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An Emerging View of 
Mastery, Excellence, 
and Leadership in 
Occupational Therapy 
Practice 

Janice Posatery Burke, Elizabeth DePoy 

Key Words: clinical competence. professional 
competence. professional practice 

The recent focus on clinical reasoning in occupation­
al therapy, speciji"cal~y on how therapists solve com­
plex problems, has stimulated interest in how master 
clinicians think in practice. By gaining insight into 
how clinicians think and what they think about when 
they identify and solve problems, we may be able to 
identify clinical reasoning pattems and processes that 
occupational therapy students and novice therapists 
need to experience in order to progress in their prac­
tice or to emerge as leaders in their ji"eld. Observation 
of the way in which clinical masters and leaders view 
challenges and solve problems as manifested in their 
clinical reasoning may provide new and potential 
therapists with clues as to how to best hone their skills 
and knowledge for future success in practice. 

This paper deSCribes a study that examined the 
relationship of mastery, excellence, and leadership in 
occupational therapy. Ten master clinicians were in­
terviewed to determine the characteristics of their 
mastery and excellence in practice and to explore the 
degree to which they engaged in leadership behavior. 
The ji"ndings revealed that mastery, excellence, and 
leadership are independent of one another but that 
some characteristics are common to all of these 
phenomena. 
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Department of Occupational Therapy, Thomas Jefferson Uni­
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O
ccupational therapists have had to consider the 
issue of professionalization as the field strives to 

develop and implement strategies to meet the 
changing financial and structural demands of the current 
health care industry. As occupational therapists have 
moved toward professionalization, they have become in­
creasingly concerned with the process of distinguishing 
their uniqueness from that Df other members of the 
health care team. 

Clarification and identification of professional behav­
ior has a twofold benefit: It gives important information 
to those within the profession who wish to emulate such 
behaVior, and it offers definition to those outside the 
profession who scrutinize our professional worth. In con­
junction with the traditional methods by which occupa­
tional therapy and its domain of concern are defined (i.e., 
description of practice methods, treatment, and assess­
ment techniques), an understanding of the clinical rea­
soning process may reveal the unique ways that occupa­
tional therapists come to assess and seek solutions to 
patients' problems and to delimit the scope of their prac­
tice to what is uniquely occupational therapy. Clinical 
reasoning addresses many of the unstated thoughts and 
formulations that therapists develop when they work 
with patients. The therapist's ability to decide which of 
the patient's needs to address and how to construct the 
most meaningful treatment opportunities often depends 
on more than a set of explicit rules. Intuition, judgment, 
empathy, and common sense, all aspects of the clinical 
reasoning process, are among the many strategies a 
therapist may use to develop and evaluate individualized 
treatment plans. An examination of the character and 
spirit of practitioners who demonstrate mastery, excel­
lence, and leadership illuminates the clinical reasoning 
processes and clinical practices that are essential to pro­
fessional excellence and growth. 

A study of clinical nurse specialists revealed the asso­
ciation between clinical reasoning and mastery in practice 
(Benner, 1984; Benner & Tanner, 1987). Experienced 
nurse specialists were found to use a more sophisticated 
level of clinical reasoning than their less-experienced 
counterparts. We were interested in finding out whether 
this was true for master clinicians in occupational ther­
apy, thus we sought to describe the behavior of master 
clinicians. 

In addition to the fostering of clinical mastery in 
occupational therapy, there is increased demand both 
within and outside the profession to prepare therapists 
for key positions in all domains of professional activity, 
that is, in the clinic, in education, and in research as well 
as in the professional and political communities. In her 
look at professionalism, Parham (1987) urged that we 
"seize whatever opportunities are available that will en­
able us to take responsibility for the future of occupation­
al therapy. For some of us, those opportunities will arise 
in practice; for others, in education, political action, or 

The American Journal 0/ Occupational Therapy 1027 

Downloaded From: http://ajot.aota.org/ on 01/27/2015 Terms of Use: http://AOTA.org/terms



research and scholarship" (p. 555). In describing the be­
havior of master clinicians, it appeared to Parham that 
behaviors such as excellence and leadership might also 
be revealed as they relate to the experienced therapist. 

Uncovering Mastery, Excellence, and Leadership 

With increasing concern about accountability and a strong 
desire to understand how health care practitioners make 
decisions and solve complex problems, mastery, excellence, 
and leadership have come into focus in health professions 
in general and in occupational therapy in particular. DePoy 
(1990) found that, in occupational therapy, mastery consists 
of a set of personal characteristics (e.g., creativity, commit­
ment to practice, intelligence) combined with identifiable 
patient outcomes and an individual and creative reasoning 
style. Mattingly (1990), Fleming (1991), Rogers and Masaga­
tani (1982), and Barris (1987) are among those who have 
studied clinical reasoning in both occupational therapy as­
sessment and treatment to describe and analyze the unique 
methods that therapists use when working with patients. 
Their results provide an emerging view of the therapist in 
action. 

The increased attention and interest in how clini­
cians think and make decisions is reflected in the recent 
surge of literature and research on clinical reasoning 
(Burke, 1989; Cohn, 1989; Fleming, 1991; Gillette & Mat­
tingly, 1987; Neistadt, 1987; Neuhaus, 1988). Among the 
questions being asked is whether student, beginning, 
novice, or experienced therapists can be given both 
knowledge and specific experiences that will assist them 
in developing efficient and effective methods for solving 
patients' problems. By examining the ways in which 
therapists think when they achieve successful treatment 
and consultation, we can better understand the practice 
of occupational therapy and infuse the next generation of 
practitioners with strategies for achieving the same suc­
cess. Furthermore, in understanding the work of master 
clinicians, we may learn about the kinds of experiences 
therapists seek to keep them fresh, innovative, and in­
vested in their practice, thus proViding the profession 
with additional information regarding recruitment and 
retention issues. 

Within occupational therapy, mechanisms have 
been designed by which we can describe leadership and 
recognize leaders. We give awards to those who demon­
strate leadership within the national organization, the 
legislative and health care environment, and the aca­
demic world of research. An understanding of the quali­
ties and characteristics that contribute to outstanding 
performance among master clinicians, excellent practi­
tioners, and leaders will require definition and clarifica­
tion of these behaviors, their parameters, and their rela­
tionship. Who are master clinicians in occupational 
therapy? Who are leaders? What characteristics and quali· 
ties do they have that propel them to these high levels of 

excellence in performance? What kinds of experiences do 
they have? How do they think, reason, and solve prob­
lems? How are master clinicians, exceJJent practitioners, 
and leaders the same? How are they different? These are 
among the questions to be answered as we seek to under­
stand the behavior of advanced clinicians. 

Defining the Concepts 

The systematic attempt to define and develop theory 
about mastery, excellence, and leadership is a contempo­
rary phenomenon. HistoricaJJy, social status defined 
one's position relative to societal standards. Because 
stratification of society was based on heredity, not action, 
human performance was not considered a determinant of 
social worth, excellence, or leadership (Benner, 1984; 
DePoy, 1988; Gardner, 1984; McCleJJand, 1981). Howev­
er, current theorists (Benner, 1984; Gardner, 1984; Peters 
& Waterman, 1982; Sudnow, 1978) in a multitude of disci­
plines and traditions have begun to examine excellence 
and related constructs from several different perspec­
tives, including individual, environmental, and systems 
approaches. 

Mastery 

In investigating mastery, authors have considered the 
specific traits, knowledge, experience, style, and judg­
ment of the individual practitioner; the clinical behaviors 
that are practiced; the effects of clinical actions on the 
patients that are served; and the ultimate effect of the 
practitioner's practice on the profession as a whole (De­
Poy, 1988). Among occupational therapy clinical masters, 
key factors include a common identifiable ideology of 
occupation; a highly developed knowledge base founded 
on extensive and varied experience that is grounded in 
occupation; and a set of essential behaviors, actions, and 
processes uniquely actualized by individual style (DePoy, 
1988). 

Excellence 

According to Gardner (1984), excellence is a function of 
the interaction of the intellect, emotions, personality, and 
adaptability of the individual to environmental chal­
lenges. McClelland (1981) suggested that excellence is a 
human achievement in which a person is motivated to 
view and resolve problems in nontraditional ways. These 
challenges may be set forth by the deviation of a particular 
problem, institution, or society as a whole from that 
which is expected. 

Leadershzp 

Leadership involves not only an individual, but an individ­
ual's exercise of influence over others (Dwyer, 1987). Of 
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the many theories of leadership, none has characterized 
the essence of leadership in varying contexts. Blau 
(1966), who studied organizational leadership, suggested 
that leadership is a mutual social interaction in which 
leadership status is bestowed in exchange for needed 
expertise brought by the leader to a group. Others have 
posited the trait and contingency approaches to leader­
ship, indicating that leadership skill is innate and can be 
exercised, provided that a favorable context and contin­
gencies exist (Bennis & Nanus, 1985; Fiedler, 1981; Yuki, 
1981) . 

To understand the occupational therapists who ex­
emplify a practice that is masterful and excellent and who 
demonstrate leadership qualities, we used a qualitative 
research methodology. Bryman, Bresnen, Beardsworth, 
and Keil (1988) have suggested the use of qualitative 
methods that focus on the phenomenology of the subject 
under study. These methods can "expose" rather than 
"impose" (p. 16) and can describe holistically, thereby 
promoting a more complete understanding of the phe­
nomena under investigation. 

Method 

Because a growing body of literature on mastery, leader­
ship, and excellence eXists, a research design that inte­
grated naturalistic principles with a semistructured inter­
view was used to answer the following research 
questions: 

1.� What are the common and distinguishing ele­
ments of mastery in occupational therapy? 

2.� What are the common and distinguishing ele­
ments of excellence in occupational therapy? 

3.� What are the common and distinguishing ele­
ments of leadership in occupational therapy? 

4.� What are the relationships among mastery, excel­
lence, and leadership in occupational therapy? 

Existing descriptions of mastery and leadership 
(Bennis & Nanus, 1985) and a preViously developed mas­
tery interview (DePoy, 1988) were used as a foundation 
for the semistructured interview questions, whereas prin­
ciples of an unstructured ethnographic interview (Sprad­
ley, 1980) were used to guide the remainder of the data 
collection. 

Investigators and Sample 

The research team consisted of eight occupational ther­
apy students enrolled in an advanced master's class de­
signed to explore issues of mastery, excellence, and lead­
ership in occupational therapy practice. All of these 
students were experienced practitioners and had used 
interview techniques in their practice. 

Each student identified a clinician or clinicians who 
had practice experience and who met the student's per­

ceptions of mastery, excellence, and leadership. The stu­
dent then telephoned the clinician to explain the study, 
recruit him or her for the study, and finalize consent. Use 
of the above criteria (i.e., being identified as a master, 
leader, or excellent practitioner) as well as the conditions 
of being willing and able to contribute the necessary time 
and effort resulted in a sample of 10 respondents-8 
women and 2 men. Six were clinicians with varying de­
grees of administrative or supervisory responsibilities, 
and 4 were full-time administrators (see Table 1). 

Instrument 

The students developed the interview instrument in class. 
The interview consisted of semistructured and open­
ended questions. Sixteen semistructured questions, de­
rived from work by DePoy (1988), were used to obtain 
data on known constructs of mastery and leadership. Ten 
open-ended questions and related probe questions were 
developed to elicit an understanding of the context of 
mastery and leadership and to further reveal how mastery 
and leadership could differ in varying areas of practice. 

Data Collection and Ana~ysis 

Seven of the subjects were interviewed in person and 3 by 
telephone. None of the subjects were aware of the identi­
ty of the other study subjects. The tape-recorded inter­
views lasted approximately 120 min and were transcribed. 
After the interview, 7 of the subjects were observed in 
practice for a period of 35 to 40 min; the remaining 3 
subjects were unable to arrange for observations. Field 
notes were used to describe the action and interaction of 
each therapist in the therapeutic or administrative 
situation, 

While the students performed their own data analy­
sis, we independently conducted thematic and taxonomic 
analyses of the data. The taxonomic analysis was bounded 
by the domains for mastery and leadership. Themes in 
each domain were identified. As this analysis proceeded, 
the two broader domains ofpublic and private emerged 

Table 1� 
Profile of Study Subjects (N = 10)� 

Subject Area of Practice Degree Sex 

1 Pediatrics PhD M 
2 Adult Rehabilitation MS M 
3 Adult Rehabilitation Administration MS F 
4 Adult Rehabilitation Administration MS F 

5 Adult Rehabilitation Administration MA F 
6 Rehabilitation Administration MA F 
7 Hand Rehabilitation BS F 
8 Rehabilitation Certificate F 
9 Adults - Brain Injury BS F 

10 Pediatrics MA F 

Nole, PhD = doctor of philosophy; MS = master of science; MA = 

master of arts; BS = bachelor of science. M = male; F = female. 
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____ 

to encompass the categories of mastery and leadership. 
After performing individual analyses, the two authors syn­
thesized their findings. 

Results 

The transcripts and field notes produced extensive data. 
Figure 1 presents a taxonomy of mastery, excellence, and 
leadership and the relationship among them. It shows 
the organization of the data into two categories: the pub­
lic domain and the private domain. Repetitive themes in 
the interview data reveal that the subjects defined excel­
lence and leadership as public activities, that is, to be 
considered an excellent practitioner or leader, one has to 
be compared to a set of socially determined and accepted 
standards. Excellence is achieved when one surpasses 
externally recognized standards of competence and 
"goodness" in professional practice, thus placing excel­
lence in the public arena. Similarly, leadership can only be 
recognized and exercised in the presence of others, 
which places it in the public domain as well. 

The link between excellence and leadership seems 
to lie in recognition. Leaders and excellent practitioners 
are recognized by others on the basis of established stan­
dards and criteria and formal recognition mechanisms 
(e.g., awards, commendations). The key elements differ­
entiating leadership from excellence are power and influ­
ence. The excellent individual seems to display vision and 
constant striving to become better than a previously es­
tablished standard, whereas the leader promotes excel-

EXTERNAL/. 
public domain 

\~ 
leadership ~ excellence 

./ 1 \ 
power influence recognition

I I 
supervision service

\ 

:~J~:O:'~lopm,m 

~ / l~
 
exceed vision experience creative commitment knowledge confidence 

established I I I I , 
standard knOWing- clinical value on theory, articulation 
/ 'o-,n'oo ,~,oo'og 'du,"'oo ',,"rrh, of d",,;oo 

"ri., fo' ""~~,, ';~~~, Jrationaie 

improvement 

'----- personal style and theory for use 

lence, without necessarily demonstrating it by exercising 
influence and power. This difference can be demonstrat­
ed with an example in the area of program development. 
The excellent practitioner's contribution to program de­
velopment lies primarily in the construction and enact­
ment of an innovative vision, whereas the leader may 
approach program development by exerting power in 
securing space, funds, and personnel in order to fuel the 
program and make it a reality. Although it would be most 
useful to have information on leadership style and its 
effect on different domains of influence (e.g., program 
development, organizational issues, fiscal management), 
data highlighting this phenomenon did not emerge in 
this study. 

Mastery, on the other hand, is located in the private 
domain; it can be accomplished indiVidually and is a func­
tion of personal knOWing, action, experience, and think­
ing. The master and the patient may be the only persons 
who recognize mastery within the privacy of treatment. 
The master is characterized by six behaviors: experience, 
creative reasoning, commitment, knowledge, confidence, 
and vision. From experience, the master clinician often 
reasons and solves problems based on a "knOWing in 
action" stance (Schon, 1983, p. 59). In this situation, the 
clinicians may know more than they can say about the 
reasons they choose to select or modify certain activities 
on the basis of the patient's reaction to the experience. 
Master clinicians also possess a kind of thinking in action, 
which is a function of creative reasoning. They seem to be 
able to think on their feet when interacting with patients. 

INTERNAL 

I� 
private domain 

I 
-----:;:::; mastery ...............� 

I \ 

------------- program development and implication 

Figure 1. Taxonomy of mastery, excellence, and leadership in occupational therapy practice. Note. Excellence is defined as 
performance judged against externally defined standards; leadership, as an assumed or recognized position of influence 
and power; and mastery, as an internally generated drive for quality. 
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The master clinician reports commitment to the pro­
fession, values professional development with particular 
attention to education, and reports basing practice on a 
body of knowledge that is grounded in theory and re­
search. The subjects referred to additional courses they 
had taken, books and articles they had studied, and work­
shops they attended as an ongoing process for adding to 
their skills in and knowledge of caring for patients. All of 
the subjects were aware of their mastery and exhibited 
professional confidence. They used a personal sryle and 
unique theory for practice. 

Mastery and excellence seem to be linked by vision. 
Both the master clinicians and the excellent practitioners 
displayed visionary thinking. Whereas the master clini­
cian applies this vision to personal practice, however, the 
excellent practitioner applies it to public arenas, such as 
program development. 

Although the taxonomy aims at a definition and dif­
ferentiation of mastery, excellence, and leadership, some 
informants displayed two or all three constructs in their 
professional lives. 

Discussion 

This study has several limitations. First, the sample is 
limited because the selection of masters was based on 
individuals' perceptions and the informants' reputations. 
Although a commonsense recognition of mastery, excel­
lence, and leadership is helpful in developing an under­
standing of these phenomena, the sample may not have 
revealed all of the facets of mastery, excellence, and lead­
ership. Second, the limited amount of time for interviews 
and observation may have not been sufficient for total 
saturation. Third, due to time constraints, the investiga­
tors did not recheck their conclusions with their inform­
ants. We therefore caution the reader to interpret the 
findings as relevant to the informants and to the develop­
ment of theory only. 

The findings suggest several important points, First, 
consistent with previous research, master clinicians seem 
to display a set of common characteristics, but each dem­
onstrates a personal style, without which mastery would 
not be possible. Second, mastery in clinical practice does 
not depend on recognition from other professionals. For 
the master clinician, the internal vision of practice pro­
vides the motive for and goal of practice. Third, excel­
lence appears to be a public recognition of mastery; when 
master clinicians move beyond individual treatment and 
use public arenas to share their innovative vision and 
practice (e.g., workshops, publications), they provide op­
portunities for their peers and other professionals to see 
and experience their skills, When this happens, others 
recognize it and label it as excellence. Without an oppor­
tunity to demonstrate excellence in a public arena, the 
master may not be known. 

Leaders are not necessarily master clinicians or ex­

cellent practitiOners. Conversely, master clinicians and 
excellent practitioners are not necessarily leaders. Lead­
ers produce programmatic and clinical results through 
influence and power. The vision exhibited by the master 
clinician and the excellent practitioner by itself is not 
sufficient to create change in the profession, nor is influ­
ence and power sufficient to create growth and improve­
ment in the profession. The leader and the excellent prac­
titioner need each other to promote change that will 
move the profession in a positive direction. If leadership 
and excellence are not embodied within the same individ­
ual, then an alliance or a network can be formed as a 
vehicle through which professional growth of the practi­
tioner and the profession will be most effectively realized. 

This study has implications for ongoing clinician and 
leader development. First, to ensure that novices and 
other developing therapists who have not yet achieved 
mastery will recognize mastery, we must give them op­
portunities to observe both master clinicians and excel­
lent practitioners, to converse with them, and to compare 
them as a means of understanding their differences and 
the development of their behaviors. The creation of these 
guided observations will allow occupational therapists to 
formulate notions concerning the developmental steps 
required in the achievement of mastery, excellence, and 
leadership. Additionally, the results of opportunities to 
observe and examine mastery, excellence, and leadership 
can inform curriculum development at both the under­
graduate and graduate levels of professional education 
and contribute to the design of course work that will 
stimulate research and professional development.• 
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