on a holistic view of a clients 
situation  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 36 20.2 23.2 23.2 

  Agree 103 57.9 66.5 89.7 

  Undecided 12 6.7 7.7 97.4 

  Disagree 3 1.7 1.9 99.4 

  Strongly 
Disagree 

1 .6 .6 100.0 

  Total 155 87.1 100.0   

Missing System 23 12.9     

Total 178 100.0     

 

Table 19 ï I feel competent to plan interventions within my organisational model/frame of 
reference  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 17 9.6 11.2 11.2 

  Agree 88 49.4 57.9 69.1 

  Undecided 40 22.5 26.3 95.4 

  Disagree 6 3.4 3.9 99.3 

  Strongly Disagree 1 .6 .7 100.0 

  Total 152 85.4 100.0   

Missing System 26 14.6     

Total 178 100.0     

 
Table 20 ï I feel competent to explore alternative options prior to prescribing equipment 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 16 9.0 10.5 10.5 

  Agree 92 51.7 60.1 70.6 

  Undecided 36 20.2 23.5 94.1 

  Disagree 9 5.1 5.9 100.0 

  Total 153 86.0 100.0   

Missing System 25 14.0     

Total 178 100.0     

 
Table 21 ï I feel competent to facilitate group interventions with clients  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 28 15.7 18.1 18.1 

  Agree 64 36.0 41.3 59.4 

  Undecided 48 27.0 31.0 90.3 

  Disagree 14 7.9 9.0 99.4 

  Strongly 
Disagree 

1 .6 .6 100.0 

  Total 155 87.1 100.0   

Missing System 23 12.9     

Total 178 100.0     
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Table 22 ï I feel competent to collaborate with significant others and community services 
during discharge planning with clients  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 37 20.8 23.7 23.7 

  Agree 95 53.4 60.9 84.6 

  Undecided 20 11.2 12.8 97.4 

  Disagree 3 1.7 1.9 99.4 

  Strongly 
Disagree 

1 .6 .6 100.0 

  Total 156 87.6 100.0   

Missing System 22 12.4     

Total 178 100.0     

 
 
Competency Standard 4 ï Evaluation of occupational therapy programs  
 
Table 23 ï I feel competent to evaluate occupational therapy programs within my 
organisation  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 14 7.9 9.2 9.2 

  Agree 80 44.9 52.3 61.4 

  Undecided 40 22.5 26.1 87.6 

  Disagree 16 9.0 10.5 98.0 

  Strongly 
Disagree 

3 1.7 2.0 100.0 

  Total 153 86.0 100.0   

Missing System 25 14.0     

Total 178 100.0     

 

Table 24 ï I feel competent to identify factors that influence program outcomes in my 
organisation  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 15 8.4 9.8 9.8 

  Agree 87 48.9 56.9 66.7 

  Undecided 38 21.3 24.8 91.5 

  Disagree 12 6.7 7.8 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 153 86.0 100.0   

Missing System 25 14.0     

Total 178 100.0     
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Table 25 ï I feel competent to make recommendations to contribute to ongoing program 
development within my organisation  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 20 11.2 13.2 13.2 

  Agree 87 48.9 57.2 70.4 

  Undecided 32 18.0 21.1 91.4 

  Disagree 10 5.6 6.6 98.0 

  Strongly 
Disagree 

3 1.7 2.0 100.0 

  Total 152 85.4 100.0   

Missing System 26 14.6     

Total 178 100.0     

 
Table 26 ï I feel competent to present clearly written evaluation reports to relevant team 
members in a timely manner 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 25 14.0 16.3 16.3 

  Agree 64 36.0 41.8 58.2 

  Undecided 48 27.0 31.4 89.5 

  Disagree 15 8.4 9.8 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 153 86.0 100.0   

Missing System 25 14.0     

Total 178 100.0     

 
Competency Standard 5 ï documentation and dissemination of professional 
information  
 
Table 27 ï I feel competent to record progress notes according to accepted standards 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 53 29.8 35.1 35.1 

  Agree 79 44.4 52.3 87.4 

  Undecided 13 7.3 8.6 96.0 

  Disagree 5 2.8 3.3 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 151 84.8 100.0   

Missing System 27 15.2     

Total 178 100.0     

 
Table 28 ï I feel competent to write reports according to accepted standards 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 40 22.5 26.7 26.7 

  Agree 90 50.6 60.0 86.7 

  Undecided 13 7.3 8.7 95.3 

  Disagree 7 3.9 4.7 100.0 

  Total 150 84.3 100.0   

Missing System 28 15.7     

Total 178 100.0     
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Table 29 ï I feel competent to maintain client records whilst maintaining confidentiality 

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 68 38.2 45.3 45.3 

  Agree 77 43.3 51.3 96.7 

  Undecided 3 1.7 2.0 98.7 

  Disagree 1 .6 .7 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 150 84.3 100.0   

Missing System 28 15.7     

Total 178 100.0     

 
Table 30 ï I feel competent to prepare written professional material for colleagues  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 
26 14.6 17.3 17.3 

  Agree 77 43.3 51.3 68.7 

  Undecided 28 15.7 18.7 87.3 

  Disagree 17 9.6 11.3 98.7 

  Strongly 
Disagree 

2 1.1 1.3 100.0 

  Total 150 84.3 100.0   

Missing System 28 15.7     

Total 178 100.0     

  
Competency Standard 6 ï Professional Education  
 
Table 31 ï I feel competent to demonstrate occupational therapy techniques in my area 
of practice to students  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 10 5.6 6.6 6.6 

  Agree 81 45.5 53.6 60.3 

  Undecided 37 20.8 24.5 84.8 

  Disagree 22 12.4 14.6 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 151 84.8 100.0   

Missing System 27 15.2     

Total 178 100.0     
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Table 32 ï I feel competent to explain occupational therapy techniques in my area of 
practice to students  

  Frequency Percent 
Valid 

Percent Cumulative Percent 

Valid Strongly Agree 15 8.4 10.0 10.0 

  Agree 93 52.2 62.0 72.0 

  Undecided 28 15.7 18.7 90.7 

  Disagree 12 6.7 8.0 98.7 

  Strongly 
Disagree 

2 1.1 1.3 100.0 

  Total 150 84.3 100.0   

Missing System 28 15.7     

Total 178 100.0     

 
Table 33 ï I feel competent to model professional behaviour to students on placement 

  Frequency Percent 
Valid 

Percent Cumulative Percent 

Valid Strongly Agree 44 24.7 29.1 29.1 

  Agree 94 52.8 62.3 91.4 

  Undecided 12 6.7 7.9 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 151 84.8 100.0   

Missing System 27 15.2     

Total 178 100.0     

 
Table 34 ï I feel competent to articulate the occupational therapy role to a range of 
audiences  

  Frequency Percent 
Valid 

Percent Cumulative Percent 

Valid Strongly Agree 20 11.2 13.2 13.2 

  Agree 105 59.0 69.5 82.8 

  Undecided 22 12.4 14.6 97.4 

  Disagree 3 1.7 2.0 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 151 84.8 100.0   

Missing System 27 15.2     

Total 178 100.0     

 
  
Table 35 ï I feel competent to conduct educational presentations which demonstrate 
occupational therapy roles and practices  

  Frequency Percent 
Valid 

Percent Cumulative Percent 

Valid Strongly Agree 22 12.4 14.6 14.6 

  Agree 87 48.9 57.6 72.2 

  Undecided 30 16.9 19.9 92.1 

  Disagree 11 6.2 7.3 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 151 84.8 100.0   

Missing System 27 15.2     

Total 178 100.0     
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Competency Standard 7 ï Management of occupational therapy practice  
 
Table ï 36 ï I feel competent to carry out administration duties in a timely manner 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 40 22.5 27.2 27.2 

  Agree 95 53.4 64.6 91.8 

  Undecided 6 3.4 4.1 95.9 

  Disagree 6 3.4 4.1 100.0 

  Total 147 82.6 100.0   

Missing System 31 17.4     

Total 178 100.0     

 
  
Table 37 ï I feel competent to prioritise tasks to maximise time efficiency  

  Frequency Percent 
Valid 

Percent Cumulative Percent 

Valid Strongly Agree 48 27.0 32.7 32.7 

  Agree 78 43.8 53.1 85.7 

  Undecided 18 10.1 12.2 98.0 

  Disagree 2 1.1 1.4 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 147 82.6 100.0   

Missing System 31 17.4     

Total 178 100.0     

 
  
Table 38 ï I feel competent to prioritise referrals for occupational therapy services  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 37 20.8 25.2 25.2 

  Agree 80 44.9 54.4 79.6 

  Undecided 21 11.8 14.3 93.9 

  Disagree 8 4.5 5.4 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 147 82.6 100.0   

Missing System 31 17.4     

Total 178 100.0     

 
 
Table 39 ï I feel competent to participate actively in staff meetings  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 36 20.2 24.5 24.5 

  Agree 83 46.6 56.5 81.0 

  Undecided 20 11.2 13.6 94.6 

  Disagree 7 3.9 4.8 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 147 82.6 100.0   

Missing System 31 17.4     

Total 178 100.0     
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Table 40 ï I feel competent to provide directions to support personnel to undertake tasks  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 18 10.1 12.4 12.4 

  Agree 90 50.6 62.1 74.5 

  Undecided 29 16.3 20.0 94.5 

  Disagree 7 3.9 4.8 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 145 81.5 100.0   

Missing System 33 18.5     

Total 178 100.0     

 
Table 41 ï I feel competent to use safe manual handling practices within my workplace  

  Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 

Valid Strongly Agree 44 24.7 30.3 30.3 

  Agree 74 41.6 51.0 81.4 

  Undecided 20 11.2 13.8 95.2 

  Disagree 7 3.9 4.8 100.0 

  Total 145 81.5 100.0   

Missing System 33 18.5     

Total 178 100.0     

 
 
Table 42 ï I feel competent to market the occupational therapy service to potential clients  

  Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 

Valid Strongly Agree 24 13.5 16.6 16.6 

  Agree 84 47.2 57.9 74.5 

  Undecided 28 15.7 19.3 93.8 

  Disagree 8 4.5 5.5 99.3 

  Strongly 
Disagree 

1 .6 .7 100.0 

  Total 145 81.5 100.0   

Missing System 33 18.5     

Total 178 100.0     

 
Table 43 ï I feel competent to maintain a safe physical environment for effective 
occupational therapy intervention  

  Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Strongly Agree 38 21.3 26.6 26.6 

  Agree 95 53.4 66.4 93.0 

  Undecided 9 5.1 6.3 99.3 

  Disagree 1 .6 .7 100.0 

  Total 143 80.3 100.0   

Missing System 35 19.7     

Total 178 100.0     
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Table 44 - Overall level of preparedness 

  Frequency Percent 
Valid 

Percent 
Cumulative 

Percent 

Valid Very well prepared 25 14.0 17.1 17.1 

  Somewhat prepared 97 54.5 66.4 83.6 

  Unsure 9 5.1 6.2 89.7 

  Somewhat 
unprepared 

13 7.3 8.9 98.6 

  Not prepared at all 2 1.1 1.4 100.0 

  Total 146 82.0 100.0   

Missing System 32 18.0     

Total 178 100.0     
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Australian new graduate summary  
(NB: 15% or more in the lower two categories was utilised to indicate an issue).  
 
For Australian new graduates, 17.1% felt very well prepared and 66.4% felt somewhat 
prepared.  10.3 % were somewhat unprepared or not prepared at all (see table 44).   
 
Graph 1 shows the overall level of preparedness for practice of Australian new graduates 
by gender and indicates that the majority felt somewhat prepared.  This factor was not 
influenced by gender.   
 
The majority of Australian new graduates either agreed or strongly agreed with the 
following competencies:  
 

 I feel competent to practice within the Australian code of ethics  (Table 2, pg 27) 

 I feel competent to comply with legislation, regulations, codes relevant to my area 
of practice (Table 3, pg 27) 

 I feel competent to maintain confidentiality within my daily practice (Table 4, pg 27) 
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 I feel competent to communicate with health professionals from other disciplines 
(Table 6, pg 28) 

 I feel competent to use effective verbal and non verbal communication strategies 
to suit the client and their family (Table 7, pg 28) 

 I feel competent to identify how my personal and professional socio cultural 
relationship develops with clients, family and significant others (Table 9, pg 29) 

 I feel competent to provide occupational therapy services that ensure the cultural 
safety of myself and the people accessing my service (Table 10, pg 29) 

 I feel competent to facilitate client centred goals in collaboration with clients (Table 
14, pg 30) 

 I feel competent to facilitate individual interventions with clients  (Table 15, pg 30) 

 I feel competent to change my practice based on self evaluation (Table 17, pg 31) 

 I feel competent to collaborate with significant others and community services 
during discharge planning with clients  (Table 22, pg 32) 

 I feel competent to make recommendations to contribute to ongoing program 
development within my organisation (Table 25, pg 33) 

 I feel competent to record progress notes according to accepted standards (Table 
27, pg 34) 

 I feel competent to write reports according to accepted standards (Table 28, pg 
34) 

  I feel competent to maintain client records whilst maintaining confidentiality (Table 
29, pg 34) 

 I feel competent to model professional behaviour to students on placement (Table 
33, pg 36) 

  I feel competent to carry out administration duties in a timely manner (Table 36, 
pg 36) 

  I feel competent to prioritise tasks to maximise time efficiency (Table 37, pg 37) 

 I feel competent to maintain a safe physical environment for effective occupational 
therapy intervention (Table 43, 38) 

  Overall level of preparedness  (Table 44, pg 38) 
 
Australian new graduates were undecided to strongly disagree with feeling confident in 
the following competencies:  

 I feel competent to apply my knowledge of workplace policies and procedures 
(Table 5, pg 28) 

 I feel competent to identify an impact of culture on communication (Table 8, pg 28) 

 I feel competent to provide occupational therapy services that ensure the cultural 
safety of myself and the people accessing my service (Table 10, pg 29) 

 I feel competent to complete assessments with clients (Table 11, pg 29) 

 I feel competent to implement intervention plans based on assessment findings 
(Table 12, pg 30) 

 I feel competent to plan interventions based on evidence based practice (Table 
13, pg 30) 

 I feel competent to have someone else evaluate my practice (Table 16, pg 31) 

 I feel competent to plan interventions within my organisational model frame of 
reference (Table 19, pg 31) 

 I feel competent to explore alternative options prior to prescribing equipment  
(Table 20, pg 32) 

 I feel competent to facilitate group interventions with clients  (Table 21, pg 32) 

 I feel competent to evaluate occupational therapy programs within my organisation 
(Table 23, pg 33) 
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 I feel competent to identify factors that influence program outcomes in my 
organisation (Table 24, pg 33) 

 I feel competent to present clearly written evaluation reports to relevant team 
members in a timely manner  (Table 26, pg 34) 

 I feel competent to prepare written professional material for colleagues (Table 30, 
pg 35) 

 I feel competent to demonstrate occupational techniques in my area of practice to 
students  (Table 31, pg 35) 

 I feel competent to explain occupational therapy techniques in my area of practice 
to students  (Table 32, pg 35) 

 I feel competent to articulate the occupational therapy role to a range of audiences 
(Table 34, pg 36) 

 I feel competent to conduct educational presentations which demonstrate 
occupational therapy roles and practices  (Table 35, pg 36) 

 I feel competent to prioritise referrals for occupational therapy services  (Table 38, 
pg 37) 

 I feel competent to participate actively in staff meetings  (Table 39, pg 37) 

 I feel competent to provide directions to support personnel to undertake tasks 
(Table 40, pg 37) 

 I feel competent to use safe manual handling practices within my workplace (Table 
41, pg 38) 

 I feel competent to market the occupational therapy service to potential clients 
(Table 42, pg 38) 

 
In summary the following are the areas that Australian new graduates feel least 
competent to undertake: cultural safety, assessment and intervention, evidence based 
practice, evaluation of their own performance and organisational knowledge e.g. manual 
handling, marketing, written reports, demonstrating and presenting to colleagues and 
students.   
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Australian Migrants ï Standard/level of preparedness 
 
 
Competency Standard One ï Professional Attitudes and Behaviour 
 
Table 45 - I feel competent to practice within the Australian code of ethics 

Aus standard 1a 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 10 76.9 76.9 76.9 

Agree 3 23.1 23.1 100.0 

Total 13 100.0 100.0  

 

Table 46 - I feel competent to comply with legislation, regulations, codes relevant to my 
area of practice 

Aus standard 1b 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 6 46.2 46.2 46.2 

Agree 7 53.8 53.8 100.0 

Total 13 100.0 100.0  

 

Table 47 - I feel competent to maintain confidentiality within my daily practice 

Aus standard 1c 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 12 92.3 92.3 92.3 

Agree 1 7.7 7.7 100.0 

Total 13 100.0 100.0  

 

Table 48 - I feel competent to apply my knowledge of workplace policies and procedures 

Aus standard 1d 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 8 61.5 61.5 61.5 

Agree 5 38.5 38.5 100.0 

Total 13 100.0 100.0  
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Table 49 - I feel competent to communicate with health professionals from other 
disciplines 

Aus standard 1e 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 10 76.9 76.9 76.9 

Agree 3 23.1 23.1 100.0 

Total 13 100.0 100.0  

 

Table 50 - I feel competent to use effective verbal and non verbal communication 
strategies to suit the client and their family 

Aus standard 1f 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 10 76.9 76.9 76.9 

Agree 3 23.1 23.1 100.0 

Total 13 100.0 100.0  

 

Table 51 - I feel competent to identify the impact of culture on communication 

Aus standard 1g 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 9 69.2 69.2 69.2 

Agree 3 23.1 23.1 92.3 

Undecided 1 7.7 7.7 100.0 

Total 13 100.0 100.0  

 

Table 52 - I feel competent to identify how my personal and professional socio cultural 
values impact on the relationship developed with clients, family and significant others 

Aus standard 1h 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 6 46.2 46.2 46.2 

Agree 7 53.8 53.8 100.0 

Total 13 100.0 100.0  
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Table 53 - I feel competent to provide occupational therapy services that ensure the 
cultural safety of myself and the people accessing my service 

Aus standard 1i 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 6 46.2 46.2 46.2 

Agree 6 46.2 46.2 92.3 

Undecided 1 7.7 7.7 100.0 

Total 13 100.0 100.0  

 
Competency Standard 2 ï Assessment and interpretation of occupations, roles, 
performance and functional level of individuals and groups 
 
Table 54 - I feel competent to complete assessments with clients 

Aus standard 2a 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 9 69.2 69.2 69.2 

Agree 4 30.8 30.8 100.0 

Total 13 100.0 100.0  

 

Table 55 - I feel competent to implement intervention plans based on assessment 
findings 

Aus standard 2b 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 9 69.2 69.2 69.2 

Agree 4 30.8 30.8 100.0 

Total 13 100.0 100.0  

 
Table 56 - I feel competent to plan interventions based on evidence based practice 

Aus standard 2c 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 8 61.5 61.5 61.5 

Agree 5 38.5 38.5 100.0 

Total 13 100.0 100.0  
 
Table 57 - I feel competent to facilitate client centred goals in collaboration with clients 

Aus standard 2d 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 10 76.9 76.9 76.9 

Agree 3 23.1 23.1 100.0 

Total 13 100.0 100.0  
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Table 58 - I feel competent to facilitate individual interventions with clients 

Aus standard 2e 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 11 84.6 84.6 84.6 

Agree 2 15.4 15.4 100.0 

Total 13 100.0 100.0  

 

Table 59 - I feel competent to have someone else evaluate my practice 

Aus standard 2f 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 7 53.8 53.8 53.8 

Agree 6 46.2 46.2 100.0 

Total 13 100.0 100.0  

 

Table 60 - I feel competent to change my practice based on self evaluation 

Aus standard 2g 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 7 53.8 53.8 53.8 

Agree 5 38.5 38.5 92.3 

Undecided 1 7.7 7.7 100.0 

Total 13 100.0 100.0  

 
Competency standard 3 ï Implementation of individual and group interventions 

 
Table 61 - I feel competent to plan interventions based on a holistic view of a clientôs 
situation 

Aus standard 3a 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 11 84.6 91.7 91.7 

Agree 1 7.7 8.3 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 

 

 

 



 

 45 

Table 62 - I feel competent to plan interventions within my organisational model/frame of 
reference 

Aus standard 3b 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 8 61.5 61.5 61.5 

Agree 4 30.8 30.8 92.3 

Undecided 1 7.7 7.7 100.0 

Total 13 100.0 100.0  

 

Table 63 - I feel competent to explore alternative options prior to prescribing equipment 

Aus standard 3c 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 4 30.8 33.3 33.3 

Agree 6 46.2 50.0 83.3 

Undecided 2 15.4 16.7 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

Table 64 - I feel competent to facilitate group interventions with clients 

Aus standard 3d 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 6 46.2 46.2 46.2 

Agree 6 46.2 46.2 92.3 

Undecided 1 7.7 7.7 100.0 

Total 13 100.0 100.0  

 

Table 65 - I feel competent to collaborate with significant others and community services 
during discharge planning with clients 

Aus standard 3e 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 7 53.8 53.8 53.8 

Agree 6 46.2 46.2 100.0 

Total 13 100.0 100.0  

 

 

 

 



 

 46 

Competency Standard 4 ï Evaluation of occupational therapy programs 

 

Table 66 - I feel competent to evaluate occupational therapy programs within my 

organization 

Aus standard 4a 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 4 30.8 30.8 30.8 

Agree 9 69.2 69.2 100.0 

Total 13 100.0 100.0  

 

Table 67 - I feel competent to identify factors that influence program outcomes in my 

organization 

Aus standard 4b 

  
Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 4 30.8 30.8 30.8 

Agree 7 53.8 53.8 84.6 

Undecided 2 15.4 15.4 100.0 

Total 13 100.0 100.0  

 

Table 68 - I feel competent to make recommendations to contribute to ongoing program 
development within my organization 

Aus standard 4c 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 5 38.5 38.5 38.5 

Agree 8 61.5 61.5 100.0 

Total 13 100.0 100.0  

 

Table 69 - I feel competent to present clearly written evaluation reports to relevant team 
members in a timely manner 

Aus standard 4d 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 6 46.2 46.2 46.2 

Agree 7 53.8 53.8 100.0 

Total 13 100.0 100.0  
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Competency Standard 5 ï Documentation and dissemination of professional 

information 

 

Table 70 - I feel competent to record progress notes according to accepted standards 

Aus standard 5a 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 10 76.9 83.3 83.3 

Agree 2 15.4 16.7 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 

Table 71 - I feel competent to write reports according to accepted standards 

Aus standard 5b 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 7 53.8 58.3 58.3 

Agree 5 38.5 41.7 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

Table 72 - I feel competent to prepare professional written material for colleagues 

Aus standard 5d 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 3 23.1 25.0 25.0 

Agree 8 61.5 66.7 91.7 

Disagree 1 7.7 8.3 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   
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Competency Standard 6 ï Professional Education 

 

Table 73 - I feel competent to demonstrate occupational therapy techniques in my area of 

practice to students 

Aus standard 6a 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 6 46.2 50.0 50.0 

Agree 3 23.1 25.0 75.0 

Undecided 3 23.1 25.0 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 

Table 74 - I feel competent to explain occupational therapy techniques in my area of 

practice to students 

Aus standard 6b 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 7 53.8 58.3 58.3 

Agree 4 30.8 33.3 91.7 

Undecided 1 7.7 8.3 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 

Table 75 - I feel competent to model professional behaviour to students on placement 

Aus standard 6c 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 6 46.2 50.0 50.0 

Agree 4 30.8 33.3 83.3 

Undecided 2 15.4 16.7 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 

 

 



 

 49 

Table 76 - I feel competent to articulate the role of occupational therapy to a range of 

audiences 

Aus standard 6d 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 7 53.8 58.3 58.3 

Agree 2 15.4 16.7 75.0 

Undecided 3 23.1 25.0 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 

Table 77 - I feel competent to conduct educational presentations which demonstrate 
occupational therapy roles and practices 

Aus standard 6e 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 5 38.5 41.7 41.7 

Agree 5 38.5 41.7 83.3 

Undecided 2 15.4 16.7 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 

Competency Standard 7 ï Management of occupational therapy practice 

 

Table 78 - I feel competent to carry out administration duties in a timely manner 

Aus standard 7a 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 4 30.8 33.3 33.3 

Agree 6 46.2 50.0 83.3 

Undecided 1 7.7 8.3 91.7 

Disagree 1 7.7 8.3 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   
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Table 79 - I feel competent to prioritise tasks to maximize time efficiency 

Aus standard 7b 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 7 53.8 58.3 58.3 

Agree 3 23.1 25.0 83.3 

Undecided 2 15.4 16.7 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 

Table 80 - I feel competent to prioritise referrals for occupational therapy services 

Aus standard 7c 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 6 46.2 50.0 50.0 

Agree 5 38.5 41.7 91.7 

Undecided 1 7.7 8.3 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 

Table 81 - I feel competent to participate actively in staff meetings 

Aus standard 7d 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 8 61.5 66.7 66.7 

Agree 3 23.1 25.0 91.7 

Undecided 1 7.7 8.3 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   
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Table 82 - I feel competent to provide directions to support personnel to undertake tasks 

Aus standard 7e 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 9 69.2 81.8 81.8 

Agree 1 7.7 9.1 90.9 

Undecided 1 7.7 9.1 100.0 

Total 11 84.6 100.0  

Missing System 2 15.4   

Total 13 100.0   

 

Table 83 - I feel competent to use safe manual handling practices within my daily practice 

Aus standard 7f 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 6 46.2 60.0 60.0 

Agree 3 23.1 30.0 90.0 

Undecided 1 7.7 10.0 100.0 

Total 10 76.9 100.0  

Missing System 3 23.1   

Total 13 100.0   

 

Table 84 - I feel competent to market the occupational therapy service to potential clients 

Aus standard 7g 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 6 46.2 50.0 50.0 

Agree 5 38.5 41.7 91.7 

Undecided 1 7.7 8.3 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   
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Table 85 - I feel competent to maintain a safe physical environment for effective 
occupational therapy intervention 

Aus standard 7h 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Strongly Agree 9 69.2 75.0 75.0 

Agree 3 23.1 25.0 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 

Table 86 - Overall level of preparedness 

Overall level of preparedness 

  Frequency Percent Valid Percent Cumulative Percent 

Valid Very well prepared 6 46.2 50.0 50.0 

Somewhat prepared 6 46.2 50.0 100.0 

Total 12 92.3 100.0  

Missing System 1 7.7   

Total 13 100.0   

 
 
Australian Migrant summary 
 
(NB: 15% or more in the lower two categories was utilised to indicate an issue).  
 
In summary the results appear to indicate that Australian migrant occupational therapistôs 
do not feel confident in their ability to demonstrate to studentsô occupational roles and 
techniques.    
 
Australian migrants were undecided with feeling confident in the following competencies.  
None strongly disagreed:  

 

 I feel competent to explore alternative options prior to prescribing equipment 
(Table 63, pg 45) 

 I feel competent to identify factors that influence program outcomes in my 
organisation (Table 67, pg 46) 

 I feel competent to demonstrate occupational therapy techniques in my area of 
practice to students (Table 74, pg 48) 

 I feel competent to model professional behaviour to students on placement (Table 
75, pg 49) 

 I feel competent to articulate the occupational therapy role to a range of audiences 
(Table 76, pg 49) 

 I feel competent to conduct educational presentations, which demonstrate 
occupational therapy roles and practices (Table 77, pg 49) 

 I feel competent to prioritise tasks to maximise time efficiency  (Table 79, pg 50) 




