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Abstract 

One response to the shortage of physiotherapists in Australia has been to increase the intake 

of physiotherapy students in recent years.  This has led to increased demand for clinical 

education opportunities.  Collaborative learning placement models (CLPM), which involve two 

or more students working with one clinical supervisor, are a means of accommodating a 

greater number of students.  Reported disadvantages of CLPM are less individual time for 

students with patients and their supervisor. 

The purpose of this research was to identify and explore the learning experiences of 

physiotherapy students undertaking clinical education in Western Australia.  The study 

describes physiotherapy students’ perceptions of their clinical learning experiences and their 

approach to learning in the clinical environment.  It also identifies the amount of time students 

spend in different learning activities whilst on placement; for example how much time they 

spent with patients and their clinical educator, and whether differences occurred between 

different placement models.   

Eighty-five Western Australian physiotherapy students participated in this research.  The 

amount of time students spent in different activities on one day of clinical placement was 

investigated using a worksheet, and time in each activity was compared across placement 

models, clinical areas and facilities.  Students’ perceptions of their learning experiences were 

collected using a questionnaire and explored further in focus groups. 

Students recorded that the most time was spent in individual assessment and treatment of a 

patient, followed by documentation, then assessment and treatment of a patient with their 

clinical educator.  There was no statistically significant difference in the amount of time 

students spent with patients or with their clinical educator in the different clinical models.      

The two learning activities that students reported as most valuable on placement were 

observation of a physiotherapist treating a patient and receiving feedback.  However, they 

reported spending more time in documentation, personal time, meetings, self-guided study 

and unused time, than in either of these activities.  Ninety-one percent of students identified 

themselves as having a deep approach to learning on placement and as such, would expect to 

seek a personal understanding from their learning experiences.  Yet, students reported little 

time in self-evaluation, which is considered essential to the development of a critical reflective 

practitioner.   

The amount of time students on 2:1 placements spent working individually with patients was 

almost five times greater than the amount of time they spent providing collaborative 
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treatment with their peers.  This suggests the possibility that CLPM were not utilised fully to 

promote peer-assisted learning.   

Most students were very satisfied with the amount of time they spent with patients, with no 

statistically significant difference between the various clinical models.  There was no statistical 

difference in satisfaction with the amount of time spent with the clinical educator between 

students on 1:1 and 2:1 placements (p = .547), however both groups were more satisfied than 

students on 4:1 placements (p = .003 and .006 respectively).  In contrast to earlier literature 

investigating CLPM, students in this study did not identify their peers as a barrier to accessing 

their supervisor.  Students were mostly positive regarding CLPM and appreciated the presence 

of other students as a source of support.   

The results suggest that students may benefit from a more equal balance between supervised 

and unsupervised patient care, in order to maximise their opportunity for feedback and guided 

critical self-analysis.  Students and clinical educators are encouraged to reconsider the benefits 

of peer-assisted learning opportunities in collaborative learning placement models.  In 

addition, it is recommended that students be given the opportunity to engage in a range of 

learning opportunities on placement in addition to direct patient care.    While there was no 

statistically significant difference in results between students on 1:1 and 2:1 placements, 

further investigation of satisfaction with, and time spent in, different learning activities in the 

4:1 model is worthy of consideration. 
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1. Introduction 

1.1 Introduction 

The idea for this research developed from my curiosity about physiotherapy students’ 

experiences in clinical education.  As a clinician working in tertiary hospitals I have 

supervised physiotherapy students attending placements individually, in pairs and in 

groups of four.  Each of these models has provided me with unique challenges as a 

supervisor attempting to optimise the learning experiences of my students.  The 

different models changed the way I approached clinical education and I wanted to gain 

a better understanding of any effect they may have for the students.  Consequently, 

the overall purpose of this research is to investigate the learning experiences of 

physiotherapy students during clinical education.  

 

Chapter One provides an introduction to the physiotherapy profession, clinical 

education and the research project undertaken.  Firstly, a summary of the history of 

physiotherapy education in Western Australia and an outline of the modern-day 

physiotherapy workforce are provided, in order to illustrate the context in which this 

research was carried out. Secondly, the role of clinical education in physiotherapy 

student education, and the influences and challenges it is currently facing, are 

described.  Finally, the purpose, objectives, questions and significance of this research 

are defined.     

1.2 The Physiotherapy Profession 

1.2.1 Physiotherapy  

Physiotherapy is defined by the World Confederation for Physical Therapy as a 

profession which provides services to individuals and populations in order to develop, 

maintain and restore maximum movement and functional ability throughout the 

lifespan.(1)  Physiotherapists work in a broad range of health care environments as 

members of multi-professional health care teams and are afforded a high prestige 

standing from the public as well as from others in the profession.(2)  This has 

implications for universities and clinicians, in that the onus is on the educators in 
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academic institutions and health care facilities to prepare students to be responsible 

and autonomous practitioners who demonstrate competence in physiotherapy 

practice.(3)    

 

It requires the completion of a four year undergraduate degree, or equivalent, from an 

accredited university in order to become a physiotherapist in Australia.(3, 4)   Entry-level 

graduates are required to demonstrate the competencies outlined in the Australian 

Standards for Physiotherapy, which are defined by the Australian Physiotherapy 

Council.(5)   Competency across nine standards is expected.  They include the ability to: 

communicate effectively; accurately assess clients and interpret the findings; develop 

and implement a treatment plan and evaluate its effectiveness; operate across a range 

of settings; and demonstrate appropriate professional behaviour.(5)  Practising 

physiotherapists must adhere to these standards, demonstrate continued professional 

development and have evidence of recency of practice in order to maintain their 

registration with the Physiotherapy Registration Board.(6, 7)   

1.2.2 History of Physiotherapy Education in Western Australia 

The Western Australia School of Physiotherapy was established in 1951 and initially 

offered a Diploma program.(8, 9)    Prior to this, physiotherapists were trained interstate 

or overseas, where physiotherapy courses employed a combination of academic study 

and clinical practice in order to prepare their graduates.(3, 8, 9)   The early Western 

Australian physiotherapy curriculum was no different.  The first year of the course was 

entirely academic, and clinical work at Royal Perth Hospital was introduced in the 

second year.(8)  

Early students remember that practical work emphasised massage over all other 

physiotherapy techniques.(8)  Subjects were taught in a way that is now recognised as 

educator-centred.  For example, there was a significant amount of rote-learning, 

lectures were delivered in a didactic style and the students were taught prescriptive 

treatments for different conditions, with little emphasis on problem solving.(8)  Clinical 

training followed a traditional apprenticeship model that was mainly concerned with 

the development of psychomotor skills.(3, 8)       
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The current climate of physiotherapy education emphasises a student-centred 

approach to teaching.  Universities endeavour to develop skills in their students such 

as independent learning, clinical reasoning and inter-professional teamwork.(4)   There 

has been an exponential increase in the knowledge base and literature relevant to the 

physiotherapy profession, and students are exposed to a more extensive curriculum 

today than they were in the past.(4)  Clinical education is no longer confined to a 

hospital environment, but includes many other health care settings such as nursing 

homes, private practices and rural centres.(10)   Whilst clinical practice once 

emphasized the treatments of massage, medical electricity and exercise therapy (8) it 

nowadays covers much broader ground, to incorporate the expanding scope of 

physiotherapy practice. (9)     

Over time, the qualification required to practice as a physiotherapist has evolved from 

a diploma to a university degree.  As of 2012 there are three universities offering entry 

to practice physiotherapy degrees in Perth, Western Australia.  While new graduate 

physiotherapists were previously only allowed to work under medical supervision, 

today’s students graduate as autonomous therapists with the ability to practice as 

primary-contact practitioners.(3, 8, 11)   Approximately 220 students graduated in 

Western Australia in 2011, which is more than double the number of graduates from a 

decade earlier.   

1.2.3 The Physiotherapy Workforce in Australia 

The physiotherapy workforce is the largest contributor to healthcare in Australia after 

medicine and nursing.(12)  However there is a critical shortage of physiotherapists in 

Western Australia(13)  and Australia(14); in particular in the public sector and in rural and 

remote areas.(15, 16)  One reason contributing to this shortage is that the Australian 

population and its life expectancy are increasing.(17)  In addition, the Australian 

physiotherapy workforce is ageing and experiencing a reduction in capacity due to 

retirement of its professionals.(15)  Furthermore, physiotherapy remains a 

predominantly female profession, and females are more likely to work part-time and 

take extended breaks from the workforce.(15, 18)  Physiotherapists are also leaving the 

profession because of perceived limitations in career opportunities and insufficient 

financial reimbursement.(12, 19)  One method the profession has taken to address this 
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shortage of physiotherapists has been to increase the intake of students, the 

implication of which is discussed in more detail below. 

The most recent national workforce data reported approximately 16,000 registered 

physiotherapists in Australia.(18)   The average age of physiotherapists was 39 and 76% 

were female.  The most recent Western Australian workforce data reported 2335 

registered physiotherapists.(20)    The average age was 40 years and 78% were female.  

Almost twice as many physiotherapists worked in the private sector than the public 

sector and most were working as clinicians.  Only approximately 10% were involved in 

the clinical supervision of physiotherapy students.(19, 20)    

1.3 Physiotherapy Clinical Education 

1.3.1 Clinical Education  

Clinical education is defined as learning in the clinical setting (21, 22)   and is considered 

critical and integral to the education of health care professionals.(4, 10, 16, 23)   It provides 

students with opportunities for patient contact, which is rated by students as a highly 

valuable learning experience.(24-26)   Student interactions with patients are supervised 

by qualified practitioners who guide their development of essential skills in the 

practice environment, which enables students to acquire professional skills.(27)  The 

acquisition of these skills is assessed against expected standards, thereby providing 

educators with the ability to make decisions about a student’s competency to practice 

and their eligibility to graduate.(28)   

 

Clinical education also allows students to progressively develop clinical and 

professional expertise, to consolidate theory into practice and to receive feedback on 

their analysis and decision making skills.(21, 25, 29)  It provides students with the 

opportunity to acquire and demonstrate skills that are difficult to simulate in a 

classroom setting, such as rapid clinical decision making, taking responsibility for a 

caseload and time management.(30)  It also offers students opportunities for 

professional socialisation(31)  which allows them to develop their own attitudes and 

professional identity.(32)  Clinical education provides opportunities to observe other 

health professionals, and should be an opportunity to stimulate self-directed 
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learning.(21)  As well as helping students to acquire such a broad range of skills, clinical 

education helps to bridge the theory-practice gap that may exist between university 

and the workplace.(33)  

1.3.2 Clinical Education of Physiotherapists in Australia  

Clinical education is part of the foundation of physiotherapy education in Australia.(3, 4, 

29)  All Australian physiotherapy courses include mandatory supervised practice in a 

range of clinical settings,(5) and students must spend a pre-requisite number of hours 

on clinical placement and demonstrate specific clinical competencies in order to 

graduate.(10)  

In a four year undergraduate degree, clinical education is usually introduced in the first 

or second year.(34, 35)  Students attend a supervised placement experience in a group, 

typically in a low-acuity area; for example a community setting or an outpatient clinic. 

In second and third years students spend progressively more time in clinical education, 

gain exposure to different environments and are given greater responsibility for 

patient care.(34, 35)  This culminates in fourth year, when students are on placement for 

30-35 hours a week, in four or five week blocks, for around 30 weeks of the year, 

depending on the university they attend.(4)   

Physiotherapy clinical placements in Australia traditionally used a 1:1 

student:supervisor model (36, 37) in which one student attends a placement with one 

supervisor.  However recognition of the need for, and benefits of, collaborative 

learning placements in the profession have been reported in several studies (22, 38, 39)   

and will be discussed in more detail in Chapter Two.  Collaborative learning placements 

are defined as “...multiple students engag[ing] in collaborative practice as part of their 

professional development...”. (22p1289)    For example, the 2:1 collaborative model 

involves two students attending the same placement at the same time and being 

supervised by one physiotherapist.   

While on placement, students are supervised by qualified physiotherapists.  Stiller et 

al(40) have identified two basic models of student supervision used by health 

professionals to deliver physiotherapy clinical education in Australia.  The first is the 

‘shared responsibility model’.  In this model, a student attends a placement at a health 
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facility and is supervised by a physiotherapist employed by that facility.  The 

physiotherapist maintains a full or near-full caseload whilst the student treats some or 

all of their patients.  In this way student supervision becomes an additional part of the 

physiotherapist’s caseload.  The shared responsibility model is the model most 

commonly used in Australia.(40)  In the second model, the physiotherapist is a 

designated supervisor employed by the facility or by a university, and their caseload is 

considerably reduced to allow them to specifically focus on student education.(40)  

The physiotherapist who is responsible for supervising students for the length of their 

placement is termed the clinical educator.  In some instances students will receive 

additional supervision.  A physiotherapist employed by the university will attend the 

placement once a week and typically spend three hours supervising the student.  This 

physiotherapist is termed a clinical tutor.   Whether or not a clinical tutor attends a 

placement may depend on several factors including: the location of the placement, for 

example the provision of clinical tutors is not common outside of the metropolitan 

area in Western Australia; the capacity of the university, which may or may not have 

clinical tutors available for each student; and the requirements of the student, for 

example a borderline or failing student may receive additional supervision.  If a clinical 

tutor is present it serves as a method of increasing the reliability of student 

assessment on the placement, as the student will be assessed by both supervisors.(41) 

1.3.3 Assessment on Clinical Placement 

Clinical education provides a means of assessing students’ performance and skills in 

the workplace.  It is one of the few ways to assess competency at the highest level of 

Miller’s pyramid(30) (Figure 1).   The pyramid is a framework of clinical competence that 

distinguishes between knowledge, performance and action.(42)   Many of the 

assessment measures used in the university setting are capable of evaluating whether 

a student ‘knows’, ‘knows how’, or can ‘show how’ to do something, but in order to 

assess actual performance – ‘the ‘does’ at the top of the pyramid – a form of 

observational assessment is needed.  Clinical education provides this opportunity.   

One of the main aims of clinical assessment is to ensure that the professional 

standards of new graduates are maintained.(28)  It also offers benefits to the teaching 

and learning process for students, for example: it is an opportunity for them to receive 
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feedback about their performance, which can guide future learning; it can develop 

their skills in self-assessment and reflective practice; and it helps to define what is 

important to learn.(28, 30, 43)  

 

 

Figure 1: Miller’s pyramid of competence.  Adapted from Epstein 2002. (43) 

 

In 2009 the Assessment of Physiotherapy Practice (APP) form was introduced.  This is a 

standardised, valid and reliable clinical assessment tool which reflects the Australian 

Standards for Physiotherapy.(28, 44)  It is the first attempt in Australia to have an 

assessment form that can be used nationally and it is currently used to assess all 

physiotherapy students in Western Australia.(28)  The APP is used by clinical supervisors 

to provide formative assessment at the half-way point of a placement and summative 

assessment in the final week.(45)  Clinical educators assess the performance of a 

student over the duration of a placement, whilst clinical tutors may assess the student 

performing a ‘one-off’ intervention.  A ‘pass’ score on the APP indicates that the 

Does 

(action) 

Shows how 

(performance) 

Knows how 

(applied knowledge) 

Knows 

(knowledge) 
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student is competent to the level expected of a new graduate in that particular clinical 

area, such as orthopaedics or neurology.(44)  

1.3.4 Changes in Physiotherapy Clinical Education 

Placements for physiotherapy students in clinical settings are changing in response to 

new challenges and demands.  Universities, health facilities and clinical supervisors are 

adapting to increased student numbers, staff shortages and financial constraints,(10, 33)  

against a background of constant need for significant time in clinical placements by 

students prior to graduation.(4)   

Australian universities have increased the intake of physiotherapy students in response 

to a national shortage of physiotherapists.(14, 46)   There was an estimated 85% increase 

in physiotherapy student numbers in Western Australia between 2003 and 2007 which 

occurred as a result of increased student intake into existing degree programs and the 

creation of new degree programs.(14)  This created an increased demand for clinical 

placements in healthcare facilities.(46, 47)  With only 10% of physiotherapists reporting 

to be involved in student supervision,(19, 20)  it may appear that there is capacity within 

the profession to provide a greater number of placements, however the system 

remains under pressure for a number of reasons.   

Public hospitals provide the majority of the clinical education opportunities for 

physiotherapy students,(16, 47, 48)  in a  system that is largely dependent on the goodwill 

of physiotherapists and their employers.(12)    Physiotherapy departments may not be 

fully staffed and hence be unable to provide clinical placements, there may be a lack of 

physical space to accommodate more students, and there is usually no funding within 

physiotherapy departments specifically allocated to student supervision.(49)   The 

demands of clinical supervision are considered a contributing factor to professional 

burn-out and attrition in the public sector, and therapist s may be reluctant to take on 

students.(12) Student education in the private sector is limited by the restrictions of 

professional indemnity insurance and the increasing risk of litigation and consequently 

many private practice clinics do not offer opportunities for clinical placements.   

The profession is therefore seeing an increasing number of physiotherapy students 

who need clinical placements and a static or possibly declining number of clinical 
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placements available to them.(49)  This has led to the adoption of different models of 

clinical education.  These include inter-professional placements, the use of simulated 

patients and the introduction of collaborative placement models.(46)  Of interest in this 

research are collaborative placements, and these will be discussed in more detail in 

Chapter Two.  

1.4 The Current Study 

1.4.1 Purpose, Objectives and Questions 

The purpose of this research is to identify and explore the learning experiences of 

physiotherapy students undertaking clinical education in Western Australia.   

Many aspects of clinical education in physiotherapy are under-researched and need 

further clarification; in particular, the processes and activities that occur as part of 

clinical education.(24, 25, 27, 33, 50-53)    For example, a reported disadvantage of 

collaborative learning placement models is that students have less individual time with 

patients and with their clinical educators.(38, 51, 54)  From the literature search 

conducted in this study, the amount of time students spend in different teaching and 

learning activities whilst on placement has not been identified or described.  This leads 

to the first research question: 

How do physiotherapy students on clinical placement in Western Australia spend their 

time?   

The objectives of the first part of the research study are: 

 to identify the amount of time students spend in different learning activities 

while on clinical placement;  

 to identify the amount of time students spend with patients and with their 

clinical educator in the clinical setting; and 

 to explore the similarities and differences in time spent in different models of 

clinical placement.   

 

Whilst there is literature which describes physiotherapy students’ perceptions of 

different elements of clinical education, recent research has not been conducted in 
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Western Australia.(21, 24, 25, 55-57)  The local perspective in the current climate is 

unknown.  Therefore the second research question is: 

How do physiotherapy students on clinical placement in Western Australia perceive 

their learning experiences? 

The objectives of the second part of the research investigation are: 

 to describe the perceived learning experiences of the local physiotherapy 

student  population on clinical placement; 

 to identify how these students approach learning in the clinical environment;  

 to identify any similarities or differences between the opinions of the local 

student population and those already described in the literature; and 

 to compare and contrast students’ perceptions of clinical education 

experiences in different models of clinical placement. 

1.4.2 Significance of this Research 

A review of the current literature suggests that further research is needed in the areas 

of collaborative learning in physiotherapy clinical education and the teaching and 

learning opportunities available to physiotherapy students in the clinical setting.(24, 25, 

27, 39, 47, 51, 53, 58)  The proposed research will provide a current perspective on the clinical 

education of physiotherapy students in Western Australia.  It is considered that the 

findings will be relevant to physiotherapy educators, researchers and academic staff in 

Western Australia and further afield.   

This research will, to the best of my knowledge, be the first to make an attempt to 

quantify the learning activities that physiotherapy students undertake on placement.  

This investigation aims to identify and understand what occurs during clinical 

education, a research goal identified by other authors but not yet described in the 

literature.(33, 58)   

The current study will also contribute new information regarding collaborative learning 

placement models.  The majority of the previous research published in the literature 

has focussed on the 2:1 placement model, with few studies including other supervision 

models for comparison.  As collaborative learning placements are now taking on a 
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wider variety of forms,(47) there is a need for the newer models of education to be 

investigated.   

This research will provide up-to-date information and data relevant to today’s 

participants in physiotherapy student education.   It will reflect the current health care 

climate and describe the current status of physiotherapy clinical education in Western 

Australia.  It is felt that the findings will benefit those physiotherapists who work as 

clinical educators, university staff who plan the clinical education component of 

physiotherapy curricula, and academic staff concerned with physiotherapy education.   

1.5 Summary 

Clinical education is fundamental to the process of physiotherapy education and is 

adapting in response to a changing student population and workforce demands.  This 

research will provide valuable insight into the process of clinical education in different 

placement models and is a response to questions as yet unanswered in the literature 

regarding physiotherapy student teaching and learning experiences on placement.  

This chapter included a background to the topic and an outline of the purpose and 

objectives of the research.  The following chapter will be a review of the literature that 

informs the study.   
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2.  Literature Review 

2.1 Introduction 

The purpose of this research was to identify the clinical learning experiences of 

physiotherapy students in Western Australia, and their perceptions of learning in the 

clinical environment.  The previous chapter included the background and research 

questions for this study, focusing on physiotherapy clinical education.   

 

Chapter Two is a review of the published literature relevant to the research.  Firstly, 

the findings in the literature regarding collaborative learning in physiotherapy clinical 

education are discussed, and the reported advantages and disadvantages of this model 

are summarised.  Secondly, the teaching and learning opportunities valued by students 

while on clinical placement are examined.  Lastly, different learning styles theories, 

particularly those adopted by physiotherapy students, are outlined.   

2.2 Collaborative Learning 

2.2.1 Collaborative Learning    

Dillenbourg (59) gives a broad definition of collaborative learning as a situation in which 

two or more people learn or attempt to learn something together, and states that this 

definition can be interpreted in different ways.  For example, it could refer to two 

students sitting together at a classroom table instructed to work together on the same 

task, or it could refer to a group of learners contributing separate work to a joint 

project, or it could mean the lifelong acquisition of expertise in a professional 

community. (59)  For the purpose of this study the meaning ascribed to collaborative 

learning that is most appropriate to physiotherapy clinical education is that of 

interaction between two or more students working on a well-defined learning or 

problem-solving task.  

2.2.2 Collaborative Learning in Physiotherapy  Clinical Education 

Physiotherapy clinical placements have traditionally used a 1:1 student:supervisor 

model, where one student is assigned to work with one clinical educator.(36, 37)  
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Collaborative learning models have for some time been proposed as a potential 

solution to the problem of placement shortages (51, 60)  and are now commonly used in 

clinical education in Australia and internationally.(10)   The collaborative learning model 

of clinical education in physiotherapy typically involves one clinical educator 

supervising two or more students(27, 36, 61)  who work together in small groups and 

assist each other in the performance of tasks and the acquisition of knowledge and 

skills.(36) 

Several studies have investigated collaborative learning in the context of 

physiotherapy clinical education.  Dean et al(47) profiled physiotherapy clinical 

education at the University of Sydney in New South Wales for three years.   During this 

time 94.1% of students experienced at least one placement in a pair, making the 2:1 

collaborative learning model the most common model used.  Approximately the same 

percentage of students undertook at least one placement in a group of four (4:1 

model, 74.4%) as experienced a placement individually (1:1 model, 72.2%).  Students 

encountered 3:1, 5:1 and 6:1 models of placement less frequently.(47)  In the public 

health system in Western Australia there are currently 1:1, 2:1, 4:1, 6:1 and 9:1 models 

being used.   

Strohschein et al(33)  provided a review of collaborative learning in physiotherapy 

clinical education and concluded that whilst it has the potential to address the need 

for more placements, there is a lack of research to demonstrate whether one model is 

better than another, or to help clinicians decide which model to use.  Lekkas et al(27)  

published a systematic review of the literature investigating collaborative models of 

physiotherapy clinical education and reached similar conclusions.  They reported a 

paucity of robust, comparative, quantitative studies and concluded that no model of 

clinical education can be demonstrated to be superior to any other.   Another 

systematic review, not specific to physiotherapy, made similar statements, claiming 

that the area of collaborative learning in clinical education is under-researched and 

recommendations of the worth of one model over another cannot yet be made.(62)  

This highlights the need for further research in this area.  

 



15 
 

2.2.3 Advantages of Collaborative Learning Placement Models in Physiotherapy  

Collaborative learning models are proposed as a potential solution to the shortage of 

clinical education placements for physiotherapy students, however there are no 

studies which evaluate their influence on placement capacity.(27)  The work of 

Ladyshewsky and colleagues was critical to the introduction and evaluation of 

collaborative models of education, (22, 36, 60, 63-65)  and much research that followed has 

focussed on identifying the positive outcomes of collaborative models.  In 1993 it was 

reported that the 2:1 model was a viable alternative to the 1:1 model because it was 

perceived as successful by physiotherapy students and clinical educators alike, and 

provided valuable learning experiences for students.(63)   In this study, students on 2:1 

placements appreciated being able to help each other through joint problem solving 

and discussion, and found it less stressful to enter a new clinic environment when on 

placement with another colleague than when on a placement alone.(63)   

 

The concept of support from peers often recurs in the literature as an advantage of 

collaborative learning models.(22, 38, 51, 54)   Baldry Currens and Bithell(54)  interviewed 

and sent questionnaires to 61 physiotherapy students asking about their perceptions 

of the 2:1 model.  The overall impression from students and educators was positive, 

and they reported that one of the main advantages of 2:1 placements was the 

opportunity to learn with and from each other.  The presence of another student on 

placement allowed them to share ideas and engage in peer discussion and practice, 

and to participate in structured small group learning scenarios; for example tutorials.  

The authors conclude that because these experiences would not have been possible 

on a 1:1 placement, collaborative models have the potential to offer students a greater 

variety of clinical experience on placement.(54)  

 

Moore et al(51)  interviewed 48 physiotherapy students and 8 clinical educators, 

exploring the advantages and disadvantages of 2:1 and 3:1 collaborative learning 

models.  They found that peer support was a key theme that emerged from their 

interviews and all students reported finding value in having another student on the 

placement with them.  The students described gaining interpersonal support, such as 

decreasing feelings of anxiety and isolation; and educational support, such as the 
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ability to problem solve and practise techniques with each other.  Educational support, 

or peer-assisted learning, is also reported to enhance student participation and 

learning on collaborative placements in other studies.(37, 38, 66)   

 

Early research investigating the outcomes of collaborative placements was also 

concerned with the effect that more students would have on an institution’s clinical 

productivity.  Student supervision is perceived as time-consuming and burdensome(67) 

and in the shared responsibility model of clinical education, student supervision adds 

to a clinician’s workload.  Therefore, more than one student has the potential to 

demand more time away from a therapist’s clinical and non-clinical duties, and thus 

decrease an institution’s productivity.  However, in contrast, published research has 

shown that collaborative placement models do not have a negative effect on 

productivity, providing clinicians delegate some or all of their workload to the 

students.(22, 55, 60)   

 

It has also been suggested that collaborative learning models promote increased 

clinical competence.  In a retrospective study involving third-year Canadian 

physiotherapy students, comparison of assessment results between 2:1 and 1:1 

placement models showed a significant difference in measures of clinical competence 

in favour of the 2:1 group.(36)  This is the only paper identified that includes 

competency assessment scores as an outcome measure in physiotherapy clinical 

placements,(27) however it is also worthy of consideration because it provides a 

thorough review of collaborative learning literature, uses a reliable and valid outcome 

measure, and makes comparisons between two groups of students that are well-

matched.(36)   Another study used a quasi-experimental design to compare competency 

between individual and paired students in a single physiotherapy intervention.  The 

paired students, who engaged in peer-assisted learning, performed consistently better 

than the individual students.(64)   

2.2.4 Disadvantages of Collaborative Learning Placement Models in Physiotherapy 

One commonly reported disadvantage of collaborative learning placement models is 

the potential to create competition between students. Descriptions of negative 

competition include contesting for the time and attention of the clinical educator, 
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disliking the potential to be compared to other students, and the possibility of 

personality clashes between students.(38, 54, 55, 63)  However several studies have 

concluded that unhealthy competition does not occur as often as feared.(51, 54, 55)  

Instead, competition may have a positive influence on the students, acting as an 

incentive to improve performance. (54, 55) 

 

A consistent theme reported in the literature is that students on collaborative 

placements may have less individual time with their clinical educator.(38, 51, 54)  Students 

value time with their supervisor as an opportunity to build rapport and develop a 

collegiate relationship(68) and a lack of individual attention may make this more 

difficult to achieve.   In addition, minimal one-on-one supervision may make it more 

difficult for clinical educators to identify individual students’ strengths and 

weaknesses, which may make feedback and assessment less effective.(38, 54, 55, 68)   Most 

frequently, students report that a lack of personal attention from their clinical 

educator results in a reduction in the level of individualised feedback they receive.(38, 

51, 55)   Specific, immediate feedback is an essential tenet of effective teaching and 

supervision,(69) and students value feedback highly and prefer it to be provided 

individually, rather than in a group.(25, 38, 53) 

 

Consistent with having to share access to their supervisor, students on collaborative 

placements also dislike having to share other resources; such as computers, learning 

materials and most importantly, patients.(51)   Students report that their clinical 

placement experience is improved by contact with patients, because working with real 

patients broadens their understanding and promotes a deep approach to learning.(24, 

25)  They therefore perceive time with their clinical educator and time with patients as 

very valuable teaching and learning experiences on placement, and these may be 

compromised in collaborative learning placement models.   

 

The current research provided an opportunity to investigate Western Australian 

physiotherapy students’ perceptions of the advantages and disadvantages of 

collaborative learning.  
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2.3 Teaching and Learning on Clinical Placement 

Learning in a clinical environment is an essential element of physiotherapy education(3, 

4, 10, 16, 23)  and presents opportunities and challenges that are different to those 

experienced in a classroom.(30) Clinical education provides students with opportunities 

to learn clinical, professional and communication skills through teaching, observation 

and role modelling in the workplace.(70, 71)  However, demands such as time 

constraints, a lack of appropriate patients, and a busy workload present challenges 

unique to teaching and learning in the clinical setting.(72, 73)   

 

The role of the teacher in clinical education has changed in recent decades, coinciding 

with the move away from a teacher-centred, pedagogical approach to a student-

centred, andragogical approach to health professional education.(74, 75)   Clinical 

educators are no longer seen as conveyors of knowledge but facilitators of learning.(74-

76)   It is a widely held view that the student should be an active participant in the 

learning experience, and that clinical education should guide students to become life-

long learners who are committed to continuous professional development and take 

responsibility for their ongoing learning needs.(33, 42)  It is therefore important to 

identify factors which create optimal learning experiences for students in the clinical 

setting. 

2.3.1 Attributes of the Clinical Educator  

The clinical educator is recognised as one of the most important influences on a 

student’s clinical placement experience.(24, 50, 77-79)   When asked to identify 

characteristics of a good clinical educator, physiotherapy students value those who 

show an interest in them; who appear enthusiastic about student supervision; and 

who are approachable, knowledgeable and willing to share their knowledge.(80-83)  It 

was reported in an American study that whether clinical educators had a professional 

qualification in teaching was not associated with greater student satisfaction with 

clinical education.(50)  Nonetheless, students do appreciate a clinical educator who has 

effective teaching skills (77, 82, 84); for example, the ability to provide effective feedback 

and the ability to structure a learning session to meet the students’ individual 

needs.(21) 
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Onuoha(84) found that students and clinical educators had a high level of agreement 

(80%) regarding effective clinical teaching behaviours, with both groups rating 

communication skills, such as the ability to provide prompt and effective feedback, 

highest.  This was followed by professional skills, for example demonstrating 

competent practice; then interpersonal skills, including making the student feel 

welcome; and finally teaching skills such as discussing expectations with students.  The 

differences between these four skillsets were found not to be statistically significant 

and the authors concluded that an effective clinical educator should demonstrate 

expertise in all of these areas.(84)  Cross(81) reached similar conclusions, in that there 

was agreement between students and clinical educators as to the attributes of the 

‘ideal’ clinical educator with communication and interpersonal skills ranking higher 

than professional or technical skills.  In a study by Jarski et al(82) both students and 

clinical educators rated the availability of the supervisor and their ability to provide 

constructive feedback and appropriate learning opportunities as the most helpful 

behaviours on clinical placement.  The authors also suggested that clinical educators 

should foster a positive relationship with, and be easily accessible to, their students.(82)   

 

Most physiotherapy clinicians in the public health system consider clinical education to 

be a core component of their role as a physiotherapist(67, 78)  and most are enthusiastic 

about student education(67, 78, 83, 85) despite there reportedly being few incentives and 

rewards for clinical teaching.(72)   Characteristics of the clinical educator have an 

important effect on how students perceive their clinical learning experiences, however 

there are other factors that are also considered significant influences, which will be 

described next.   

2.3.2 Teaching and Learning Opportunities Experienced by Students on Placement 

Clinical education involves teaching and learning activities focusing on patients and 

their problems.(71)  While there is little published research which investigates how this 

occurs and which strategies are the most effective, some studies have identified the 

teaching and learning opportunities that students and clinical educators consider the 

most valuable on placement.(25, 53)   These are outlined in the following paragraphs. 
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The Patient Encounter 

Physiotherapy students consistently rate patient contact as one of the most important 

learning experiences on clinical placement.(24, 25, 58)   Healey(24)  interviewed ten 

physical therapy students about their approaches to learning on placement.  The 

author clearly describes the qualitative methodology of this study including the 

strategies used to increase the credibility of the findings.  All of the students in this 

study indicated that time spent with patients was essential to their learning because it 

is meaningful, motivating and provides opportunities to integrate theoretical 

knowledge and clinical experience.  The students recognised that patient care was a 

responsibility as well as a learning experience, and reported being more likely to adopt 

a deep approach to learning when they were working with challenging patients.(24)   

The author concluded that clinical educators should endeavour to provide 

progressively thought-provoking patient-centred interactions for students.(24)   Babyar 

et al(86)  also stressed the importance of patient encounters in clinical education.  

Students identified patient care as the having the most influence on the development 

of their clinical reasoning skills.  They gained the most benefit from having discussions 

with their supervisor immediately before and after an interaction with a patient.(86)    

 

Ernstzen et al(25) reported the results from questionnaires completed by 70 

physiotherapy students, investigating what they identify as effective clinical learning 

opportunities.  The questionnaires were designed by the authors, who describe a 

thorough process of review of other research literature.   This study reports a high 

response rate from the participants, who are a clearly defined group of physiotherapy 

students with similar characteristics to those in this current study.  When participants 

in Ernstzen et al’s study were asked to select their six most valuable learning 

opportunities, time with patients was selected most frequently.  Ninety-three percent 

of students agreed that they learnt most whilst treating a patient when their clinical 

educator was present to observe and provide feedback.(25)  In a follow-up study 

students described patient contact as valuable because it promoted their clinical 

reasoning, communication and self-evaluation skills.(53)          
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Patient contact is recognised as important by all physiotherapy students, regardless of 

their year of study.  Lindquist and colleagues (58) explored the learning experiences 

valued by first-year physiotherapy students.  At this early stage of their education, they 

also stated that they valued patient interaction.  However, first year physiotherapy 

students perceive different benefits of patient interaction to students in later years.  

Whilst more senior students value the opportunity to analyse and diagnose patients’ 

problems, less experienced students value the opportunity to feel, observe and assess 

patients’ symptoms.  For example, students in Lindquist’s study appreciated being able 

to feel stiff joints and test weak muscles, of which they have little experience, having 

only otherwise practiced on each other in a classroom situation.(58) More experienced 

students, however, report benefits from demonstrating patient management to their 

clinical educator and then being questioned about their thoughts, decisions and 

analysis.(24)  While less experienced students appreciate the opportunity to meet 

patients and communicate with them, more experienced students report benefits 

from interactions with challenging patients with more complex problems.(58, 86)   

Feedback 

Effective feedback is an essential component of teaching and learning in the clinical 

environment because it enables students to identify what they have done well, what 

they need to improve on and how they can make changes to achieve the learning 

objectives.(42, 69, 72)  Students overwhelmingly value feedback regarding their patient 

management.(21, 24, 25, 53, 58)  In a clearly-described Australian study the authors used 

focus groups to examine students’ experiences of their first clinical placement 

experience.  The participants reported that they appreciated a clinical educator who 

gave direct and immediate feedback, because it helped to identify their learning 

needs.(21)  Similarly, in a South African study, students reported that prompt feedback 

which identified their strengths and weaknesses enhanced their learning more than 

any other teaching or learning experience on placement.(25)  Physiotherapy students in 

an American study described feedback as crucial to promoting a deep approach to 

learning on placement because it allowed them to integrate knowledge and critically 

examine their own performance.(24)   
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Physiotherapists also recognise the importance of providing feedback to students on 

their performance.  Onuoha(84)  asked clinical educators to assign a rating against 40 

teaching behaviours (1 = unimportant to 5 = extremely important) and the two 

behaviours relating to feedback received the second and third highest mean scores.  

Students in this study also assigned ratings to the same scale, with the same result.(84)  

In another investigation, clinical educators believed that receiving feedback was the 

experience from which students learnt the most, and the authors concluded that 

training clinical educators to be able to provide effective feedback is imperative to 

improving the learning experience for students.(21)  

Discussion with Supervisors 

As mentioned above, Babyar et al (86) found that students perceive benefits from 

having discussions with their supervisor immediately before and after their 

interactions with patients.  The students involved in two studies by Ernstzen et al(25, 53) 

agreed that ‘discussion with the teacher’ was one of the most valuable learning 

experiences on placement.  Participants stated that discussions helped them to 

develop their problem solving, clinical reasoning, communication and reflection 

skills.(53)  In another research study, the students stated that discussions with their 

clinical instructors were a positive factor in promoting learning.(24)  Furthermore, it has 

been reported that students prefer to be able to have individual discussions with their 

supervisor, rather than in a group setting.(25) 

Individual Versus Group Learning Experiences 

Whether a student attends an individual or a collaborative placement model may 

impact the effectiveness of their learning while on placement.  Kell and Owen(56)  

provide a thorough description of the sample participants and the setting of their 

study, which evaluates the approaches to learning on placement of 90 physiotherapy 

students.  The participants completed a questionnaire reflecting on a just-completed 

placement which identified their perceived approach to learning as deep, strategic or 

surface.  The authors report that the students were more likely to adopt a surface 

approach to learning when there was more than one student on placement and that 

deep learning was greatest in 1:1 placement models.(56)   
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Other work, however, suggests that the presence of other students on placement 

contributes to the development of peer support and a safe learning environment(22, 51) 

which have positive effects on student learning.  For example, the opportunity to 

discuss treatment ideas and practice techniques with another student may reduce 

dependency on the clinical educator and promote independent learning.(54)  It may also 

offer a wider variety of clinical learning experiences.  Ladyshewsky et al(22) collected 

the opinions of students undertaking 1:1 and 2:1 placements regarding the quality of 

their placement.   One of the statements they responded to was whether adequate 

clinical learning opportunities had been available to them.  The students who had 

completed 2:1 placements were more positive in response to this question than those 

on 1:1 placements.   

 

While students can see the value of peer learning on clinical placement they rate 

individual learning experiences more highly than group ones.(25, 38, 51, 54)   As well as 

preferring individual discussions, students also prefer feedback to be given individually 

rather than in a group.(25, 38, 53)   Furthermore, students would rather engage in one-to-

one learning sessions with their clinical educator than group learning sessions, and to 

demonstrate patient treatment to their clinical educator individually rather than with 

their peers.(25, 38, 53)    

Workload 

As previously mentioned, physiotherapy students report increased learning and 

improved satisfaction with clinical education when they have more time with patients 

and more time with their supervisor.  However, as most clinical placements operate 

using a shared responsibility model,(40) in which the clinical educator retains a caseload 

and administrative duties, they may be unavailable to their students for periods of 

time.  Indeed, studies have shown that students’ satisfaction decreases as the clinical 

educator’s caseload increases and the amount of time the clinical educator is available 

to provide observation, feedback and discussion decreases.(54, 63)   

 

Studies have also found that a clinical workload that is either too busy, or not busy 

enough, has a negative influence on students’ learning.  An early investigation 

reported an unsuccessful experience implementing a 2:1 model, and hypothesized that 
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an excessive workload contributed to its failure.(38)  In a more recent study, excessive 

time constraints are reported to limit the amount of time students can spend with 

patients and then process and reflect on these experiences.(24)    Conversely, an 

inadequate patient caseload also leads to reduced student satisfaction with their 

clinical education, because of the limited opportunities for patient contact.(51, 55)  

 

However, in early work comparing 2:1 and 1:1 models, the majority of the 

physiotherapy students on 2:1 placements did report an adequate caseload.(22, 63)  In 

1998 Ladyshewsky and colleagues(22) investigated the effect of the 2:1 model on 

clinical educator productivity in Western Australia.  As part of this study 38 final-year 

physiotherapy students identified how much time they spent in direct patient care 

each day. On average, students on 1:1 placements spent 57% of their time engaged in 

direct patient care and similarly, students on 2:1 placements spent 55% of their time in 

direct patient care.  The authors concluded that there was no significant difference in 

the amount of time students spent in patient care between the two models, but did 

not explore this in more detail; for example they did not attempt to identify how much 

time they spent with their clinical educator or in collaborative learning activities.(22)  

The amount of time students spend in different learning activities, with their clinical 

educator and with patients will be identified in the present study and compared 

between placement models. 

 

In summary, the learning opportunities which students perceive as most beneficial are: 

time with patients, time for feedback and discussion with their clinical educator.  

Overall, physiotherapy students prefer to work individually than in a group.  These 

experiences may be threatened in a collaborative learning placement model, as a 

student competes for time, resources and attention with their peers.  This may be 

particularly evident in a hospital ward environment, where there is potentially a finite 

caseload.(22)   The current research study will collect data to identify how much time 

students do spend in different activities on placement.  This will enable comparisons to 

be made between individual and collaborative models, and to explore the influences 

placement models have on physiotherapy student learning in the clinical environment.   
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2.4 Learning Styles and Approaches to Learning  

2.4.1 Introduction 

As this research study aims to investigate the learning activities undertaken by 

students on clinical placement, it was considered important to also assess how the 

participants approach learning in the clinical environment.  It was thought that having 

a particular learning style, or preference for particular learning activities, might 

influence the amount of time spent by a student in certain activities.  Honey and 

Mumford state that “Learning has happened when people can demonstrate that they 

know something they didn’t know before…and/or when they can do something they 

couldn’t do before…” (87 p2)    The way in which an individual prefers to engage in 

learning is their ‘learning style’.(88, 89)   The way in which they choose to engage in a 

learning task is their ‘approach to learning’. (90)   A wide variety of learning style models 

have been described in the literature, and those commonly discussed in physiotherapy 

literature are reviewed in the following pages.(87, 91, 92) 

2.4.2 Kolb’s Learning Cycle 

Kolb proposes a four-stage cycle of learning which emphasises the role that experience 

plays; that is to say, learning occurs as students reflect on an experience and build on 

their prior knowledge(91) (Figure 2).  
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Figure 2: Kolb’s experiential learning cycle(91)  

 

Each stage of this cycle reflects different learning abilities, which are defined as: 

 Concrete experience (CE); there is a preference for experiential learning 

 Reflective observation (RO);  there is a preference for careful observation prior 

to any action 

 Abstract conceptualisation (AC);  there is a preference for conceptual and 

analytical thinking 

 Active experimentation (AE);  there is a preference for active trial and error 

learning(91)  

 

Kolb’s Learning Style Inventory measures an individual’s relative emphasis on each of 

these four learning abilities, and also the extent to which they prefer abstractness over 

concreteness and action over reflection.  It is a 12-item self-report questionnaire in 

which subjects rate their preference in each item from 1 to 4 (1 = ‘least like you’, 4 = 

‘most like you’). The summed scores reflect an individual’s preference for the four 

learning abilities (for example, abstract conceptualisation) and combination scores 

enable categorisation into the corresponding preferred learning style (for example 

converger).  Kolb’s four learning styles are defined in the following table: 

Concrete 
experience 

Observation and 
reflection 

Format of abstract 
concepts and 

generalisation 

Testing of 
implications of 

concepts in new 
situations 
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Table 1: Descriptions of Kolb’s learning styles.  Adapted from Cassidy(88) 

Kolb Learning Style Description Preferred learning 
abilities 

Converger Excel at the practical 
application of ideas.  Prefer 
to deal with things than 
with people.  Act based on 
an abstract understanding 
of the task and projected 
strategies for successful 
completion of the task. 

AC and AE 

Diverger Are able to view concrete 
situations from many 
perspectives.  Are 
imaginative and good at 
generating ideas.  

CE and RO 

Assimilator Like to create theoretical 
models and are good at 
inductive reasoning.  Place 
emphasis on logical 
theories. 

AC and RO 

Accommodator Prefer hands-on learning, 
experimenting and trial-
and-error.  Are intuitive 
and able to adapt to 
diverse solutions. 

CE and AE 

 

Kolb’s work on learning styles is well-known in the education literature and is 

frequently referred to in physiotherapy education.  

2.4.3 Honey and Mumford’s Learning Style Theory  

Honey and Mumford’s learning style theory is based on the work of Kolb and proposes 

a similar four-stage learning cycle of experiencing, reviewing, concluding and planning, 

as illustrated in Figure 3.(87)    
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Figure 3:  Honey and Mumford’s learning cycle(87)  

 

In contrast to Kolb’s learning styles, which are the result of combining preferred 

learning abilities, Honey and Mumford propose that each stage of their learning cycle 

defines a different learning style.  An individual’s preference for a particular style can 

be assessed with the Honey and Mumford Learning Style Questionnaire, an 80-item 

self-report inventory, and classified as either: activist, reflector, theorist or pragmatist 

(Table 2).  Honey and Mumford acknowledge that their learning styles are comparable 

with those defined by Kolb.(87)  
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Table 2: Description of Honey & Mumford’s learning styles, and their relationship to 
Kolb’s learning abilities and styles(87)  

Honey and Mumford 
Learning Style 

Description Kolb equivalent 

Activist Prefer to experience.  
They like to take action 
and involve themselves 
fully in new 
experiences. 

Active experimentation 
Accommodator 

Reflector Prefer to observe from 
multiple perspectives 
before concluding.  Like 
to think about data 
thoroughly before 
coming to any 
conclusion. 

Reflective observation 
Diverger 

Theorist Prefer rationality and 
logic.  Like to analyse 
and synthesize a range 
of material and are able 
to integrate their 
observations into 
logically sound theories. 

Abstract conceptualisation 
Assimilator 

Pragmatist Prefer problem solving 
and trying out ideas and 
techniques.  They like to 
apply theories and 
ideas in a practical 
manner. 

Concrete experience 
Converger 

 

 

2.4.4 Deep, Surface and Strategic Approaches to Learning  

Another approach to the classification of learning styles assesses the level of 

engagement or depth of processing applied during learning(88) and defines it as an 

‘approach to learning’.  In contrast to a learning style, which is adopted by a student 

regardless of the demands of the learning task, a learning approach is chosen by a 

student with regard for the context of the learning task.(90)  Learning approach theory 

was developed by Marton and Saljo in 1976, later refined by Entwistle et al and again 

by Biggs.(93)    
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 Biggs(92) proposes a learning model involving three stages – presage, process and 

product.  Presage refers to factors such as the student’s prior knowledge, IQ, 

personality and abilities, as well as situational factors such as the teaching method 

used and the course structure.  Product refers to the student’s performance and 

results of assessment.   Process refers to the way in which a student decides to 

undertake learning, and how they move from presage to product.  Process refers 

primarily to a student’s motives and strategies for learning, and these define their 

approach to learning.(92, 94, 95)   Three approaches to learning have been defined – 

surface, deep and achieving (Table 3).  

 

Table 3: Description of learning approaches(93, 96) 

 Surface Approach Deep Approach Achieving 
Approach 

Motive Extrinsic Intrinsic  Achievement 

Strategy Memorising  Understanding Efficiency 

 

A student with a surface approach to learning will be driven by extrinsic motivation 

such as the consequences of learning, rather than learning itself,(95)  and will use 

strategies such as rote learning and memorisation to reproduce the signs of learning, 

rather than mastering the topic.(93, 94, 97)   In comparison, a student with a deep 

approach to learning will be driven by intrinsic motivation, such as a desire to achieve 

a personal understanding of the topic, and will use strategies such as looking outside 

the syllabus for information and trying to find ideas, themes and meaning in the 

topic.(95, 97)  Alternatively, an achieving, sometimes also known as strategic, approach is 

based upon obtaining the highest grades(92, 96)  by adapting to the assessment 

demands.(88, 89)  The student will manage their time and resources and use whatever 

strategies they need in order to succeed.(88, 89, 93)      

Biggs’ Revised Two-Factor Study Process Questionnaire (R-SPQ-2F) is designed to 

assess students’ approach to learning in the context of a particular learning situation.  

Biggs et al(93)  state that it can be used in three ways.  Used as a one-off assessment, it 

will identify students’ preferred approach to learning, and thus describe variability 

within a student population in a given teaching context.  If used repeatedly in different 

contexts it can be used to describe how individuals handle different learning situations, 
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and if given to different groups of students it can be used to describe how teaching 

contexts differ.  The R-SPQ-2F is a 20 item inventory in which students respond to each 

item using a 5-point anchored response  scale (A = never or only rarely true of me, E = 

always or almost always true of me).   It is derived from the initial and lengthier 42-

item Study Process Questionnaire which was developed for use with Australian tertiary 

students,(92)  and excludes the ‘achieving’ or ‘strategic’ approach in its analysis.  It is 

therefore used to identify students as having either a deep or surface approach to 

learning, and two of the possible four subscales: deep or surface motive, and deep or 

surface strategy.   

2.5 Physiotherapy Student Learning Styles 

2.5.1 Academic Environment 

The majority of the published research investigating physiotherapy student learning 

styles has focussed on learning in the classroom or in an academic setting.   Mountford 

et al(98) investigated the learning styles of entry-level physiotherapy students in Perth, 

Western Australia.  The researchers administered the Honey and Mumford Learning 

Style Questionnaire to a sample of students in both Bachelor and graduate-entry 

Master programs and found that the most frequently preferred single learning style 

was Reflector.  More than half of the students indicated a preference for either the 

Reflector or Theorist learning styles which suggests a student population who prefer to 

reflect, observe, analyse and synthesize.(87)   

Most of the other research projects investigating physiotherapy student learning styles 

have used the Kolb Learning Style Inventory (LSI).  Wessel et al(99)  administered the 

Kolb LSI to 158 undergraduate physiotherapy students in Canada.  The most frequently 

preferred single learning style was Converger, and the majority of students identified 

as either Convergers or Assimilators.(99)  Wessel and Williams (100) also used the Kolb LSI 

to investigate the learning styles of 94 physiotherapy students in a graduate-entry 

physiotherapy program in Canada.  The students in this study also indicated a 

preference for the Converger learning style, followed by Assimilator.   Preference for 

the Converger learning style was also reported by Hauer et al(101)  in seventeen 

American physical therapy students assessed with the Kolb LSI, and again by Zoghi et 



32 
 

al(102)   in 49 Australian physiotherapy students.  Brown et al(103) compared the learning 

style preferences of occupational therapy, physiotherapy and speech pathology 

students.  They administered the Kolb LSI to 60 physiotherapy students in Victoria, 

Australia and reported that the most frequently preferred single learning style in their 

study was Assimilator, followed by Converger.    

In summary, the five studies described above using Kolb’s LSI all agree that 

physiotherapy students’ preferred learning style is either Converger or Assimilator.  

This suggests that this student population primarily feel that they have an analytical, 

conceptual approach to learning and prefer logical analysis and rational evaluation of 

ideas.(91, 99)    

Olson and Scanlan(104)  employed a different assessment tool to identify the preferred 

learning styles of physiotherapy students in an entry-level program in America.  They 

employed the Gregorc Style Delineator (GSD); a 40 item inventory which involves rank 

ordering of sets of words.(88)   Gregorc describes four distinct learning behaviours  – 

abstract, concrete, random and sequential.  A combination of these, as identified on 

the GSD, indicates an individual’s learning style.  Of the 190 students who participated 

in this study, the most frequently preferred single learning style (31%) was concrete-

sequential.  Adjectives used to describe this learning style are “structured, practical, 

predictable, thorough”. (104 p25)    Thirty-four percent showed a preference for one of 

the six possible dual-styles of learning, for example concrete-sequential paired with 

abstract-sequential.  The authors conclude that the majority of physiotherapy students 

in their study are task-oriented, structured, practical, predictable and thorough.(104)    

It therefore seems that that despite the use of different tools to assess learning styles, 

and despite studying different student populations in various locations, there are 

similarities in the learning styles of physiotherapy students.  Based on the findings in 

the literature, the majority of physiotherapy students report approaching learning 

logically and intellectually, as opposed to emotionally and feel they learn best from 

problem solving rather than hands-on experience.  Most said that they would rather 

deal with a practical problem than a social or interpersonal issue(103) and like to 

observe new material, possibly from different perspectives, when trying to solve a 

problem.(98)   
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In a US study, Sellheim(90)  adapted the Adelaide Diagnostic Learning Inventory for 

Medical Students, version 2 (ADLIMS 2) to profile physiotherapy students’ tendencies 

to adopt a deep, surface or strategic approach to learning.  Seven hundred and sixteen 

students in an entry-level post-baccalaureate degree program completed the ADLIMS 

2.  The results indicate that students in this study population adopted a deep or 

strategic approach to learning more so than a surface approach.  In semi-structured 

interviews students identified factors that they felt promoted a deep approach to 

learning.  These included being able to understand the relevance of what they were 

learning, and feeling challenged and engaged in an interactive classroom.  Having an 

enthusiastic teacher, an opportunity to apply their knowledge to a real clinical 

situation with a patient and the opportunity to engage in reflective practice and 

discussion with their peers was also identified as important.  Circumstances that were 

reported as promoting a surface approach to learning were lengthy classes or lectures, 

passive teaching methods, feeling overloaded by the curriculum, and preparation for 

written assessments.(90)    

2.5.2 Clinical Environment 

The studies mentioned so far have assessed the learning styles of physiotherapy 

students in an academic setting.  The authors have investigated how students 

approach studying coursework and this may be different to how students approach 

learning in the clinical environment.  Kell and Owen(56)  collected data in relation to 

physiotherapy student approaches to learning on placement using the Approaches and 

Study Skills Inventory for Students (ASSIST), a 52-item self-rating inventory that asks 

participants to rank their agreement with statements on a 5 point Likert scale (1 = 

disagree, 5 = agree).  The ASSIST was designed specifically for use in higher education 

in the United Kingdom.  It was modified by the researchers so that it reflected clinical 

placement learning experiences.  For example, “I’m not really sure what’s important in 

lectures so I try to get down all I can” was changed to “I’m not really sure what’s 

important in placement tutorials so I try to get down all I can”.  The inventory 

evaluates students’ perceived approaches to learning across three variables – deep, 

strategic and surface learning.(56)  
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Ninety physiotherapy students in the UK in either the second or third year of a three-

year undergraduate physiotherapy degree completed the inventory.  The researchers 

reported that the participants perceived themselves to be adopting predominantly 

strategic and deep approaches to learning on placement.(56)  Further analysis showed 

that students who attended a placement alone (1:1 placement model) had the highest 

scores for deep learning.  The authors conclude that clinical placements should 

therefore provide learning support and activities such that all students perceive their 

learning is important, to mirror the perceived learning benefits of the 1:1 placement 

model.(56)    

Healey(24)  describes physical therapy student approaches to learning during clinical 

education, however does not attempt to define a particular learning style or approach.  

Data were obtained through individual, semi-structured interviews and indicate that 

students’ approaches to learning are influenced by their interactions with patients and 

the clinical learning environment. The participants in this study reported that they 

were more likely to adopt a deep-learning approach on placement when they 

encountered challenging patients, adopted a patient-centred perspective, had a 

positive relationship with their clinical educator, and were given time on their 

placement for reflective practice.(24)   

Tsang et al(105)  developed their own assessment tool for identifying the learning 

approaches of physiotherapy students in Hong Kong .  The participants chose from a 

list of six possible ‘approaches’ to learning: reflective learning; problem-based 

learning; learning contract; peer group learning; problem-solving learning and peer 

assessment.  The results showed that students believed they used problem-solving 

learning and problem-based learning approaches most frequently, but students 

preferred the problem-based learning approach to all others.  In semi-structured 

interviews the participants reported that problem-based learning was preferred 

because it was active and learner-centred, and promoted long-term knowledge,(105)  

which is congruent with a deep approach to learning.   

Thus these three studies, despite using different methodologies, have reached a 

similar conclusion; that the majority of physiotherapy students appear to adopt 

strategies that promote a deep learning approach whilst on clinical placement.   The 
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current study aimed to identify the learning styles of Western Australian physiotherapy 

students on placement. 

2.6 Summary 

Clinical education in physiotherapy is an important part of the development of 

graduate-level competencies. In this chapter the published literature was reviewed 

and several themes of relevance to the current research were outlined.  Firstly, 

collaborative learning models are used in physiotherapy clinical education partly to 

address the issue of placement shortages, but also because they provide peer-assisted 

learning opportunities.  Secondly, physiotherapy students are clear about the clinical 

teaching and learning opportunities they perceive as valuable.  Participants in different 

studies have consistently regarded time with patients and time with their clinical 

educator as beneficial.  Thirdly, while students identify advantages of peer-assisted 

learning, they prefer to work individually in the clinical setting.  Finally, physiotherapy 

students are likely to adopt a deep approach to learning in the clinical environment.   

 

The current research explores physiotherapy students’ clinical learning experiences in 

Western Australia.  It will identify an important factor not yet described in the 

literature, which is the amount of time that students spend in different activities while 

on placement.  The amount of time they spend with their clinical educator, or with 

patients, or working individually or with their peers, has not yet been reported.  This 

research will examine the learning opportunities available in the clinical environment, 

and define the influence of different placement models on student learning more 

clearly.  The next chapter describes the methodology employed to achieve these 

objectives.  
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3.  Methodology 

3.1 Introduction 

The overview of the literature presented in the previous chapters indicated that 

although the teaching and learning opportunities valued by physiotherapy students 

have been defined, no studies have yet investigated the extent to which students 

experience these activities in the clinical environment.   In addition, the perspective of 

the local Western Australian physiotherapy student population regarding clinical 

education is unknown.  Furthermore, the influence that different models of clinical 

education may have on the amount of time students spend in different learning 

activities has not been identified.  The current study is a response to these issues.  This 

chapter is a description of the methodology used to underpin this study.    

The study design and rationale are outlined, as well as the population sample and the 

methods used for their recruitment.  An explanation is given of, and for, the different 

data collection instruments used, and how they were tested and administered.  Data 

analysis, ethical considerations and possible limitations of the methodology are also 

described.    

3.2 Ethical Procedures 

Human ethics approval was sought from the University of Western Australia (UWA), 

Edith Cowan University (ECU) and the University of Notre Dame Australia (UNDA).  

Approval was gained from all three institutions (Appendix A) with the following 

approval numbers: RA/4/1/4269 (UWA), project 6553 (ECU) and reference number 0011001F 

(UNDA). 

3.2.1 Researcher Bias 

The researcher is a physiotherapist with 13 years experience in clinical practice.  She 

has seven years of experience in clinical education with physiotherapy students using 

different collaborative learning placement models.   She is employed full time in a 

tertiary public hospital in Perth Western Australia and has experience as an examiner 

for Curtin University and a sessional lecturer at Edith Cowan University.  As a result, 
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efforts have been made to reduce the influence of bias on the study.   For example, the 

researcher did not supervise any students on clinical placement from Edith Cowan 

University or the University of Notre Dame Australia during the research period.  In 

addition, all recruitment and data collection was done in a group setting, data 

collection instruments were returned via a third party to ensure confidentiality, and 

additional contact with student groups was made via e-mails which were sent from the 

university Clinical Co-ordinators.   

3.2.2 Recording and Storage of Data 

The activity worksheets and questionnaires were designed so that they did not contain 

any information that would personally identify the participants.  Each activity 

worksheet and questionnaire was assigned a numerical code for identification and the 

data from them entered into EXCEL spreadsheets in a password-protected folder on a 

secure computer that was only accessed by the researcher.  Paper copies of the data 

were kept in a secure, locked cupboard only accessible by the researcher.   

Focus group data was transcribed so that all each participant was assigned a code and 

all personal information was omitted.  References to particular hospitals or supervisors 

mentioned by the participants in the discussions were de-identified.  The audio-taped 

data was kept securely in a locked cupboard only accessible by the researcher.  The 

transcripts were kept in a password-protected folder on a computer only accessible by 

the researcher. 

3.2.3 Participation 

The participants were informed that they could withdraw from the study at any time 

without prejudice.  Full details of the information provided to the students and the 

request for consent are contained in the following pages. 

3.3 Study Design and Rationale for Method 

This is a descriptive research project which uses qualitative and quantitative methods 

of data collection, and is therefore mixed methods research.(106)   Mixed methods 

research obtains objective data using quantitative methods while also investigating the 

context of practice and participant perspectives using qualitative methods.(107)    It is an 
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appropriate method to use in this study because it allows validation of findings from 

different sources and elaboration of the findings of one approach with other data, and 

is thought to be more able to reflect the complexities of comprehensive practice than 

single methodology research.(107, 108)    

3.3.1 Questionnaire 

A questionnaire was developed to be used as one of the data collection instruments.  

Questionnaires can be used in research to collect objective data relating to a subject’s 

behaviour or attitude,(109)  therefore they are an appropriate method to use in this 

research in order to identify students’ perceptions of their learning experiences.  Other 

researchers have used questionnaires to investigate physiotherapy students’ 

perceptions of their clinical learning experiences.(25, 54, 56, 77)   

The questionnaire is made up of three parts (Appendix B). The first section is designed 

to collect demographic information about the participant and the clinical placement 

they are attending at the time of completing the questionnaire.  This helped to 

describe the participant group and the clinical education environment in Western 

Australia in which the research was undertaken.  

The second part of the questionnaire was developed to answer the research question 

‘How do physiotherapy students on clinical placement in Western Australia perceive 

their learning experiences?’  Development of this section of the questionnaire was 

initially guided by a literature review.  As a result of this search, no existing 

questionnaire was identified which met all the needs of the current study.  The 

methods used in the research of  Ernstzen et al(25) were then used as a guide, because 

the aims of their study and the current one are similar.  The purpose of the study by 

Ernstzen et al(25) was to identify physiotherapy students’ preferred clinical learning 

opportunities, and the authors designed a questionnaire for this purpose.  One 

question asks participants to choose from a list of teaching/learning activities the five 

from which they felt they learnt the most while on placement.  This informed the 

development of question 7 of the current study’s questionnaire.  The survey developed 

by Ernstzen et al(25) also asked students to rate how much they learnt from different 

teaching/learning activities, using a Likert scale.  For example, “How much do you learn 

when the teacher demonstrates patient evaluation/treatment?”.(p e114)  This was used 
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as a basis for the development of questions 8 to 14 of the questionnaire used in this 

study. 

However, a significant point of difference exists between the aims of the questionnaire 

developed by Ernstzen et al and the one developed for this study.  Ernstzen et al(25) 

asked students about their clinical education experiences in general.  One purpose of 

the current research is to identify whether students have different perceptions of the 

learning experiences available to them depending on which clinical education model 

they encounter, therefore the questionnaire developed for the current research 

focuses on experiences specific to a particular clinical placement. 

The results of other studies also contributed to the decision making about the contents 

of the questionnaire used in the current research.  Physiotherapy students in a study 

by Delany and Bragge(21) were asked in interviews to identify what helps them to learn 

whilst on placement, and Ernstzen et al(25, 53) asked students about the teaching and 

learning activities that they found most valuable on placement.  Both groups of 

students report similar themes; for example direct and immediate feedback and 

demonstrations of patient treatment were regularly mentioned.  Another purpose of 

the current research is to profile the clinical education of physiotherapy students in 

Western Australia and compare it to findings described in the literature.  Consequently 

the questionnaire was designed to include information about learning experiences 

already identified as valuable in other student populations.  This was achieved through 

an extensive review of the literature.   

The final part of the questionnaire is a modified version of the ‘Revised Two-Factor 

Study Process Questionnaire’ (R-SPQ-2F) which identifies whether a student in a 

university based setting has adopted a deep or a surface learning approach.(93)  The 

authors report it to be reliable and valid, and suggest it can be used as an outcome 

measure in educational research.(93)  It is a shortened version of the Study Process 

Questionnaire, which has been shown to be reliable and valid with different student 

populations.(92, 110, 111)  The R-SPQ-2F was modified so that the wording was more 

applicable to the purposes of the current research.  For example, item 3 “My aim is to 

pass the course while doing as little work as possible” was modified to “My aim is to 

pass the placement while doing as little work as possible”.  Although several attempts 
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were made to contact the authors via the contact details specified in the paper to 

inform them of the use of the questionnaire, this was unsuccessful.   However, the R-

SPQ-2F is printed in full by the authors who state that “Readers are invited to use it to 

evaluate their teaching and for genuine research purposes.”  (93 p145)   

3.3.2 Activity Worksheet  

The second data collection instrument developed for this research study was an 

activity worksheet (Appendix C).  This was used in order to answer the research 

question ‘How do physiotherapy students on clinical placement in Western Australia 

spend their time?‘  As discussed in the literature review, current research recognises 

that there is a lack of, and a need for, further investigation of differences in learning 

experiences that may exist between different models of clinical education.(25, 33, 56)  To 

address this gap in knowledge, the worksheet was created to enable data to be 

collected that identified the range of teaching and learning experiences encountered 

by students on placement and how much time they spent in each activity.   

There are two main approaches to collecting data which reflect time spent in various 

settings.  One is work sampling.  In this method, the data are collected at intervals; for 

example every 30 minutes for two hours.(112)    The other is time-and-motion and 

records how much time is devoted to different tasks. (112)  The second approach was 

employed as it was considered more appropriate for the purposes of the current 

study.  A variety of data collection methods may be used in time-and-motion studies; 

for example direct observation,(113)  self-reported log books,(112)   personal digital 

assistants   and radiofrequency identification tags.(114)  Self-reported data was the 

method chosen for use in the current study.   

Physiotherapists in Western Australia use an activity-reporting system named ‘Allied 

Health Statistics’ (AHS) which is a computer software program into which they enter 

how much time they spend in different activities every day.  Units of time (to the 

nearest five minutes) are allocated to direct and indirect patient care.  Physiotherapy 

students are familiar with the AHS program, as they are required to use it every day 

whilst on clinical placement.  AHS data could not be immediately adopted for this 

research, as it does not have the capability to identify the amount of time students 

spend in different learning activities.  Nevertheless, it was used as a guide in the 
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development of the activity worksheet used, with the aim that familiarity with AHS 

would facilitate accurate completion of the worksheet; for example students were 

asked to allocate their time to the nearest five minutes, and for the finished data to 

add up to the total time they were on placement on the day of data recording.   

To complete the activity worksheet participants chose an activity from a list that 

represented the most common activities in which they might have participated over 

the course of a day on placement (see Appendix C).  Teaching and learning activities 

identified in other research studies(25, 53)  guided the development of the activity list, 

however variations were made to meet the requirements of the current research.  For 

example, time spent with patients was subdivided into whether or not the clinical 

educator or other students were also present.   

3.3.3 Focus Groups 

Individual interviews and focus groups have been used in other studies to identify 

perceptions of clinical education.(21, 24, 51, 53, 54)     Focus groups are a method of gaining 

in-depth information from participants about a particular topic.(115)  They were 

employed in this study to expand on the quantitative data and comments collected in 

the questionnaire regarding the research question “How do physiotherapy students on 

clinical placement in Western Australia perceive their learning experiences?”.  Focus 

groups were chosen for this study because the participant group of physiotherapy 

students was presumed to be relatively homogenous, for example of similar age and 

having engaged in shared experiences at university and on placement, and thus 

appropriate to engage in group discussion.(106)   

3.4 Population and Sampling 

3.4.1 Study Population 

Purposive criterion comprehensive sampling was used by the researcher to identify 

potential participants.  Purposive sampling is “…designed to enhance understandings 

of selected individuals or groups’ experience(s)…”.(116 p264)   is considered an 

appropriate sampling method to use for the current study because the research 
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questions identify a select group of subjects – physiotherapy students in Perth, 

Western Australia who undertake a clinical placement.   

 

This potential group of subjects is too broad for the purposes of the current study.   As 

discussed in section 1.3.2, clinical education is introduced early in physiotherapy 

curricula and students may attend some form of clinical placement from the first year 

of their degree.  One purpose of this research is to investigate the experiences of 

physiotherapy students who attend different models of clinical placement, such as 1:1, 

2:1 or 4:1 models.  Novice students do not have such experiences.  Another purpose is 

to investigate the amount of time students spend in different activities while on 

placement, and some of these, particularly independent patient care, may be limited 

for novice students.  In addition, the students’ level of clinical experience may 

influence their preferred learning activities.(25) Therefore, a more specific group of 

subjects are identified as the potential sample – those physiotherapy students who 

completed a four or five week placement and who are assessed against the standards 

expected of a new-graduate physiotherapist.  These were the clinical experiences of 

interest in this study.  

 

Certain limitations of the study design defined more specific sample criteria.  Firstly, of 

the three Schools of Physiotherapy in Perth, Western Australia, only two were able to 

participate in this research.  Thus, the participants were physiotherapy students from 

two universities - the University of Notre Dame Australia and Edith Cowan University.   

Secondly, in order to meet the timeframe of the study, the participants were those 

who attended clinical placements between January 2011 and March 2012. 

 

Therefore, the purposive criterion sample population for this study is: 

 

Physiotherapy students from the University of Notre Dame Australia and Edith Cowan 

University who complete a four or five week clinical placement in Perth, Western 

Australia between January 2011 and March 2012. 

 

This sampling yielded more than 160 potential participants.    
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3.4.2 Recruitment 

The Clinical Co-ordinator at each university was contacted to discuss the proposed 

research and to identify appropriate and effective recruitment strategies.   A similar 

strategy was agreed upon for both universities.  The researcher made contact with the 

students in time made available during a lecture or classroom teaching session.  The 

researcher delivered an introductory presentation which explained the purpose of the 

research, outlined the participants’ role and invited all students to take part.  Students 

were provided with an information pack which contained an information sheet 

(Appendix D), two consent forms (Appendix E), activity worksheets, reply-paid 

envelopes and an instruction sheet (Appendix F).   

 

Those students who agreed to participate were asked to return one signed consent 

form to the Clinical Co-ordinator, by dropping it in a sealed box at the end of the 

lecture.  The box was also made available for students to access after the lecture, 

should they decide to participate at a later time.  The consent forms were retrieved by 

the researcher at a later date.  In this way, student participation remained anonymous 

to the researcher.   

 

The process of attending classroom teaching sessions was repeated throughout the 

year with the aim of recruiting more participants.  The same process of recruitment 

that was undertaken at the University of Notre Dame Australia was also conducted at 

Edith Cowan University.   

 

There was one deviation from the above methodology.  Two cohorts of students were 

identified as potential participants at each university, however due to the structure of 

one university’s curriculum and the timeframe of this study, it was not possible to have 

any face-to-face contact with one group.  Their recruitment was conducted entirely by 

mail and the information pack (containing the information sheet, consent forms, 

activity worksheet, questionnaire, reply-paid envelopes and instructions) was sent to 

every student via the university.    
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3.5 Data Collection 

3.5.1 Testing the Questionnaire and Activity Worksheet 

Physiotherapy students who were completing a clinical placement but who were not 

included in the potential participant group were asked to test the validity of the 

activity worksheet and questionnaire.  Ten students took part in this process.  The 

feedback from these students was used to refine the layout and wording of both 

instruments, and also provided information in terms of time required to complete both 

documents.  Some of the results were discussed with these participants for 

verification, as one method of improving the validity of data collection.(106)     

All ten students who participated in the initial testing process were involved in 2:1 

placements at the time.  This helped to assess the validity of the activity worksheet, as 

it could be checked between pairs of students for similarity and accuracy.  The clinical 

educators who supervised these participants were asked to check the activity 

worksheets, to also determine if they were accurate representations of the students’ 

day.  This helped to ensure that the list of possible learning activities was complete, 

and also confirmed that it was possible to complete the worksheets accurately.  In 

addition, four students in this group were asked to complete the on-line version of the 

questionnaire as well as a hard copy.  These were checked against each other for 

consistency. 

Another strategy used to improve validity was peer review.(106)  Five physiotherapy 

colleagues formed a peer review group and three senior physiotherapists with 

research experience formed an expert review panel.  The peer review group were 

asked to comment on the wording, layout, practicality and ease of completion of the 

research tools.  The expert review panel commented on the activity worksheet and 

questionnaire in relation to study quality and face validity.  Minor changes were made 

to some of the questions and instructions on both instruments as a result of their 

comments.   
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3.5.2 Administration of the Questionnaire and Activity Worksheet 

Activity Worksheet 

Two copies of the activity worksheet were given to the students in the information 

pack at recruitment sessions, as well as instructions on how to complete them and pre-

addressed reply-paid envelopes.  This was also made available to the students on-line 

via their university’s website.  Participants were asked to complete at least one 

worksheet during a clinical placement, but encouraged to return as many as possible.   

The instructions stated that the activity worksheet should be completed on a ‘usual’ 

day in the middle weeks of a placement.  For example, students were asked not to 

choose a day when a physiotherapist in their clinical team was sick, as that could mean 

a change in their workload or the time available for supervision.  They were also asked 

not to choose a day when they were supervised by a university clinical tutor, as this 

additional supervision is not available to all students.  The activity worksheet included 

a section in which students could indicate whether the day was ‘typical’ of their 

placement workload and if not, they were asked to outline the reasons.   

The middle weeks of placement were chosen as a period in the placement where the 

students have a certain degree of independence in their workload, and when there 

were fewer administrative duties.  Based on the researcher’s experience, the first one 

or two weeks of a clinical placement may include time for orientation and tutorials, 

and the final week involves evaluation of student performance.  This cycle of activity 

on clinical placement has been reported by others, including Baldry Currens and 

Bithell(54)  who report that “All clinical educators described a rhythm in which the first 

week was the most hectic while the students settled in, and the last week as busy 

when end-of-placement assessments were completed.  The middle period was 

calmer…”. (p214)   The middle weeks were therefore chosen for completion of the 

activity worksheet.   

Participants received two e-mail prompts to complete the activity worksheet, which  

were sent via their Clinical Co-ordinator at the beginning of the middle week and the 

week after.   Completed activity worksheet were posted to The University of Western 

Australia, and then collected and collated by the researcher, and stored securely in a 

locked cupboard. 



47 
 

Questionnaire 

The questionnaire was initially distributed electronically using ‘SurveyGizmo’.  

SurveyGizmo is an on-line software package which allows the researcher to design and 

administer a survey and it is available online at www.surveygizmo.com.  (current as of 

February 2012).  This website was chosen because it offered free access to university 

students.  In contrast to the activity worksheet, which could be completed multiple 

times on a single placement, the questionnaire need only be completed once at the 

completion of a placement.  Participants were emailed a link to this survey in the week 

following their placement.  Again, emails were sent to students via the Clinical Co-

ordinators.  Questionnaires were returned from the students anonymously online.  

This method was used for the first two clinical placement periods however resulted in 

a poor response rate (less than 25%).  In order to try and optimise return of the 

questionnaire, a different method was employed from that period onwards.   

Following the third clinical placement periods, paper copies of the questionnaire were 

also made available to the participants.  They were included in the information packs 

distributed at recruitment sessions, with a pre-addressed reply-paid envelope.  In 

addition, with the assistance of the Clinical Co-ordinators, time was made available 

during classroom teaching sessions for the students to complete the questionnaires at 

university.   The questionnaires were introduced by the researcher who made a brief 

presentation reminding the participants of the study and the methods of data 

collection.  The questionnaires were then distributed to all students, and the 

researcher left the room.  Those students who were not participating in the research 

were instructed to use the time for self-guided study.  Consent forms were also made 

available in case any new participants came forward at this time, however none were 

returned via this method.  The questionnaires were returned anonymously by the 

participants in a sealed box, similar to the method used to return consent forms 

described above.  They were later returned to the researcher.    

3.5.3 Focus Groups 

Focus groups were conducted after preliminary data analysis from the questionnaire 

and activity worksheet was completed.  Consent to participate in the focus groups was 

obtained separately, and previous consent to the study did not imply an expectation to 

http://www.surveygizmo.com/


48 
 

also participate in a focus group.  The researcher ran two focus groups.  One was held 

at a university at a time when the students were on campus and the second was held 

at a hospital where a number of students from the other university were on 

placement.    Therefore there was opportunity to include students from both 

participating universities.   

Students were invited to participate in the focus groups via email, which were sent 

from the researcher to the students via the Clinical Co-ordinators.  Both focus groups 

ran for one hour.  Students were provided with an information sheet (Appendix G) and 

asked to complete a consent form.  Participants were informed that the focus groups 

would be audio-taped.   

The focus groups followed a semi-structured format, with questions devised by the 

researcher following analysis of the questionnaire and activity worksheet data.  The 

purpose of the focus groups was to further interpret these results and also elicit 

commentary in areas that did not receive a high response rate.(106)  

3.6 Data Analysis 

Non-parametric statistics were used to analyse the activity worksheet data and some 

of the questionnaire data, using SPSS Version 20.0.  Qualitative data collected from the 

questionnaires and focus groups were evaluated with content analysis, which is 

discussed in detail in section 3.6.4. 

3.6.1 Demographic Data 

Demographic data were summed and percentages allowed for comparison between 

groups.  Some demographic data were coded to allow for statistical testing between 

different variables.  For example, undergraduate and graduate-entry masters 

responses were converted into nominal data, 1 = undergraduate and 2 = graduate-

entry masters, which allowed analyses to be performed between degree type and time 

spent in different learning activities.   Clinical model, placement clinical area and 

hospital type were also converted into nominal data in this way. 
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3.6.2 Questionnaire Data 

The initial questions asked students to rate their satisfaction from 0 to 7 with different 

aspects of their learning experiences on clinical placement, on a partially anchored 

response scale.  While it is possible for such data to be considered continuous and 

suitable for parametric statistical analysis(117)  it was judged more appropriate to 

classify the data in this research as ordinal and use non-parametric analysis.  It is 

argued that whilst the response categories have a rank order, the interval between 

them cannot be considered equal.(118, 119)   In addition, the sample size and non-

Gaussian distribution of the data in this study preclude parametric statistical 

analysis.(117, 118, 120)     

The responses were condensed into four degrees of satisfaction, with a response of 0 

or 1 being ‘Very Dissatisfied’, 2 or 3 being ‘Somewhat Dissatisfied’, 4 or 5 ‘Somewhat 

Satisfied’ and 6 or 7 being ‘Very Satisfied’.   This was done in order to reduce the 

spread of the data and thus facilitate statistical analysis.(120)     Kruskal-Wallis tests with 

a p-value of .05 and post-hoc Mann-Whitney U tests with a Bonferroni adjusted p-

value were applied to determine statistical significance.  These tests are used in non-

parametric analysis to compare two or more unmatched groups of data, and are thus 

applicable to the results of this research.(121)  

The next set of questions in the survey asked respondents to rate their preferred 

learning experiences while on placement using a scale from 1 to 5.  Data analysis 

involved summing and ranking the responses in order of frequency and then 

identifying similarities and differences between groups.    

Students were also invited to add comments to their responses to all of the questions.   

Data with similar characteristics were able to be coded, however because of the 

brevity of many of the comments, analysis could not be progressed to the 

development of categories.   The process of content analysis is described in more 

detail in section 3.6.4 below.    

The final part of the questionnaire was the modified Revised Two-Factor Study Process 

Questionnaire, which was used to identify whether students adopted a deep or surface 

approach to learning on the clinical placement.(93)   Results of each question were 
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summed according to instructions provided by the authors (Appendix H).  When 

summing items it is possible to score between 10 and 50 in deep and surface 

approach, and between 5 and 25 for each subscale .  A more positive score in one 

category indicates that the student has adopted that approach to learning on the 

placement.(92)   No instruction is given as to how to interpret results where there is no 

difference between categories, for example if a student’s summed score was the same 

on both the deep and surface motive subscale.  At the initiative of the researcher, if a 

student returned equal scores or only a one point difference between scores, these 

students were classified as having a mixed approach.   

3.6.3 Activity Worksheet Data      

A wide range of responses were documented in the activity worksheets, reflecting the 

variable nature of clinical work.  As the data was not normally distributed, non-

parametric statistics were used to analyse this data. 

The Kruskal-Wallis test was again used to compare the data between three or more 

unmatched groups; for example, time spent in patient treatment between each of the 

three clinical models.  A Mann-Whitney U test was used to compare two unpaired 

groups; for example, time spent in patient treatment between undergraduate and 

graduate-entry masters students.  Statistical significance was considered to be 

achieved at a p-value of .05 for Kruskal Wallis tests, and at a Bonferroni adjusted p-

value for Mann-Whitney U tests.(121) 

3.6.4 Focus Groups 

The purpose of the focus groups was to explore the data gained in the questionnaires 

and activity worksheets in more detail.  They were intended as a supplementary 

source of information to provide a deeper understanding of the participants’ 

perspectives.(106)   The focus groups took the form of guided interviews.   The intention 

of the researcher was to explore specific topics and ask similar open-ended questions 

at each focus group in order to achieve this.(106)  The participants were free to talk 

about the topics in their own time, and to engage in discussion within the group.(115) 

The interview protocol is attached in Appendix I. 
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The focus groups were audio-taped and later transcribed such that all personal 

information about the participants was removed.  Content analysis was used to gain a 

condensed and broad description of the data.(122)   This type of analysis identifies codes 

and categories in the data in the aim of describing the characteristics of the data.(123)  It 

does not extend to the development of themes, which is part of the process of 

phenomenological data analysis and the development of grounded theory,(122, 123)  and 

was not the purpose of this research. 

Content analysis was conducted according to the process described by Elo and 

Kyngas,(122) in which the first step is preparation.  The entire transcripts of both focus 

groups were included in the analysis, however the latent content, for example sighs, 

pauses and laughter, was not analysed because it was not felt relevant to the purpose 

of the interviews.  The transcripts were read and re-read by the researcher, and the 

audiotaped recordings were listened to multiple times, which allowed immersion in 

the data.(122, 124)   

The next step was organisation of the data via inductive analysis.(122)  Firstly, codes 

were generated through an open coding process applied to the transcripts.  Notes and 

headings were written in the margins of the transcript while reading them. (122)  Next, 

relationships between the codes were sought and identified manually by the 

researcher in order to define categories.(124)  This involved linking codes that shared 

some similarity in meaning, and was the final step in describing the data.(123)  This is 

attached, in part, in Appendix J.  In addition, the transcripts were reviewed and coded 

by a second, independent person, in an effort to improve the reliability of the analysis, 

following a process described by Healey.(24)   Each person reviewed the transcripts 

independently, generating two separate lists of codes.  On comparison, 71% of the 

codes were consistent between the two lists.  The differences were discussed until 

agreement was reached, and a master list of codes and categories was thus generated.  

This is attached, in part, in Appendix J.  The transcripts were reviewed by the author 

again at a later date and the master list was used to ensure intra-coder reliability.(106)    

3.7 Potential Limitations of the Chosen Methodology 

One potential limitation of this study is the use of a questionnaire as a data collection 

instrument, which may have resulted in a reduced response rate.  Physiotherapy 
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students are asked to complete one or two surveys at the end of each placement by 

their Clinical Co-ordinator.  These surveys are evaluations of the clinical placement and 

ask for general feedback regarding the students’ orientation to the placement, facility 

supervisor, university clinical tutor and the clinical environment.  Completion of these 

university surveys is mandatory.  It is possible that the students were overloaded with 

completing surveys at the end of each placement and were therefore less motivated to 

complete the questionnaire for this study.  The change from on-line completion of this 

questionnaire to scheduled classroom time may have alleviated the impact of this 

limitation. 

Another limitation relates to the activity worksheet and the inability to control when 

the students completed it during the placement.   While they were asked to complete 

it in the middle week, whether or not this occurred was not determined.  It is 

preferable for the time spent in different teaching and learning activities to be 

compared at similar points in time in each placement, to eliminate differences caused 

by comparing beginner and more experienced students.  However this was not 

controlled for in this study.  

3.8  Summary 

The reasons for choosing the research design, population sample and the data 

collection instruments were outlined in this chapter.  In addition, implementation of 

the data collection tools, the process of data analysis, ethical considerations and 

limitations of the study were described.  The participants were physiotherapy students 

completing a clinical placement in Western Australia between January 2011 and March 

2012.  The data collection instruments consisted of an activity worksheet and a 

questionnaire, which were designed with reference to the literature, with expert 

guidance and with feedback from the validity-testing process, and two focus groups.  

Activity worksheets were completed by the students while on placement, and the 

questionnaires and focus groups were completed following a placement.   

The results of these procedures will be described in Chapter Four.   
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4.  Results 

4.1 Introduction 

The methodology used in this study was described in the previous chapter.  In order to 

answer the research questions students firstly recorded how much time they spent in 

various teaching and learning activities on one day in the middle week of their 

placement on an activity worksheet.  They also completed a questionnaire which 

investigated their perceptions of the clinical learning experiences that were made 

available to them on placement.  Finally, focus groups were conducted, which allowed 

for further exploration of the factors affecting the student experience.   

One hundred and sixty four students were asked to participate in this study and eighty-

five consented.  Sixty participants (71%) completed the activity worksheet and 

seventy-seven (90%) completed the questionnaire.  Twelve students contributed to 

the focus groups. 

4.2 Activity Worksheet  

4.2.1 Demographic Data 

A summary of demographic data for activity worksheet respondents is provided in 

Table 4.  Fifty-seven percent of the participants who completed an activity worksheet 

were undergraduate physiotherapy students.  The majority of participants undertook a 

placement at either a tertiary or secondary hospital, rather than in a community or 

rural setting.  Half of the respondents (50%) experienced a 1:1 student:supervisor 

clinical placement, 43% a 2:1 and only 7% a 4:1.  Activity worksheets were returned by 

students completing a placement in a range of clinical areas; the most common being 

cardiorespiratory (42%), followed by musculoskeletal (20%) and neurosciences (10%). 
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Table 4: Demographic data of activity worksheet respondents (n=60) 

 
Demographic data 

Number 
 (% frequency)  

Degree 
    Undergraduate 
    Graduate-entry Masters 

 
34      (57%) 
26      (43%) 

  
Facility 
    Tertiary hospital 
    Secondary hospital 
    Community 
    Rural 
    Other 
    Did not respond 

 
27      (45%) 
19      (32%) 
  8       (13%) 
  2       (  3%) 
  1       (  2%) 
  3       (  5%) 

  
Student:supervisor ratio (clinical model) 
    1:1 
    2:1 
    4:1 
 
Placement clinical area 
    Cardiorespiratory  
    Musculoskeletal 
    Neurosciences 
    Orthopaedics 
    Women’s health  
    Gerontology 
    Community 
    Mental health 

 
30      (50%) 
26      (43%) 
  4       (  7%) 
 
 
25      (42%) 
12      (20%) 
  6      (10%) 
  5      (  8%) 
  5      (  8%) 
  3      (  3%) 
  3      (  3%) 
  1      (  2%) 

 

4.2.2 Time Spent in Different Activities 

The activity worksheet was completed on one day of a four or five-week placement, 

which the students attended five days a week for an average of eight hours a day.  The 

sum of the activity worksheet data shows that students spent the most time assessing 

and treating patients individually, without supervision from their clinical educator.  The 

second most time-consuming activity was documentation, followed by personal time; 

for example having lunch or tea breaks (Table 5). 
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Table 5: Total time spent in different activities, from most to least frequent (n=60) 

 
Activity 

Time 
(minutes)  

Time 
(hours) 

 
% 

Assessment & treatment of a patient, individual, without 
clinical educator 

8070 134.5 29 

Documentation 3915 65.25 13 

Personal time (eg break, chatting) 3230 53.83 11 

Assessment and treatment of a patient, individual, with 
clinical educator 

2720 45.33   9 

Study, reading 2325 38.75   8 

Ward round, meeting 1730 28.83   6 

Other 1250 20.83   4 

Unused time (eg waiting, travel) 1095 18.25   4 

Observation of clinical educator or other physiotherapist 
treatment 

1010 16.83   3 

Assessment and treatment of a patient, in a group, with 
clinical educator 

840 14.00   3 

Feedback with clinical educator, individual 835 13.91   3 

Assessment and treatment of a patient, in a group, without 
clinical educator 

445   7.42 1.5 

Tutorial with clinical educator, in a group 385   6.42   1 

Observation of another student/s treatment 375   6.25 <1 

Observation of a procedure eg surgery 240   4.00 <1 

Tutorial with clinical educator, individual 225   3.75 <1 

Reflective practice, self-evaluation 140   2.33 <1 

Feedback with clinical educator, in a group 95   1.58 <1 

 

The data show that the activities in which students spent the most time were ones that 

are mostly performed individually.  However it is worth noting that 50% of students 

were on placement by themselves (n=30) (Table 4).  With this in mind, a comparison of 

the five learning activities in which students spent the most time in each clinical model 

is shown in Table 6.  Personal time has been excluded, as it is not considered a learning 

activity.   
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Table 6: The five most frequently performed learning activities in each clinical model, 
in order of frequency, total time (minutes) 

1:1 (n=30) 2:1 (n=26) 4:1 (n=4) 

Activity Time 
(mins) 

Activity Time  
(mins) 

Activity Time 
(mins)   

Assessment & 
treatment of a 
patient, individual, 
without clinical 
educator 

4255 Assessment & 
treatment of a 
patient, individual, 
without clinical 
educator 

3255 
 

Assessment & 
treatment of a 
patient, individual, 
without clinical 
educator 

560 

Documentation  2100 Documentation  1510 Documentation  305 

Assessment & 
treatment of a 
patient, individual, 
with clinical educator  

1915 Ward round, 
meeting 

  840 Study, reading  285 

Study, reading  1320 Assessment & 
treatment of a 
patient, individual, 
with clinical educator 

  745 Ward round, 
meeting 

165 

Ward round, 
meeting  

  725 Study, reading    720 Assessment & 
treatment of a 
patient, individual, 
with clinical educator 

  60 

 

Regardless of the clinical model used, students on placement spent most of their time 

treating a patient independently, followed by completing documentation (Table 6).  In 

contrast, observation and reflective practice were consistently rated as least 

frequently performed, regardless of the clinical model used.(Table 7). 
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Table 7: The five least frequently performed learning activities in each clinical model, 
in order of frequency, total time (minutes) 

1:1 (n=30) 2:1 (n=26) 4:1 (n=4) 

Activity Time 
(mins) 

Activity Time 
(mins)  

Activity Time  
(mins) 

Observation of clinical 
educator or other 
physiotherapist 
treatment 

510 Observation of a 
procedure eg 
surgery 

240 Assessment & 
treatment of a patient, 
group, with clinical 
educator 

0 

Feedback with clinical 
educator, individual  

505 Observation of 
another 
student/s 
treatment 

160 Observation of clinical 
educator or other 
physiotherapist 
treatment 

0 

Tutorial with clinical 
educator, individual 

180 Feedback with 
clinical educator, 
group 

  70 Tutorial with clinical 
educator, individual 

0 

Reflective practice    85 Tutorial with 
clinical educator, 
individual 

  45 Observation of another 
student/s treatment 

0 

Observation of a 
procedure eg surgery 

   0 Reflective 
practice 

  15 Observation of a 
procedure eg surgery 

0 

 

Fifty percent of students worked an eight-hour day on placement.  Using this average 

of 480 minutes, the amount of time all students spent in each learning activity was 

converted into the proportion of the day spent in each activity.  The mean time spent 

in different learning activities was combined for ease of graphical representation 

(Figure 4).   ‘Individual learning activities without clinical educator’ reflects time spent 

in individual, unsupervised patient assessment and treatment; ‘Individual learning 

activities with clinical educator’ combines individual assessment and treatment of a 

patient, feedback and tutorials, all with the clinical educator; ‘Self-guided learning 

activities’ combines study/reading and reflective practice; ‘Non-learning activities’ 

includes personal time and unused time; ‘Observational learning activities’ includes 

time spent in ward rounds/team meetings and observation of either a physiotherapist 

or student treatment, or a procedure; ‘Group learning activities with clinical educator’ 

combines time spent in group assessment and treatment of patients, tutorials and 

feedback, all with the clinical educator; and ‘Group learning activities without clinical 

educator’ reflects time spent working unsupervised with other students assessing and 

treating patients (Figure 4). 
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Figure 4: Proportion of time (%) spent in different learning activities by clinical model 

 

The times spent in each of the activities varied widely across the 60 days of data 

collection.  For example, students recorded between 0 and 310 minutes in ‘assessment 

and treatment, individual, without clinical educator’ and between 0 and 200 minutes 

in ‘ward round, meeting’.   Outliers appeared in the data for certain activities, but 

there was no reason identified to remove them from further analysis.   Q-Q plots 

showed that none of the datasets followed a normal distribution.  Therefore, it was 

considered that the median time spent in each learning activity more accurately 

described what an ‘average’ day on placement would look like for students in each of 

the clinical models, rather than the mean (Table 8).  
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Group learning activities without clinical educator 

Group learning activities with clinical educator 
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% of day spent in activity 
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Table 8: Median time (minutes) in different activities in each clinical model, in order 
of total frequency 

 Model 

1:1 (n=30) 2:1 (n=26) 4:1 (n=4) 

 
Activity 

Median Range Median Range Median Range 

1. Assessment, treatment, individual,  
without clinical educator 

138 0-310 113 0-265 123 75-240 

2. Documentation 68 20-150 60 10-105 78 60-90 

3. Personal time (eg break, chatting) 53 30-80 60 30-145 43 30-60 

4. Assessment, treatment, individual,  
with  clinical educator 

35 0-205 0 0-150 0 0-60 

5. Study, reading 30 0-180 15 0-130 68 0-150 

6. Ward round, meeting 0 0-200 30 0-140 35 30-65 

7. Other 0 0-150 8 0-200 0 0-50 

8. Unused time 0 0-130 5 0-120 0 0-30 

9. Observation of clinical educator or 
other physiotherapist treating a patient 

5 0-90 0 0-180 0 0 

10. Assessment, treatment, group, with 
clinical educator 

NA NA 0 0-100 0 0 

11. Feedback, individual, with clinical  
educator 

10 0-95 5 0-45 7.5 0-20 

12. Assessment, treatment, group, 
without clinical educator 

NA NA 0 0-150 0 0-60 

13. Tutorial, group, with clinical 
educator 

NA NA 0 0-210 0 0-15 

14. Observation of other student/s  
treating a patient 

NA NA 0 0-60 5 0-35 

15. Observation of a procedure, surgery 0 0 0 0-150 0 0 

16. Tutorial, individual, with clinical 
educator 

0 0-90 0 0-25 0 0 

17. Reflective practice, self evaluation 0 0-30 0 0-15 5 0-30 

18. Feedback, group, with clinical 
educator 

NA NA 0 0-45 0 0-25 

NA = not applicable.  It is not possible for students on 1:1 placements to engage in group 

learning activities. 
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Analysis of Time Spent in Learning Activities by Clinical Model 

Kruskal-Wallis tests were used to analyse the time spent in each learning activity 

between the three clinical models.  Initial analysis suggested that there was a 

difference in the amount of time spent in reflective practice (activity 17, Table 8) in 

each of the three clinical models  χ2 (2, n =60) = 6.90, p = .032.  Post-hoc Mann-

Whitney U analysis using a Bonferroni corrected p value of .017 showed that the 

difference existed between the 2:1 and 4:1 model, with time spent in reflective 

practice being  greater in the 4:1 model (28.0, n=30) z=-2.81, p = .005.   However, 

seven respondents had indicated that their workload had not been ‘typical’ on the day 

they completed the activity worksheet, in that they were either busier or quieter than 

usual.  The analysis was repeated with the data from these seven participants 

excluded, and it was found that the time spent in reflective practice was not 

statistically different between the 1:1, 2:1 and 4:1 models.   

Review of the data suggests that there are differences in the time spent assessing and 

treating patients individually with the clinical educator (activity 4) in each of the 

models.  Students on a 1:1 placement had a median of 35 minutes engaged in this 

activity, while students in both collaborative learning models had a median of 0 

minutes.  However, a Kruskal-Wallis test revealed that this was not a statistically 

significant difference χ2 (2, n=60) = 4.36, p = .113.   

In addition it appeared that the time spent in self-guided learning activities was 

different in each placement model.  Students on 4:1 placements reported a median of 

68 minutes spent in study or reading (activity 5), compared to 30 minutes on 1:1 and 

15 minutes on 2:1 placements.  Again, Kruskal-Wallis testing showed that this 

difference was not statistically significant  χ2  (2, n=60) = 1.75 p = .417.   

Further Kruskal-Wallis tests were performed to compare between all of the other 

learning activities and the three clinical models and no statistically significant 

differences were found.   Apart from the change to the interpretation of the data 

regarding reflective practice, there was no other difference in the time spent in any 

learning activity by clinical model whether the data from the seven participants who 

reported an ‘atypical’ day were included or excluded from the analysis.   
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Analysis of Time Spent in Learning Activities by Facility 

The data suggests that there is a difference in the amount of time spent in assessment 

and treatment of a patient, individually, without a clinical educator in different types 

of facilities (Figure 5).  The median time spent in this activity ranged between 122 and 

160 minutes for students at tertiary, secondary and rural facilities, and 32.5 minutes at 

community facilities.  Kruskal-Wallis testing revealed this difference to be significant  χ2  

(3, n = 56) = 9.45, p = .024.  Data for the facility category ‘other’ was not included in 

this analysis because it is based on the response of only one student.   

 

Figure 5: Median time spent in assessment and treatment of a patient, individual, 
without clinical educator, by placement facility 

 

Mann-Whitney U tests were applied with a Bonferroni adjusted p of .0125.  The time 

spent assessing and treating patients individually and unsupervised was significantly 

greater in tertiary than community facilities (40.0, n=35), z=-2.68, p = .007, and in 

secondary than community facilities (24.0, n=27) z = -2.78, p = .006.   

The median amount of time students reported spending observing their clinical 

educator was 25 minutes for community and 45 minutes for rural facilities, while a 
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median of zero minutes was reported by students at tertiary and secondary hospitals 

(Figure 6).   

 

Figure 6: Median time spent in observation of clinical educator or other 
physiotherapist's intervention, by facility type 

 

A Kruskal-Wallis test showed this to be a statistically significant difference χ2 (3, n=56) 

= 13.93, p = .003.  Post-hoc Mann-Whitney U tests with an adjusted Bonferroni p value 

of .0125 showed that the time students spent in observation of a qualified 

physiotherapist’s treatment was significantly lower in tertiary facilities compared with 

community settings  (45.5, n=35) z = -2.99 p = .003 and rural facilities (0.5, n=29) z=-

3.04 p = .002.  There was no statistical difference between secondary, community and 

rural facilities.    

There was no difference in results comparing time spent and facility whether the seven 

participants who reported an ‘atypical’ day were included or excluded from the 

analysis.   
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Analysis of Time Spent in Learning Activities by Clinical Area 

Kruskal-Wallis tests showed that the time spend in ward rounds or meetings (activity 

6) was significantly different between placement clinical areas  χ2 (7, n=60) = 25.33,  p= 

.001.  Mann Whitney U tests with an adjusted Bonferroni p value of .006 found that 

the time spent in ward rounds or meetings was significantly greater in 

cardiorespiratory placements than  musculoskeletal placements (19.0, n=37) z = -4.33, 

p = .000.  There were no differences between any of the other clinical areas however it 

should be noted that the number of respondents in other clinical areas was low 

(between 1 and 6).   

When the seven outliers were excluded this difference remained and another 

statistically significant difference became apparent.  A Kruskal-Wallis test revealed a 

difference in time spent in observation of a physiotherapist treating a patient (activity 

9) between the clinical areas  χ2 (7, n=53) = 14.858, p = .038.  Post-hoc Mann-Whitney 

U tests were used to compare time spent in this learning activity with each clinical 

area, using a Bonferroni corrected p value of .006.  Students on a musculoskeletal 

placement spent more time observing their clinical educator or another 

physiotherapist performing an intervention than those on a cardiorespiratory 

placement (49.50, n = 33) z = -3.108, p = .002.  There was no difference in post-hoc 

analysis between any of the other categories, however, again, the number of 

respondents in other clinical areas was low.   

Analysis of Time Spent in Learning Activities by Degree 

Graduate-entry masters students spent more time (median 75 minutes) completing 

documentation than undergraduate students (median 57.5 minutes) and Mann-

Whitney U analysis found this to be significant (268.0, n=60) z = -2.60, p = .009.  This 

significance remained when the test was performed without the seven outliers.  

Analysis without the seven outliers also showed a statistically significant difference in 

the amount of time students spent studying or reading (Activity 5).  Undergraduate 

students spent a total of 1440 minutes studying or reading (n=32) whereas graduate-

entry masters students spent 545 minutes in this activity (n=21) and this difference 

was statistically significant (229.5, n = 53) z = -1.985, p = .047. 



64 
 

4.3 Questionnaire  

Seventy-seven questionnaires were returned.  These were completed at the end of a 

placement and collected information regarding the students’ satisfaction with their 

clinical placement learning experiences, preferred learning experiences and approach 

to learning on placement.   

4.3.1 Demographic Data 

A summary of demographic data for the questionnaire respondents is provided in 

Table 9.  The majority of respondents were under 25 years of age (73%) with the 

remaining mostly falling in the 25-29 year age group.  Most of the respondents were 

female (79%) and only 2 (3%) were international students.  There was an almost equal 

response from undergraduate (53%) and graduate-entry masters (47%) students, and 

most respondents completed a placement at either a tertiary or secondary hospital 

(74%).   

The same numbers of students (44%) experienced the 1:1 and 2:1 clinical placement 

model, with the remaining 12% in the 4:1 model.  Similar to the activity worksheet 

respondents, most questionnaire respondents had completed a placement in 

cardiorespiratory (36%), musculoskeletal (25%) and neurosciences (16%). 
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                 Table 9: Demographic data of questionnaire respondents (n=77) 

 
Demographic data 

Number (% 
frequency) 

Age 
    <25 
    25 - 29 
    30 – 34 
    >34 
 
Gender 
    Male 
    Female 
 
Degree 
    Undergraduate 

 
56        (73%) 
12        (16%) 
  1        (  1%) 
  8        (10%) 
 
 
16        (21%) 
61        (79%) 
 
 
41        (53%) 

    Graduate-Entry Masters 
 
International student 
    Yes 
    No 
    Did not respond 
 

36        (47%) 
 
 
  2         ( 3%) 
74        (96%) 
  1         ( 1%) 

Facility 
    Tertiary hospital 

 
34         (44%) 

    Secondary hospital 23         (30%) 
    Community  
    Rural 
    Other 
    Did not respond 
 
Student:supervisor ratio (clinical model) 
    1:1 
    2:1 
    4:1 
 
Placement clinical area 
    Cardiorespiratory 
    Musculoskeletal 
    Neurosciences 
    Orthopaedics 
    Women’s health 
    Gerontology 
    Community 
    Mental health 
    Paediatrics 

   3         (  4%) 
   9         (12%) 
   8         (10%) 
   0         (  0%) 
 
 
34         (44%) 
34         (44%) 
  9         (12%) 
 
 
28         (36%) 
19         (25%) 
12         (16%)   
  7          (  9%) 
  2          (  3%) 
  4          (  5%) 
  3          (  4%) 
  1          (  1%) 
  1          (  1%) 

 

 



66 
 

4.3.2 Student Satisfaction 

Data from the questionnaire are presented graphically in Figures 6 to 13.  After 

demographic information, the next items in the questionnaire were intended to 

measure the same construct – participant satisfaction with aspects of their clinical 

placement learning experiences.  Cronbach’s alpha is a reliability co-efficient which 

measures the degree to which different items of an assessment tool are measuring the 

same thing.(106)   Cronbach’s alpha was calculated for questions 10 – 14 (Appendix B) 

and is .83.  This implies that the survey items are correlated and internal consistency 

reliability of this part of the questionnaire is acceptable.(106)    

 

The majority of students (61%) reported that they had ‘learnt a lot’ on the placement 

(Figure 7).  

 
Figure 7: To what extent do you feel you have learnt from this clinical placement? 

 
Most students on 1:1 placements (73%) and 2:1 placements (56%) felt that they had 

‘learnt a lot’, whilst most students on 4:1 placements (56%) felt that they had ‘learnt 

something’ (Figure 8). 
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Figure 8: Perception of amount learnt in different clinical models (%) 

      
In general, students were satisfied with each of the different learning experiences on 

placement (Figure 9).  More students were ‘very satisfied’ with the amount of time 

they were able to spend with patients (77%) than with the amount of feedback they 

received from their clinical educator (49%). 
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Figure 9: Level of satisfaction with aspects of learning on clinical placement (%) 

 

A closer inspection of the data suggests that there is a relationship between some aspects of 

student satisfaction and the different placement models (1:1, 2:1 or 4:1).  Sixty-two percent of 

students on a 1:1 placement were very satisfied with the time they spent with their clinical 

educator, compared with 53% on 2:1 and 11% on 4:1 (Figure 10).  A Kruskal-Wallis test 

indicated that there was a significant difference between clinical model and this element of 

student satisfaction χ2  (2, n=77) = 10.00, p = .007.  Post-hoc Mann-Whitney U tests with an 

adjusted Bonferroni p value of .017 identified that students on a 1:1 placement are more likely 

to be satisfied with the amount of time they spend with their clinical educator than those on a 

4:1 placement (60.5, n = 43) z = -3.01, p = .003, as are students on a 2:1 placement (66.5, n=43) 

z = -2.77, p = .006.  The difference between 1:1 and 2:1 models was not statistically significant. 
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Figure 10: Level of satisfaction with time spent with clinical educator (%) 

  

More students on 1:1 placements (68%) were very satisfied with the amount of feedback they 

received from their clinical educator than those on 2:1 (41%) and 4:1 (11%) placements (Figure 

11).  This difference was found to be statistically significant on Kruskal-Wallis testing χ2  (2, n = 

77) = 13.88, p = .001.  Mann- Whitney U tests with an adjusted p of .017 indicates that 

students on 1:1 placements are more likely to be satisfied with the amount of feedback they 

receive from their clinical educator than those on 4:1 placements (50.0, n = 43) z = -3.49 p = 

.000.  There was no statistically significant difference between 1:1 and 2:1 placements (p = 

.018), nor between 2:1 and 4:1 placements (p = .040).   
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Figure 11: Level of satisfaction with feedback from clinical educator (%) 

 

Sixty-seven percent of students on 1:1 placements were very satisfied with the amount of 

individual attention they received from their clinical educator, whilst 45% of students on 4:1 

placements were somewhat dissatisfied in this area (Figure 12).  This was found to be a 

statistically significant difference χ2  (2, n = 77) = 11.18, p = .004.  Mann-Whitney U post-hoc 

analyses found no significant difference in satisfaction with individual attention between 

students on 1:1 and 2:1 placements (461.5, n = 68) z = -1.61, p = .107, but that there was a 

difference between students on 1:1 and 4:1 placements (60.5, n = 43) z = -3.1, p = .002 and 

between students on 2:1 and 4:1 placements (73.0, n = 43) z = -2.56, p = .011.   
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Figure 12: Level of satisfaction with individual attention from clinical educator (%) 

 

Most students on 1:1 placements (77%) were very satisfied with the amount of time they 

spent with patients, as were most students on 2:1 (76%) and 4:1 (79%) placements (Figure 13).  

Kruskal-Wallis testing showed that there was no statistical difference in satisfaction between 

the three groups  χ2  (2, n=77) = .047, p = .977.   

 

Figure 13: Level of satisfaction with time spent with patients (%) 
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Similarly, most students were in agreement regarding their level of satisfaction with the time 

they spent working individually.  Between 56% and 67% of students reported they were very 

satisfied with this aspect of their placement (Figure 14) and there were no statistically 

significant differences between the groups   χ2 (2, n=77) = .724, p = .696. 

 

Figure 14: Level of satisfaction with time spent working individually (%) 

 

Each element of student satisfaction was also analysed with respect to degree, 

placement facility, placement clinical area, participant gender and participant age.  

There were no statistically significant results.   

4.3.3 Comments 

While most students rated their level of satisfaction highly on the Likert scales, their 

written comments contained some negative opinions.  Of the students who provided 

comments, more expressed dissatisfaction (66%) rather than satisfaction (20%) with 

the time they spent with their clinical educator.  For example: 

“Initially little [time] was spent with supervisor.  I found this frustrating as they weren’t able to 

see my progress or skills…” (2:1, cardiorespiratory, #20) 

“Our supervisor was unable to spend a lot of time with each of the students due to the 4:1 

ratio…” (4:1, cardiorespiratory, #79) 

“Maybe too much time supervised as I didn’t get much hands-on” (1:1, paediatrics, #51) 
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Students were also more inclined to provide negative comments (62%) than positive 

comments (32%) regarding the amount of feedback they received from their clinical 

educator, including: 

“very bad only got feedback at mid and end which didn’t help in between even when asked to 

provide more for me!!” (2:1, musculoskeletal, #54) 

“I needed more positive feedback.  The things I actually do right and not just the things I can 

improve on.” (1:1, cardiorespiratory, #82) 

“little inconsistent…” (2:1, neurology, #19) 

 

Few students commented on the individual attention they received from their clinical 

educator or the time they spent working individually.  Students gave a mixed view of 

the amount of time they spent with patients.  Fifty percent were positive about this 

aspect of their placement, and fifty percent gave a negative opinion: 

“I wasn’t seeing very many patients ie 2-3 per day and I would have liked to see at least 3-4” 

(1:1, musculoskeletal, #5) 

“From Day 1 I was able to spend as much time with patients as I felt comfortable with.  If I did 

not feel confident treating/assessing a particular pt my supervisor accepted this.” (1:1, 

orthopaedics, #28) 

 

One of the questions in the survey asked students to decide whether the presence of 

other students helped them to learn on their placement.  Fifty-seven percent said yes, 

9% said no, and 34% answered ‘not applicable’.  Fifty-six participants (73%) 

commented on their response to this question.  Most of the comments (75%) were 

provided by students who had found the presence of other students a helpful learning 

experience.  Four concepts emerged and these were sharing ideas, support, enhanced 

learning and a better environment on placement.  

Sharing Ideas  

 

 Fifty-two percent of the respondents appreciated having other students with whom 

they could discuss ideas, for example:   
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“Was great to have [people] to bounce ideas off ...” (4:1, cardiorespiratory ,# 67) 

“Sometimes it was good to bounce ideas off before getting questioned/marked by supervisor”   

(2:1, musculoskeletal, #54) 

“We could share experiences and give each other ideas for treatment etc.” (2:1, 

cardiorespiratory, #20) 

 

Enhanced Learning 

 

Having the opportunity to learn from their peers was mentioned by 43% of the 

respondents as an advantage of collaborative placements. 

“Helped me to [watch] my peer perform assessment and treatment and able to learn from 

his/her way of doing.” (2:1, orthopaedics, #78) 

“My peer was excellent at his role and I found watching his approach a useful learning tool, as 

he may have performed things differently to myself.”  (2:1, cardiorespiratory, #64) 

 “Helpful to organise assessment and treatment and be able to teach each other from our own 

knowledge bases.”   (2:1, musculoskeletal, #38) 

“Able to generate treatment ideas, practice techniques/assessments, learn together.”  (2:1, 

neurology, #40) 

“Provided the opportunity for discussion and learning without being under the observation of 

the supervisor.” (2:1, musculoskeletal, #75) 

“I could learn from their mistakes…” (2:1, orthopaedics, #  77) 

 

Peer Support 

 

Twenty-four percent of students commented that they gained a sense of support from 

having their peers on placement with them,  

“We were able to bounce ideas off each other and support / de-brief each other when 

required.”  (4:1, cardiorespiratory, #79) 

“Allowed us to support and encourage one another while also being able to feed ideas off each 

other.”  (2:1, cardiorespiratory, #69) 
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Better Environment 

 

Four students commented that another student on placement with them created a 

more enjoyable environment.   

“They made it fun & a good work environment.  Sometimes you feel scared/isolated if you’re 

the only student.”    (2:1, cardiorespiratory, #48) 

 

Attending a Placement Alone  

 

Those students who were on a 1:1 placement and didn’t have another student working 

with them still reported benefits from interacting with other students at the same 

facility.  Some of those on 1:1 placement who didn’t have an opportunity to interact 

with another student commented that they wished they had done so. 

“Being able to discuss your experiences during tea and lunch times makes you feel supported 

and accepted.”  (1:1, cardiorespiratory, #82) 

“I was the only student on the ward but other students were present and … I was able to share 

experiences and advice...” (1:1, cardiorespiratory, #56) 

“No students with me though I feel would have helped me if there were”   (1:1, 

cardiorespiratory, #46) 

“I prefer to have other students on the placement with me.”  (1:1, musculoskeletal, #52) 

 

Disadvantages of Collaborative Placements 

 

Only six students provided their reasons for stating that other students did not help 

their learning on placement.  Of these, one participant on a 4:1 placement talked 

about competition from the other students.  Two students didn’t like the other 

students they had to work with, two students thought that they would have had a 

better learning experience if they had been by themselves and one student said he 

didn’t interact with the other students. 

“Other students tend to compete….and get more attention from the supervisor” (4:1, 

cardiorespiratory, #59).   

“Other student was very frustrating to be around” (2:1, musculoskeletal, #34)   
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“I think each students [sic] have their own strengths and weaknesses.  Although you can learn 

a lot by watching someone else, I felt that there was more continuity in the treatment when I 

was left to do it on my own.”  (2:1, cardiorespiratory, #72) 

“Assessment and treatment was solely independent so I was unaware of what the other 

students were doing” (4:1, musculoskeletal, #36) 

 

4.3.4 Students’ Preferred Learning Experiences 

In the next section of the questionnaire, students chose their preferred learning 

experiences on placement from a pre-determined list, and ranked them from 1 to 5 (1 

= most valuable, 5 = least valuable).  The four learning experiences students ranked as 

most valuable were observation of a physiotherapist treating a patient; individual 

feedback from their clinical educator; treatment, supervised, individual; and 

treatment, unsupervised, individual.  The order and relative weighting of each of these 

was slightly different depending on whether the student was a graduate-entry masters 

or an undergraduate student, and which clinical model they attended (Table 10).  The 

least popular learning experiences were feedback in a group; treatment, supervised, in 

a group; treatment unsupervised, in a group; and observation of another student 

treating a patient.       
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Table 10: Students' perceived most valuable learning experiences on placement 

GEM  
n=34 

Undergraduate 
n=41 

1:1  
n=35 

2:1 
 n=32 

4:1 
 n=8 

1. Observation 
of a 
physiotherapist 
treating a 
patient 

1. Observation of 
a physiotherapist 
treating a patient 

1. Observation 
of a 
physiotherapist 
treating a 
patient 

1. Observation 
of a 
physiotherapist 
treating a 
patient 

1 Observation of 
a 
physiotherapist 
treating a 
patient 
 

2. Treatment, 
supervised, 
individual 

2. Feedback with 
CE, individual 

2. Feedback 
with CE, 
individual 

2. Feedback 
with CE, 
individual 

2. Treatment, 
supervised, 
individual 
 

3. Feedback 
with CE, 
individual 

3. Treatment, 
supervised, 
individual 

3. Treatment, 
supervised, 
individual 

3 & 4. Tied. 
Treatment 
supervised and 
unsupervised, 
individual 
 

3Feedback with 
CE, individual 
 
 

4. Treatment, 
unsupervised, 
individual 

4. Treatment, 
unsupervised, 
individual 

4. Treatment, 
unsupervised, 
individual 

 4. Tutorial, 
group 

 

(CE = clinical educator) 

Therefore, while students felt that having other students on placement helped them 

learn, they valued individual learning experiences more highly than those shared with 

their peers.   

4.3.5 Approach to Learning on Placement 

The final part of the questionnaire was the Revised Two-Factor Study Process 

Questionnaire (R-SPQ-2F).  This was used to determine the students’ approaches to 

learning.   A score of between 10 and 50 is possible for the two approach scales, and 

between 5 and 25 for each of the motive and strategy subscales.   Data from this section 

of the questionnaire are summarised in Table 11. 
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Table 11: Student scores (R-SPQ-2F) 

 Range Mean  Median St Dev 

Deep approach 19 - 47 32.30    32 5.36 
Surface approach 11 - 31 19.10    18 4.89 
Deep motive   9 - 23 16.65    17 3.11 
Surface motive   5 - 15   8.44    15 3.07 
Deep strategy   8 - 25 15.61      8 2.17 
Surface strategy   5 - 18 10.61    10 3.11 
 

Ninety-one percent of students identified themselves as having an overall deep 

approach to learning.  The majority of students perceived themselves as adopting a 

deep approach, motive and strategy and eleven combinations of learning style were 

described by the participants (Table 12).  If a respondent scored the same or within 

one point on the deep and surface scores, they were categorized as ‘mixed’.   

Table 12: Student approaches to learning on placement (R-SPQ-2F) 

Approach      Motive        Strategy N       (%) 

Deep                 deep              deep 
Deep                 deep              mixed 
Deep                 deep              surface 
Deep                 mixed            deep 

59      (77) 
  9      (12) 
  1        (1) 
  1        (1) 

Surface             surface          surface 
Surface             mixed            surface 
Surface             surface          mixed 
Surface             deep              mixed 
Mixed               mixed            mixed 

  1        (1) 
  1        (1) 
  1        (1) 
  1        (1) 
  1        (1) 

Mixed               surface          mixed 
Mixed               deep              surface 

  1        (1) 
  1        (1) 

 

4.4 Focus Groups  

Twelve students contributed to two focus groups, consisting of seven graduate-entry 

masters students in group 1 and five undergraduate students in group 2.  Fifty percent 

of the focus group participants were male.  One participant had only experienced 1:1 

placements.  The remaining eleven participants had experienced both individual and 

collaborative (either 2:1 or 4:1) placements.  The codes and categories generated from 

content analysis of the focus group data is seen in Figure 15.   
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Figure 15: Results of Content Analysis of Focus Group Data 
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4.4.1 Learning Opportunities 

 

During the focus groups, students spoke about the teaching and learning opportunities 

that they found most valuable when on placement.   

Feedback 

 

Above all else, students emphasized the significance of feedback in guiding their 

clinical learning experiences.  All of the students identified the importance of receiving 

balanced feedback which identified their strengths and weaknesses and which was 

based on observed behaviours: 

“… as long as you’re getting enough negative and positive feedback, not all in one, so 

you actually know what you’re doing right what you’re doing wrong, that’s a big thing 

for me.” (#96) 

 “I don’t like it when I get feedback that says you’re not doing this, this and this, and 

you are doing it, it’s just that they haven’t watched you see a patient for two weeks…” 

(#94) 

 

The students also expressed a wish for feedback to be provided regularly throughout 

their placement: 

“Well, I think sometimes because they know they’ve got the mid-placement feedback 

that they’re giving us and the end-of-placement one, that they sometimes think they 

want to save it till then..…. and they’re not sort of giving you any further feedback just 

generally along the way.” (#92) 

 “…getting…regular feedback both positive and negative from your supervisor … 

throughout the weeks you’re on placement, so that you actually know how you’re 

going and what you should improve in, and, what you should do better and yeah, what 

you have been doing better...” (#91) 

 

Time with Supervisor  

 

Eleven of the students also gave priority to discussing expectations with their 

supervisor early on in the placement, and to the opportunity to spend time with their 

supervisor early in the placement. 
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“You want them to know exactly what they want and what they want of you and you 

know your expectations as you start the placement.” (#96) 

“In the first week, the first stages… to watch your supervisor do it the first time…you 

know, you pick up on everything, he can go through, you know, you’re looking at this 

you’re looking at that, and then… you know, you’ve got an idea.”  (#93) 

 

Opportunity 

 

All of the students were appreciative of all the learning opportunities that a clinical 

placement offered them.  They were keen to gain a range of experiences.  They felt 

responsible for getting the most out of their placement, but also believed that their 

supervisor had an important influence on guiding the clinical experience. 

 “I think if you’re given the opportunity you can make the most out of it, but if you’re 

not given the opportunity at all, then you can’t really do much.” (#91) 

 

4.4.2 Independence 

 

Two-thirds of the focus group participants stated that they were eager to work 

independently from fairly early on in their placement, and did not seem to expect to 

spend much time with their supervisor.   

 

“I think it’s only initially, when you’re just finding your feet around the place … that’s 

when you need a bit closer monitoring.”  (#89) 

“…she was really, really nice, very lovely, very busy, didn’t really have time to see me 

but I acknowledged that…” (#95) 

“I learnt a lot, I spent two really good treatment sessions with my supervisor, and they 

were brilliant, but you know … they can’t spend all their time with us, and that’s not 

their job.” (#94) 

 

Four categories emerged which may explain why the students didn’t anticipate 

spending much time with their supervisor.  Firstly, as mentioned, they seemed to want 

to work independently from early on in the placement.  They expressed a desire to ‘hit 

the ground running’ and to be ‘thrown in at the deep end’, which they stated was a 
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helpful learning experience, providing it was not overwhelming or beyond their 

abilities. 

“I do like getting chucked in the deep end but, to a degree, like, that the supervisor 

knows you can cope with the situation at hand and that they’re there just for support.” 

(#95) 

 “I think when you don’t have as much supervision you also find your gaps in your 

knowledge when you go back to write your notes and you go ooh I didn’t do that … so 

it’s good way of learning in itself.” (#90) 

 

Secondly, more than half of the students appreciated working independently as they 

felt free to make mistakes without being assessed by their supervisor.   

“I’d always go through asking what I was planning on doing and he’d go through my 

notes and any measures I was doing… I think, you know, obviously for safety reasons 

making sure everything was OK, but it felt like having someone looking over your 

shoulder from day one …  was too much pressure, and you’d be too nervous and 

things…” (#88) 

“I think you just need to see everything once, if you haven’t seen it before and if you 

don’t know it, and then give it a crack and then see how you go.” (#93) 

 

4.4.3 Student Role / Place 

 

Burden 

 

They also acknowledged that their clinical educator may have tasks other than student 

supervision requiring their attention.  Almost all of the students (n=11) agreed that 

one of their ‘roles’ as a student was to not burden their supervisor, and they 

considered this when deciding when to approach them for help.   

“[The clinical educators are] first and foremost here for the patients, they take us on 

board, but, I don’t know, I’m sure the university, or we certainly don’t expect them to 

be, you know, taking care of us 24/7, I think the emphasis still has to be on the 

patients.” (#93) 
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“That’s where you sort of pick your moments to ask your questions.  You can hold onto 

them and ask them whenever they’re free or… when they’re between patients and 

you’re between patients as well, or when they’re sitting down at a nursing station and 

writing notes.  Just quickly drop in a question.  You can do it conveniently, you just 

gotta sort of wait for the right time and I think that’s part of your job as a student, is 

to, you have to instigate, you have to ask questions, if you need to get more 

knowledge on something then you have to be the one to find out, because supervisors 

don’t want to be spoon feeding you…” (#89) 

 

Hierarchy 

 

Lastly, half of the students spoke of the need to know their place in an assumed 

hierarchy of the healthcare environment. 

“You play the game, and, yeah, if they like something one way you just go with it, and 

be a chameleon.” (#95) 

“I think that is a bit of a shock to the system compared to at uni when you’re … 

nurtured and they’ll go out of their way to help you, all the lecturers, and you know, 

and then you’re here and you’re the lowest in the pecking order and, you know, … 

your priorities don’t come first here, like they do at uni, and that’s something to get 

used to I think.” (#92) 

 

Although not verbalised by the students, the comments suggest that there is a conflict 

between the students’ desire to work independently and not be a burden to their 

supervisor, and their desire for accurate feedback with the consequent observation of 

their practice that makes this possible.  On one hand, they want to treat patients 

individually so that they can make mistakes without being evaluated by their 

supervisor, and on the other hand they want effective feedback. 

“…it wasn’t a heap [of supervision] he would probably pop his head in every now and 

then but it wasn’t a lot of direct supervision of my actual assessment it all was based 

on what I would tell him afterwards or through my notes or things.  I felt at some times 

I would’ve liked a little bit more like, am ‘I placing my hands correctly here?’ or ‘am I 

asking appropriate questions?’...” (#88) 

“…you know if they saw you with a patient in the first week you’ve improved on that 

but, they haven’t sort of followed up to see if you are doing those things.” (#94) 
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4.4.4 Collaborative Learning  

Students in the focus groups were asked to describe the influence the presence of a 

peer has on their access to the supervisor.  With the exception of one student who 

shared a collaborative placement with a peer who ultimately failed, the students in the 

focus groups gave a positive account of the experience of sharing their clinical learning 

experiences with other students.   

Peer Support 

 

The participants’ comments were in agreement with those expressed in the 

questionnaire data.  One of the emerging categories was that of peer support, and the 

idea of making each other ‘look good’ in front of the supervisor.   

“…they’re going through the same thing you are with the supervisor, and it just makes 

you feel a lot more confident in what you’re doing….as long as you’re both trying to 

make each other look good”  (#96) 

 

More than half of the students also stated they were also able to support each other 

by sharing ideas. 

“With having another student you can, without having to go to the supervisor, you 

could talk between yourself and see if you could figure out before you needed to go 

and ask, so you could probably nut out the problem before you needed to ask anyone 

else, so it was good…” (#85) 

 

Enhanced Learning 

 

Fifty percent of the participants reinforced the responses given in the questionnaire 

when they spoke of the learning opportunities that come with working with a peer. 

“…and sometimes they see things that you might not see ‘cause you’re concentrating 

on something else so, you … correct each other’s mistakes ...”  (#91) 

 “…we’re all better at other things than others … I find that, we’ve got strengths in 

some areas and some areas aren’t as good but that’s just reality… and it’s good seeing 

if the other person’s quite good in a particular area then you can, I don’t know, learn 

from them.”  (#95) 
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Structured Session 

 

The students were unanimous that peer learning opportunities should be structured 

such that one person was leading the session.  They felt that this was important 

because the treatment session was then less burdensome and less confusing to the 

patient. 

“…it’s too ‘student-like’, that you’re just, the patient seems that… they’re just like a 

dummy basically….. I’ll play with this leg and I’ll do that leg and I’ll ask you this 

question and I’ll butt in here, it seems like there’s too many people…” (#88) 

“And so then the person that’s running it, this is their patient, and the other person’s 

assisting, and then it’s the other way around as well…I think that just works a bit 

better….. and you can still bounce ideas off each other, and you still create a treatment 

plan together, but someone’s running it and I think that’s important to have someone 

that’s leading.” (#92) 

 

Getting Along 

 

The participants were also asked about disadvantages of collaborative learning 

placements.  For one student, being paired with a peer who was underperforming 

didn’t create the same beneficial learning experiences that the others spoke about.   

“…when they want to do bare minimum… it just doesn’t work, when they say ‘oh well 

that’s enough’ and I say ‘well we’ve got an extra half an hour let’s, you know, let’s do 

something else’…..I couldn’t bounce ideas off him or ask him what he’d do for a 

patient.” (#94) 

 

A few of the students (n=3) felt that ‘getting along’ with the other student led to a 

better experience, yet whilst it was hard to work with someone they didn’t like, 

recognised that this mimicked potential real life situations. 

“I think it’s really good, when it does happen…if you get on well with that person…” 

(#92) 

“’Cause you’re gonna be working with …people you don’t get along with, at times, so, 

you know, you’ve gotta overcome that at some stage, and it’s good to… do it.” (#93) 
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Competition 

 

The participants acknowledged that their physiotherapy student group was 

competitive, however few students (n=2) felt that collaborative learning placements 

created unhealthy competition in which unflattering comparisons could be made 

between students.   The participants mostly spoke about collaborative placements 

creating a healthy environment. 

“…being competitive’s just in your nature but you want the other person to do well.” 

(#95) 

“You don’t want to lag behind but, you’re not going to bring them down.” (#93) 

 

Time with Supervisor 

 

In contrast to previous published research,(38, 51, 54)  none of the participants in the 

focus groups identified their peers as a barrier to time with their supervisor. 

“…I’ve had ones where I’ve had people with me and ones where I’ve been by myself, I 

think all the time they’re always available for you, so it’s never an issue of getting time 

to speak to your supervisor…” (#92) 

  

4.4.5 Reflection-on-Action 

To follow-up on the data returned from the activity worksheets, in which students 

recorded very little time in reflective practice, focus group participants were asked 

about their approach to reflective practice on placement.   

Integrated 

 

There was agreement from all students that they incorporated reflection into their 

day, and found time to evaluate their interventions either during or afterwards, when 

writing notes, when speaking to their supervisor, or in personal time. 

“…most of the time we handover to our supervisor before we even see the patient - 
this is all new patients - and then we’ll see the supervisor again, and then she’ll sort of 
be like ‘oh, did you do this did you do that’ and you’re like ‘yeah yeah’ and then she 
might put a bit of input in, what she thinks might be good for a next treatment or what 
do you think about this. So it’s sort of continual reflection…” (#95) 
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“I think the notes pretty much tell you… ‘cause you’ll do something on every patient 

and then on one patient you’ll forget and then you’ll go to write it in the notes and 

you’re like ‘oh I didn’t actually do that’.  So …you have to reflect on what you’ve 

actually done, to write the notes anyway.” (#87) 

“I found that I would just reflect each time I went out of the room….so I didn’t really 

need any extra time, I’d go in, do my stuff, come out, and then I’d finish and think ok I 

didn’t do this or I need to know more about this.” (#85) 

 

Most students acknowledged that their workload influenced how much time they 

were able to spend in self-assessment.   

“…if you’ve got the extra time during the day so say  … you’ve got patients who don’t 

rock up, so you just sit in the office and just try and think what you could’ve done and 

with past patients as well you think about what you could’ve done for those ones.  But 

other times when you’re just flat out you just wait till your lunch break and then you 

think about it…” (#86) 

 

Responsibility 

 

It was also acknowledged by the majority of students that it was their responsibility to 

engage in reflective practice, for their own professional development and for the 

benefit of their patients. 

“…obviously you always want to do what’s best for the patient and get the best 

treatment outcome you can.” (#92) 

“And you want to sort of feel pretty good about what you’re doing, you don’t want to 

just go in there and tick off, you know I saw them but really did stuff-all, you want to 

make a difference, otherwise there’s no point in doing this whole thing.” (#93) 

 

In summary, when the participants were asked about the factors that created an 

effective clinical learning experience they stressed the importance of feedback.  They 

also expressed a willingness to work independently from their clinical educator from 

an early stage in the placement, and identified more advantages than disadvantages to 

sharing a placement with a colleague.  They appreciated the support gained from 
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having a peer on placement with them, and, with the exception of an underperforming 

student, did not identify another student as a barrier to their learning experiences.  

Reflective practice was performed inherently within treatment sessions and the 

students appreciated being given a range of learning opportunities on placement.   
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4.5 Summary 

The results of this research are summarised as a Venn diagram in Figure 16.  This 

diagram illustrates the main concepts to emerge from the current study, and 

demonstrates the relationship between the data obtained from different sources.   

For example, in the centre of the diagram it can be seen that both the focus group and 

questionnaire participants found value in working independently while on placement.  

This was reinforced by the data obtained from the activity worksheets, which showed 

that physiotherapy students spent more time in this activity.  The diagram also shows 

that the participants both valued, and spent more time in, individual learning 

experiences and supervised patient treatment. 

Figure 16 also demonstrates divergence of the results in some areas.  For example, 

while the students valued activities such as peer-assisted learning, feedback, 

observation and the support of their peers, the data obtained from the activity 

worksheets shows that the students did not spend as much time in these activities.  

Some of the concepts to emerge from the data came from only one source.  For 

example, the focus groups allowed topics to be discussed that were not able to be 

explored in either the activity worksheet or questionnaire.  These include the 

explanation of how reflective practice is incorporated into the students’ learning on 

placement, and the idea of not wanting to be a burden to the clinical educator.   

The diagram also illustrates how, in some instances, the results obtained from the 

different methods of data collection used in the current study converge on similar 

topics.  It shows how the data obtained via one method are endorsed by another.  It 

also illustrates the range of inquiry of the methodology of this study.  Figure 16 is 

therefore a depiction of triangulation of the findings of this study.(106)   A combination 

of research methodologies used in this study allows the results to be viewed from 

multiple perspectives.  This increases the credibility and trustworthiness of the 

data.(106)     Other researchers have used triangulation to increase the rigour of their 

studies of physiotherapy clinical education: Healey(24)  and Molloy,(125)  for example, 
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Figure 16: Triangulation of Data 
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compared and combined data from different sources to support the themes that 

developed in their research.   

The physiotherapy students in this study spent most of their day treating patients, 

writing notes, studying and attending meetings.  There was no difference in the 

amount of time spent in different learning activities between students in different 

models of clinical education.  The students appreciated the clinical learning 

opportunities that were made available to them.  There was consistency between the 

findings of this study and those in the literature, regarding the learning opportunities 

perceived as valuable in the clinical environment.   

Students valued time spent with patients.  They recorded the most time in this activity, 

and were satisfied with this.  They also valued feedback from their clinical educator, 

however did not record as much time in this, and were less satisfied.  They preferred 

to work individually than with their peers, and achieved this.  They did not spend much 

time observing physiotherapists, despite valuing this learning activity above all others.   

The majority of students in this study identified themselves as deep learners and 

acknowledged a responsibility to address their learning needs independently.   

However, they seemed reluctant to ask for the help of their clinical educator.  They 

identified an unequal relationship between themselves and their supervisor, and were 

concerned that their presence should not be perceived as a burden.   

These findings suggest a physiotherapy student population that would prefer to, and 

did, work individually and independently.  This may be a positive result, as it implies 

the students are willing to take responsibility for their learning needs and are 

committed to their professional development.  However, it is possible that the 

students’ clinical education experience may have been enhanced if time had also been 

spent in other activities.  The implications of the results will be discussed in the next 

chapter.   
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5.  Discussion 

5.1 Introduction 

This research is an investigation of physiotherapy student clinical learning experiences.  

The two research questions which underpin this study are: 

 How do physiotherapy students on clinical placement in Western Australia 

spend their time? 

 How do physiotherapy students on clinical placement in Western Australia 

perceive their learning experiences? 

The results of this research were presented in the previous chapter.  This chapter 

provides a discussion of the findings and a consideration of the implication of the 

results for students, clinical educators and academic staff.  Potential limitations of the 

study are also outlined.  To begin with, the amount of time students spent in different 

learning activities is discussed in relation to the relevant literature and in consideration 

of the different placement models.    

5.2 How do physiotherapy students on clinical placement in Western 

Australia spend their time?   

5.2.1 Patient Treatment 

The activity in which students reported spending the most time was assessment and 

treatment of patients, individually, without observation from their clinical educator.  

On the day of data recording they reported an average of over two hours in this 

activity as opposed to half an hour spent treating patients with supervision. Patient 

contact was rated by the students as a valuable clinical learning experience, which is 

consistent with the results of other studies.(24, 25, 53)   Hence, the students were able to 

spend most of their time in an activity which they perceived to be beneficial to their 

learning while on placement.   

Most of the patient treatment time was performed individually and unsupervised, 

which overall the students preferred.   Being able to treat patients on their own and 

without supervision was perceived as a non-threatening learning opportunity in which 

the students were able to identify their own strengths and weaknesses.  Most students 
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indicated that they would rather treat patients by themselves than with their peers or 

with their clinical educators.  However, other authors suggest that allowing students to 

spend the majority of their time without supervision may not be of optimal benefit.(24)   

Healey encourages clinical educators to find the right balance between supervised and 

unsupervised practice for each student.(24)   He states that patient encounters 

stimulate deep-learning approaches in students which can be facilitated by 

appropriate guidance from the clinical educator, and both too little or an excess of 

supervision may hinder rather than enhance this experience.(24) The majority of the 

students in the current study identified themselves as adopting a deep learning 

approach on placement and stated that they appreciated challenging, yet ‘safe’ 

learning experiences with patients.  It is therefore recommended that clinical 

educators give consideration to the amount of supervision they provide, in order to 

optimise these valuable learning experiences.  

5.2.2 Student Feedback 

Feedback is defined as “Specific information about the comparison between a 

trainee’s observed performance and a standard, given with the intent to improve the 

trainee’s performance.” (126 p193)   Students on 1:1 placements reported that only about 

ten minutes was spent in individual feedback sessions with their clinical educator, 

while students on 2:1 placements reported only five minutes, and students on 4:1 

placements reported almost eight minutes.  Almost half of the participants recorded 

that they received no feedback on the day of data collection.   

It seems intuitive that if students are spending most of their time working 

unsupervised that they would report limited time receiving feedback from their clinical 

educator.  This was in fact the case in this study, with students reporting four times the 

amount of time spent in unsupervised versus supervised treatment in a day.  Whilst it 

is possible to provide feedback to a student based on their verbal report or 

documentation of patient treatment, it is not possible to accurately and effectively 

comment on many aspects of their performance if they have not been observed 

directly.  The students in the current study acknowledged this and were less satisfied 

with the amount of time they spent receiving feedback than with the time they spent 

in other learning activities.    
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Feedback is widely acknowledged as essential to learning in clinical situations.(126, 127)  

Students in this study rated receiving feedback from their clinical supervisor as one of 

their five most valuable learning experiences on placement.  This concurs with other 

studies in which physiotherapy students have also rated feedback as an important 

element of learning in a clinical placement.(24, 25, 53)  The participants in the current 

study stated they valued feedback that was based on observed behaviours, was given 

regularly throughout the placement, and which included positive as well as 

constructive critical comments.  All of these factors are recognised in the literature as 

principles of effective feedback.(126, 128)  

The focus group participants spoke at length about the importance of feedback, which 

seemed at variance with their desire to work independently and to not be perceived as 

a burden to their supervisor.  While they liked to work unsupervised, the students also 

criticised those educators who they felt were unable or unwilling to provide them with 

feedback.  How the students addressed these concerns with their supervisor was not 

explored in this study.  It is possible that because the students assumed an unequal 

position within their supervisor relationship that they did not feel able to request 

changes to the way feedback was provided to them. 

The literature seems to support this view.  Laitinen-Väänänen et al(79) described 

asymmetry in the student-supervisor relationship and Molloy et al(125, 127) explored this 

in detail in relation to feedback, stating that physiotherapy students do not often take 

an active role, despite exposure to a student-centred learning environment.  Clinical 

educators position themselves as ‘leaders’ in feedback discussion, which contributes to 

a one-way dialogue, whereas a collaborative discussion is recommended.(125)   It is 

therefore recommended that it would be worthwhile for clinical educators to consider 

the importance of observing student performance and providing regular, collaborative 

feedback in order to assist students to maximise their clinical learning experiences.   

5.2.3 Observation 

A recent study of Western Australian physiotherapy students found that their most 

frequently preferred learning style was reflector, which implies that this student group 

finds value in observational learning activities.(98)   The participants in the current study 

rated observation of a physiotherapist treating a patient as the most preferred 
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learning experience on placement, yet most recorded no time in this activity on the 

day of data collection.  Almost half of the activity worksheets were completed by 

students on cardiorespiratory placements and these students spent significantly less 

time observing treatment than others in different clinical areas.  The reason for this 

difference is unclear, as it is assumed that students in all clinical areas will benefit from 

this learning experience.  Observation of a physiotherapist treating a patient has also 

been recognised as a valuable clinical learning experience by students in other 

research.(25, 53) 

Another contributing factor that might explain the lack of time spent observing a 

therapist providing treatment is that the activity worksheet data was collected in the 

middle of the placement.  Observational opportunities may have been provided by the 

clinical educator earlier in the placement, when more time is allocated to orientation.   

In addition, the students may not have been motivated to seek observational learning 

opportunities in the middle of the placement because they preferred to be working 

independently by as early as the second week.  The focus group participants described 

observation as most valuable when it occurred at the beginning of the placement.  

This finding agrees with other published literature.  The participants in a study by 

Lähteenmäki(129) also preferred to observe their supervisor at the beginning of a 

placement.  The authors explained that observation at the start of a placement creates 

a basis for the students’ own understanding and skills, and provides information about 

the context and structure of therapy.(129)   This was acknowledged by the students in 

the current study - the focus group participants stated that they wanted to observe 

how their clinical educator treated patients in order to give them a benchmark for 

their own practice.  However, it is recommended that students continue to observe 

therapy throughout a clinical experience. 

Lähteenmäki(129)  comments that the opportunity for observation later in the 

placement is also beneficial, because it allows students to examine the details of 

therapy and acknowledge the limits of their own expertise.  It therefore helps them to 

recognise areas for further professional development.(129)  The results of the current 

study suggest that the students may not have had such experience, because they did 

not record much time spent observing a physiotherapist providing treatment.  It is 
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therefore recommended that students be proactive at seeking opportunities to 

observe physiotherapy throughout the duration of a placement, in order to optimise 

the time spent in this learning activity.   

The students in this study also did not record much time observing a procedure, which 

is to be expected as this would not frequently occur during a placement.   In addition, 

they did not report much time observing their peers providing treatment.  This topic 

will be discussed further in the following paragraphs.   

5.2.4 Peer-assisted Learning Activities  

Peer-assisted learning is defined as “people from similar social groupings, who are not 

professional teachers, helping each other to learn and by doing so, learning 

themselves”. (130 p1)  Peer-assisted learning can be considered an umbrella-term under 

which there are many ways to describe learning with and from peers.  Collaborative 

learning is a type of peer assisted learning that is synonymous with reciprocal peer 

coaching which, in the context of physiotherapy clinical education, is the process 

whereby students observe each other and provide advice to successfully manage a 

patient interaction.(37)   For example, on a 2:1 placement, reciprocal peer coaching 

occurs between “…two students with equal experience who wish to embed knowledge 

and skill into practice” (131 p e-78)  and is a desired learning and teaching experience of 

collaborative placements.(60)  

Students on collaborative learning placements in this study spent more time assessing 

and treating patients individually than with their peers.  The amount of time students 

on 2:1 placements spent working with patients individually was almost five times 

greater than the amount of time they spent providing collaborative treatment with 

their peers.  This suggests the possibility that collaborative placements were not 

utilised fully to promote peer-assisted learning.  This is supported by the findings in 

one review of collaborative placement models, in which the students and clinical 

educators reported that peer learning was not used optimally.(51)   

It is generally agreed in the literature that planning and preparation by both the clinical 

educator and the students are required if a collaborative placement is to be 

successful.(51, 54, 60, 63)  It may be that the collaborative placements experienced in this 
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study were not organised to take advantage of peer-assisted learning opportunities.  

Instead the clinical educators were managing two or more students working 

individually in one clinical area and hence the students recorded little time working 

with their peers.  A possible reason for this could be that the clinical educators were 

not sufficiently trained or experienced in the delivery of collaborative placements.(54)  

Whilst most clinical educators in Australia are senior physiotherapists with between 

two and five years of experience in clinical education, this does not necessarily imply a 

thorough knowledge of teaching and learning theory or knowledge of peer-assisted 

learning principles.(40)      

It is also possible that the students experienced peer-assisted learning opportunities 

earlier in the placement rather than at the time of data collection.  It is known from 

the results of this study that the students were keen to work independently from the 

beginning of the placement.  Clinical educators may organise the placement so that 

students work together at the beginning, when time is needed for orientation(54, 55)  

but quickly transition them to working independently, because it is perceived as being 

more efficient.(55)   Thus by the middle week of placement, when the activity 

worksheets for this research were completed, the students were already working 

independently.   

It is important to note that participants in this research reported value in peer-assisted 

learning opportunities.  Whilst they rated individual learning opportunities more highly 

than group ones, the comments provided in the focus groups and the questionnaires 

agree with previous research describing the perceived benefits of collaborative 

learning.(51, 131)  The students described their peers as a source of support and as a 

resource from which they could learn different skills and techniques.  They described a 

collegiate and non-evaluative relationship in which they could both benefit, and 

acknowledged that peer-learning activities were easier if they got along well with the 

other students.  These findings echo those of two studies by Ernstzen et al,(25, 53)  in 

which students did not rate peer learning opportunities highly when asked to rank a 

list of valuable teaching and learning behaviours, yet when questioned in interviews 

they recognised its advantages.  One of the reasons students in those studies did not 

perceive as much benefit from peer-assisted learning is because they were hesitant to 



99 
 

assess their peers.(53)   Students in the current study also acknowledged that they were 

unsure how to provide comment on the clinical practice of another student.   

Ladyshewsky(131) outlines some important guidance for facilitating successful peer 

coaching; for example, students should be able to provide non-evaluative feedback, 

avoid the temptation to demonstrate how much they know, and phrase questions 

appropriately.  Clinical educators can support their students by setting guidelines for 

clinical practice in peer-assisted learning situations, such as ensuring both students are 

accountable for a shared patient, preparing students for the experience by discussing 

or providing literature about peer coaching, and conducting reflective sessions about 

peer learning experiences.(65, 132)   The potential benefits of peer assisted learning 

suggest that it is worthwhile for both students and clinical educators to adopt these 

strategies, in order to make the most of a collaborative learning placement.  Peer-

assisted learning may improve clinical reasoning and facilitate deeper learning, as well 

as enhance performance.(64, 65) The quality of the peer-assisted learning undertaken by 

students in this study was not assessed, but the amount was minimal. Students, clinical 

educators and academic staff may find it beneficial to reconsider this aspect of clinical 

education in order to maximise student learning opportunities on collaborative 

placements.   

5.2.5 Reflective Practice 

Reflective practice is “…an intentional and skilled activity in which a person analyses 

and describes his or her thoughts, action, feelings, and behaviours and makes 

judgements about their effectiveness.  It requires a conscious attempt to reflect on the 

process and outcomes of the situation with the aim of producing an improvement in 

practice”.(5 p79)   Physiotherapists are required to undertake reflective practice and self-

analysis of their professional abilities in order to maintain their registration(5) and 

universities are obliged to provide students with clinical education opportunities that 

encourage students to reflect on practice.(29)    Reflection is considered to be a 

desirable and necessary part of physiotherapy practice(133-136)  and undergraduate 

students are expected to develop their skills in reflective practice.(137, 138)    

While reflective practice is recognised as an important graduate attribute(5, 139)  most 

students in this study reported spending no time in this learning activity.  Only eight of 
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the sixty students recorded any time spent in reflective practice on the day they 

completed an activity worksheet, making it one of the least frequently performed 

learning activities on placement.  The issue of understanding why this occurred is 

multifaceted.  A barrier that has been identified by clinicians, supervisors and students 

in other research is that time constraints limit their opportunity to perform reflective 

practice.(133, 136, 137, 140)   This may not be applicable to the results of the current study, 

however, as the participants recorded considerably more time in ‘unused time’ than in 

reflective practice.   

One possible reason is that the students did not have the required skills for performing 

critical self-analysis.  This would agree with the results of a study by Musolino,(136)  in 

which the participating physiotherapy students believed they needed more training in 

how to perform reflective practice.  Students in the current study may have been less 

likely to initiate self-assessment because they were not confident in their ability to 

perform it, however their confidence or abilities were not assessed in this research.   

This study did assess the students’ perceptions of the value of reflective practice.  The 

questionnaire asked students to identify and rank their preferred clinical learning 

experiences, and reflective practice was placed seventh out of the twelve possible 

choices. A similar result has been reported in other studies, in which students were 

uncertain of the value of self-assessment in the clinical environment and rated other 

teaching and learning opportunities more highly.(25, 53)   It is therefore possible that 

students did not initiate self-assessment because they did not perceive it as 

particularly valuable.  However, it has been suggested that responsibility for initiating 

reflective practice should not rest solely with the student, rather that clinical educators 

should take the lead in facilitating time for, and developing students’ skills in, reflective 

practice.(129, 134, 141)   

This raises a third possibility to explain why few students recorded time spent in 

reflective practice; that the clinical educators did not facilitate reflective practice on 

the day of data collection.  Whether and how the clinical educators facilitated 

reflective practice for the students involved in this study was not assessed.  However 

the possibility that they did not is supported by the findings of Morris and Stew,(142) 

who state that clinical educators feel ill-prepared to facilitate reflective practice.   
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Other research has shown that while clinical educators acknowledge the value of 

reflective practice for students, they report that they lacked formal training and 

confidence in performing it themselves and facilitating it in others.(25, 136, 137)   This 

agrees with the findings of Trede and Smith,(141)  who state that clinical supervisors 

who do not understand reflective practice give students little opportunity to 

participate in it.  On the other hand, it is also possible that the clinical educators did 

facilitate reflective practice, but in a way that was not recognised by the students; for 

example, when questioning them about a patient intervention.(25, 142)    

Because the issue of time spent in reflective practice was not fully understood 

following analysis of the activity worksheet and questionnaire data, it was followed up 

in the focus groups.  The focus group participants all agreed that they regularly 

engaged in reflective practice and they saw it as something that was incorporated into 

their patient intervention.  Therefore, students may not have recorded time spent in 

reflective practice because they did not perceive it as occurring separately from 

patient treatment.  The students described how they would reflect on an intervention 

quite soon after the event, most commonly when writing the notes or when discussing 

the treatment with their supervisor.   

Students in the current study mainly described a process of reflecting on what they 

had done; for example, as they were writing their notes they realised that they had 

forgotten to perform part of the assessment or to ask a question about a particular 

symptom.  An analysis that mainly consists of description and self-awareness is 

considered lower-level reflection, as opposed to higher-level reflection which shows 

evidence of critical enquiry, problem solving and clinical reasoning skills.(143) It has 

been suggested that stimulating higher-level reflection is one of the vital roles of the 

clinical educator.(134)     

There are several ways in which clinical educators can facilitate higher-level reflection.  

They include the clinical educator verbalising their own reasoning processes as they 

demonstrate treatment to the student; quizzing students during treatment sessions 

performed by the student; asking questions of students that probe for more and more 

depth of understanding; and asking questions of students designed to facilitate 

problem solving and clinical reasoning.(133, 134, 136, 143)  
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The focus group participants said that they were motivated to perform reflective 

practice in order to improve their physiotherapy skills and provide more effective 

treatment to their patients, and felt that it helped them to better understand the 

patients and their problems.  This is congruent with the finding that most students in 

this study identified adopting a deep approach to learning on placement.  A deep 

approach to learning and reflective thinking are mutually associated.(144, 145)   

5.2.6 Other Activities 

Completing documentation was the second most time-consuming activity reported by 

the students on the day of placement during which data were recorded.  

Documentation is an essential part of every patient-therapist interaction,(146)  and 

students are required to create a clear and accurate record of their treatments.(28)   

The students spent over an hour each day writing their notes. Graduate-entry masters 

students spent significantly more time in this activity than undergraduate 

physiotherapy students, however the clinical significance of this is not clear.  The 

implication of the finding that undergraduate students spent more time studying or 

reading than graduate-entry masters students is also unclear.   Most of the participants 

in this study recorded some time in this activity on the day of data collection, however 

few rated it as a valuable clinical learning experience.   

Tutorials with the clinical educator were considered more valuable, however they 

occurred less often.  The students in this study attributed equal value to individual 

tutorials and those conducted in a group.  This finding differs from a previous research 

study in which the participants demonstrated a preference for individual tutorials over 

group tutorials.(25)    It is therefore recommended that, where possible, clinical 

educators provide tutorials in a group.  This may be a more efficient way to deliver 

information and is also another way to create peer-assisted learning opportunities in 

the clinical environment. 

5.2.7 Differences in Time Spent in each Placement Model 

There was no statistically significant difference in the amount of time students spent in 

the different learning activities between the different placement models.  This was an 

unexpected result, as a widely reported disadvantage of collaborative learning 
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placement models is that students believe that they have less individual time with 

patients and their clinical educator.(38, 51, 54)   This may be because previous research 

has drawn conclusions from the perceptions of physiotherapy students and clinical 

educators from surveys, interviews and focus groups.  Based on published research on 

this topic, the current study appears to be the first to compare the actual time 

students reported spending in different learning activities in various placement 

models.   

The results from the activity worksheet show that students had equal access to time 

with their clinical educator and patients and to a range of learning activities on 

placement, which was independent of the clinical placement model they experienced.   

In addition, there was no difference in satisfaction, as reported in the questionnaires, 

in the amount of time, individual attention and feedback they received from their 

clinical educator, between students on 1:1 and 2:1 placements.  Furthermore, those 

students who participated in the focus groups gave a mostly positive account of 

collaborative learning placement models and did not identify the presence of another 

student on placement as a barrier to time spent with their clinical educator.   

It appears that, with respect to 1:1 and 2:1 placements, the attitudes and experiences 

of the students in the current study regarding how they spend their time on placement 

is not reflected in previously published literature.  It may be that this represents a 

generational change in clinical education practice.  Initial research investigating 

collaborative placement models was conducted in the 1990s and the 2:1 model has 

had more than two decades in which to become more established in physiotherapy 

clinical education.  Change in medical educational practice has been described as a 

slow and iterative process which needs time to facilitate shifts in beliefs and the 

development of pedagogical expertise.(147)   It is possible that over time, as 

collaborative learning placement models have become more established, students’ 

attitudes have changed from initial uncertainty and scepticism(22)  to current 

acceptance and optimism, and that clinical educators have gained more skill and 

experience in facilitating 2:1 models.  Therefore, while it was initially perceived as 

difficult and time consuming to manage more than one student,(63) clinical educators 

may now be better equipped to provide students with individual attention.  

Additionally, whilst sharing a placement with another student was initially uncommon 
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and perceived as potentially competitive,(39, 63)  it is now familiar(47)  and in this study 

was seen as a source of support.  Such changes in knowledge and understanding may 

explain the absence of differences seen in this study, in the time spent in different 

learning activities and in student satisfaction between 1:1, 2:1 and 4:1 models. 

It is important to note that few conclusions can be drawn regarding the 4:1 model as a 

result of this research.  The universities participating in this study did not frequently 

use 4:1 models in their clinical education placements, and therefore a limited number 

of students on 4:1 placements returned datasheets.  As a result the opportunity to 

obtain information about this model was restricted.  Investigation of time spent in 

different learning activities in a greater number of students on 4:1 placements would 

have added value to the results of this study. 

A wide range of responses was collected from the students who completed the activity 

worksheet data.  For example, there were some participants who reported spending 

no time in supervised practice on the day of data collection.   Conversely, there were 

others who reported spending no time treating patients without supervision.  It is 

assumed that this data reflects the variable nature of clinical work and the variety of 

placements in which the participants completed the activity worksheet.  For example, 

a student and clinical educator on a community placement might spend the day 

performing ‘outreach’ intervention and travel to patients’ houses to provide therapy.  

In such a circumstance, it would be expected that the therapist and student would 

both be present for the intervention.  On the other hand, a student working in a 

musculoskeletal outpatient clinic with a clinical educator who also has a clinical 

workload and administrative duties, might perform their treatments independently 

and ‘check in’ with their supervisor between the assessment and treatment stages of 

the intervention.  In fact, both these scenarios were described by the participants in 

this study, supporting this assumption.  Such diverse experience reflects the reality of 

clinical practice.     
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5.3 How do physiotherapy students on clinical placement in Western 

Australia perceive their learning experiences? 

The following paragraphs discuss the findings of this research regarding the second 

research question – how do physiotherapy students on clinical placement in Western 

Australia perceive their learning experiences?  Student satisfaction, the student-

supervisor relationship and the students’ approach to learning are each considered in 

turn.     

5.3.1 Student Satisfaction with Clinical Learning Experiences 

The students who participated in this research were satisfied with their clinical 

learning experiences overall.    Stith et al,(77) in their study on physiotherapy student 

satisfaction with clinical education, conclude that overall satisfaction is not equivalent 

to the sum of different elements of satisfaction.   There are many factors which may 

contribute to student satisfaction with a placement experience that are independent 

of the placement model and the amount of time they spend in different activities.  For 

example, an encouraging relationship with a supervisor and a positive clinical 

environment in which students feel valued and welcome, have both been described as 

factors which allow students to take full advantage of learning opportunities and 

increase their satisfaction with a clinical placement.(21, 77, 148, 149)   One purpose of this 

study was to examine student satisfaction with the learning activities that they 

engaged in while on placement.   

Students expressed a higher degree of satisfaction with the learning activities in which 

they spent more time.  For example, they were more satisfied with the amount of time 

they spent with patients than they were with the amount of feedback they received 

from their clinical educator.  There was no difference in the degree of satisfaction with 

time spent in any learning activities between students on 1:1 and 2:1 placement 

models.  This is in contrast to a previous study which identified that students on 2:1 

placements were more satisfied with the clinical learning opportunities available to 

them than those on 1:1 placements.(22) However, other studies have reported that 

students on collaborative placements are less satisfied than students on individual 

placements with the amount of time they spent in certain learning activities, for 
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example time with patients.(51, 54)  Interpretation of the results of this study suggest 

that, because there was no difference in the time spent in different learning activities 

between placement models, there was therefore no difference in student satisfaction 

between placement models.  This is not to say however, that satisfaction with clinical 

learning experiences is predicted only by the amount of time that is spent in them.  

The study by Stith et al(77)  showed that quality was a more important predictor of 

student satisfaction.   

The researcher in the current study found that students on 4:1 placements were less 

satisfied with the amount of time they spent with, and the amount of feedback they 

received from, their clinical educator than those on 2:1 and 1:1 placements.  As with 

the activity worksheets, a small number of participants on 4:1 placements returned the 

survey and the opportunity to generalise any results to a wider population is limited.   

Further research should aim to include a greater number of participants in the 4:1 

model.  In addition, larger, collaborative models that are now in existence, such as 6:1 

models, should be included in order to shed more light on this issue.     

There were few differences in students’ perceptions of learning experiences on 

placement in this study compared with those described in other research.  The 

participants in the current study described more advantages than disadvantages to 

working with their peers.  They identified the benefits of learning with and from each 

other, such as peer discussion, peer observation and a mutually supportive 

environment.  These factors are commonly cited by other physiotherapy students as 

advantages of collaborative learning models. (22, 38, 51, 54)  The participants in this study 

also reported similar disadvantages to those found in other research.  These included 

the potential for competition between students, difficulty working with students they 

didn’t get along with, and problems encountered when they were not academically 

evenly matched with their peers.(38, 51, 54, 55, 63)   

Brown et al(148) have shown that there is a significant difference between students’ 

perceptions of their ideal and actual clinical environment, and that students generally 

expect more than they receive.   However, 80% of students in this study were satisfied 

with the learning activities listed.  Whilst there is always room for improvement in 

clinical education practice, and satisfaction does not predict success, it is encouraging 
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that the students in the current research project were mostly positive about their 

learning experiences.   

5.3.2 Student-supervisor Relationship 

An interesting category which emerged from the focus group discussions was the 

students’ concern that they were a burden to their supervisors.  They spoke of not 

wanting to interrupt their clinical educators, of limiting the questions they asked of 

them and of avoiding challenging their clinical educators’ preferred way of doing 

things.  The existence of an unequal relationship in the clinical environment has been 

discussed by other researchers. 

For example, Laitinen-Väänänen et al(79)  have identified an asymmetry in the student-

educator relationship on placement, which is in part created by the knowledge gap 

between them, but also by the clinical educators acting as decision makers and the 

students deferring to the clinical educators as the decision makers.   This unequal 

relationship was discussed in relation to feedback by Molloy and Clarke(125)  and has 

been mentioned previously (section 5.2.2).  Despite a student-centred educational 

paradigm, students may feel unable to articulate their learning needs to their 

supervisors.  Clinical educators may compound the asymmetry by positioning 

themselves as leaders, and taking an active and dominant role.(79, 125)    Such 

asymmetry may contribute to the students’ perceptions that they were, as stated by 

one student, “…the lowest in the pecking order…” and did not want to inconvenience 

the clinical educators.   

Students in the current study may also have perceived themselves as a burden in 

response to their supervisor’s attitude towards clinical education.  Clinicians 

sometimes feel obliged to participate in clinical education, either due to a sense of 

professional responsibility or because it is in their job description and thus 

unavoidable.(85, 140)  Physiotherapists report increased stress associated with student 

education and complain of a lack of time for all aspects of their workload when they 

have students.(85, 140)   If students are made aware of such an attitude they may feel 

that their presence is a burden, leading to an unequal student-educator relationship.  

The results of such a relationship can be that students are more dependent on their 
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clinical educator and do not take responsibility for their learning needs on 

placement.(150) 

Despite identifying an unequal relationship between themselves and their supervisors, 

the students in this study expressed active involvement in addressing their learning 

needs.   The students stated that they were motivated to address their learning needs 

out of a desire for professional development and to improve the quality of care they 

provided their patients.  Because they did not expect to spend much time with their 

supervisor, the participants reported that they sought information independently.  

While it is encouraging that they feel they have self-directed learning skills and are 

committed to professional development, it is recommended that, in order to facilitate 

student learning, the clinical environment is one of shared management and 

responsibility between students and clinical educators.(79)     

 

5.3.3 Preference to Learn Individually 

 

Data collected from the activity worksheets, questionnaires and focus groups all 

suggest that the students prefer to work individually in the clinical environment.  

Activity worksheet data showed that the participants spent more time working by 

themselves than with their peers, and more time unsupervised than with their clinical 

educator.  The questionnaire participants preferred individual to peer-assisted learning 

activities and the focus group participants stated a preference for working individually 

from early on in the placement.   The Johari Window provides a model by which to 

analyse this preference for individual learning.   

The Johari Window was originally developed as a model of interpersonal awareness 

however has been adopted as a framework for clinical supervision.(131, 151)   As seen in 

Table 13, the Johari window categorises the knowledge and understanding between 

the clinical educator and student into four ‘windows’ or ‘arenas’. 
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Table 13: Adapted Johari Window (151) 

 Known to Student Unknown to Student 

Known to Clinical 
Educator 

Open Arena Blind Spot 

Unknown to Clinical 
Educator 

Hidden Arena Undiscovered 
Potential 

 

Information can move from one window to another, and therefore the size and shape 

of each window can vary.  For example, it would appear that, by their desire to work 

independently, the students in the current study prefer to place themselves in the 

Hidden Arena of the Johari Window. 

The Hidden Arena contains information that is only known to the student and is where 

self-disclosure about practice is kept private.(131)   Students may retreat to the Hidden 

Arena in order to avoid being evaluated by either their peers or their supervisors and 

in order not to divulge certain information.(131, 151)  In the context of the current study 

it may be that by placing themselves in the Hidden Arena, the students are aiming to 

hide any gaps in their knowledge and skills.     

Physiotherapy student clinical placements are by their nature and purpose, evaluative.  

As well as an opportunity for students to learn in an authentic environment, clinical 

placements assess students’ competency to practice.  The focus group participants 

expressed a strong desire to do well in their clinical placement.  One student stated 

“…you don’t want to just be average….most of us want to do really well…” and another  

said “…I think it’s in the nature of physiotherapy students in general that we’re 

obviously academic, but like we’re constantly thinking about things and putting the bar 

higher for [ourselves]…”  This competitiveness and desire to do well may have led the 

students in this study to seek to keep their ‘weaknesses’ hidden from their supervisors, 

and also their peers, which resulted in them spending more time working 

independently.   

5.3.4 Approach to Learning 

After an extensive review of the literature, it was determined that no previous 

research has used the Revised Two-Factor Study Process Questionnaire (R-SPQ-2F) to 
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assess physiotherapy student approaches to learning in the clinical education setting.  

The participants completed the R-SPQ-2F and the majority identified themselves as 

having an overall deep approach to learning.    In addition, the approach to learning 

used by the students in this study was independent of the clinical model used and this 

is in contrast to other published research.  Kell and Owen,(56)  using a similar 

assessment tool, found that the students in their study were more likely to adopt a 

deep approach to learning when they were on lone placements (1:1 model), and more 

likely to adopt a surface approach when sharing a placement with a peer.   The R-SPQ-

2F does not identify the strategic approach, stating that it is incorporated into both the 

deep and surface scales. (93, 152)   

It is appropriate, and reassuring, that such a high percentage of students in this study 

identified themselves as having a deep approach to learning, because it describes 

individuals who are intrinsically motivated, and who seek to find meaning and 

understanding in what they are learning.  This is aligned with the concept of student-

centred teaching and therefore is preferable in the academic and clinical 

environments.(97, 153)   

5.4 Limitations of this Study 

Certain limitations of the design and methodology need to be considered when 

interpreting the results of this study.  Firstly, the participants were physiotherapy 

students who volunteered to contribute to the data collection.  Volunteer participants 

are by nature a non-random sample and a potential limitation to the interpretation of 

results is that they are not representative of the population being studied. (106)   In 

addition, the results of this study represent the workload and opinions of a moderate-

sized student sample from two universities in Western Australia.  This may limit the 

generalizability of the results to the wider physiotherapy student population.   

Another consideration is that a low number of students on a 4:1 placement model 

returned the surveys and worksheets.  This is in part because this model was not used 

to a great extent by either university during the data collection period.  Therefore, the 

results are unlikely to be representative of the caseload and opinions of students on 

collaborative models larger than 2:1.      
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Several factors were not controlled in this study.  Potentially the most significant was 

the time point in the placement when the participants completed the activity 

worksheet.  They were asked to complete it in the middle week of their placement but 

whether this occurred is unknown.  It is possible that the activity worksheets were 

completed at any time within the four or five weeks of a clinical placement.  This has 

the potential to impact on the results.  Ideally, data would be collected at the same 

point in time, so as not to be comparing results from novice students at the beginning 

of a placement and more proficient students at the end, who may have spent their 

time differently because of their differing expertise.  

Other factors which could not be controlled, but which may have had an impact on 

how the students spent their time and perceived their placement experience, include 

different student abilities, different clinical settings (for example acute and 

rehabilitation settings), and differences in clinical educator teaching methods.(60)  

Two cohorts of students from each university met the inclusion criteria for 

participation in this study.  Unfortunately it was not possible to engage in face-to-face 

recruitment with one group of potential participants.  Instead all information was sent 

by mail, and this may have limited the response rate from this group.  The response 

rate from each of the different cohorts was not able to be determined, as all data was 

de-identified and therefore the contribution of each group is unknown.  However, it is 

possible that the number of students who participated in this study could have been 

greater if there had been opportunity for all potential participants to meet the 

investigator and partake in recruitment sessions.    

The activity worksheet and questionnaire represent self-report methods of data 

collection.  The subjective nature of self-report data, plus the possibility of recall bias, 

needs to be taken into account when considering the results of this study.  The validity 

of self-reported data may not be as high as that of observational data, however it was 

beyond the scope of this research to implement observational data collection.(112)  In 

addition, despite instruction, there is no guarantee that the students completed the 

activity worksheet in a timely fashion.  They may have made errors due to inaccurate 

recollection of the events of their day.   
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Finally, views of the clinical educators were not included in this study.  Clinical 

educators are recognised as having an important influence on a student’s experience 

on placement(24, 50, 77-79)  and it  may have been useful to include their perspective, in 

order to gain a broader picture of physiotherapy student learning experiences in 

clinical education. 

5.5 Summary 

The perceptions of physiotherapy students in Western Australia regarding their clinical 

learning experiences were similar to those described by other physiotherapy students 

in the published literature.  There is a strong emphasis on the value of patient 

interaction, spending time with the clinical educator and receiving effective feedback 

from their clinical educator. 

The students in this study recorded an equal amount of time in all of the learning 

activities, regardless of the clinical placement model.  This suggests that some of the 

disadvantages previously ascribed to collaborative learning placement models were 

not pertinent to this student population.  However, the findings of this study may not 

be applicable to collaborative learning models larger than 2:1, as limited data were 

obtained from students in 4:1 models.   

Most participants in this study were satisfied with their clinical learning experiences on 

placement, however there are recommendations which can be made to enhance the 

encounter based on the findings of this research, and these will be presented in the 

next chapter.   
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6.  Conclusion 

6.1 Summary of the Research 

The clinical learning experiences of physiotherapy students in Western Australia were 

examined in this study.  The purpose of this research was firstly to identify the amount 

of time students spent in different learning activities in the clinical environment and 

secondly, to explore the perceptions of the physiotherapy student population 

regarding their clinical learning experiences.  Consideration was also given to the 

influence of collaborative models of education on both of these issues.   

Chapter One began with a description of clinical education and its relationship to the 

physiotherapy profession.  This set the context within which this research is 

positioned.  Clinical education is an important part of the preparation of students to 

become new-graduate therapists, however a challenge to the provision of clinical 

education currently is a lack of available placements.  Collaborative learning placement 

models are one method adopted by the profession to address this issue. 

Chapter Two continued with a detailed exploration of collaborative learning placement 

models in physiotherapy.  A review of the literature identified the advantages and 

disadvantages of this model of clinical education.  This was followed by an appraisal of 

the teaching and learning opportunities valued by students in the clinical environment.  

The chapter continued with a review of learning styles, in particular those adopted by 

physiotherapy students.  

The literature review highlighted that there is a need for further research which 

examines the teaching and learning activities undertaken by students on placement, 

and their perceptions of these experiences.  The current study is one response to 

addressing these research needs.  The research design and methodology were 

described in Chapter Three.  A mixed methods approach was used to collect data and 

explore the participants’ perspectives.  The outcome of this approach was presented in 

Chapter Four and discussed in Chapter Five. 

A finding that emerged from the activity worksheet data was that participants in this 

research engaged in a range of activities, but spent the most time treating patients.  

They worked individually and independently while on placement more often than with 
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their peers or with their supervisor.  In addition, they did not record much time 

observing physiotherapy or engaged in feedback discussions.  An objective of this 

research was to identify whether the placement model had an influence on how the 

students spent their time.  The results of this study have shown that for students on 

1:1 and 2:1 models, it did not.   

The results of the questionnaire data show that the students were generally satisfied 

with their clinical learning experiences, more so with those in which they spent greater 

time.  The placement model did not influence satisfaction for students on 1:1 and 2:1 

placements.  In addition, the participants identified themselves as independent 

learners who were capable of making the most of the learning opportunities available 

to them in the clinical environment.   However, they saw themselves at the bottom of 

an assumed hierarchy in the clinical placement environment, both in relation to their 

supervisor and within the broader health care team.   

Based on the results of this research, I propose the following recommendations 

regarding clinical learning in physiotherapy education. 

6.2 Recommendations 

1. The 2:1 collaborative learning placement model should continue to be used within 

the context of physiotherapy clinical education, and consideration should be given to 

increasing its use as a means of addressing the shortage of placement opportunities.   

The results of this study showed that there was no significant difference in the amount 

of time spent in different learning activities between students on 1:1 and 2:1 

placements.  In addition, there was no difference between their levels of satisfaction 

regarding learning on placement.  Furthermore, the participants did not perceive their 

peers as a barrier to any learning opportunity on placement.  The perception that 

students in collaborative learning models were disadvantaged by having less individual 

time with their clinical educator, or less individual time with patients, was not 

supported by the evidence provided in this study. 

It appears that, over time, collaborative models of education have achieved greater 

acceptance within the culture of physiotherapy clinical education.  This is, in part, 

evidenced by the number of collaborative placements in use today.  For example, 
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more students who participated were on a collaborative learning placement than an 

individual one, and a similar result has been reported by other researchers.(47)  The 

acceptance of collaborative models is also evident in the comments made by the 

students in this study regarding the 2:1 model.  They identified more advantages than 

disadvantages to working with their peers, and were satisfied with their learning 

experience on placement.   

In addition to the literature that has been published, these results support the 

continued use of the 2:1 model in physiotherapy education.  With a low percentage of 

physiotherapists in Western Australia participating in physiotherapy student 

education,(19, 20)  the 2:1 model provides an opportunity to address the shortage of 

available placements.  Provided however, that there are sufficient clinical educators 

willing and trained to facilitate students learning in a collaborative clinical 

environment.     

2. Clinical educators should aim to provide students with a range of learning 

experiences on placement.   

Kolb’s learning cycle illustrates that there is more to learning than just having an 

experience - learning also occurs when a student is able to also observe, reflect, and 

plan for future experiences.(91)  Based on the results of the current study it could be 

suggested that the students’ learning experiences were mainly focussed on ‘doing’, 

with less emphasis on observing, reflecting and planning.  This conclusion is supported 

by the findings of the activity worksheet data, which showed that the students’ clinical 

experience was dominated by patient intervention, and they recorded less time in 

other learning activities such as observation of physiotherapy, feedback discussions 

and reflective practice.   

It appears that, for the participants in this study, their day was primarily made up of 

patient treatment, or ‘doing’, and this may be the result of how clinical educators plan 

the students’ experiences.  Sevenhuysen and Haines, in their study of Australian 

physiotherapy clinical educators, state that “The ‘gold standard’ in clinical education is 

still seen as saturating students with clinical contact.”. (140 p68)  However, research 

suggests that in order to optimise the students’ clinical learning experience, clinical 

educators should also take the time to prepare students for patient encounters; 
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demonstrate patient treatment; provide feedback; guide their reflective practice and 

confirm learning.(80, 133)    

The wide range of data obtained in this research shows that the clinical environment 

offers a range of learning opportunities, but not all of these were accessed by the 

participants.  The results of this study also showed that students identify as adopting a 

deep approach to learning while on placement.  Diverse experiences, reflection and 

discussion are strategies which have been suggested to promote deep-learning in the 

clinical environment.(24)   It is recommended that clinical educators give consideration 

to scheduling time for other experiences as well as direct patient care.  This may 

enhance the physiotherapy students’ deep approach to learning.   

3. Collaborative learning placement models should be structured so as to make best 

use of peer-assisted learning opportunities.   

The literature identifies many benefits of peer-assisted learning for physiotherapy 

students, however the results of this study showed that students on collaborative 

placements recorded little time working with their peers.   Although the students 

preferred to work independently, they also stated that they found value in peer-

assisted learning opportunities.  Some of the advantages they described are similar to 

those found in the literature; such as support, confidence, and a ‘safe’ non-evaluative 

learning situation. 

Peer-assisted learning sessions, in the context of physiotherapy clinical education, 

involve both students sharing responsibility for the management of a patient.  The 

beneficial learning experiences that this can create include observational learning, as 

one student is able to observe their peer in practice.  It can also enhance the students’ 

teaching or coaching skills, if one student provides feedback or guidance to the other.  

Peer-assisted learning is known to improve problem solving and clinical reasoning 

skills, as both students are able to discuss patient management, and it can reduce the 

burden on the clinical educator if students are able to problem-solve before 

approaching their supervisor for assistance.(51, 131, 132)    
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It is therefore recommended that clinical educators who facilitate collaborative 

learning placement models incorporate peer-assisted learning experiences in order to 

take advantage of the unique learning opportunities that this situation can create.   

4. Students and clinical educators should seek to minimise any effect that an unequal 

student-supervisor relationship may have on the student’s learning experiences.   

The focus group participants in the current study identified an unequal relationship 

between themselves and their clinical educators.  One factor contributing to the 

development of such a perception is that students are novice practitioners and clinical 

educators are more expert. (79)    Another is the fact that clinical educators are 

responsible for assessing student performance.(78)   Both of these are almost 

unavoidable in the clinical environment and can result in the clinical educator having a 

directing and decision making role, while the student’s role is more passive.(79)  

 An unequal student-supervisor relationship may result in students having little 

opportunity for participation in the organisation and planning of their placement.(141)  

In an asymmetrical relationship, it may only be the assertive students who are able to 

ask for the learning activities that they need.(141)    It is important that all students are 

actively engaged in their learning on placement.  Therefore it is recommended that 

both the clinical educator and student should seek to minimise the effect of an 

unequal relationship.  

6.3 Further Research  

Further research regarding physiotherapy student teaching and learning opportunities 

in the clinical environment is recommended. 

The author of this study was unable to reach any conclusions regarding the learning 

experience of students on 4:1 clinical placement models, due to the low numbers of 

participants in this model.  However, the data collected suggest that there was a trend 

towards lower student satisfaction in this group.  Future studies should aim to include 

physiotherapy students undertaking this and other larger placement models, for 

example 6:1, in order to further explore the effects of these collaborative learning 

models. 
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It may be useful for potential studies to consider the following methodologies.  Firstly, 

a point-prevalence study may help to ensure results are compared at the same time-

point within a placement.  Secondly, restricting data collection to similar categories of 

clinical area may help to focus results on the differences that exist within different 

placement models (for example, only including students on placement in acute wards 

of a tertiary hospital, or only students on placement in an outpatient setting).  Thirdly, 

it would be worthwhile including the perspective of clinical educator in order to 

provide a more comprehensive picture of the factors that influence physiotherapy 

student learning experiences on placement.  

6.4 Conclusion 

The main aim of clinical education is to provide students with learning opportunities in 

a real-life setting.  This research has defined the effect that two different placement 

models have on the clinical learning experiences of Western Australian physiotherapy 

students during their placements.  It identified the relationship between the number 

of students on a placement and their level of satisfaction and perceived learning, and 

explored the issues experienced by students during their clinical placements.  The 

findings add further support to the use of collaborative models of clinical education in 

physiotherapy.  Clinical educators and students may consider the results of this 

research in an effort to optimise students’ learning experiences on placement.   

Clinical education is a vital part of preparing a student to enter the physiotherapy 

profession.  The healthcare and academic environments are continually adapting to 

change and it is important that the effects of these changes are evaluated on an 

ongoing basis.  The findings of this research provide evidence that clinical educators 

should consider in order to optimise the learning experiences of students on 

placement.  In addition, the results present academic staff with information which may 

be helpful to the organisation and preparation of clinical education.   Finally, the 

results of this research offer recommendations which could assist physiotherapy 

students to obtain the most benefit from their clinical learning experiences.    
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Email Correspondence with Edith Cowan University re: ethics approval. 

Hi Sue 

No problem, an extension until 30 June 2012 has been approved for Project 6335 and STREAM 
has been updated accordingly. 

 Kind Regards 

Janet Westell 
Ethics Support Officer 
Office of Research and Innovation  
Edith Cowan University 
270 Joondalup Drive 
JOONDALUP WA 6027 
Ph:  +61 08 6304 2940 
Fax: +61 08 6304 5044 
Email: J.Westell@ecu.edu.au 

(0.5 FTE Mon - Tue & Mon - Wed ) 

From: Sue Miller [mailto:sue.miller@uwa.edu.au]  
Sent: Friday, 10 February 2012 1:54 PM 
To: Research Ethics 
Cc: Katrine Nehyba (19307151@student.uwa.edu.au) 
Subject: RE: Project 6335 multicentre research project 

Dear Kim, 

The student working on this project finished her survey data collection at the end of November 
last year, but would now like to conduct focus groups (approved as part of the original ethics 
application).  

Is it possible to have an extension for ethics approval for the project until 30th June 2012? 

Thanks, 

Sue. 

-----Original Message----- 

From: Research Ethics [mailto:research.ethics@ecu.edu.au] 

Sent: Thu 12/23/2010 11:45 AM 

To: Sue Miller 

Subject: Project 6335 multicentre research project 

 

Dear Sue 

 

Project 6335 - Physiotherapy Clinical Placements: cardiorespiratory student learning 

mailto:J.Westell@ecu.edu.au
mailto:sue.miller@uwa.edu.au
mailto:19307151@student.uwa.edu.au
mailto:research.ethics@ecu.edu.au
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experiences in different group sizes. 

 

The ECU Human Research Ethics Committee (HREC) has reviewed your application and has 

granted ethics approval for your research project.  The Committee noted that the project has 

previously been approved by the UWA Human Research Ethics Committee.  In granting 

approval, the HREC has determined that the research project meets the requirements of the 

National Statement on Ethical Conduct in Human Research. 

 

The approval period is from 23 December 2010 to 30 November 2011. 

 

Please note the following conditions of approval: 

The HREC has a requirement that all approved projects are subject to monitoring conditions. 

 This includes completion of an annual report (for projects longer than one year) and 

completion of a final report at the completion of the project.  The ECU HREC would be happy 

to accept the report submitted to the UWA Human Research Ethics Committee. 

 

Please feel free to contact me if you require any further information. 

 

Regards 

Kim 

 

Kim Gifkins 

Research Ethics Officer 

Edith Cowan University 

270 Joondalup Drive 

JOONDALUP WA 6027 

Phone:   (08) 6304 2170 

Fax:       (08) 6304 5044 

Email:    research.ethics@ecu.edu.au<mailto:research.ethics@ecu.edu.au> 

 

 

________________________________ 

This e-mail is confidential. If you are not the intended recipient you must not disclose or use 

the information contained within. If you have received it in error please return it to the sender 

via reply e-mail and delete any record of it from your system. The information contained 

within is not the opinion of Edith Cowan University in general and the University accepts no 

liability for the accuracy of the information provided. 

 

CRICOS IPC 00279B 

 

 

 

 

mailto:research.ethics@ecu.edu.au
mailto:research.ethics@ecu.edu.au
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Appendix B - Questionnaire 

 

 

PHYSIOTHERAPY STUDENT LEARNING EXPERIENCES ON CLINICAL 

PLACEMENT 

End-of-Placement Questionnaire 

It is anticipated that it should take no longer than 15 minutes to complete this questionnaire. 

Please answer all questions as honestly as possible. Your responses are confidential and 

anonymous. The information obtained from this questionnaire will only be viewed by the 

research investigators and will not be used for any other purpose. 

____________________________________________________________________________ 

1. Which age group do you belong to? 

[    ] < 25 

[    ] 25 – 29 

[    ] 30-34 

[    ] >34 

 

2. Which gender are you? 

[    ] Male 

[    ] Female 

 

3. What type of student are you? 

[    ] Undergraduate 

[    ] Graduate-entry Masters 

 

4. Are you an international student? 

[    ] Yes 

[    ] No 

 

5. Which clinical education model was used for this placement? (student:supervisor ratio) 

[    ] 1:1  [    ] 2:1  [    ] 3:1  [    ] 4:1  [    ] 5:1  [    ] 6:1 

[    ] Other (please describe) _______________________________ 

            



134 
 

6. Which clinical area was this placement in? (eg neuro, cardio)  

_____________________________ 

 

 

7. What type of facility was this placement in? 

[    ] tertiary hospital (eg Royal Perth, Charlies) 

[    ] secondary hospital (eg Swan Districts, Joondalup) 

[   ] community  

[   ] rural 

[    ] private hospital or clinic 

[    ] other / not sure 

8. In your opinion, what do you consider are the most valuable learning experiences for you 

when on clinical placement?  Choose your 5 most valuable learning activities from the list and 

rank them from 1 to 5, with 1 being the most valuable, 2 the second most valuable, and so on. 

_______study, reading 

_______tutorial, individual 

_______tutorial, group 

_______treatment, supervised, individual 

_______treatment, supervised, with other student/s 

_______treatment, unsupervised, individual 

_______treatment, unsupervised, with other student/s 

_______observation of a physiotherapist treating a patient 

_______observation of other students treating a patient 

_______feedback from your facility clinical educator, individual 

_______feedback from your facility clinical educator, in a group with other student/s 

_______time for self evaluation, reflective practice 

Are there any other learning experiences not listed here that would be in your top 5? 

________________________________________________________________________ 

________________________________________________________________________ 

 

9. To what extent do you feel you have learnt from this clinical placement? 

Learnt Nothing                 Learnt A Lot 

0                   1                   2                   3                   4                   5                   6                   7 

Comments: 
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10. To what extent were you satisfied with the amount of time you spent with your facility 

clinical educator? 

Not Satisfied               Very Satisfied 

0                   1                   2                   3                   4                   5                   6                   7 

Comments: 

 

 

11. To what extent were you satisfied with the amount of feedback you received from your 

facility clinical educator? 

Not Satisfied               Very Satisfied 

0                   1                   2                   3                   4                   5                   6                   7 

Comments: 

 

 

12. To what extent were you satisfied with the amount of time you spent with patients? 

Not Satisfied               Very Satisfied 

0                   1                   2                   3                   4                   5                   6                   7 

Comments: 

 

 

13. To what extent were you satisfied with the amount of individual attention you received 

from your facility clinical educator? 

Not Satisfied               Very Satisfied 

0                   1                   2                   3                   4                   5                   6                   7 

Comments: 

 

 

14. To what extent were you satisfied with the amount of time you spent working 

individually? 
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Not Satisfied               Very Satisfied 

0                   1                   2                   3                   4                   5                   6                   7 

Comments: 

 

 

15. Did the presence of other students help you learn on this placement? 

[    ] Yes (please explain your answer)  

 

[    ] No (please explain your answer)  

 

[    ] Not applicable 

_____________________________________________________________________________ 

The next part of the questionnaire has a number of questions about your attitudes towards 

your studies and your usual way of studying on placement. There is no RIGHT way of studying. 

It depends on what suits your own style and the course you are studying. It is accordingly 

important that you answer each question as honestly as you can. 

Please think about the last placement you were on and choose the ONE most appropriate 

response to each question. Do not spend a long time on each item: your first reaction is 

probably the best one. Do not worry about projecting a good image - your answers are 

anonymous. 

16. I find that at times studying gives me a feeling of deep personal satisfaction 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

17. I find that I have to do enough work on a topic so that I can form my own conclusions 

before I am satisfied 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

 

18. My aim is to pass a placement while doing as little work as possible 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 
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[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

19. I only study seriously what is recommended for each placement 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

20. I feel that virtually any topic can be highly interesting once I get into it 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

21. I find most new topics interesting and often spend extra time trying to obtain more 

information about them 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

22. If I do not find my placement very interesting I keep my work to the minimum 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

23. I learn some things by rote, going over and over them, until I know them by heart even if 

I do not understand them 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

 

24. I find that studying academic topics can at times be as exciting as a good novel or movie 

[    ] Never or rarely true of me 
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[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

 

25. I test myself on important topics until I understand them completely 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

26. I find I can get by in most assessments by memorising key ideas/rationales rather than 

trying to understand them 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

27. I generally restrict my study to what is specifically set as I think it is unnecessary to do 

anything extra 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

28. I work hard at my studies if I find the placement interesting 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

 

29. I spend a lot of my free time finding out more about interesting topics which have been 

discussed on placement 

 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 
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30. I find it is not helpful to study topics in depth; it confuses and wastes time, when all you 

need is a passing acquaintance with topics 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

31. I believe that placement supervisors shouldn't expect students to spend significant 

amounts of time studying material everyone knows won't be assessed 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

32. I come to a placement with questions in mind that I want answering 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

33. I make a point of looking for extra/suggested readings that go with a placement 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

34. I see no point in learning material which is not likely to be assessed 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

35. I find the best way to pass placements is to try to remember answers to likely questions 

[    ] Never or rarely true of me 

[    ] Sometimes true of me 

[    ] True of me about half the time 

[    ] Frequently true of me 

[    ] Always or almost always true of me 

 

THANK YOU VERY MUCH! 
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Appendix C – Activity Worksheet 

 

PHYSIOTHERAPY STUDENT LEARNING EXPERIENCES ON CLINCAL PLACEMENT 

Activity Worksheet – What did you do today? 

 

Instructions: please indicate in each time-slot the activity/activities that best describe what you did today. 

 

1. Choose the description from the activity list that best describes what you have done. 

2. Write the letter of that activity in the appropriate time slot. 

3. Indicate how much time you spent in that activity, to the nearest 5 minutes. 

For example: 

 

0800 - 0830 B 30  

0830 - 0900 Q 10, G 20 

0900 - 0930 G 15, P 15 

 

 

Please try to complete this worksheet at intervals throughout the day, rather than doing it all at the end of the day.  This will minimise data collection errors and therefore make the 

results more valuable.  Please complete this worksheet in the middle of your placement. 

Thank you. 

__________________________________________________________________________________________________ 

 

What type of physiotherapy student are you?    What type of facility is this placement in?    

       Undergraduate              Tertiary hospital (eg RPH, SCGH)   Community 

       Graduate-entry masters             Secondary hospital     (eg SDH, OPH)   Rural 

                 Other 

 

What clinical education model was used for your placement (student:supervisor ratio) ? 

             1:1  2:1  3:1  4:1  5:1  6:1        Other (please describe) ___________ 

Which clinical area is this placement in? (cardiopulmonary, neurology etc) ___________________________________________________  

This indicates that the first 30 minutes were spent in handover.  You then had 10 minutes 

with nothing to do, before spending 35 minutes assessing and treating a patient by 

yourself.  You then spent 15 minutes writing notes.   
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Was this a ‘typical’ day on placement for you?      Yes       No   If not, please explain why (for example, quieter/busier than usual, staff/student absent) : 

 

________________________________________________________________________

Time Activity 

 0800 – 0830  

0830 – 0900  

0900 – 0930  

0930 – 1000  

1000 – 1030  

1030 – 1100  

1100 – 1130  

1130 - 1200  

1200 – 1230  

1230 – 1300  

1300 – 1330  

1330 – 1400  

1400 – 1430  

1430 – 1500  

1500 – 1530  

1530 – 1600  

1600 – 1630  

1630 - 1700  

Activity List 

 

A.  Personal time (eg break, chatting) 

B.  Ward round/team meeting 

C. Study, reading 

D. Tutorial with CE, individual 

E. Tutorial with CE, group 

F. Ax & Rx patient, individual, with CE 

G.  Ax & Rx patient, individual, without CE 

H. Ax & Rx patient, group, with CE 

I. Ax & Rx patient, group, without CE 

J.  Feedback with CE, individual 

K.  Feedback with CE, group 

L.  Observation of CE or other physio Rx 

M.  Observation of another student/s Rx 

N.  Observation of procedure, surgery 

O.  Reflective practice / self evaluation 

P. Documentation 

Q.  Unused time (eg waiting, travel) 

R.  Other (please detail) 

 

Group = more than one person   

CE = clinical educator = your facility supervisor 

 

Student Activity Worksheet – What did you do today? 

Student Activity Worksheet – What did you do today?  

Please return in the SAE. Thank you. 
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Appendix D – Participant Information Sheet 

 

 

PARTICIPANT INFORMATION SHEET 

You are being invited to take part in a study that is aimed at evaluating different learning 

models in physiotherapy education.  Before you give consent it is important you are aware of 

what your participation will involve, so please read and consider the following information 

carefully.  Please ask if there is anything that is not clear or if you would like more information. 

Should you choose to participate please keep this information sheet and duplicate copy of the 

consent form for your records; the remaining consent form will be retained for our records. 

Title of the Research 

Physiotherapy Student Learning Experiences on Clinical Placement 

Background and Aims of the Research 

Clinical education placements for physiotherapy students are changing in response to new 

challenges and demands. Universities and clinical educators are adapting to increased student 

numbers, staff shortages and financial constraints, against a background of constant need by 

students for significant time in clinical placements prior to graduation. There is a continuing 

increasing demand for student clinical placements and different models of education have 

been recommended to address this need. 

The purpose of this study is to identify the learning experiences of final year physiotherapy 

students undertaking different models of clinical education in Perth, Western Australia.    

The research aims to answer two questions: 

 1. How do physiotherapy students on clinical placement in Perth, Western  

 Australia perceive their learning experiences?   

 2. How do physiotherapy students on clinical placement in Perth, Western Australia 

 spend  their time?  In particular, how much time do they spend with patients and 

 their clinical educator, and does this differ between placement models.   

This study will address a lack of information in the physiotherapy literature about learning 

experiences in collaborative learning models, and will be the first to provide data on the local 

student population.  It is therefore hoped that the results of this study will offer information 

useful to clinical educators, university clinical placement co-ordinators and students, to inform 

decision making and further developments in physiotherapy clinical education. 
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Participants 

Physiotherapy students from the University of Notre Dame Australia and Edith Cowan 

University will be invited to participate in this study. 

What it means to you 

If you decide to participate in this research you will be asked to complete one survey and two 

worksheets during a clinical placement. 

There are 2 parts to this study: 

 In the middle weeks of a placement you will be asked to complete a worksheet which 

will identify what you did at different times during that day.  It should take no longer 

than 15 minutes to complete each time.   

 At the end of the placement you will be asked to complete a survey which will ask for 

your opinion of the learning experiences of this placement.  It should take no longer 

than 15 minutes to complete. 

Please note – all of the information you provide will be anonymous.  The researchers will be 

blinded to your identity. 

You may also be invited to participate in a focus group to discuss your experiences in more 

detail at a later date.  This is separate from agreeing to participate in the study at this point.  

The focus group discussion will be audio-taped and will further investigate your opinions of the 

learning experiences of your placement.  It is anticipated that this will take no longer than 45 

minutes.   

Refusal to take part will involve no penalty or loss of benefits to which you are otherwise 

entitled.   

What happens if I change my mind? 

You are free at any time to withdraw consent to further participation in this study, without 

prejudice in any way. You do not need to give a reason or justification for such a decision, and 

if you wish your data can be excluded from the study at that time.   

Data, Ethics and Confidentiality 

All data will be de-identified and confidential. Data access will be restricted to the research 

investigators. Ethics approval has been obtained from the University of Western Australia, the 

University of Notre Dame Australia and Edith Cowan University.   

It is anticipated that data from this study may be presented at conferences and meetings, and 

published in an appropriate journal. Participants will not be identifiable in any way when data 

is presented. 

Contact 

If you have any questions about this study, now or at any time during your participation, 

please contact the Chief Investigator, Assistant Professor Sue Miller on 6488 1275.  This 

research is part of a UWA postgraduate students’ Master of Health Professional Education. 
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Appendix E – Consent Form 

 

 
 
 

CONSENT FORM 
 

Physiotherapy Student Learning Experiences on Clinical Placement 
 

 
I _______________________________ (the participant) have read the information 
provided and any questions I have asked have been answered to my satisfaction.  I 
agree to participate in this activity, realising that I may withdraw at any time without 
reason and without prejudice.   
 
I understand that all information provided is treated as strictly confidential and 
identifying information will not be released by the investigator.  The only exception to 
this principle of confidentiality is if documents are required by law.   
 
I have been advised as to what data is being collected, what the purpose is, and what 
will be done with the data upon completion of the research.   
 
I acknowledge that I have been provided with a copy of the Information Sheet and 
Consent Form for my personal records.   
 
I agree that research data gathered for the study may be published provided my name 
or other identifying information is not used. 
 
 
Participant name   ______________________________ 
 
 
Participant signature _______________________________ Date  __________ 
 
Please contact the Chief Investigator, Assistant Professor Sue Miller phone 6488 1275, 
if you have any queries regarding this research project. 
 
The Human Research Ethics Committee at the University of Western Australia requires 
that all participants are informed that, if they have any complaint regarding the 
manner, in which a research project is conducted, it may be given to the researcher or, 
alternatively to the Secretary, Human Research Ethics Committee, Registrar’s Office, 
University of Western Australia, 35 Stirling Highway, Crawley, WA 6009 (telephone 
number 6488-3703). All study participants will be provided with a copy of the 
Information Sheet and Consent Form for their personal records. 
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Appendix F – Participant Instructions 

 

       

 

PHYSIOTHERAPY STUDENT LEARNING EXPERIENCES ON CLINICAL PLACEMENT 

General Instructions 

In order to participate in this research, you are asked to do three things: 

1. Sign up 

  a. Read the information sheet. 

 b. Sign one consent form and return it in the reply-paid envelope.  

 c. Keep the information sheet and other consent form for your records. 

2. Complete the activity worksheet 

 a. Take the worksheet with you one day in the MIDDLE of your prac.  Make sure it is a 

 day  when you do not have a university clinical tutor spending time with you.   

 

 b. Complete the worksheet throughout the day. 

 c. Return in the reply-paid envelope. 

 d. Feel free to complete the other worksheet on a different day and return that too. 

Details on how to complete the activity worksheet can be found on each copy of the 

worksheet. 

3. Complete the questionnaire 

 a. Once your prac has finished, complete the questionnaire. 

 b. Return in the reply-paid envelope. 

The activity worksheet and the questionnaire both take no longer than 15 minutes to 

complete. 

All of this information can also be found on Blackboard. 
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Appendix G – Focus Group Participant Information Sheet 

 

 

PARTICIPANT INFORMATION SHEET 

Focus Group 

You are being invited to take part in a study that is aimed at evaluating physiotherapy student 

learning experiences on clinical placement.  Before you give consent it is important you are 

aware of what your participation will involve, so please read and consider the following 

information carefully.  Please ask if there is anything that is not clear or if you would like more 

information. 

Should you choose to participate please keep this information sheet and duplicate copy of the 

consent form for your records; the remaining consent form will be retained for our records. 

Title of the Research 

Physiotherapy Student Learning Experiences on Clinical Placement 

Background and Aims of the Research 

Clinical education placements for physiotherapy students are changing in response to new 

challenges and demands. Universities and clinical educators are adapting to increased student 

numbers, staff shortages and financial constraints, against a background of constant need by 

students for significant time in clinical placements prior to graduation. There is a continuing 

increasing demand for student clinical placements and collaborative learning models have 

been recommended to address this need. 

The purpose of this part of the study is to identify how physiotherapy students in Western 

Australia perceive their learning experiences on clinical placement. 

The aims of the focus group are to explore: 

 1. The teaching and learning experiences physiotherapy students perceive as valuable 

     when on clinical placement 

 2. Whether the presence of other students on placement has an influence on you 

  Clinical experiences. 

This study will address a lack of information in the physiotherapy literature about learning 

experiences on clinical placement.  It is hoped that the results of this study will offer 

information useful to clinical educators, university clinical placement co-ordinators and 

students, to inform decision making and further developments in physiotherapy clinical 

education. 
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Participants 

Physiotherapy students from Edith Cowan University and the University of Notre Dame 

Australia will be invited to participate in this study. 

What it means to you 

Participation in this focus group will involve a discussion, along with other students, about your 

opinions of your learning experiences on clinical placement.  It is anticipated that this will take 

no longer than 45 minutes.  The discussion will be audio-taped. 

Refusal to take part will involve no penalty or loss of benefits to which you are otherwise 

entitled.   

What happens if I change my mind? 

You are free at any time to withdraw consent to further participation in this study, without 

prejudice in any way. You do not need to give a reason or justification for such a decision, and 

if you wish your data can be excluded from the study at that time.   

Data, Ethics and Confidentiality 

All data will be de-identified and confidential. Data access will be restricted to the research 

investigators. Ethics approval has been obtained from The University of Western Australia, 

Edith Cowan University and The University of Notre Dame Australia.   

It is anticipated that data from this study may be presented at conferences and meetings, and 

published in an appropriate journal. Participants will not be identifiable in any way when data 

is presented. 

Contact 

If you have any questions about this study, now or at any time during your participation, 

please contact either Katrine Nehyba (nehybak@ramsayhealth.com.au or 9346 6000) or the 

Chief Investigator, Assistant Professor Sue Miller on 6488 6893.  Katrine Nehyba is a 

postgraduate student at UWA and this study forms part of her Master of Health Professional 

Education. 
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Appendix H – Scoring the Revised Two-Factor Study Process Questionnaire 

 

The responses to items are scored as follows: 

A = 1, B = 2, C = 3, D = 4, E = 5 

To obtain main scale scores add item scores as follows: 

DA = 1 + 2 + 5 + 6 + 9 + 10 + 13 + 14 + 17 + 18  

SA = 3 + 4 + 7 + 8 + 11 + 12 + 15 + 16 + 19 + 20 

Subscale scores can be calculated as follows: 

DM = 1 + 5 + 9 + 13 + 17 

DS = 2 + 6 + 10 + 14 + 18 

SM = 3 + 7 + 11 + 15 + 19 

SS = 4 + 8 + 12 + 16 + 20 

 

 

From Biggs J, Kember D, Leung DYP. The revised two-factor study process questionnaire:  

R-SPQ-2F. Br J Educ Psychol. 2001;71(1):133-49. 
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Appendix I – Focus Group Interview Protocol 

 

1. What kind of experiences do you want when you are on placement?  Can you describe  

your ideal clinical placement to me? 

 Difference between first and last week of placement? 

2. Tell me about what it is like to be on placement with another student, compared with  

being on placement by yourself.   

3. Do you see value in assessing and treating patients with your peers? 

 Would you prefer to do this individually? 

 Does it make you uncomfortable to assess or be assessed by your peers? 

4. Which teaching and learning opportunities are most valuable to you on placement?   

 What do you feel affects your ability to learn on clinical placement? 

5. When you are on placement, do you get enough time during the day to reflect on what  

you are doing?   

 When? 

 How does this help you learn from your experiences? 

6. How does the clinical environment promote or hinder your learning on placement? 

 Eg workload, supervisor too busy, too much self-guided activity 
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STUDENT # Stage 1: CODE DATA Stage 2: CATEGORY 

88 Work independently 
 

I felt that having someone looking over your shoulder from day 1, 
like, was too much pressure 

Independence 

89 Work independently I think it’s only initially, when you’re just finding your feet around 
the place … that’s when you need a bit closer monitoring 

Independence 

93 Make own mistakes I think the level of supervision they give needs to be.. not over the 
top.  I think you need to make your own mistakes to an extent, as 
long as you’re not.. putting the patient at jeopardy, and …work it 
out a lot by yourself 

Independence 

93 Make own mistakes You need to make your own mistakes…get your own bit of 
space…work it out by yourself 

Independence 

94 Make own mistakes You’ve got to make your own mistakes, that’s important Independence 

87 Define expectations So then…you know what you are going to need to know for these 5 
weeks and you know where you’re at and where you have to get 
to, to do well 

Positive teaching and learning 
opportunity 

88 Challenge Increasing like the complexity of the patients…extending yourself Positive teaching and learning 
opportunity 

89 Work independently Hopefully by the end it’s just about managing your time and 
managing your caseload, as well as getting that experience 

Positive teaching and learning 
opportunity 

90 Observation I like having the supervisor demonstrate Positive teaching and learning 
opportunity 

90 Self-assessment 
Work independently 

I think when you don’t have as much supervision you also find your 
gaps in your knowledge…so it’s a good way of learning in itself 

Positive teaching and learning 
opportunity 

91 Feedback Regular feedback both positive and negative from your supervisor 
throughout the weeks you’re on placement so that you actually 
know how you’re going 

Positive teaching and learning 
opportunity 

Appendix J -  Examples of the two stages of qualitative analysis of the data 
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STUDENT # Stage 1: CODE DATA Stage 2: CATEGORY 

92 Observation  So you could go round with the OTs one day and the medical staff 
one day, that kind of stuff, because you do learn so much from 
them, because you don’t learn a lot of the stuff that they know at 
uni, so I think, you know I think it does make you a better clinician 

Positive teaching and learning 
opportunity 

93 Observation I think watching your supervisor helps 
 

Positive teaching and learning 
opportunity 

96 Define expectations You want them to know exactly what they want and what they 
want of you and you know your expectations as you start the 
placement  

Positive teaching and learning 
opportunity 

86 Attending placement by self  You don’t know where you stand as well because you don’t have 
anything to compare yourself against 

Missed teaching and learning 
opportunity  

88 Feedback But it wasn’t, um, a lot of direct supervision of my actual 
assessment it all was based on what I would tell him afterwards or 
through my notes or things.  I felt at some times I would’ve liked a 
little bit more 

Missed teaching and learning 
opportunity 

90 Feedback Because I didn’t get a lot of feedback ….. I didn’t know how I was 
going 

Missed teaching and learning 
opportunity 

92 Feedback You’ve done some new stuff and you’re improving and they’re not 
sort of giving you any further feedback just generally along the way 

Missed teaching and learning 
opportunity 

94 Feedback You know if they saw you with a patient in the first week you’ve 
improved on that but, they haven’t sort of followed up to see if you 
are, you know, doing those things 

Missed teaching and learning 
opportunity 

88 Burden Without having to always bother the supervisor Student role / place 

88 Expectation of time with 
supervisor 

They have their busy workloads Student role / place 
 

89 Burden Just quickly drop in a question.  You can do it conveniently you just 
gotta sort of wait for the right time and I think that’s part of your 
job as a student 

Student role / place 
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STUDENT # Stage 1: CODE DATA Stage 2: CATEGORY 

89 Burden They shouldn’t have to have someone there that they have to 
spoon-feed or take care of 24 hours 

Student role / place 

89 Working independently There are certain things you need to do as a student Student role / place 

90 Expectation of time with 
supervisor 

Understanding that they’ve got a full caseload as well most times Student role / place 

93 Burden Because they’re first and foremost here for the patients, like, they 
take us on board, but, I don’t know, I’m sure the university, or we 
certainly don’t expect them to be, you know, taking care of us 
24/7, I think the emphasis still has to be on the patients 
 

Student role / place 

95 Expectation of time with 
supervisor 

…didn’t really have time to see me but I acknowledged that Student role / place 

85 Support – peers – enhanced 
learning 

You could talk between yourself and see if you could figure out 
before you needed to go and ask 

Advantage collaborative learning 
placement model (CLPM) 

90 Support - peers In neuro I’ll probably want about 5 students, just to help Advantage CLPM 

92 Delegate then the person that’s running it, this is their patient, and the 
other person’s assisting…that just works a bit better 

Advantage CLPM 

91 Support – peers – learning 
opportunities 

Sometimes they see things that you might not see ‘cause you’re 
concentrating on something else so, you kind of, yeah, you kind of 
correct each other’s mistakes 

Advantage CLPM 

93 Observation 
Support – peers – enhanced 
learning 
 

Yeah, really good watching someone and if you can pick up on 
something and vice versa, then, you know you’re helping each 
other and your supervisor doesn’t really need to do anything. And 
because you’re not being evaluated by that person there’s not as 
much pressure on you, but you can still get those mistakes picked 
up. So,  I think it works well in that way. 

Advantage CLPM 
 
 
 
 
 

95 Delegate We’ve found that if we delegate someone to do everything and the 
other person to just be at the side to help, it works a lot better 

Advantage CLPM 
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STUDENT # Stage 1: CODE DATA Stage 2: CATEGORY 

95 Suport – peers – sharing ideas It’s good seeing if the other person’s quite good in a particular area 
then you can, like, I don’t know, learn from them 

Advantage CLPM 

85 Competition  But then other times, you get compared a lot, the other student 
does it like this, or you do it like that, so sometimes that’s a bit, a 
bit difficult 

Disadvantage CLPM 

87 Competition Sometimes I feel you might be competing with your other student  Disadvantage CLPM 

92 Getting along  We didn’t really get along that well, we were very different people, 
and I think actually, you know, hinders more than helps, just 
because you’re not co-operating  as well with each other and 
things like that  

Disadvantage CLPM 
 

94 Mismatched abilities I think time was taken away from, like my time with the supervisor 
because they were busy trying to help him pass 

Disadvantage CLPM 

86 Reflective practice – placement If you’ve got the extra time during the day you just sit in the office 
and like just try and think like what you could’ve done 

Reflection-on-action 

87 Reflective practice - placement Talking to your supervisor after treating a patient, they’ll ask you 
why you did this or why you did that, you kind of reflect on what 
you’ve done, you think about what you could’ve done  

Reflection-on-action 

93 Reflective practice - placement You’ve come out of, you know, seeing your patient and you get a 
few questions and what’s happening, um you know, what 
happened, and do you have any questions, so you can sort of, you 
know, we’ve been lucky enough to have a supervisor that we can 
reflect on everything that’s just happened and move onto your 
next patient 

Reflection-on-action 
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