
Osteopathic student satisfaction and
preparedness to practice: A comparative
study

Emanuele Luciani a,*, Francesco Cerritelli b, Mark Waters a,
Rafael Zegarra-Parodi c

aBritish School of Osteopathy, 275 Borough High Street, London SE1 1JZ,
United Kingdom
bAccademia Italiana Osteopatia Tradizionale Research Institute, Via Prati 29,
Pescara 65124, Italy
c Private Practice, 7 Rue Georges Ville, 75116 Paris, France

Received 5 December 2012; revised 2 October 2013; accepted 7 October 2013

KEYWORDS
Education;
Learning environment;
Preparedness;
Satisfaction;
Self-assessment;
Students

Abstract Background: Osteopathy is now taught across the world, but each school
has different teaching and learning strategies that may influence the preparedness
of students for practice in different ways.
Objective: To investigate levels of the satisfaction with the learning environment
and the preparedness to practise from the perspective of osteopathic students.
The study compares full-time schools in three different countries to analyse rela-
tionships between learning environment and preparedness.
Method: A web-based questionnaire using a five-point Likert scale (strongly agree,
agree, uncertain, disagree, strongly disagree) was sent by e-mail to all final year
students of the British School of Osteopathy (BSO-UK), Accademia Italiana Osteopa-
tia Tradizionale (AIOT-Italy) and Centre Européen d’Enseignement Supérieur de
l’Ostéopathie (CEESO-France).
Results: The response rate was 58% for the BSO (n ¼ 51), 100% for the AIOT (n ¼ 12)
and 80% for the CEESO (n ¼ 63). The AIOT students perceived a better learning envi-
ronment than CEESO and BSO students, while CEESO students felt more prepared
than AIOT and BSO students. Statistically significant associations were found be-
tween learning environment and preparedness.
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Conclusion: Small classes may be partly responsible for the perception of a better
learning environment. This study also highlighted that the learning environment
may be partly responsible for the perceived differences in preparedness.
ª 2013 Elsevier Ltd. All rights reserved.

Introduction

A short history of osteopathy in Europe

In 1892, Andrew Taylor Still, founded the American
School of Osteopathy in Kirksville, Missouri. In
turn, John Martin Littlejohn, himself a pupil of
A. T. Still, founded The British School of Osteop-
athy (BSO) in London in 1917. The BSO was the first
osteopathic school outside of the USA, but over the
following decades, as osteopathy developed,
schools were established across Europe. In 1923,
Major Stirling introduced the osteopathic concepts
to a group of medical doctors in France and the
first school of osteopathy in Paris, Ecole Europe-
enne d’Osteopathie, was opened in 1951 by Paul
Geny, although it moved to London in 1965.1 In
1981 a French osteopath, Alain Bernard, intro-
duced osteopathy to Italy and in 1983 Eddy
Deforest, ran the first Italian course in osteopathy
in Ancona.2

Regulation in UK, Italy and France

Today, osteopathy is practised in 22 nations across
Europe, each with their own regulatory authority
for practice. Each country is currently at various
stages of regulation and recognition.3

The United Kingdom (UK) was the first country in
Europe where osteopathy was recognized as a
profession, finally being granted formal recogni-
tion by Parliament in the 1993 Osteopaths Act.4

This statute is essential to the osteopathic pro-
fession providing it with the same legal framework
of statutory self-regulation as other healthcare
professions. Courses of osteopathy have been fully
integrated into the university system enabling
graduates to obtain a Master or Bachelor of Oste-
opathy, or Osteopathic Medicine degree, (M.Ost or
B.Ost) or a Bachelor of Science (BSc, BSc Hons) in
Osteopathy or Osteopathic Medicine, depending on
the institution attended.5 These courses, currently
provided by 10 institutions, have a duration of four
years full-time or five years part-time.

In Italy, osteopathy is not recognized as a
healthcare profession. The Italian Register of Os-
teopaths has regulated the profession since 1989
and controls the quality of teaching in eleven full-

time and eighteen part-time schools. Six year part-
time courses are only available to students who
have a previous bachelor degree in sports science,
massage therapy, medicine or physiotherapy but
full-time schools can be attended by any student
with a high school degree where the course is five
years in duration.6 Graduates of both courses
obtain a Diploma of Osteopathy (DO).

In France, osteopathy was recognized by the
National Parliament in 20027 and teaching and
practice have been regulated since 2007.8 There
are sixty-four schools that are authorized to issue
diplomas in osteopathy, twenty eight of which are
full-time and thirty six are part-time.9 Full-time
schools can be attended by any students who
have graduated from high school and the course is
six years in duration. Part-time schools can be
attended by physiotherapists and General Practi-
tioners (GP) and the course has a duration of
four years. As with Italian courses, graduates
obtain a DO.

Osteopathic Education across Europe is diverse
and while variety can be important, it is para-
mount that all patients receive high standards of
osteopathic care.10 Many initiatives have been
taken to increase the transparency of all qualifi-
cations and improve cooperation and lifelong
learning in Europe. These include:

! The Forum for Osteopathic Regulation in
Europe which is a consortium of national reg-
isters and competent authorities aiming to
“improve information exchange and develop a
consensus on standards of osteopathic educa-
tion, training and practice across Europe”.3

! The Bologna Process, an intergovernmental
initiative to create a European Education
Area,11 enhancing the free mobility of students
(as well as graduates and trainees) and teach-
ers (and researchers and higher education ad-
ministrators) as well as recognition of foreign
degrees and quality assurance, across the forty
seven countries involved.

! The World Health Organization (WHO) pub-
lished a benchmark for training in osteopathy,
which provides a reference point for students
with different backgrounds, as well as contra-
indications for osteopathic treatments there-
fore minimizing the risk of accidents.12
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Learning environments potential influence
over preparedness

Educational environment is arguably one of the
most important factors that can influence pre-
paredness. Recognizing this McNamee McNamee
KP, Magarian K, Phillips RB and Greenman PE13

stated that all universities should re-evaluate
their teaching methods, curriculum and academic
and clinical facilities to provide the best possible
education for students.

Many studies14e16 have found differences in
perceived preparedness between different
healthcare schools, suggesting that the educa-
tional environment may be responsible.15,16 Simi-
larly Hummel & Koelmeyer17 suggested that
educational institutions have an important role in
preparing students for practice. They found that
1/3 of graduates indicated that transition from
student to graduate, would have been assisted by
acquisition of increased knowledge and skills at
university. Other authors found that learning from
previous experience may ease the transition,18

suggesting that medical schools should provide an
early exposure to clinical environment allowing
students to act as junior doctors.18,19

Other studies highlighted the importance of ed-
ucators in providing more realistic job information
and reducing unrealistic expectations thus facili-
tating a smooth transition into the workplace.20,21

A survey carried out by Cantor et al.22 found
that a large proportion of young physicians would
prefer to have received more professional training,
including some support in the management of care
settings. Significant differences in preparedness
were observed in relation to types of training;
those trained in general and family practice re-
ported better preparedness than those trained in
general internal medicine. In conclusion, it is
important to assess the preparedness to practise
and the learning environment, not only to under-
stand whether universities are delivering high
standard education to students but also to assure
patient safety.

Preparedness

Effective preparedness is significant in helping
newly qualified practitioners achieve goals and
avoid negative outcomes. Previous studies
confirmed that transition from student to practi-
tioner is stressful18,23,24 and lack of preparedness is
a significant contributing factor to this stress.17,18

Goldrace et al.14 found that 40% of UK medical
graduates claimed not to feel prepared,

highlighting large differences in preparedness be-
tween graduates of different schools. Cave et al.15

reported that preparedness had increased in 2003
and 2005, but wide differences between schools
were still present, suggesting that improvements
could be due to curricular change. However it also
reported improvements in preparedness, in the
absence of course changes, suggesting that other
factors such as increased attention by teachers to
preparedness for practice and changes in student
selection may influence preparedness. The 2005
survey had decreased validity as it was linked to a
survey about caring for cancer patients, while the
2000/2001 and 2003 surveys were linked to career
surveys.15 Moreover the response rate was lower at
43% compared to 67% in 2000/2001 and 65% in
2003.

Only one study25 found that students, in this
case occupational therapists, felt prepared to
start work. A limitation of this study was the low
response rate (18 responders, 58% response rate)
and the fact that the questionnaire was only sent
to one graduating class on one undergraduate
programme.

Therefore preparedness seems to be charac-
terized by a large diversity of data across different
healthcare professions. Taking these results from
the current scientific literature into account and
considering the impact of feeling successfully
prepared in a positive environment, the aim of this
pragmatic study is to assess whether there were
differences in learning environment that could
affect preparedness to practice.

Searches have highlighted no other published
studies investigating the learning environment and
the preparedness to practise in osteopathic
schools.

Materials and methods

Participants

The sample consisted of all final year students of
the academic year 2010e2011 at BSO (n ¼ 88),
AIOT (N ¼ 12) and CEESO (n ¼ 79) who had
completed the taught part of their course and
were waiting for the final examinations. Partici-
pants were contacted by e-mail by the BSO, AIOT
and CEESO researchers.

Methods

The literature search was performed using the
following databases: Google scholar, MEDLINE,
OVID, EMBASE.
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Two questionnaires were used for the purposes
of the study and were scored on a five-point Likert
scale (strongly agree ¼ 4, agree ¼ 3,
uncertain ¼ 2, disagree ¼ 1, strongly
disagree ¼ 0).

The Dundee Ready Education Environment
Measure (DREEM) questionnaire, validated and
used worldwide to assess learning environments26

was used to assess the perception of the learning
environment. It consists of 50 questions organized
in 5 topics.

The Association of American Medical Colleges’
2010 Graduation Questionnaire (AAMC), used in
programme evaluation and in the improvement of
the medical student experience in American
medical schools since 1978,27 was used to assess
perceived preparedness. It consists of 7 questions.

The survey also included questions about the
participants’ age, previous healthcare experience
and gender. With permission from the developer, 2
items from the DREEM questionnaire were modified
so that they applied to osteopathy: Question 6 “The
teachers are patient with patients” was modified to
“The clinic tutors are patient with patients” and
Question 11 “The atmosphere is relaxed during the
ward teaching” was modified to “the atmosphere is
relaxed during the clinical practice”.

Pilot

The questionnaires and the information sheets
were translated into French and Italian. The
translation process consisted of a forward-
backward method where a native French and
Italian speaker initially translated the question-
naire to the target language before native English
speakers translated the questionnaire back to En-
glish. This process was performed to control for
language and conceptual equivalence. Following
this the questionnaire was piloted on two osteo-
paths in each language to reduce ambiguity,
improve clarity of the survey instrument and to
measure the average time taken to complete the
questionnaires. No changes were made as a result
of this procedure.

Ethical considerations

Ethical approval was obtained from the British
School of Osteopathy Research Ethics Committee,
the AIOT institutional review board and the CEESO
institutional review board. Confidentiality and
anonymity were assured to students. Consent for
participation was implied by return of the
questionnaire.

Procedure

The questionnaire was posted in an on-line plat-
form called EBOM-OSTEOQ, which was already
used for research purposes.28 In June 2011, a
recruiting advert was posted in the BSO, AIOT and
CEESO forums. It contained the Patient Informa-
tion Sheet with the aim of the study and a user-
name and password created ad hoc to log into
EBOM-OSTEOQ. All questionnaires were uploaded
into the platform and only final year students were
allowed to access the relevant forums.

A reminder was posted two months after the
initial invitation. The on-line access was closed
three months after the initial invitation. There-
upon data was collected.

Data analysis

Data was analysed using R version 2.14.0. The
assessment of normality was performed both
graphically and using the Shapiro Wilk test.
Equivalence of variance was tested using the Lev-
ene’s F test. Arithmetic mean, standard deviation,
point estimate and percentage were used to
describe general characteristics of the study pop-
ulation. Dichotomous variables were analysed
using chi-square test, whilst numeric variables
were examined using one-way analysis of variance
(ANOVA).

ANOVA was conducted to compare the effect of
each school on the overall DREEM score and on the
five DREEM subscales. Moreover it was performed
to compare the effect of AAMC of each school on
the DREEM subscales.

The relationship between learning environment
and preparedness was analysed using a generalized
linear model. The confounders considered were
age, gender and previous healthcare experience
and the predictive accuracy of the final statistical
model was reached using the bidirectional elimi-
nation stepwise regression approach.

Alpha values less than 0.05 were considered to
be statistically significant.

Results

A questionnaire was sent by e-mail to 179 final
year students of three osteopathic schools in June
2011. One hundred and twenty-six final year stu-
dents completed the questionnaire, fifty one for
the BSO (58% response rate), twelve for the AIOT
(100%) and sixty three for the CEESO (80%). The
BSO students were significantly older than the
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AIOT and CEESO students, while gender and pre-
vious experience were not statistically significant
(Table 1).

The overall DREEM score was higher in the AIOT
(148.50 ! 16.20) than CEESO (133.70 ! 22.04) and
BSO (130.20! 28.89) (Table 2), however the learning
environment was considered, “more positive than
negative” across all of the schools (Table 3).

The students’ perception of learning (SPL),
students’ perception of teachers (SPT), students’
perception of atmosphere (SPA) and students’

social self-perception (SSSP) were the same for all
three schools. In contrast, students’ academic
self-perceptions (SASP) was “confident” for the
AIOT and “feeling more on the positive side” for
the BSO and CEESO (Tables 2 and 4).

There were significant differences in 2 out of 5
DREEM subscales. SASP was significantly different
between schools, (F(2, 123) ¼ 5.64, p ¼ 0.005). A
post-hoc Tukey test showed that BSO was lower
than AIOT (M ¼ #3.63; CI #6.63, #0.63; p ¼ 0.01)
and CEESO was higher than BSO (M ¼ 1.91; 95% CI
0.15, 3.67; p ¼ 0.03). SPA was significantly
different between schools, F(2, 123) ¼ 3.24,
p ¼ 0.04). Specifically BSO was lower than AIOT
(M ¼ #4.35; #8.69, #0.01; p ¼ 0.049) and CEESO
was lower than AIOT (M ¼ #4.44; #8.71,#0.18;
p ¼ 0.04) (Table 5).

Perceived preparedness

Preparedness was scored higher in the CEESO
(23.98 ! 1.94) than AIOT (21.67 ! 3.02) and BSO
(21.27 ! 4.25) (Table 2). Preparedness was found
statistically different between schools, F
(2,123) ¼ 10.96, p < 0.001. Post-hoc Tukey analysis
showed that CEESO was higher than BSO (M ¼ 2.72;
1.29, 4.13; p < 0.001) (Table 6).

Table 1 General characteristics of the study population.

Universities BSO (n ¼ 51) AIOT (N ¼ 12) CEESO (n ¼ 63) p Value

Gendera p ¼ 0.45; c2 ¼ 1.60
Male 28 (54.9%) 7 (58.3%) 28 (44.4%)
Female 23 (45.1%) 5 (41.7%) 35 (55.6%)

Ageb 31.96 (5.41) 24.92 (1.7) 26.76 (3.61) p < 0.001
BSO-AIOT p < 0.001
CEESO-AIOT p ¼ 0.37
CEESO-BSO p < 0.001

Previous experiencea p ¼ 0.30; c2 ¼ 2.41
Yes 24 (47.1%) 4 (33.3%) 21 (33.3%)
No 27 (52.9%) 8 (66.7%) 42 (66.7%)

a N (%), p value from chi-square test.
b mean (!SD), p value from ANOVA and Tukey post-hoc analysis.

Table 3 Guide for interpreting the overall DREEM
score.

Overall DREEM score Interpretation

0e50 Very poor
51e100 Plenty of problems
101e150 More positive than negative
151e200 Excellent

Table 2 DREEM scores (overall and subscales) and
AAMC overall score according to schools.

Questionnaire BSO CEESO AIOT

DREEM
Overall score 130.20

(28.89)
133.70
(22.04)

148.50
(16.20)

Subscales
Students’

perception
of learning

31.31
(8.61)

32.06
(6.65)

35.25
(3.93)

Students’
perception
of teachers

28.04
(8.34)

28.76
(5.99)

31.83
(5.20)

Students’
academic
self-perceptions

21.45
(3.82)

23.37
(4.19)

25.08
(2.84)

Students’
perception
of atmosphere

31.98
(7.17)

31.89
(4.56)

36.33
(3.58)

Students’
social self-
perception

17.37
(3.99)

17.65
(3.90)

20
(3.16)

AAMC
Overall score 21.27

(4.25)
23.98

(1.94)
21.67

(3.02)

Numbers are expressed in mean (!SD).

32 E. Luciani et al.



The independent role of learning
environment

Different statistical models were tested to find the
best variables combination for the purpose of the
research. Independent variables considered were:
age, gender, previous healthcare experience and
DREEM subscales. After statistical computations,
the model included just the DREEM subscales as
independent variables.

The results of linear regression showed that all
DREEM subscales were significant predictors of
preparedness (AAMC) at the BSO. All DREEM sub-
scales, except for SSSP, were significantly asso-
ciated to AAMC at the AIOT. SPA was the only
factor associated with preparedness at the CEESO
(Table 7).

Discussion

Theaimof this studywas to investigate theperceived
satisfaction in the learning environment and
perceived preparedness in three different osteo-
pathic schools in three different countries with
different stages of regulation and recognition. In
addition, the study analysed the relationship be-
tween learning environment and preparedness.

The overall DREEM score ranged from 130 to 148
indicating a positive learning environment for all
schools. These results are in line with previous

comparative studies where scores ranged from 95
to 13716 for medical schools and from 133 to 14329

for obstetrics and gynaecology undergraduates.
The scores for all five domains of DREEM, indi-

cated a more positive perception for all three in-
stitutions. Two DREEM domains showed
statistically significant differences: the AIOT stu-
dents rated the academic self-perception and the
perception of atmosphere higher than the BSO and
CEESO. This could be explained by the different
size of classes between schools. AIOT had a
considerably smaller class (N ¼ 12). As stated by
Steward et al.30 “small social groups for students
which include staff might allow for reduction of
the distance between students and staff, and in-
crease the opportunity for students to interact
with each other away from the competitive at-
mosphere of the classroom”.

Concerning the AAMC, the present study pointed
out that preparedness was perceived positively by
all schools, but CEESO students felt more prepared
than their British and Italian counterparts. Self-
assessment has been shown to have a limited inter
and intra validity.31e33 However Evans et al.34

stated that “self-assessment is a fundamental
skill that should be introduced into both under-
graduate and postgraduate education” as doctors
may lack training in how it should be executed.

Statistically significant associations were found
between the learning environment and perceived
preparedness for all clinical areas, suggesting that

Table 4 Principal characteristics of DREEM subscales and score interpretation.

Questions Items Max score Interpretation

Students’ perception of learning (SPL) 12 48 0e12 Very poor
13e24 Teaching is viewed negatively
25e36 A more positive perception
37e48 Teaching highly thought of

Students’ perception of teachers (SPT) 11 44 0e11 Abysmal
12e22 In need of some retraining
23e33 Moving in the right direction
34e44 Model Teachers

Students’ academic self-perceptions (SASP) 8 32 0e8 Feelings of total failure
9e16 Many negative aspects

17e24 Feeling more on the positive side
25e32 Confident

Students’ perception of atmosphere (SPA) 12 48 0e12 A terrible environment
13e24 There are many issues which need changing
25e36 A more positive atmosphere
37e48 A good feeling overall

Students’ social self-perceptions (SSSP) 7 28 0e7 Miserable
8e14 Not a nice place

15e21 Not too bad
22e28 Very good socially
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differences in the learning environment may be
partly responsible for the differences in perceived
preparedness. The educational environment is
crucial for preparedness and other factors such as
increased attention paid by teachers to prepared-
ness for practice, changes in student selection15 and
early exposure to clinical environment18 may influ-
ence it. Moreover Eley35 found that junior doctors
that trained at smaller medical schools felt more
prepared than those trained at bigger schools.

Although the study showed at the baseline, a
significant age difference between BSO and CEESO
and AIOT students, a generalized linear model did
not show association between preparedness and
age and preparedness and previous experience.

Limitations

Several limitations have to be addressed for this
research.

Firstly the present study only considered three
osteopathic schools, one per country. These schools
may only be partially representative of the actual
situation across each nation and, while it is possible
to trace themes relating to each country, further
research would be needed to substantiate these.

Table 5 Differences in the 5 DREEM subscales scores between BSO-AIOT-CEESO.

Universities Diff lwr upr p adj

Student’s perception
of learning (SPL)
BSO-AIOTb !3.94 !9.50 1.65 0.22
CEESO-AIOTb !3.19 !8.67 2.30 0.35
CEESO-BSOb 0.75 !2.53 4.03 0.85
Overalla 0.25
Students’ perception
of teachers (SPT)
BSO-AIOTb !3.80 !9.11 1.52 0.21
CEESO-AIOTb !3.07 !8.29 2.15 0.34
CEESO-BSOb 0.72 !2.40 3.84 0.87
Overalla 0.24
Students’ academic
self-perceptions (SASP)
BSO-AIOTb !3.63 !6.63 !0.63 0.01
CEESO-AIOTb !1.72 !4.66 1.23 0.35
CEESO-BSOb 1.91 0.15 3.67 0.03
Overalla <0.01
Students’ perception
of atmosphere (SPA)
BSO-AIOTb !4.35 !8.69 !0.01 <0.05
CEESO-AIOTb !4.44 !8.71 !0.18 0.04
CEESO-BSOb !0.09 !2.64 2.46 0.10
Overalla 0.04
Students’ social
self-perceptions (SSSP)
BSO-AIOTb !2.63 !5.58 0.33 0.09
CEESO-AIOTb !2.35 !5.25 0.55 0.14
CEESO-BSOb 0.28 !1.45 2.01 0.92
Overalla 0.11

lwr ¼ 95% CI lower value, upr ¼ 95% CI upper value.
a p Value from ANOVA.
b p Value from Tukey post-hoc analysis.

Table 6 AAMC overall score difference between
schools.

AAMC overall

Universities Diff Lwr Upr p adj

BSO-AIOT !0.39 !2.80 2.02 0.92
CEESO-AIOT 2.32 !0.05 4.69 0.06
CEESO-BSO 2.72 1.29 4.13 <0.001
Overall <0.001

lwr ¼ 95% CI lower value, upr ¼ 95% CI upper value. p Value
from ANOVA and Tukey post-hoc analysis.
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Secondly a significant number of students had
previous healthcare experience leading to poten-
tial bias in perceived preparedness to practise.

The sample size was considerably smaller in the
AIOT compared to the BSO and CEESO, and it needs
to be recognized that smaller class sizes do natu-
rally lend themselves to a more tutorial based
learning experience hence possibly enhancing the
learning experience and tutor/student relations.
Differences in the educational curricula and exit
awards of the three schools might affect the in-
ternal validity of the study thereby constituting
another limitation.

Furthermore, as shown by the literature, self-
assessment is a subjective procedure. Finally,
although a robust statistical method was applied,
the use of bidirectional stepwise regression
modelling could produce a limitation in the
generalizability of the data (overfitting or
underfitting).

Some questions may have been difficult to un-
derstand for some participants and a larger pilot
study might have been more appropriate.

Future research

Further research could be carried out yearly to
assess students’ preparedness and satisfaction
with the learning environment which could be used
as a performance proxy for educators to maintain
and ensure high quality of teaching.

Moreover following up students one year after
graduation could be an interesting indicator of
changes in graduates’ perception of preparedness.

Possible predictors of student preparedness
would need to be rigorously tested in a future
study before their significance could be confirmed.

Conclusion

The result of this study revealed that final year
students from AIOT, CEESO and BSO viewed both
the learning environment and perceived pre-
paredness for practice, positively. However, the
study revealed that satisfaction with the learning
environment and two subscales of the DREEM were
better in the AIOT, possibly due to a smaller class.
CEESO students were found to be more confident
about their preparedness.

Statistically significant association was found
between the learning environment and perceived
preparedness for all clinical areas, suggesting that
differences in learning environment may be partly
responsible for differences in perceived
preparedness.T
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This has several implications in terms of quality of
education and students performances and the data
collected by this study could be used as a baseline
for further research looking to improve local and
pan-European osteopathic education standards.
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chiropratique. http://www.legifrance.gouv.fr/affichTexte.
do?cidTexte¼JORFTEXT000000227015&dateTexte¼
[accessed 09.09.11].
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www.osteopathe-syndicat.fr/etudiant-en-osteopathie/
liste-ecoles-osteopathie.html [accessed 25.12.11].

10. European Framework for Standards of Osteopathic Educa-
tion and Training (EFSOET). Introduction to EFSOET. http://
www.tuttosteopatia.it/fore_insegnamento_formazione.
pdf; 2008 [accessed 02.02.12].

11. Bologna process. About the Bologna processhttp://www.
ond.vlaanderen.be/hogeronderwijs/bologna/about/; 2010
[accessed 23.01.12].

12. World Health Organization (WHO). Benchmarks for training
in osteopathy. http://www.gosc.vs150uat.rroom.net/
uploads/who_%20benchmarks_for_training_in_osteopathy_
2010.pdf; 2010 [accessed 15.01.12].

13. McNamee KP, Magarian K, Phillips RB, Greenman PE. Oste-
opathic vs. chiropractic education: a student perspective. J
Manipulative Physiol Ther 1991;14:422e7.

14. Goldrace MJ, Lambert T, Evans J, Turner G. Pre-registration
house officers’ views on whether their experience at
medical school prepared them well for their jobs: national
questionnaire survey. BMJ 2003;326:1001e2.

15. Cave J, Goldrace M, Lambert T, Woolf K, Jones A, Dacre J.
Newly qualified doctors’ view about whether their medical
school had trained them well: questionnaire surveys. BMC
Med Educ 2007;7:38.

16. Tokuda Y, Goto E, Otaki J, Jacobs J, Omata F, Obara H,
et al. Undergraduate educational environment, perceived
preparedness for postgraduate clinical training, and pass
rate on the National Medical Licensure Examination in
Japan. BMC Med Educ 2010;10:35.

17. Hummell J, Koelmeyer L. New graduates: perception of
their first occupational therapy position. Br J Occup Ther
1999;62:351e7.

18. Brennan N, Corrigan O, Allard J, Archer J, Barnes R,
Breakley A, et al. The transition from medical student to
junior doctor: today’s experiences of tomorrow’s doctors.
Med Educ 2010;44:449e58.

19. Illing J, Morrow G, Kergon C, Burford B, Spencer J, Pelle E,
et al. How prepared are medical graduates to begin prac-
tice? A comparison of three diverse UK medical schools.
Final Report for the GMC Education Committee. General
Medical Council/Northern Deanery; 2008.

20. Sutton G, Griffin MA. Transition from student to practi-
tioner: the role of expectations, values and personality. Br
J Occup Ther 2000;63:380e8.

21. Jones M, McIntyre J, Naylor S. Are physiotherapy students
adequately prepared for successfully gain employment?
Physiotherapy 2010;96:169e75.

22. Cantor JC, Baker LC, Hughes RG. Preparedness for practice.
Young physicians’ views of their professional education. J
Am Med Assoc 1993;270:1035e40.

23. Tryssenaar J, Perkins J. From student to therapist:
exploring the first year of practice. Am J Occup Ther 2001;
55:19e27.

24. Paice E, Rutter H, Wetherell M, Winder B, McManus IC.
Stressful incidents, stress and coping strategies in the
pre-registration house officer year. Med Educ 2002;36:
56e65.

25. Doherty G, Stagnitti K, Schoo AMM. From student to ther-
apist: follow up of a first cohort of Bachelor of Occupational
Therapy students. Aust Occup Ther J 2009;56:341e9.

26. Roff S. The Dundee Ready Educational Environment Mea-
sure (DREEM) e a generic instrument for measuring stu-
dents’ perceptions of undergraduate health professions
curricula. Med Teach 2005;27:322e5.

27. AAMC. Data and analysis. https://www.aamc.org/data/
gq/; 2011 [accessed 01.03.11].

28. Cerritelli F, Verzella M, Pizzolorusso G, Cozzolino V,
Barlafante G. Epidemiological study on quality of life in
osteopathy (ESoQoLiO); 2013 [submitted for publication].

36 E. Luciani et al.



29. Varma R, Tiyagi E, Gupta JK. Determining the quality of
educational climate across multiple undergraduate
teaching sites using the DREEM inventory. BMC Med Educ
2005;5:8.

30. Stewart SW, Betson C, Lam TH, Marshall IB, Lee PWH,
Wong CM. Predicting stress in first year medical students: a
longitudinal study. Med Educ 1997;31:163e8.

31. Jones A, McArdle P, O’Neill P. Perceptions of how well
graduates are prepared for the role of pre-registration
house officer: a comparison of outcomes from a tradi-
tional and an integrated PBL curriculum. Med Educ 2002;
36:16e25.

32. Gordon MJ. A review of the validity and accuracy of self-
assessments in health professions training. Acad Med
1991;66:762e9.

33. Davis DA, Mazmanian PE, Fordis M, Van Harrison R,
Thorpe KE, Perrier L. Accuracy of physician self-assessment
compared with observed measures of competence. a sys-
tematic review. J Am Med Assoc 2006;296:1094e102.

34. Evans AW, McKenna C, Oliver M. Self-assessment in medical
practice. J R Soc Med 2002;95:511e3.

35. Eley DS. Postgraduates’ perceptions of preparedness for
work as a doctor and making future career decisions: sup-
port for rural, non-traditional medical schools. Educ Health
2010;23:1e13.

Available online at www.sciencedirect.com

ScienceDirect

Osteopathic student satisfaction and preparedness to practice 37


