
Journal of Athletic Training S-229

Journal of Athletic Training 2002;37(4 Supplement):S-229–S-235
q by the National Athletic Trainers’ Association, Inc
www.journalofathletictraining.org

An Assessment of Athletic Training
Students’ Clinical-Placement Hours
Michael G. Miller*; David C. Berry†

*Western Michigan University, Kalamazoo, MI; †Salem State College, Salem, MA

Michael G. Miller, EdD, ATC, CSCS, contributed to conception and design; acquisition and analysis and interpretation of the
data; and drafting, critical revision, and final approval of the article. David C. Berry, PhD, ATC, contributed to conception and
design; analysis and interpretation of the data; and drafting, critical revision, and final approval of the article.
Address correspondence to Michael G. Miller, EdD, ATC, CSCS, Western Michigan University, HPER Department, 4024-9
Student Recreation Center, Kalamazoo, MI 49008. Address e-mail to michael.g.miller@wmich.edu.

Objective: To establish a time profile to determine how ath-
letic training students use their time in clinical placements and
to determine the effects of academic standing, sex, sport type,
and risk of injury associated with a sport during athletic training
students’ clinical placements on instructional, clinical, unenga-
ged, managerial, and active learning time.

Design and Setting: Subjects were enrolled in clinical place-
ments within National Collegiate Athletic Association Division I
athletics, intramural sports, and a local high school. Students
were individually videotaped for approximately 4 hours.

Subjects: A total of 20 undergraduate athletic training stu-
dents (17 women, 3 men) from a Committee on Accreditation
of Allied Health Education Programs (CAAHEP)-accredited ath-
letic training education program.

Measurements: We created a conceptual behavioral time
framework to examine athletic training students’ use of clinical-
placement time with the performance domains associated with
the 1999 National Athletic Trainers’ Association Board of Cer-
tification Role Delineation Study. Students’ use of time was an-
alyzed with the Behavior Evaluation Strategies and Taxonomies
software.

Results: Students spent 7% of their overall clinical-place-
ment time in instructional activities, 23% in clinical activities,

10% in managerial activities, and 59% in unengaged activities.
Using multiple 3 3 3 factorial analyses of variance, we found
that advanced students were engaged in significantly more ac-
tive learning and clinical time compared with novice and inter-
mediate students. Students assigned to sports in which injuries
predominately occur in the upper extremities (upper extremity
sports) spent significantly more clinical-placement time unen-
gaged compared with students assigned to sports in which in-
juries predominantly occur in the lower extremities (lower ex-
tremity sports) or in both upper and lower extremities (mixed
extremity sports).

Conclusions: In this exploratory study, we examined only
the clinical-placement component of 1 athletic training program;
therefore, it may not be accurate to generalize the results for
all CAAHEP-accredited programs. However, these results can
be used by athletic training educators to examine the amount
of time students are actually engaged in specific domains of
athletic training, to determine the domains in which skills are
most commonly being performed, to identify the relationships
between the students and clinical instructors or supervisors,
and to develop clinical placements in which students learn and
practice clinical and educational competencies.
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Athletic training students spend many hours in the clin-
ical setting working with a variety of patient popula-
tions in an attempt to learn the skills necessary to be-

come competent certified athletic trainers. Competence, how-
ever, does not occur overnight; rather, ‘‘competence is attained
only after a series of learning experiences that may take
months or years to complete before a learner has developed a
satisfactory degree of attainment in the field.’’1 Competence,
whether it occurs in the classroom or in the clinical placement,
requires that students be provided with adequate time to learn
and that this time be used constructively.1

Over the last 50 years, numerous authors have examined the
effects of time on learning in a variety of educational settings.
The foci of these studies vary, with most of the research deal-
ing with the relationship of length of education time to student
achievement,2 the effects of class size and availability of
equipment on time engagement in motor-appropriate skills,3

allocation and utilization of the school day,4,5 and time en-
gaged in on-task behaviors and academic learning.2,4,6,7 For

example, in physical education, researchers found students
spent approximately 20% to 30% of their time waiting for
active classroom engagement and 15% to 20% of their time
engaged in management activities.6,8 In elementary education,
researchers found that of the approximately 6 hours allocated
to classroom instruction, students spent only 32% to 38% of
this time engaged in active learning.9,10 Although the metho-
dologic approaches varied among these studies, one common
denominator is the suggestion that a relationship exists be-
tween engaged time and achievement and between academic
learning time and achievement.2

If a relationship between engaged time and achievement ex-
ists, as suggested by Aronson et al,2 then the more time (hours)
allocated to athletic training students in clinical placements,
the more they should learn. Some allied health care educators
challenge this notion that simply increasing the overall amount
time spent in clinical placements increases a student’s com-
petence level.11,12 Simply lengthening the time spent in clin-
ical placements to provide more opportunity for learning is
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not the answer.13,14 Students participating in clinical place-
ments and even in the classroom must be provided with a
foundation that allows them to be focused and engaged in
skills and behaviors relevant to their academic level and cog-
nitive or psychomotor ability.6 Clinical placements that pro-
vide clear cognitive and psychomotor objectives (identified in
a clinical placement or practicum syllabus), adequate clinical
supervision and instruction, and the opportunity for students
to practice skills and behaviors relevant to their ability are
more effective for learning and may be accomplished in a
shorter period of time.13,14 However, if inadequate time allo-
cation was the major cause of lower student achievement in
the first place, then increasing opportunity or allocated time
may enhance learning after all.4

Unlike traditional educational settings and other allied
health care professions that have made a conscious effort to
study the relationship between time and learning (eg, physical
therapy and nursing), research examining the use of clinical-
placement time by athletic training students is not well rep-
resented in the literature. It is imperative that athletic training
educators begin to take the initial steps to disaggregate clini-
cal-placement time to determine whether students are engaging
in activities related to learning, academic achievement, and the
development of professional competence. Therefore, our pur-
pose was twofold: first, to establish a time profile to determine
how athletic training students used their time in performing
specific skills, tasks, and behaviors related to athletic training;
and second, to determine the effects of student academic
standing, sex, sport type, and risk of injury with respect to the
use of clinical-placement time according to the dependent var-
iables of instructional time, clinical time, unengaged time,
managerial time, and active learning time.

METHODS

Subjects

Twenty subjects (17 women, 3 men) enrolled in a Commis-
sion on Accreditation of Allied Health Education Programs
(CAAHEP)-accredited undergraduate athletic training educa-
tion program located in the midwestern United States volun-
teered to participate in the study. The subjects were divided
into 3 groups according to their academic level: sophomore
(novice), junior (intermediate), and senior (advanced). Sub-
jects were orally informed of the study’s procedures and guide-
lines and signed an institutionally approved consent form be-
fore the videotaping. The institutional review board approved
the study.

Videographers

Two student employees were hired by the investigators to
videotape the subjects while they were engaged in their clin-
ical placement. The videographers were provided with a Sony
CCD-TRV57 8-mm video camcorder (New York, NY) and
Memorex MP 120 8-mm videotapes (Santa Fe Springs, CA).
Two training sessions were held to acclimate the videographers
to the video equipment and videotaping procedures. After the
second training session, each videographer participated in a
mock videotaping trial session at one of the approved clinical-
affiliation sites used in the study with a student volunteer who
was excluded from the study sample. To control for Hawthorne
effects, the viodegrapher was instructed to remain 6 to 8 feet

(1.83 to 2.44 m) away from the students at all times and to
not interfere with the clinical placement.

Procedures

Before the videotaping, we obtained permission from the
site coordinator or administrator at each participating clinical
affiliation. The subjects, investigators, and videographers then
met to establish dates, times, and locations for videotaping
each subject. The average length of a regular clinical-place-
ment day was 4 hours. Therefore, to accurately capture the
subjects’ clinical-placement experience (eg, football, volley-
ball, field hockey, swimming, ice hockey, wrestling, etc), sub-
jects were scheduled for 4 hours of videotaping 1 month into
the fall academic quarter.

All observations were conducted during regular athletic
practice sessions. Game-day preparation and postgame-day
practices were not videotaped. Once the videotaping was com-
pleted, the videos were labeled with the subject’s code number,
clinical-placement location, date, and time. All tapes were
locked in an investigator’s office until all of the data were
ready for analysis.

Behavioral Analysis Framework

Using Murphy’s15 model for examining or profiling time in
schools and information from the American Association of
School Administrators,16 we created a conceptual behavioral
time framework to examine athletic training students’ use of
clinical-placement time. A review of literature on academic
learning time identified the remaining components necessary
for completing the time-profiling framework. The National Ath-
letic Trainers’ Association Board of Certification (NATABOC)
1999 role delineation of performance domains and essential
tasks was included in the time framework to construct a model
representing the use of time during clinical placements.17 This
time-profiling framework included the following time cate-
gories: instructional time, clinical time, unengaged time, and
managerial time.

Instructional time is defined as the amount of time subjects
perform behaviors associated with didactic, practical, or ob-
servational learning with either a clinical instructor or super-
visor (CIS) or peer. Clinical time is the total amount of time
subjects perform clinical skills and behaviors associated with
athletic training defined by the NATABOC’s 1999 role delin-
eation.17 Combining instructional time and clinical time yields
the variable of active learning time, which represents the over-
all amount of time subjects are engaged in learning athletic
training skills and behaviors. Unengaged time is the amount
of time subjects spend performing behaviors seemingly unre-
lated to athletic training that appear to offer no apparent ed-
ucational or clinical value, such as waiting, bathroom breaks,
and social behaviors (eg, discussing events outside of athletic
training, performing tasks unrelated to athletic training). Man-
agerial time is the time subjects spend engaged in activities
related to the day-to-day operational organization and admin-
istration (eg, record keeping, restocking taping tables) of their
clinical placement.

We analyzed the videotapes using the Behavior Evaluation
Strategies and Taxonomies (BEST) software package (version
3.0 Sage Publications Inc, Thousands Oaks, CA), which fa-
cilitates the real-time collection and analysis of observational
category data. BEST consists of 2 parts: 1 for data collection
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Table 1. Clinical Placements

Upper
Extremity

Sports

Lower
Extremity

Sports

Mixed
Extremity

Sports

Ice hockey
Lacrosse
Swimming
Volleyball

Basketball
Cross-country
Field hockey
Soccer
Track

Football
General training room
High school
Intramural, club

Table 2. Classification of Risk of Sport

High Risk Low Risk

Basketball
Football
Ice hockey
Intramural, club
Lacrosse
Soccer
Volleyball
Wrestling

Cross-country
Field hockey
Swimming
Track

Table 4. Clinical-Placement–Behavior Time Categories*

Category Mean SD†
Mini-
mum

Maxi-
mum

Per-
cent-
age‡

Instructional time

Didactic learning
Practical learning
Observational learning

6.04
7.73
2.96

8.41
11.65
5.02

0
0
0

24.18
38.36
21.23

2.56
3.27
1.26

Clinical time

Preventive tasks 19.61 16.46 2.48 55.03 8.29

Rehabilitation tasks

Therapeutic exercise
Therapeutic modalities

4.70
8.56

8.41
8.80

0
0

32.98
32.35

1.99
3.63

General management
Evaluation tasks
Immediate-care tasks
Organizational tasks

6.25
2.37
0.06

12.16

10.18
5.21
0.25

10.46

0
0
0
0

42.45
17.53
1.15

35.41

2.65
1.01
0.00
5.15

Managerial time

Custodial tasks
Preparation tasks

9.33
15.93

8.65
12.26

0.77
13.9

32.33
45.78

3.95
6.74

Unengaged time 140.91 54.85 36.51 238.35 59.51

*Time recorded in minutes.
†SD indicates standard deviation.
‡Percentage of students’ time.

Table 3. Subject Characteristics and Clinical-Placement Hours

Variable n* Age (yr)

Clinical-Placement Hours

Quarter Overall

Sex

Male
Female

3
17

21.0 6 1.0
20.1 6 1.1

267.8 6 153.9
258.2 6 129.9

730 6 584.9
689 6 490.2

Academic standing

Novice
Intermediate
Advanced

8
7
5

19.3 6 0.7
20.1 6 0.7
21.2 6 0.5

239.5 6 114.6
252.4 6 129.9
302.3 6 167.2

239.5 6 114.6
714.0 6 201.7

1397.8 6 128.1

*n indicates number of subjects.

and 1 for data analysis. The software program allows for the
recording of start and stop times of mutually exclusive or over-
lapping events in real time using predefined keys on a laptop
keyboard.

The videotapes were viewed, and all the observed clinical
skills and behaviors for each subject were entered into the
software application. All skills and behaviors were recorded
in seconds and later converted to minutes for analysis. Before
analyzing the data, intrarater reliability of the data was cal-
culated. The project director, who had experience with obser-
vational recordings and interpretation of clinical and educa-
tional data, analyzed the videotapes to ensure that the coding
of the skills or behaviors of the students was consistent. The
principal investigator (M.G.M.) observed 3 separate 10-minute
video segments of the videographers’ mock training session
and calculated the frequency and duration of times of the clin-
ical skills and behaviors. He then reviewed the segments again
and compared the results until a 90% agreement between trials
was recorded.

Statistical Analysis

We calculated means and standard deviations for each of
the framework’s behavioral time categories and subcategories.
Five 3 3 3 factorial analyses of variance (ANOVAs) were
computed to compare the independent variables of academic

standing (novice, intermediate, and advanced) and clinical
placement (Table 1) with respect to the dependent variables of
instructional time, clinical time, unengaged time, managerial
time, and active learning time. A post hoc test with a Bonfer-
roni critical-value procedure was used to determine significant
differences within the independent variables. Independent t
tests were also performed to compare the mean differences
between sex and sport risk (Table 2) with respect to the de-
pendent variables. All statistical testing was 2 tailed, and the
level of statistical significance was set at P , .05. We used
the Statistical Package for Social Sciences (version 10.0, SPSS
Inc, Chicago, IL) to calculate the statistics.

RESULTS

Factorial ANOVAs revealed significant differences among
the levels of academic standing with respect to active learning
time (F2,17 5 7.07, P , .05) and clinical time (F2,17 5 4.88,
P , .05) (Tables 3 and 4, Figures 1 and 2). Using the Bon-
ferroni critical-value procedure, we determined that advanced
students spent significantly more time engaged in active learn-
ing compared with novice students (100.00 6 28.48 minutes
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Figure 1. Overall percentages of time spent by students in the 4
time (behavioral) categories.

Figure 2. Time spent in each behavior category by academic level.
The lower the student’s academic standing, the more time spent
in unengaged and managerial categories.

Figure 3. Time spent in each category by clinical assignment. Stu-
dents in upper extremity clinical placements spent more time in
unengaged activities compared with students in lower extremity or
mixed clinical placements.

versus 52.60 6 15.73 minutes) and that advanced students also
spent significantly more time engaged in clinical time (88.15
6 34.16 minutes) than intermediate (42.50 6 24.12 minutes)
and novice students (41.18 6 12.15 minutes).

A factorial ANOVA revealed significant differences
among the clinical placements with respect to unengaged

time (F2,17 5 6.61, P , .05) (Figure 3). With the Bonferroni
critical-value procedure, we found that students assigned to
clinical placements in upper extremity sports spent signifi-
cantly more time unengaged (166.33 6 8.95 minutes) com-
pared with students assigned to lower extremity sports (110.90
6 28.76 minutes) and mixed extremity sports (137.68 6 22.13
minutes). Independent t tests revealed no significant difference
between sex and sport risk with respect to the dependent var-
iables.

DISCUSSION

Athletic training educators generally agree that exposing
students to quality clinical placements is as important as pro-
viding them with appropriate classroom instruction. The chal-
lenge for contemporary educators is to optimize the produc-
tivity of the clinical placement to ensure the learning and
comprehension of educational and clinical competencies rather
than the mere application of skills and behaviors.18,19 How-
ever, most of the research examining clinical placements in
other allied health care professions has been conducted qual-
itatively, providing narrative themes of how students viewed
their clinical-placement experiences rather than providing
quantitative data that identify how students actually used their
time during clinical placements. Our study is the first known
attempt to establish a time-profiling technique to examine stu-
dents’ use of clinical-placement time and to analyze the be-
haviors quantitatively.

Clinical Behaviors

Allied health care educators have used quantitative variables
to predict examination-performance success. These quantita-
tive variables are usually the accumulation of hours instead of
the analysis of clinical skills and behaviors. In one such
study,20 the passing rate was higher for athletic training stu-
dents earning approximately 400 clinical-placement hours
above the required 800 hours compared with those meeting
the minimal requirements and those surpassing 1200 clinical-
placement hours. Battersby and Hemmings12 found that nurs-
ing students who accumulated a high number of clinical-place-
ment hours did not differ significantly in competency or
clinical-performance levels compared with students accumu-
lating a low number of clinical-placement hours. Thus, accu-
mulating more or fewer hours than required does not neces-
sarily improve examination performance, and the types of
skills and behaviors performed by students during clinical
placements should be the main emphasis of educational pro-
grams instead of hour accumulation.

Frequently, athletic training students count hours that ad-
dress no apparent athletic training educational skill or behav-
ior. Students are often scheduled to arrive 1 hour before ath-
letic practice and remain 1 hour after the completion of
practice. Additionally, athletic training students are engaged in
tasks, such as cleaning and restocking, that are not necessarily
geared toward any specific competency achievement. These
unengaged and managerial tasks of clinical placements might
produce students who lack the cognitive and psychomotor
skills necessary for the development of a competent profes-
sional. Because unengaged or managerial tasks are part of the
clinical placement, students may be accumulating experiences
that are not necessarily geared for the successful development
of educational or clinical-skill acquisition.
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We found that approximately 59% of the athletic training
students’ clinical-placement time was spent in unengaged ac-
tivities, such as socialization (discussions or activities not re-
lated to athletic training clinical skills or behaviors), waiting,
and moving between practice facilities. If this trend continued
over the course of the student’s clinical placement, less than
50% of his or her time would actually be engaged in activities
related to athletic training skills and behaviors. Therefore, only
a fraction of the time provided to students is used to cultivate
and refine their cognitive, psychomotor, and affective compe-
tencies. Simply requiring students to meet a minimum number
of clinical-placement hours does not ensure clinical compe-
tence and learning over time, especially if these earned hours
are spent in unengaged activities. For this reason, the
NATABOC is eliminating the hour requirement in favor of
more emphasis on the quality and completion of clinical pro-
ficiencies during clinical placements and embracing the Na-
tional Athletic Trainers’ Association Education Committee’s
concept of learning over time.

As a result, athletic training educators need to determine if
the remaining 37% of the earned clinical-placement hours
(59% unengaged time 1 3.9% managerial time [custodial do-
main specifically] 5 62.9%) are adequate for professional and
academic success. If not, how does the profession encourage
quality clinical-placement experiences? Future research should
investigate educational and clinical practices and interventions
that facilitate an increase in the amount of time students are
engaged in clinical skills and activities conducive for success-
ful academic and clinical learning and achievement.

Clinical Placements

Research examining other allied health care professions has
shown that the time offered to students during clinical place-
ments is often used ineffectively.21,22 This poor use of time is
most likely reflected by several factors, such as the increase
in faculty workload both in the classroom and in the clinical
setting,23 time spent writing formal assessments rather than
directly interacting with students,22 lack of available or ade-
quate equipment and facilities,18,24 overcrowding in the clin-
ical setting,18,25 and decreased availability of quality
CISs.11,22–24 These factors tend to expose students to clinical
placements devoid of critical feedback, active learning, and
patient and injury variety and to provide inadequate clinical
supervision and instruction. Differences in clinical placements
may occur among National Collegiate Athletic Association
athletic levels and traditional versus nontraditional settings;
however, due to our small sample size, this point is beyond
the scope of this study.

Foster and Leslie26 found that athletic training clinical su-
pervisors spent less than half of their time teaching students
in the clinical setting. We found that only 7% of our subjects’
clinical-placement time was spent in instructional activities
with the CIS or peers. This limited time spent in instructional
activities may be the result of CISs who are not professionally
prepared to teach clinically or are unsure of the proper means
to mentor students. In some instances when instruction does
occur in the clinical setting, it is influenced by the strengths
and weaknesses of the CIS.11 Additionally, demands placed
upon the CIS to care for athletes and patients may limit time
interactions with his or her students, ultimately affecting the
amount of time available to instruct, monitor, test, correct, and
retest students’ competency levels. This problem not only

plagues athletic training but also other allied health care pro-
fessions. Polifroni et al22 found that 75% of nursing students’
clinical-placement time was unsupervised, reflecting the need
for more clinical supervision and instructional opportunities
between the supervisor and the student.

The fact that students in our study spent so little time with
their CIS was astonishing. Students, particularly those at the
lower levels, require more guidance and encouragement to
gain confidences in their skills. They also need constructive
feedback to ensure that they are ‘‘on task’’ and properly per-
forming athletic training clinical competencies within their
ability level. An experienced CIS who is willing to recognize
individual learning styles and who possesses good clinical
skills sets aside time to work with the students and knows that
reflecting on the students’ experiences may help to facilitate a
better learning environment. Harris and Naylor23 found that
when clinical supervisors provided direct feedback, instruc-
tional activities, and appropriate daily structure, the quality of
the clinical placement increased and led to independent student
learning and autonomy.

Without proper clinical-placement guidance and structure,
students may enter the workforce ill prepared to perform ad-
equately. To increase clinical-placement effectiveness, CISs
should schedule time with their students to perform clinical
proficiencies and allow more opportunities for students to in-
teract with athletes and patients to practice these proficiencies.
Decreasing the number of students assigned to an individual,
decreasing some of the job responsibilities of the CIS, and
increasing the number of CISs are other suggestions to in-
crease student-CIS interaction time. However, with the intro-
duction of the approved clinical instructor (ACI), students
should have more opportunity to interact with their CIS to
assess clinical and educational proficiencies and increase their
contact time. Follow-up studies should be conducted to deter-
mine whether this is actually occurring.

Academic Standing

Students’ academic standing or their initial exposure to the
clinical placement may influence how they react or perform
during their clinical placement.27,28 We found that advanced
students spent 41% of their time engaged in active learning
compared with intermediate (32%) and novice students (22%).
Additionally, advanced students spent 36% of their time en-
gaged in clinical tasks compared with intermediate (18%) and
novice students (17%). Novice athletic training students, sim-
ilar to the novice nursing students studied by Neill et al,27 are
sometimes unsure of the roles they are expected to play and
withdraw from active participation to become passive observ-
ers. This withdrawal may be a result of differences between
expected and actual roles, or it may be part of the normal
cognitive development.27 As students begin to develop a cer-
tain level of autonomy and confidence and become familiar
with their roles, they can move from passive observers to ac-
tive participants during clinical placements.27 This transition
enables novice students to effectively engage in learning ac-
tivities and promotes professional development.

Type of Sport

When examining the types of sports associated with clinical
placements, we found that students assigned to upper extrem-
ity sports spent significantly more time unengaged compared
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with students assigned to lower extremity sports or in mixed
extremity sports. Students assigned to upper extremity sports
spent 70% of their time in unengaged activities and only 23%
in active learning. In comparison, students assigned to lower
extremity sports spent 48% and 40% of their time in unen-
gaged activities and active learning, respectively, while stu-
dents assigned to mixed extremity sports spent 57% of their
time unengaged and 29% in active learning. These differences
may be based on the CIS’ clinical emphasis or a student’s
comfort level with the anatomical structures of the lower ex-
tremity versus the upper extremity. Other possible reasons in-
clude (1) increased exposure to lower extremity injuries, (2)
season in which different sports are played (more lower ex-
tremity sports were in season), (3) classification of sports as
upper, lower, or mixed extremity sport, (4) time of year when
the observations were made, and (5) the clinical-engagement
opportunities of students provided by the CIS.

These differences in the amount of time students are en-
gaged in active learning support the idea that variations in
students’ clinical placements are necessary to ensure adequate
clinical learning and competency achievement. Assigning stu-
dents to a variety of clinical-placement settings allows them
to interact and practice techniques learned in class with a di-
verse population and with a different CIS. The challenge for
the CIS is to understand how each student learns by identi-
fying his or her learning style and attempting to make a con-
scious effort to develop and implement teaching and clinical
strategies and evaluate students based on their learning pref-
erence.29 Therefore, rotating students through different clini-
cal-placement settings and clinical supervisors may be more
effective in increasing the amount of time students spend en-
gaged in active learning and decreasing the overall amount of
unengaged time. In addition, these rotations might expose stu-
dents to sports in which more injuries or certain types of in-
juries occur, thereby increasing active learning.

Limitations/Recommendations

Limitations of the present study include a relatively small
sample size, sex biases, and a limited number of direct obser-
vation hours of the athletic training students. We also want to
stress that the study is exploratory in nature and relevant only
to the particular institution in question. In addition, the dy-
namics of this particular athletic training program may make
it difficult to generalize to other accredited athletic training
programs. However, unless substantial training is conducted to
ensure consistency and reliability in the measurement of stu-
dent clinical-placement time, direct determination of signifi-
cant meaning using the quantitative measures used in this
study is not readily feasible. Our findings and recommenda-
tions are intended to highlight aspects of student clinical place-
ments and the need for athletic training educators to assess
their students’ use of clinical time relative to the activities
occurring during clinical placements.

Another variable to consider is the likelihood that all the
subjects were not performing their regular or normal daily ac-
tivities while being videotaped. To control for Hawthorne ef-
fects,30 the subjects were made aware of the nature and im-
portance of the study and encouraged to engage in their normal
daily routines while being videotaped. In addition, the vide-
ographers attempted to remain at least 6 to 8 feet away from
the subjects while videotaping, taking care not to interfere with
the normal routine of the subject or the clinical-placement set-

ting. Upon observation and recording of the data, the project
director only noticed differences in behaviors during off-task
time when several students made comments directly to the
camera, and thus, these behaviors should not have affected the
outcome. Therefore, to limit Hawthorne effects, we suggest
videotaping students for several sessions so they become ac-
climated to the camera.

We recommend conducting a nationwide survey of a larger
sample size to determine students’ perception of time spent
engaged in the clinical placements and then using this infor-
mation to guide educators to enhance students’ clinical place-
ments. We also recommend conducting a study with students
matched by sex and setting and videotaping students in various
clinical-placement environments and athletic seasons to deter-
mine if these variables produce differences in clinical skills,
activities, and behaviors. Additionally, athletic training edu-
cators should examine the amount of time CISs are actively
engaged in clinical instruction with athletic training students
during the clinical-field placements. Finally, we recommend
that athletic training educators examine the relationship be-
tween the amount of time spent by students engaged in active
learning during their clinical placement and success on the
NATABOC certification exam.

CONCLUSIONS

The question athletic training educators and other profes-
sionals need to ask is, ‘‘How much time is enough time for
students to develop adequate skills to become competent allied
health care providers?’’ Although we only examined 79 hours
of student clinical placements, the results clearly indicate that
most of their time was spent in unengaged activities. As ed-
ucators, identifying how students’ time is managed is undoubt-
edly the first step in developing clinical placements that will
maximize student learning and promote professional devel-
opment. Examining the use of clinical-placement time may
allow educators to address work-force issues, competency
achievement, quality of clinical hours, and clinical instructors’
and supervisors’ management of students’ use of time. In ad-
dition, videotapes of athletic training students in the clinical
setting can become part of a portfolio assessment to provide
students with constructive feedback of their clinical skills. The
student and the clinical instructor can review the videotapes
periodically to determine the level of skill acquisition and pro-
ficiency achievement.
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