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Context: Employers have reported that the ability to communicate is the greatest deficiency of new athletic training
graduates. New graduates must be able to communicate effectively with a wide range of stakeholders to ensure the best
health care of their patients. To date there have been no studies to determine which stakeholders the students are
communicating with during clinical experiences.

Objective: To investigate the opportunity to communicate with various stakeholders by students during their clinical
experiences.

Patients or Other Participants: Participants were 932 students (308 male, 624 female) from university athletic training
programs.

Data Collection and Analysis: The study used an online survey instrument that allowed students to recall which
stakeholders they had the opportunity to communicate with during the prior week of their clinical experiences. Basic
descriptive statistics were calculated to describe the study sample and a v2 contingency table analysis was used to
determine significance. The dependent variables were stakeholders with whom they communicated (coach/clinic director,
athlete/patient, parent, administrator, peer/colleague, and other health care professional) and the independent variables
were demographics (sex, athletic affiliation of host institution, state/private affiliation of host institution, entry-level degree,
year in program, clinical rotation setting, and athletic affiliation of clinical rotation).

Results: Year in program indicated a significant correlation with all of the dependent variables, with Cramer V ranging from
0.098 to 0.157. The highest significant correlation was found between clinical rotation setting and communication with
parents (Cramer V ¼ 0.418).

Conclusions: As one would expect, as students matriculate and gain higher levels of maturity, they report more
opportunities to communicate. Similarly, students in multisport secondary schools or lower-level collegiate clinical
experiences report more opportunities to communicate.
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An Exploratory Study of Athletic Training Student Communication

W. David Carr, PhD, ATC; Jennifer L. Volberding, PhD, ATC; Ben Timson, PhD

INTRODUCTION

The ability to communicate effectively is a skill that is often
overlooked during a student’s education but is crucial to
success upon graduation. Our previous work has illustrated
that employers and new employees agree that communication
skills are lacking in new graduates.1 Massie et al2 found that
employers felt interpersonal skills were lacking in new
graduates. Many factors, such as confidence and experience,
contribute to the ability to effectively communicate.3 Learning
any skill requires deliberative effort and feedback, and lecture-
based discussion alone cannot teach a student how to properly
communicate with an injured patient.4 According to Ericsson
et al4 and Ericsson,5 the student must observe, practice,
receive feedback, increase responsibility, and be carefully
mentored in order to develop any skill.

The field of medicine has shown that communication skills are
central to quality patient care. Studies have demonstrated that
clinician-patient communication has a positive impact on
important health outcomes, including patient satisfaction and
adherence to treatment plans.6–9 Conversely, Hickson et al10

found that patients’ most frequent complaints are that
clinicians do not listen to their concerns, care about their
problems, or provide enough information about treatment
plans. Stewart11 conducted a literature review to examine
physician-patient communication and health outcomes. Stew-
art11 found that increased quality of communication in both
the history-taking segment and the discussion of the
management plan improved health outcomes such as emo-
tional health, symptom resolution, and function.

Assessment of communication skills in medicine has focused
on direct observation of clinician-patient interactions, inter-
views or surveys with patients, and direct outcome measures
such as patient satisfaction ratings.12–14 Stein and Kwan13

conducted a study to determine the effectiveness of a 1-day
communication skills intervention course for practicing
physicians. Their sample of convenience found improvement
in self-reported perceptions of communication skills but did
not have any control group.13 Brown et al14 conducted a
randomized, controlled trial studying a communication skills
training program and its effect on patient satisfaction. Brown
et al14 found that although the clinicians self-reported a
moderate increase in communication skills, patient satisfac-
tion scores did not improve.

Some of the literature15–17 available in athletic training has
focused on clinician communication skills with regards to
psychological interventions with patients while other stud-
ies18–20 have focused on perceived supportive clinical instruc-
tor characteristics, which include effective communication
skills. Heinrichs21 described a problem-based learning curric-
ulum model and discussed how it had a positive effect on
student communication skills with closely supervised learning
experiences. To date, no studies have been found in athletic
training to determine the opportunities students are given to
communicate during their clinical experiences. The purpose of
our study was to determine what opportunities students are

given during their clinical experiences for professional
communication with stakeholders. More specifically, we
wanted to learn more about which stakeholders students are
talking to and if those opportunities differed based on various
characteristics of the education program. We were not trying
to measure the quality of the communication, just the
opportunity for communication. For the purpose of our
project we defined professional communication as directly
related to the health care of the athlete/patient and not day-to-
day communication.

METHODS

An online survey instrument, the Athletic Training Student
Communication (ATSC) instrument, was created for this
study. To develop this instrument, a convenience sample of
students was interviewed to delineate the various stakehold-
ers they professionally communicate with during clinical
assignments. The stakeholders identified in this project were
derived from discussions with students and preceptors and
represent the generalized members of the sports medicine
team. Athletic coach/clinic director and athlete/patient are
the most obvious stakeholders that a team-based athletic
trainer will interact with. Parents, administrators, peers/
colleagues, and other health care professionals are addi-
tional members of the sports medicine team as they are all
involved in the care of the athlete/patient. A pilot study was
conducted to establish content validity and reliability. To
establish validity, 4 program directors (PDs) experienced in
survey research and clinical supervision and 10 students
were sent the ATSC (both as a URL and a hard copy) to
review it for clarity and relevance. Minor modifications to
the directions and 1 item (athletic affiliation of host
institution) were made based on the feedback from the
PDs and students. To establish reliability, we used the test-
retest method with a convenience sample by asking students
from 3 athletic training programs (ATPs) to complete the
ATSC twice within 1 week. The test-retest data from 52
students were analyzed for consistency by summing each
variable from the first administration and comparing that
with the second administration. Our data revealed an
acceptable agreement percentage ranging from 93.75% to
100% for all items.

The ATSC measured 3 sets of independent variables: (1)
personal demographics of the student (sex and year in
program); (2) demographics of their home institution
(institution name, for tracking purposes only; state versus
private governance; degree type offered; and athletic
affiliation); and (3) demographics of their clinical experience
(setting, derived from the National Athletic Trainers’
Association membership list; sport assignment[s] when
applicable; and athletic affiliation when at a college/
university/junior college). A distinction was made with
regards to athletic affiliation of the host institution and
clinical assignment because many students are enrolled at
one institution but complete assignments at another. The
ATSC measured 1 set of dependent variables, the stake-
holders with whom participants communicated during the
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prior week (athletic coaches/clinic directors, patients/ath-
letes, parents, administrative personnel, peers/colleagues,
other health professionals). Students were asked to indicate
which stakeholders they engaged in professional communi-
cation with during the prior week of their clinical
assignments by selecting a check-box–formatted question.

Participants

Study participants were students enrolled in ATPs accredited
by the Commission on Accreditation of Athletic Training
Education. Participants were sent an e-mail message with a
URL link to the survey instrument by their respective PD. The
PDs for all accredited ATPs were solicited via e-mail, with
follow-up phone calls when needed, to ensure participation
and to collect program enrollment data. Institutional review
was granted by the author’s institution and each participant
reviewed a consent information statement before completing
the ATSC instrument.

Data Collection and Analysis

Data were captured via Qualtrics (Qualtrics, Inc, Provo, UT)
and coded for analysis via SPSS 20.0 (PASW, Inc, Chicago,
IL). Basic descriptive statistics were calculated to describe the
sample. Our primary research question was to explore the
differences in professional communication opportunities with
various stakeholders based upon characteristics of the
education program and type of clinical experience. To
compare 2 categorical variables, we choose to conduct a v2

analysis. We used a goodness-of-fit analysis to evaluate how
likely it was that any observed difference between the
variables arose by chance. For our research question, v2

analyses were conducted between relevant pairs of categorical
variables. The v2 analysis uses a contingency table in which
the observed value is compared with a calculated ‘‘expected’’
value to determine significance. Though there were many of
these analyses, significance levels were set at .05 for each
analysis. Yates22 created a correction to prevent overestima-
tion of statistical significance in 2 3 2 contingency tables.
Sokal and Rohlf23 suggest that the Yates correction may tend
to overcorrect and may increase a type II error. Because many
of our analyses do not fit a simple 23 2 v2 analysis, we chose
to use the .05 level.

Because of low numbers of reported cases in many nontra-
ditional settings, we grouped the clinical experience setting
variable as emerging practices, secondary school, or college/
university/junior college. With the wide variety of models in
length of clinical education from program to program
(ranging from 2-year models to 4-year models), we chose to
analyze the enrollment year of student based upon novice
(first year) versus more experienced (second, third, and fourth
years combined). Although this approach lost the actual year
the student was enrolled, it allowed for the comparison of
students from a variety of clinical education models. To
further explore this important variable of year in program, we
conducted an analysis based on 2 homogenous groups of
students: the 3-year program model (n ¼ 553; 59% of the
sample) and the 2-year program model (n ¼ 186; 20% of the
sample). Although we chose to explore these 2 program
models, no direct statistical comparison was made because of
the nature of the nonparametric analysis.

RESULTS

Participants

Table 1 illustrates the demographics of the 113 (31% of
programs at time of study, February 2013) programs and the
students included in the study. Judging by the demographics
of our sample in comparison with percentages available in the
literature,24 we achieved a representative sample with regards
to the governance of the institution, the degree type being
offered, and the athletic affiliation of the host institution.
National Athletic Trainers’ Association district distribution
was close to representative with the exception of District 5,
where the research project originated and participation was
higher. We chose not to study the length of the program, as we
felt the real indicator of opportunities to communicate was
based upon the enrollment status of the student, not the
structure of the curriculum. Table 1 illustrates the demo-
graphics of the 932 (23% of those who were solicited by their
PD) students (308 male and 624 female) who submitted
responses. Here, too, judging from the literature,24 we
achieved a representative sample with regards to governance
of the institution and degree type being offered.

Table 2 illustrates the clinical experience settings reported by
the students. The vast majority (72%) of clinical experiences
reportedly occurred in the college/university/junior college
setting, which left 20% in the secondary school setting and the
remaining 8% in the emerging practices setting. Those
participants (n ¼ 77) who indicated ‘‘Other’’ were grouped
with the closest related sport assignment at the athletic
affiliation level of their home institution.

Table 3 illustrates the frequency of participant communica-
tion with the various stakeholders. The majority of students’
reported communication was with athlete/patient (n¼ 851) or
peers (n ¼ 827). The smallest number of opportunities
reported occurred with parents (n ¼ 92).

v2 Analysis

Table 4 illustrates the significant u and Cramer V correlation
values obtained with the v2 analysis. Interpretations of u and
Cramer V correlation values are based upon the distribution
of the variables: when the variables are distributed evenly (50/
50) a correlation can range fromþ1 to�1. In our study, none
of the variables had an even distribution; therefore, the
significance of the correlation is more important than the
actual value. For interpretation of the correlation values, we
used the following scale: 0.01 to 0.19 is small, 0.20 to 0.29 is
moderate, .0.30 is strong.25 The highest occurrence of
correlations occurred with the year in program for 3-year
program models (6 correlations) and clinical rotation setting
(5 correlations) variables. Correlations in athletic affiliation of
clinical experience (2 correlations), year in program for 2-year
program models (2 correlations), and sex of student (1
correlation) were also found. There were no significant
correlations for the athletic affiliation of the home institution,
state/private affiliation of home institution, or degree type
being offered.

A closer examination of the significant correlations follows
and is organized by independent variable. Differences are
noted between the observed and expected percentages of
communication within each group.
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Year in Program for 3-Year Program Models

Year in program for 3-year program models had a small
significant correlation for communication with an athletic
coach/clinic director (Cramer V ¼ 0.15, P ¼ .000). First-year
students (33.5% observed versus 43.6% expected) reported less
communication with an athletic coach/clinic director than
second-year (35.0% observed versus 29.8% expected) and
third-year students (31.6% observed versus 26.6% expected).

Year in program for 3-year program models had a small
significant correlation for communication with an athlete/
patient (Cramer V ¼ 0.15, P ¼ .002). First-year students
(41.2% observed versus 43.6% expected) reported less
communication with an athlete/patient than second-year
(30.9% observed versus 29.8% expected) and third-year
students (27.9% observed versus 26.6% expected).

Year in program for 3-year program models had a small
significant correlation for communicationwith a parent (Cramer
V¼ 0.16, P¼ .001). First-year students (22.4% observed versus
43.6% expected) reported less communicationwith a parent than

Table 1. Institution Demographics (N ¼ 113) With National Averages24 and Student Demographics (N ¼ 932)

Characteristic

Institution Student

Sample No. Sample % National % Sample No. Sample %

Sex

Male 308 33
Female 624 67

Year in program

First 406 44
Second 325 35
Third 178 19
Fourth 23 2

Governance

Private 048 43 46 264 28
State 065 58 54 668 72

Degree type

Undergraduate 103 92 93 854 92
Master’s 010 8 7 78 8

Athletic affiliation

NCAA Div 1 051 45 40 513 55
NCAA Div 2 027 24 25 169 18
NCAA Div 3 023 20 28 189 20
NAIA/other 012 11 7 61 7

NATA district

1 006 5 7
2 008 7 10
3 012 11 14
4 021 19 25
5 026 23 13
6 010 9 7
7 006 5 4
8 010 9 5
9 011 10 12

10 002 2 3

Abbreviations: Div, division; NAIA, National Association of Intercollegiate Athletics; NATA, National Athletic Trainers’ Association; NCAA,

National Collegiate Athletic Association.

Table 2. Clinical Rotation Description (N ¼ 932)

Setting No. %

University/college/junior college

NCAA Div 1 334 35.8
NCAA Div 2 120 13.0
NCAA Div 3 154 16.5
NAIA/Other 060 6.4
High school 191 20.0

Emerging practices

Clinic/hospital 044 05.0
Health/fitness industry 003 00.3
Industrial/corporate 000 00.0
Military/government/law enforcement 003 00.3
Professional sports/performing arts 004 00.4
Sales/marketing 000 00.0
Youth sports/intramural 002 00.2
Other 017 02.0

Abbreviations: Div, Division; NAIA, National Association of Inter-

collegiate Athletics; NCAA, National Collegiate Athletic Association.
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second-year (30.6% observed versus 29.8% expected) and third-
year students (46.9% observed versus 26.6% expected).

Year in program for 3-year program models had a small
significant correlation for communication with an adminis-
trator (Cramer V¼ 0.15, P¼ .002). First-year students (28.9%
observed versus 43.6% expected) reported less communication
with an administrator than second-year (36.8% observed
versus 29.8% expected) and third-year students (34.2%
observed versus 26.6% expected).

Year in program for 3-year program models had a small
significant correlation for communication with a peer/
colleague (Cramer V ¼ 0.13, P ¼ .007). First-year students
(41.3% observed versus 43.6% expected) reported less
communication with a peer/colleague than second-year
(31.0% observed versus 29.8% expected) and third-year
students (27.6% observed versus 26.6% expected).

Year in program for 3-year program models had a small
significant correlation for communication with other health
care professionals (Cramer V ¼ 0.19, P ¼ .000). First-year
students (29.0% observed versus 43.6% expected) reported less
communication with other health care professionals than
second-year (31.7% observed versus 29.8% expected) and
third-year students (39.3% observed versus 26.6% expected).

Clinical Experience Setting

Clinical experience setting (defined as college/university/junior
college, secondary school, and emerging practices) had a small

significant correlation with communication with an athletic
coach/clinic director (Cramer V ¼ 0.14, P ¼ .000). Students
engaged in secondary school clinical experiences (26.1%
observed versus 20.5% expected) reported more communica-
tion with an athletic coach/clinic director than those in other
settings (emerging practices ¼ 7.3% observed versus 7.8%
expected; university/college/junior college ¼ 66.7% observed
versus 71.1% expected).

Clinical experience setting had a strong significant correlation
with communication with a parent (Cramer V ¼ 0.42, P ¼
.000). Students engaged in secondary school and emerging
practices clinical experiences (secondary school ¼ 67.4%
observed versus 20.5% expected; emerging practices ¼ 16.3%
observed versus 7.8% expected) reported more communica-
tion with a parent than students engaged in college/university/
junior college clinical experiences (16.3% observed versus
71.7% expected).

Clinical experience setting had a small significant correlation
with communication with an administrator (Cramer V¼ 0.17,
P¼ .000). Students engaged in emerging practices and college/
university/junior college clinical experiences (emerging prac-
tices ¼ 16.3% observed versus 7.8% expected; college/
university/junior college ¼ 57.5% observed versus 71.7%
expected) reported less communication with an administrator
than students engaged in secondary school clinical experiences
(13.5% observed versus 7.8% expected).

Clinical experience setting had a small significant correlation
with communication with a peer/colleague (Cramer V¼ 0.09,
P ¼ .027). Students engaged in emerging practices and
secondary school clinical experiences (emerging practices ¼
7.3% observed versus 7.8% expected; secondary school ¼
19.7% observed versus 20.5% expected) reported less commu-
nication with a peer/colleague than students engaged in
college/university/junior college clinical experiences (73.0%
observed versus 71.7% expected).

Clinical experience setting had a small significant correlation
with communication with other health care professionals
(Cramer V ¼ 0.15, P ¼ .000). Students engaged in emerging
practices (14.1% observed versus 7.8% expected) and second-

Table 3. Frequency of Participant Communication with
Stakeholders

Stakeholder Frequency

Coach/director 468
Athlete/patient 851
Parent 92
Administrator 200
Peer/colleague 827
Other health care professional 263

Table 4. Significant u and Cramer V Correlationsa

Independent Variables

Dependent Variables

Coach/
Director

Athlete/
Patient Parent Administrator

Peer/
Colleague

Other Health
Care Prof

Sex of student �0.011 �0.018 �0.005 �0.006 �0.012 �0.071*
Athletic affiliation of home institution �0.022 �0.057 �0.107 �0.082 �0.063 �0.064
State/Private affiliation of home institution �0.045 �0.000 �0.008 �0.033 �0.017 �0.003
Degree type being offered �0.053 �0.003 �0.030 �0.050 �0.027 �0.043
Year in program for 2-year program models �0.005 �0.148* �0.121 �0.024 �0.042 �0.160*
Year in program for 3-year program models �0.197** �0.149** �0.159** �0.147** �0.130** �0.199**
Clinical experience setting �0.143** �0.069 �0.418** �0.169** �0.088* �0.153**
Athletic affiliation of clinical experience �0.119 �0.067 �0.143** �0.121* �0.103 �0.080
Abbreviation: Prof, professional.
a u values were used for 2 3 2 contingency analysis; Cramer V values were used for all contingency analyses other than 2 3 2.

* Indicates a significant correlation between variables at P � .05.

** Indicates a significant correlation between variables at P � .01.
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ary school (22.1% observed versus 20.5% expected) clinical
experiences reported more communication with other health
care professionals than students engaged in college/university/
junior college clinical experiences (63.9% observed versus
71.7% expected).

Year in Program for 2-Year Program Models

Year in program for 2-year program models had a small
significant correlation for communication with an athlete/
patient (Cramer V¼ 0.15, P¼ .04). First-year students (50.9%
observed versus 53.2% expected) reported less communication
with an athlete/patient than second-year students (49.1%
observed versus 46.8% expected).

Year in program for 2-year program models had a small
significant correlation for communication with other health
care professionals (Cramer V ¼ 0.16, P ¼ .029). First-year
students (41.9% observed versus 53.2% expected) reported less
communication with other health care professionals than
second-year students (58.1% observed versus 46.8% expected).

Athletic Affiliation

Athletic affiliation of the collegiate clinical experience had a
small significant correlation with communication with a
parent (Cramer V ¼ 0.14, P ¼ .009). Students engaged in
clinical experiences at the National Collegiate Athletic
Association (NCAA) Division I and National Association of
Intercollegiate Athletics (NAIA) levels (NCAA Division I ¼
13.3% observed versus 50.0% expected; NAIA¼ 0% observed
versus 6.9% expected) reported less communication with
parents than students engaged in clinical experiences at the
NCAA Division II and III levels (NCAA Division II¼ 33.3%
observed versus 18.0% expected; NCAA Division III¼ 53.3%
observed versus 23.1% expected).

Athletic affiliation of the collegiate clinical experience had a
small significant correlation with communication with an
administrator (Cramer V¼ 0.12, P¼ .044). Students engaged
in clinical experiences at the NCAA Division I and III levels
(NCAA Division I ¼ 42.6% observed versus 50.0% expected;
Division III ¼ 20.0% observed versus 23.1% expected)
reported less communication with an administrator than
students engaged in clinical experiences at the NCAA Division
II and NAIA levels (NCAA Division II ¼ 27.8% observed
versus 18.0% expected; NAIA ¼ 7.0% observed versus 6.9%
expected).

Sex

Sex had a small significant negative correlation with
communication with other health care professionals (u ¼
�0.07, P¼ .029). Male students (38.4% observed versus 33.0%
expected) reported more communication with other health
care professionals than female students (61.6% observed
versus 67.0% expected).

DISCUSSION

Our results suggest that the year in program and clinical
experience setting are the most significant indicators of
student communication opportunities. Although there were
a few significant correlations outside of those independent

variables, they could be considered outliers, with only 1
significant correlation across the dependent variables (year in
program for 2-year program models correlated with athlete/
patient and other health care professionals, sex of student
correlated with other health care professionals, and athletic
affiliation of clinical experience correlated with parent and
administrator).

One of our primary findings is that year in program for 3-year
program models had significant correlations with all depen-
dent variables, whereas year in program for 2-year program
models only had 2 significant correlations. Not surprisingly,
this would indicate that 3-year program models provide
students with more opportunities to communicate than 2-year
program models. With the continuing debate within the
profession regarding the professional level degree move to a
graduate level, the length of the program can have a
significant impact on students’ opportunities for communica-
tion.

The sample obtained was representative of education pro-
grams for several factors (state versus private affiliation,
bachelor’s versus master’s degree, and athletic affiliation) and
thus the conclusions may be generalized to other programs
based upon those factors. A response rate of 31% of the
accredited programs at the time of this study is good for
survey-based research.26 The sample indicates that 72% of
students are engaged in clinical rotations at the university/
college/junior college setting and that many students are
engaged in Division I rotations. The data also indicated that
students reported more opportunities to communicate at
lower levels of athletic affiliation. This is an important
consideration for program faculty when determining the mix
of clinical experiences students will gain during their
education. Perhaps more emphasis needs to be placed on
lower levels of athletic affiliation to give students more
opportunities to practice their communication skills.

A preceptor-led debriefing provides an opportunity for the
student to ask questions and learn appropriate communica-
tion skills through observation, scaffolding, and clinical
feedback. Communication and feedback from preceptors has
been found to increase skills,27 confidence,28 knowledge,27,28

self-esteem,28 productivity,28 clinical performance,28,29 and
professional behavior.28 Program administrators should
encourage and promote this interaction to improve the
professional communication skills of their students.

Numerous studies have indicated that communication be-
tween the clinician and the stakeholder impacts the quality of
care.6–9 One could argue that the quality of the interaction
between the athletic trainer and any of these stakeholders will
have an impact of the quality of care offered the athlete/
patient. For the practicing athletic trainer to exhibit effective
communication skills, they must be practiced and honed as a
student with a clinical preceptor present to mentor and model
effective communication skills.4

Although we have not found any studies that explore the
opportunities students have to communicate while engaged in
clinical experiences, anecdotal evidence of discussions with
colleagues at Division I universities exists warranting further
empirical investigations. This anecdotal evidence suggests
students in clinical rotations at NCAA Division I athletic
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universities have less access to coaches and administrators,
thus fewer opportunities. Coaches and administrators at these
universities desire direct communication with the certified
athletic trainers as opposed to a student. Parents are often
more involved in the health care of their children at the
secondary school level with more direct communication with
the athletic trainer because of the minor status of the patient.

It is a logical expectation that as students gain experience they
would report more opportunities to communicate. However,
several variables that were not studied must be considered.
The age and emotional intelligence (EI) of the student could
have a significant impact on their opportunities to commu-
nicate. Wilson et al30 studied EI among critical care fellows
and residents and found that higher EI scores were correlated
with higher communication skills. Students with higher EI
may report more opportunities to communicate.

When making clinical assignments, program administrators
need to consider a myriad of variables that will affect the
eventual outcome of that experience. Among those variables
are the amount of previous experience and the clinical setting.
If programs wish to enhance students’ opportunities to
communicate, they should consider placing students in
settings where those opportunities are more likely to present
themselves and time those experiences with academic year in
the program. Based on our data, a first-year student is less
likely to communicate wherever the student is placed when
compared with a second- or third-year student. Program
administrators should consider the findings of this study when
determining the mixture of clinical assignments for a given
student over the course of the student’s education.

Outside of accreditation requirements, students will have
more opportunities for communication at lower levels of
university/college athletics. There is evidence to suggest that
communication training can increase satisfaction with the
clinician-patient interaction.13,14 Communication training in
the clinical setting cannot happen when no authentic
opportunities are presented during clinical experiences.
Efforts should be made by all education programs to
incorporate communication, both didactically and clinically.
Zick et al31 conducted a study in which first-year medical
students assessed their own communication skills by reviewing
a video of their interaction with a simulated patient. Zick et
al31 found that the self-assessment process forced students to
attend to tasks and skills relevant to effective communication.
Program administrators should consider simulated patients
not only as an avenue to enhancing clinical skills such as
patient care, but also as a way to enhance soft skills such as
communication.

Our project has highlighted several interesting findings related
to opportunities for student communication. However, a few
limitations must be considered when determining the appli-
cability of our findings. Our study sample, although large, was
a recruited sample of convenience. This convenience was
further compounded by the students’ voluntary ability to
participate; thus, we cannot say that our findings represent the
opportunities to communicate afforded to all students. One of
our major findings of year in the program as a significant
indicator was limited by the multiple curriculum models
exhibited in the education programs. To compare an
undergraduate student with a graduate student is not accurate

and to compare a second-year undergraduate student with a
second-year graduate student is equally tenuous. Future
studies should consider the age of the student as a possible
indicator of communication opportunities.

Our study did not attempt to control for what course work the
students had completed before their clinical experiences. It is
possible that some curriculum models require a communica-
tions course, and this could influence the students’ willingness
and ability to engage in professional communication. Our
study did not control for the number of students at a given
clinical rotation. More students at a given clinical rotation
may decrease the number of opportunities for communication
with various stakeholders. Future studies could include this
variable for consideration.

Our data collection was based upon the recall of the student
for the previous week of clinical experiences. Recall methods
can introduce error when compared with immediate record-
ing. Finally, this study focused on opportunity to communi-
cate and not quality of communication. Although more
opportunities could be viewed as a strength, the quality of
those interactions needs to be considered and was not
addressed in this study. An exploration of opportunities and
perceived competency among students in different types of
programs would be of value to the profession.

CONCLUSIONS

Based on our data, the following conclusions may be drawn
with consideration to the expressed limitations: (1) as
students matriculate through the program and gain experi-
ence, they report more opportunities to communicate with a
wide variety of stakeholders, and (2) the setting in which
students gain clinical experience is very important to the
reported opportunities to communicate. Students engaged in
secondary school and midlevel collegiate settings have more
opportunities for communication with a variety of stake-
holders. Programs should encourage preceptors to involve
students in professional communication with stakeholders at
a level appropriate to the students’ education and experi-
ence. Various strategies can be developed specific to a given
setting that could allow for more communication opportu-
nities.
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