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Abstract 

Recent research suggests that psychological techniques may facilitate 

injured athletes I rehabilitation, yet little is known about the 

psychological techniques trainers currently employ and how they view these 

interventions. In this study, 206 athletic trainers assigned Likert scale 

ratings to 11 psychological techniques indicating how much they valued a 

specific technique, how skillfully they employed it, and how often they 

utilized it. Trainers also responded to an open ended question asking how 

they would deal with the psychological aspects of an injury described in a 

short scenario. 

Results revealed a tentative model for the way trainers view 

psychological techniques. Categories of techniques included techniques 

involving the modification of 'physical and psychological states (goal 

setting, pain management, relaxation, imagery, and breathing techniques), 

techniques involving verbal cognitive techniques (communicating openly, 

changing negative self talk, emotional counseling, and crisis counseling), 

and non-recommended techniques (encouraging heroism and screening negative 

information). The study explored trainers I perceptions of each of the 11 

psychological techniques in depth and discussed these findings. 

The study found that although trainers highly value psychological 

interventions in their work with injured athletes, they assigned low ratings 

to the techniques they knew little about. However, as exposure to sport 

psychology information increased, ratings assigned to the techniques that 

modify physical and psychological states also increased. Similarly, the 

longer trainers had worked in their field, the more highly they valued the 
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verbal cognitive interventions. In contrast, neither exposure to sport 

psychology information or athletic training experience proved predictive of 

ratings assigned to the non - recommended psychological techniques. These 

findings suggest the importance of introducing skills training for 

psychological techniques early in the athletic trainers' educational 

curriculum so that trainers can gain awareness of the efficacy of certain 

psychological techniques and skill at using these techniques. Moreover, 

trainers could benefit from course work explaining potential negative 

consequences of employing harmful or ineffectual psychological 

interventions. 



PSYCHOLOGICAL INTERVENTIONS USED BY ATHLETIC TRAINERS 

IN THE REHABILITATION OF THE INJURED ATHLETE 
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A new area of research development in clinical sport psychology 

involves the exploration of psychological factors that may influence the 

recovery process following athletic injury. Psychological techniques that 

address the troubling aspects of injury may be a valuable adjunct to the 

athlete's physical rehabilitation (Heil, 1993; Smith, Scott & Wiese, 1990) . 

Knowledge from disciplines such as psychology, sport psychology, athletic 

training, and rehabilitation provide the foundation for identifying 

potential psychological techniques. Although it appears that psychological 

interventions may facilitate athletic rehabilitation, there have been few 

attempts to assess which psychological interventions, if any, are used by 

those most integrally involved in the athletes' recovery; the athletes and 

their athletic trainers. 

In order to explore whether psychological interventions are used 

during athletic rehabilitation, this author conducted a preliminary study 

in which questionnaires were administered to 15 athletic trainers and 68 

athletes. Subjects read descriptions of 11 psychological interventions and 

then rated each technique for how much they valued it, how often it was used, 

and how skilled trainers were in using it during rehabilitation (Roepke, 

1990). The results indicated that trainers rated most highly communicating 

openly, crisis counseling, monitoring "self talk", goal setting, and 

emotional counseling. Similarly, the psychological techniques athletes 

rated most favorably for rehabilitation were communicating openly, goal 



setting, pain management, emotional counseling, and crisis counseling. 

Although athletic trainers and athletes rated least favorably relaxation 

techniques, imagery, and breathing techniques for use during injury 

rehab:i.litation, interviews Vlith the subjects revealed that they were also 

the least familiar wi th these techniques. 

13 

In a similar study Wiese, Weiss, and Yukelson (1991) found that the 

psychological techniques trainers rated as most effective for helping 

athletes cope with injury includp.d good interpersonal communication skills, 

positive reinforcement, coach support, keeping the athlete involved with 

-----------t:ti'lhteertteecaazmmt;l ,c--aa~.LCleal±si::.i c time· line for recovery, short term goal s, a thI ete ' s 

understanding of rehabili tation, and variety in rehabili tation exercises. 

The present study further explores trainer's perceptions of 

psychological interventions in athletic rehabilitation by proposing and 

testing two different models which examine the way trainers view 

psychological techniques. Addi tionally, the study examines the value, use, 

and expertise ratings assigned to psychological interventions by athletic 

trainers nationwide. For this research, psychological techniques include 

those interventions implemented by the trainer in his/her work with injured 

athletes. The design excludes those external variables that may also impact 

recovery (e.g., social support, rehabilitation exercises). Before 

describing the design for the present study, background information related 

to current theories of the psychology of the injured athlete, the role of 

psychology in injury management (in the area of athletic training) , and the 

role of psychology in the athlete's reintegration into sport will be 

presented. 

---------'---- --- --
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PSYCHOLOGY OF THE INJURED ATHLETE 

In athletics, a great deal of time and energy are invested in optimal 

performance in a sport, such that any significant injury is likely to be 

perceived as a traumatic life event wi th physical and psychological 

ramifications. Factors likely to influence the intensity of the 

psychological reaction to sports injury include the individual's history of 

injury, the nature of the injury and the type of sport, the level of 

competition, and the personality structure of the athlete experiencing the 

psychological reaction (Sanderson, 1978) , as well as the time of the season 

and the context in which the injury occurs (Weiss & Troxel, 1986). Further, 

the way in which an athlete handles stress and his or her lifestyle habits, 

abilities and skills, defensive techniques, motivational factors, and 

coping skills will all influence the way the injury is perceived and handled 

(Yaffe, 1983). Although individual variability exists, there are common 

pathways by which the athlete will perceive and respond to the event of 

injury. Specifically, the athlete will respond cognitively, emotionally, 

and behaviorally to this situation. 

Cognitive Responses to Injury 

The athlete's assessment of the injury and the impact this event is 

likely to have on his or her life will greatly influence emotional reactions 

as well as behavior. Analyzing athletes that underwent treatment at a Sports 

Medicine Clinic, Crossman and Jamieson (1985) found that "Overestimation of 

the seriousness or disruptive impact of the injury was significantly 

correlated wi th reports of more pain, higher state anxiety, and greater 
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feelings of anger, apathy, loneliness, and inadequacy, and was more common 

among athletes competing at lower levels" (p. 1131). These results indicate 

that athletes who inaccurately perceive of an injury as more serious than is 

warranted are increasingly likely to experience affective states known to 

impair rehabilitation. 

An athlete's beliefs and attitudes may also greatly influence the 

recovery process. An athlete possessing irrational beliefs is more prone to 

having elevated daily ratings of depressed mood and anger (Rohsenow & Smith, 

1982), emotions likely to interfere with a successful rehabilitation. 

Similarly, if an athlete holds negative attitudes with respect to recovery 

or the training room, a lowered self image and decreased motivation are 

likely to result (Dunn, 1983). In contrast, encouraging the athlete to 

perceive of the injury as a self-enhancing learning experience rather than a 

negative self -defeating event may facilitate rehabilitation (Rotella & 

Heyman, 1986). In support of this, Ievleva and Orlick (1991) found that 

athletes who heal more quickly had more posi ti ve things to say about 

rehabili ta tion and believed that they derived greater benefi ts from the 

experience than the athletes who healed more slowly. 

The athlete's sense of control, level of commitment, and ability to 

cope with stress are all likely to increase the probability of certain 

emotional experiences and actions which mayor may not facili tate recovery. 

In a reciprocal fashion, the athletic patient's affective experiences and 

behaviors may serve to enhance or al ter previously held thoughts and 

beliefs. Since the athlete's cognitive appraisal of the injury and his or 

her cogni ti ve approach to rehabili tation may greatly impact recovery, it 



follows that interventions designed to facilitate productive thoughts and 

channel positive goal directed behavior should facilitate the successful 

trea tmen t of the inj ury . 

Emotional Responses to Injury 

16 

Those who place a high value on fitness, such as athletes, maybe at 

risk for changes in psychological functioning as a resul t of the losses 

associated with bodily injury. Little (1969) found that of 44 male athletes 

experiencing emotional disturbance, in 72.5% of the cases, the precipi tant 

was an illness or injury. Alternatively, only 10.5% of the non-athletes 

experienced emotional disturbance as a result of an illness or injury. The 

seriousness of the injury may also impact the experiencing of troubling 

emotional responses. In a study involving 72 injured athletes, Smith, 

Scott, O'Fallon, and Young (1990) found that frustration, depression, and 

anger were the most highly rated and· frequently endorsed affective symptoms, 

with the most seriously injured athletes showing the greatest mood 

disturbance. 

In addi tion to the direct physical losses from the injury, the 

decreases in physical condi tioning and changes in lifestyle experienced as a 

result of the athlete's inability to participate in sport are likely to 

result in a sudden deprivation of positive affective experiences acquired 

from exercise participation. For example, vigorous physical activity has 

been associated with decreases in state anxiety (Raglin & Morgan, 1987) and 

depression (Mihevic, 1982). Moreover, athletic participation gives 

athletes the opportunity to experience the optimal psychological state that 

accompanies a peak performance (Williams & Krane, 1993). People who 
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exercise regularly also have better self concepts and score better on scales 

of adjustment than those who do not exercise regularly (Kellner, 1985). When 

individuals accustomed to regular vigorous physical exertion are forced to 

refrain from the activity, numerous negative consequences may result. In a 

study examining runners who were required to miss a run or series of runs, 

symptoms experienced as a consequence of this abstinence included 

irritability, restlessness, frustration, guilt, depression, sleeping 

problems, digestive tract difficulties, and muscle tension (Robbins & 

Joseph, 1985). These findings have interesting implications for the injured 

athlete. It appears that regular physical activity may serve a central role 

in one's system of psychological well being. If an athlete is forced to 

confront the temporary (or permanent) loss of this physical outlet, there is 

a need to develop alternative methods of dealing with emotions, cognitions, 

and physical sensations. 

Pedersen (1986) and Weiss and Troxel (1986) suggest that the loss 

incurred by athletic injury may be accompanied by grief. Kubler-Ross (1969) 

identified five stages typically experienced during the grief response: 

(1) denial and isolation, (2) anger, (3) bargaining, (4) depression, and 

(5) acceptance. It is thought that athletes may differ in the rate or 

sequence wi th which they progress through the stages of the grief response. 

Alternatively, Smith, Scott and Wiese (1990) suggested that athletes 

may respond to the losses associated with an injury quite differently than 

the stages of grief described by Kubler-Ross (1969). McDonald and Hardy 

(1990) examined the affective response patterns of five severely injured 

university athletes for four weeks following injury, and iound a high 
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negative correlation between perceived rehabilitation (how far along the 

athlete felt he or she was in the rehabilitation) and total mood disturbance. 

The athletes I emotional responses seemed to involve a two stage process, 

with the first stage involving shock, panic, disorganization, and 

helplessness, and the second stage involving "retreat" into illness or 

heal th and acknowledgment of the illness. 

The emotional losses experienced due to injury may be exacerbated by 

restricted opportunities for athletes to interact with and receive social 

support from teammates or coaching staff. As observed by Rotella and Heyman 

(1986) , some coaches function under the false assumption that the best way to 

encourage an athlete to recover quickly is to limit the athlete's team 

involvement and minimize interactions with the patient until he or she 

decides to become uninjured. Such actions are likely to make the athlete 

feel guilty for letting the team down and inadequate for not healing rapidly! 

Athletes functioning in this type of coaching environment are thus 

encouraged to ignore injuries and to return to sports activity prematurely, 

actions likely to foster re-injury or more extensive physical damage. In 

addi tion to the feelings associated wi th loss, a great deal of anxiety often 

occurs during the rehabilitation process and subsequent reintegration into 

the sport. Anxiety is likely to be destructive to the athlete in terms of 

physical and psychological distress and the ability to impair performance. 

For example, excessive arousal (fear or anxiety) can impair performance by 

diminishing one's capacity to synthesize relevant information due to 

attentional narrowing (Landers, 1980) , and by focusing attention internally 

or responding to the situation in one's dominant (but inappropriate) 



19 

attentional mode (Nideffer, 1983). Other research suggests that a high 

level of arousal is most deleterious to the performance of complex sports 

tasks and/or sports tasks that require fine motor skills and coordination 

(Weinberg & Genuchi, 1980). Anxiety related to fear of re-injury or further 

injury may lead an athlete to overcompensate for the previously injured body 

part or may lead to increased muscle tension, resul ting in the occurrence of 

the feared event (Rotella & Campbell, 1983) . 

Many athletes fear that the physician has not discovered the full 

extent of the physical damage incurred (Yaffe, 1983). Others fear that they 

are not prepared to return to competi tion because they believe their 

performance may be impaired or because they fear re-injury. Whether re

injury is a direct result of muscle tension associated with fear or is due to 

an inadequate rehabilitation, further injuries frequently occur. A study 

examining 138 physical education students to determine predictability of 

athletic injury found that students with a prior history of injury were at 

high risk of recurrence, since 135 of the 499 injuries incurred were re

injuries (Lysens, Steverlynck, van den Auweele, Lefevre, Renson, Claessens, 

& Ostyn, 1984). Reflecting on their study, Lysens and associates echoed the 

fears of athletes declaring, "This relatively high incidence of re-injuries 

suggests an underestimation of the severity of the primary injury, an 

inadequate rehabilitation, and/or a premature return to sports activity" 

(Lysens et al., 1984, p. 8). These findings indicate the importance of 

determining both the a thlete I s physical and psychological preparedness for 

the return to sport in order to facilitate a safe, successful reintegration 

into the activity. 
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Although additional studies with larger sample sizes are needed to 

further clarify athletes' affective responses to injury, it appears 

advantageous for trainers to reassure the injured athlete that experiencing 

distressing feelings is a normal response to injury. Moreover, the athlete 

should be assured of confidentiality to encourage his/her disclosure of 

disturbing feelings. It may be useful for the trainer to explore the meaning 

sport involvement holds for the athlete to help him/her find other ways of 

getting those needs met, even temporarily. The athlete also can be 

encouraged to make use of social supports to aide in dealing with unpleasant 

emotional experiences. 

Behavioral Responses to Inj ury 

An athlete's cogni tions and emotions will influence the behavior he or 

she will exhibit during recovery. For example, this input will determine how 

the athlete responds to the treatment protocol and subsequent reacclimation 

into the sport environment. A frequent and destructive example of this is 

how fear of loss or failure may motivate an athlete to exhibit self defeating 

behaviors (Wehlage, 1980). The patient that fears and believes the return to 

sport activity will be a negative experience is likely to have that prophecy 

fulfilled. In c::atastrophizing, the athlete typically employs negative self 

talk and negative imagery, practices that impair athletic performance 

(Woolfolk, Murphy, Gottesfeld, Aitken, 1985). Further, the negative mood 

states that typically occur during destructive internal dialogues can 

impair performance on a physical task (Kavanagh & Hausfeld, 1986) . 

A second unfortunate behavioral outcome involves the athlete's return 
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to a sport acti vi ty before he or she is physically or psychologically 

prepared. This event may occur because a physician, trainer or coach 

verbally or nonverba1ly encourages the premature return to the sport. 

Alternatively, the athlete may feel that he/she knows his/her body's 

limitations and capabilitie.s better than others, and may consequently 

refute sound medical advice and return to the sport unprepared. An athlete 

wi th high exp:actations who is unable to perform at a prior level of 

functioning may experience negative cognitions and self talk, in addition to 

such feelings as frustration, doubt, anger, and fear. Injured athletes that 

are psychologically unprepared for a safe and successful return to their 

sport may face a more lengthy and difficult process of regaining their prior 

confidence arrd performance levels than those who are psychologic?lly 

prepared (Rotella & Campbell, 1983). Moreover, in this state of physical or 

psychological unpreparedness, the likelihood of re-injury or other physical 

inj ury may increase. 

In addition to further physical damage, one of the possible 

unfortunate consequences of athletic injury is the decision to drop out of 

the sport. In a discriminant function analysis of factors contributing to 

dropouts in high school football players, Robinson and Carron (1982) found 

that the most heavily weighted variables included low group cohesion, the 

attitude that beating the opposition is the most important aspect of the 

sport, a lack of perceived encouragement from family and teachers, and a 

tendency to attribute failure experiences to poor ability rather than 

insufficient effort. These findings suggest factors likely to contribute to 

an athlete's decision to dropout in the event of an injury. Specifically, 
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feelings of alienation from the team experienced during the recovery process 

or lack of significant social support following injury may instigate or 

exacerbate thoughts of leaving a sport. Athletes possessing a limited 

awareness of the physical capabili ties that are to be expected at each stage 

of the recovery process and who believe that they should quickly return to 

pre-injury level of functioning, may perceive their inferior performances 

negatively. If this experience is coupled with a limited perception of the 

purpose of athletic involvement (e.g. one engages in sport only to win) or 

the belief that inferior performance indicates lack of abili ty, the 

probability of dropout will escalate. 
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THE ROLE OF PSYCHOLOGY IN INJURY MANAGEMENT 

Since cognitive, affective, and behavioral reactions to injury are 

interrelated and alterable and can greatly influence an injured athlete's 

recovery and reintegration into sport, it follows that including 

psychological interventions in the treatment protocol would be 

advantageous. The nature of the relationship between the athletic trainer 

and the injured athlete provides an ideal alliance in which psychological 

skills can be utilized. Given the typical brevity of the sessions between 

trainer and athlete, the use of psychological interventions must be limited 

to those that can be implemented or taught within a relatively short period 

of time. A review of the literature led to the discovery of eight: 

psychological interventions that can be implemented fairly quickly and that 

are thought to facilitate recovery: open communication, goal setting, 

breathing exercises, self talk, relaxation training, imagery, pain 

management, and emotional counseling. 

Open Communication 

One of the most important elements of the treatment protocol is the 

communication among members of the treatment team, particularly the 

communication that which occurs between the athlete and athletic trainer 

(Kane, 1982; Faris, 1985). Good communication skills and the ability to 

establish rapport constitute essential tools for the athletic trainer. 

Trainers should be able to relay to the athlete accurate information about 

the extent of the injury, including realistic expectations for the time and 

stages involved in the recovery process. Athletic trainers should also 



possess good listening skills and be able to respond to the athlete in an 

empathic, nonjudgemental, nonthreatening manner. 
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The trainer may help prevent barriers to treatment by providing 

accurate and thorough information about the injury in a manner that ensures 

that the athlete has a clear understanding of the recovery process. The 

athlete should be informed of the reasons for medical procedures and therapy 

treatments, and should oe aware of the possible consequences of these 

interventions (e.g., unusual physical sensations: changes in motility, 

flexibility, strength, or function). As noted with other patient 

populations, noncompliance is often due to resistance by patients who feel 

the proposed treatment does not coincide with their understanding or 

expectations of the treatment process (Turk, Meichenbaum, & Genest, 1983) . 

This suggests that educating the athlete about the recovery process may 

facilitate adherence to the treatment regime. 

A second barrier to treatment may occur when an athlete is fearful of 

disclosing information that may be damaging to his/her self image. In many 

societies, athletes are deified and viewed as superior both physically and 

psychologically to other members of the culture (Milliner, 1987). Athletes 

that choose to adopt this self image may be reluctant to discuss aspects of 

their recovery they find troubling. To encourage disclosure of these 

distressing thoughts and feelings, the athlete must feel assu.red that he/she 

is interacting in a supportive environment in which any information revealed 

remains confidential. 

In swnmary, an athlete must feel confident about his or her recovery 

and should be encouraged to discuss any fears or thoughts related to the 



return to sport. The extent to which the athlete is able to openly express 

his/her thoughts and feelings, such as doubts, fears, concerns, pains, or 

stresses may facilitate a healthy readjustment. 

Goal setting 

25 

Danish (1986) has suggested that goal setting in injury 

rehabilitation should involve the identification of positive behavioral 

goals, the establishing of goals that are important to the athlete, and the 

recognition and discussion of barriers to goals. When establishing 

treatment objectives, it is important to ensure that the goals are positive, 

achievable, specific, measurable, and modifiable. Goals that are too 

specific may limi t the athlete's progress, however, and goals that are too 

high may lead to frustration, anxiety, and burnout (O'Block & Evans, 1984). 

Goals appear most effectivawhen they include short and long term 

aspirations that are challenging but realistic (DePalma & DePalma, 1989; 

Gould, 1986). Addressing this issue, Hall and Byrne (198B) randomly 

assigned 54 college students enrolled in a weight lifting class to one of 

four condi tions: long term goals, long term plus experimenter set 

intermediate goals, long term plus subject set intermediate goals, or do

your-best-goals. The experimental groups assigned specific goals reported 

higher levels of performance (completed more sit-ups) than the control group 

(do-your-best). Moreover, those groups required to use subgoals (whether 

experimenter set or subject set) tended to set more new intermediate 

subgoals for themselves and more frequently reported that they would have 

tried harder if harder goals had been assigned, than did subjects assigned to 
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only long term goals. 

Goals are more likely to be attained when they are important to the 

athlete as well as valued by members of the sports medicine team (Danish, 

1986). Thus it appears important to involve the athlete in the goal setting 

process so that he/she is afforded an opportunity to make decisions and 

assume personal responsibility for those choices (O'Block & Evans, 1984) . 

Goal setting not only provides the athlete with a sense of control, but may 

facilitate motivation, persistence and commitment. Achieving treatment 

objectives enables the athlete to incrementally build confidence, enhance 

self esteem, and gain positive expectations for the future. Further, goal 

setting not only influences performance, but may serve to reduce anxiety 

(Gould, 1986) . 

Barriers to goals must be recognized and addressed by those working 

with the injured athlete. Barriers may include lack of knowledge, lack of 

skill (physical or psychological), an inability to assess the risks involved 

in reaching the goal, and a lack of social support. 

Self Talk 

An athlete's self talk or internal dialogue can influence factors such 

as concentration, confidence, and persistence. Further, self talk can 

create negative emotional states including fear, anxiety, and depression 

which, in turn, affect behavior. In interacting with the injured athlete, 

athletic trainers may help the athlete to recognize and alter his/her self 

talk so that it is task relevant, mood appropriate, focused and positive. 

Destructive self talk may originate from longstanding faulty belief 
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systems. It may be necessary to identify and alter questionable underlying 

assumptions or cognitions of the injured athlete. Faris (1985) observed, 

many injured athletes act on unconscious beliefs that are contrary to sound 

medical advice (such as the notion that "more is better"). Further, as 

Rotella and Heyman (1986) note, many athletic trainers and coaches 

unknowingly encourage these erroneO,us beliefs. 

Building on the work of Ellis' (1962) irrational belief systems and 

Beck's (1976) faulty thinking styles, a number of cognitive change 

techniques have been developed. Among these cognitive strategies are 

cognitive restructuring (Lazarus, 1972), self instructional training 

(Meichenbaum, 1974) and cognitive-affective stress management training 

(Smith, 1980). Central to all of these techniques is the identification, 

challenge and elimination of faulty or self defeating thoughts, followed by 

the development of problem solving skills and subsequent coping skills. For 

injured athletes experiencing disruptive or unproductive thoughts, 

instruction in the use of cognitive change techniques may enable him/her to 

prevent negative thoughts and effectively handle difficulties as they 

arise. Alternatively, the athlete is encouraged to focus on positive self 

talk and positive imagery involving short term and long term goals that he or 

she is striving toward. Since these skills are easily generalizable, the 

athlete may benefi t from using this knowledge in other areas of his/her life 

as well. 

Relaxa tion Training 

Relaxation training involves the process of teaching the body to be 
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free of any excess tension or stress. The physiological untensing of muscles 

leads to a relaxed physical and mental state in which negative feelings may 

be al tered and physical and psychological pain may be lessened or even 

alleviated. 

Jacobson (1929) developed the first relaxation exercise termed 

progressive relaxation (PR). During PR a person alternately tenses and 

releases the tension in the muscles,· thereby gaining control over skeletal 

muscle tension. with continued practice, a person can detect and alleviate 

even low levels of muscle tension. Benson (1975) introduced a second 

relaxation method known as the relaxation response. Essentially, this 

technique involves a form of meditation in which a person rests with eyes 

closed, muscles relaxed, and focus centering on breathing and repeating a 

comforting word. Since the introduction of these two techniques, numerous 

variations on these approaches have been developed, all of which are 

designed to diminish unwanted physiological arousal and quiet the mind. 

Many of the these modified (abbreviated) techniques could be taught easily 

to the injured athlete in a relatively short period of time by the athletic 

trainer. 

As noted, the physical manifestations of anxiety that relaxation 

techniques seek to reduce are involved in a reciprocal relationship wi th 

cogni tion. Therefore, stress inducing or anxiety producing stimuli appear 

to elicit interrelated cognitive and physiological responses (Landers, 

1980; Smith, 1980). Some people may manifest stress or anxiety cognitively, 

by generating unwelcome or negative internal verbalizations (self talk) or 

imagery, some may express over arousal physiologically, and others may 
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experience anxiety in both modali ties. Davidson and Schwartz (1976) sugges t 

that for an intervention to be effective it must target the dominant mode in 

which anxiety is expressed in the individual. Thus, for athletes wi th more 

physiological reactions, athletic trainers should use techniques such as 

progressive relaxation, meditation, imagery, short relaxation inductions, 

and breathing exercises. For athletes who manifest anxiety more 

cognitively, interventions such as cognitive restructuring, self 

instructional training, or cognitive-affective stress management training 

in which negative self talk and destructive cognitions are altered would be 

preferable. Ultimately, however, the incorporation of both the cognitive 

and physiological (emotional) interventions into what Smith (1980) has 

termed the" integrated coping response" (p. 56) may be most effective in 

decreasing unreasonable stress and anxiety levels experienced by injured 

athletes. 

Imagery 

Imagery is a mental training technique in which all of the senses 

(visual, auditory, tactile, olfactory, taste, kinesthetic) are used to 

create an image in one's mind. Often used in conjunction with a relaxation 

technique, this technique can help the injured athlete cope with pain, 

visualize the healing process, and rehearse effectively handling difficult 

si tuations (Thompson, 1986; Wolff & Horland, 1967). Ievleva and Orlick 

(1991) found tha t pos i ti ve heal ing imagery and perf orrnance imagery 

facilitated athletic recovery, while injury-replay or negative imagery did 

not. To aide in the healing process, then, imagery must be posi ti ve and goal 
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oriented. 

Imagery may be instrumental in helping to prevent the athlete 's 

physical skills from deteriorating. In a meta-analysis of 60 studies 

examining the effects of mental practice on motor skill learning and 

performance, Feltz and Landers (1983) determined that mental practice will 

influence learning and performance, particularly on tasks that have a 

cognitive component. This suggests that mentally rehearsing the sport 

activity during the interim in which the athlete is unable to physically 

practice may help him/her maintain previous performance levels. Moreover, 

the continued exposure and fami1iari ty wi th the acti vi ty may help alleviate 

anxiety and self doubt. 

Breathing Exercises 

By mastering proper breathing techniques, the injured athlete can 

learn to induce relaxation or to increase arousal ("energize" the body) . 

Central to many breathing exercises is the slow, deep, diaphragmatic breath. 

When taking complete breaths, not only is a relaxation response likely to be 

triggered, but the increased oxygen in the blood produced by this action may 

also facilitate performance by increasing oxygen to the muscles (Harris, 

1986) . 

While typically inherently relaxing in and of itself, deep full 

breathing also can be accompanied by soothing verbal cues or images to help 

alleviate stress and anxiety. Alternatively, breathing rhythms can be 

increased and accompanied by vitalizing words and images to help energize or 

arouse the athlete. Not only may these techniques prove advantageous to the 
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injured athlete working in the training room, but these skills can easily and 

effectively be utilized during practice, competition, or other challenging 

situations. 

Pain Management 

Athletes tend to have a higher pain tolerance and threshold for pain 

than nonathletic populations, perhaps due to reinforcement for 

insensitivity to pain (Jaremko, Silbert, Mann, 1981). This higher pain 

tolerance may lead to decreased incidence of or delays in reporting injuries 

and underreporting of pain. Undiagnosed injuries and pain may be avoided by 

encouraging open communication between the athlete and trainers. 

Alternatively, the inability to manage pain is clearly associated 

wi th stress and may contribute to harmful outcomes such as negative 

affective states, negative cognitions, noncompliance with rehabilitation, 

drug use, and dropping out. Rotella (1988) described pain. as having three 

dimensions: sensory-discriminative, motivational-affective, and 

cognitive-evaluative. For those athletes experiencing difficulty dealing 

wi th the physical pain associated with therapeutic exercises, a 

mul tidimensional approach to pain management may be the most effective 

intervention. Before utilizing pain management techniques, however, one 

must determine that the pain is not signaling further injury or damage. 

Pain management techniques targeting the sensory-discriminative 

dimension might include breathing techniques, relaxation techniques, 

imagery, hypnosis, biofeedback, andmeditation. These interventions can 

help minimize the sensory input of pain while decreasing muscle tension that 



32 

may exacerbate pain. Further, these techniques may modify affective states, 

which correspond to the second dimension of pain. Cognitive-behavioral 

strategies appear effective in facilitating pain tolerance (Turk et al., 

1983) , and target the motivational-affective and cognitive-evaluative 

dimensions of pain. Moreover, interventions involving members of the 

pa tient 's social network resul ted in a decrease in the incidence of pain 

reporting and an increase in activity levels among pain patients (Fordyce, 

Fowler, Lehmann, DeLateur, Sand & Trieschmann, 1973) . 

If an athlete reports pain of a magnitude, intensity or duration 

disproportionate to medical indications, it may be necessary to explore the 

meaning the athlete has assigned to pain and its expression. The reporting 

of pain may be used to elicit sympathy, attention, special favors or 

otherwise :::ervc in <::. reinforcing capaci ty. Moreover, pain may be the only 

mechanism by which the athlete can avoid dealing with aversive aspects of the 

return to sport activity (e.g. fear of re-injury, doubts about performance 

abili ty). If it is suspected that pain reporting may be exaggerated for 

secondary gains, the athletic trainer may need to refer the athlete to a 

sport psychologist or a professional counselor. 

Emotional Counseling 

Appropriately trained athletic trainers can help athletes deal with 

the losses and changes associated with sport injury. When dealing with the 

shock of the injury, for example, the athlete may displace anger in the form 

of violent outbursts, sarcasm, stubbornness, or "acting out" behaviors; or 

may internalize anger as indicated by the expressions of guilt, self blame, 
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or preoccupation with physical complaints (Wehlage, 1980). During this 

phase, the athlete should be given permission to be angry, and should be 

encouraged to express these feelings. At this time, and throughout the 

psychological rehabilitation, the athlete should be given reassurance that 

the feelings he or she is experiencing are normal and acceptable. 

If the athlete experiences feelings of depression and hopelessness, 

behaviors such as withdrawal, self reflection, inability to concentrate, 

and fatigue may be cornmon (Pedersen, 1986; Wehlage, 1980). Since the patient 

must process these feelings, trainers should not try to "cheer up" or negate 

the athletes feelings or thoughts. Trainers should explain facts and offer 

confidentiality and open communication to encourage the athlete to deal with 

feelings. As noted earlier, the athlete should be encouraged to perceive of 

the injury as a self-enhancing, learning experience rather than a negative, 

self defeating event. Injury management can be presented to the athlete as a 

psychological skill that he or she needs to develop in order to maximally 

cope with the injury in positive and constructive ways (Weiss & Troxel, 

1986) . 

While it is not uncommon for psychological recovery to lag behind the 

more rapid physical recovery from injury, some people seem resistant to 

recovery and choose to maintain a functional injury. If an athlete chooses 

to remain injured despite an adequate recovery, it may be valuable for the 

trainer to discover the meaning and function of the injury for the athlete. 

Sport injuries may be psychosomatic, a form of masochism or sign of 

masculinity, a weapon to punish others, or a result of counterphobia to 

aggression (Sanderson, 1977). An athlete who performs poorly and feels 
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disappointed, rejected, low in personal and social esteem and fearful of 

future failure may use accidental injury, intentional injury, or 

malingering to avoid psychological distress and possibly prevent the loss of 

an athletic scholarship (Kane, 1984). Therefore trainers must be alert to 

indications that the athlete is reluctant to return to competition. such 

indications maybe subtle expressions of self-doubt, discouragement, and 

fear; a reluctance on the part of the athlete to adhere to the treatment 

protocol; an overemphasis on and vagueness of pain reporting and attempts by 

the athlete to pit the coach against the trainer (Kane, 1984) . 

Athletic rehabili tation may also be enhanced if the trainer 

understands the athlete's motivation for engaging in sport activi ty and the 

meaning the athlete has assigned to his/her involvement in sport. Athletic 

participation may have physical, psychological, and social significance for 

an individual. A physically fit body that has the ability to engage in 

vigorous physical acti vi ty may provide athletes wi th a sense of personal 

mastery, independence, autonomy and self control (Eldridge, 1983), as well 

as providing a sense of personal attractiveness (Sanderson, 1978). Exercise 

may function to reduce stress and may be emotionally cathartic (Robbins & 

Joseph, 1985; Raglin & Morgan, 1987). A person's athletic accomplishments 

may serve a central role as one's source of self esteem and self concept. 

People may be drawn to sport involvement by the fantasy of athletic sexual 

prowess or may participate because athletic activity allows engaging in 

aggressive behavior that is socially sanctioned (Milliner, 1987). The 

athletic environment often consti tutes an athlete's primary source of 

social interaction, so that social adequacy and status are derived from 
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active involvement. 

Awareness of the benefits an athlete believes he or she accrues from 

sport involvement may allow the trainer to increase the effectiveness of 

treatment. If the athlete's source of self worth is dependent on athletics, 

he/she can be encouraged to broaden interests so that self esteem is based on 

varied and mul tiple values and goals. Trainers can express interest in and 

reinforce comments made by the athlete that refer to investing time and 

8lie:t:gy into nonsport areas such as friendships, hobbies, educational 

pursuits, or other activities (Kane, 1984) . 

Evidence of a healthy adjustment to the athletic injury and recovery 

proces s involves, among other things, the athlete's resumption of 

activities both inclusive and exclusive of athletics. If an athlete 

displays pathological symptoms such as prolonged detachment, lack of 

spontaneity, and disinterest in activities, however, it is likely that 

he/she has been unable to adequately process the feelings associated with 

the loss caused by the injury experience (Wehlage, 1980). Should an 

inadequate psychological adjustment to the injury occur, professional 

counseling or therapy may be warranted. 

Crisis Counseling 

In addi tion to the difficul ties clearly brought on by the physical 

injury, athletes may be dealing with problems that are tangentially related 

to the injury per se. Issues such as alcoholism, drug abuse, weight 

fluctuation problems, and family or relationship difficulties maybe 

discovered during the rehabilitation process. As noted by Kane (1982) , 
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athletic trainers should not be required to counsel injured athletes but 

must be able to handle crisis situations and know when and who to refer the 

athlete to if extensive long term intervention is warranted. Since most 

trainers do not have the time, expertise or, inmost cases, the desire to 

serve in the capacity of "therapist", any counseling between trainer and 

athlete might best be limited to the eight techniques or concepts listed 

above. Nevertheless, trainers continue to be expected to serve in the 

counselor role, even when they lack the skills to do so (Kane, 1984). Until 

that time when athletes are consistently referred elsewhere for counseling, 

it is important to recognize that a ninth area of psychological 

intervention, that of crisis counseling, may exist in the relationship 

between trainer and athlete. 
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While seeking out and enhancing aspects of the personali ty believed to 

promote physical and psychological recovery, psychological features 

affiliated wi th accomplished performance may be strengthened so that the 

athlete will possess skills necessary for a successful reintegration into 

sport and competition. A survey in which coaches and athletes identified 

trai ts they considered most important for a "winner" revealed that the most 

valued traits included self confidence, a positive self image, good 

concentration, the ability to work hard, commitment, the ability to set 

goals, mental toughness, aggressiveness, a positive self esteem, self 

motivation, a positive attitude, and the ability to communicate well 

(Bennett & Pravitz, 1987). Williams and Krane (1993) identified a 

psychological profile that appears to be associated wi th successful 

performance. The psychological characteristics included appropriate self 

regulation of arousal (athlete remains energized and relaxed but not anxious 

or fearful) , high self confidence, good concentration (appropriate focus of 

attention), control, positive preoccupation with sport (imagery and 

thoughts) , and determination. Therefore, the athlete's successful 

reintegration into sport may be facilitated by the inclusion of 

psychological interventions in their training. Characteristics such as a 

positive attitude, positive self image, high motivation, highly focused 

attention, and confidence would be fostered during treatment. 

The last and vi tal step needed to ensure a complete psychological 

recovery following athletic injury is an assessment to determine whether the 
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athlete is ready to return to competition. In addition to adequate physical 

recovery, the athlete should possess certain psychological states. 

Specifically, the athlete must feel confident about his or her recovery and 

should be encouraged to discuss any fears or thoughts related to the return 

to sport. Moreover, the opinions and expertise of those members of the 

treatment team integrally involved in the psychological rehabilitation of 

the injured athlete should be elicited, and their decisions respected (Wiese 

& Weiss, 1987). Such precautions would help prevent overly anxious or 

otherwise psychologically unprepared athletes from returning to competi tion 

and risking re- injury while affording the athlete the best opportuni ty to 

maximize his or her performance skills. 

Study Design 

A factor analysis performed on data from a previous study by this 

author (Roepke, 1990) revealed that trainers categorized 11 psychological 

techniques into four groups or factors. The first factor linked techniques 

dealing with trust and positive communication (communicating openly, 

changing negative self talk, imagery, crisis counseling) , the second factor 

grouped techniques dealing with education and motivation (goal setting, 

pain management, emotional counseling) , the third factor was comprised of 

non-recommended techniques (screening negative information, encouraging 

heroism), and the fourth factor included techniques designed to alter 

tension and arousal levels (relaxation, breathing techniques). It was 

postulated that a fifth factor related to response bias also existed, 

indicating that trainers tended to respond to the three question types in a 
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similar manner (despite questionnaire features designed to prevent this) . 

The model proposed by these findings appears in Figure 1. The present study 

sought to determine whether the five factors provide an accurate model for 

the way athletic trainers view psychological interventions. Prior to 

testing the first model (Modell), however, a second model (Model 2) was 

formulated, with techniques categorized into groups based on theory. Given 

that Modell was derived from a small sample of trainers (n = 15) who were all 

currently working in Arizona, and who were an average of 5.7 years younger 

and had an average of 2.7 years less experience than the current sample of 

trainers, it appeared unlikely that the findings would generalize to 

trainers nationwide. Alternatively, it was postulated that with increasing 

diversity in the education and training experiences of the trainers 

questioned, techniques would tend to be categorized by similarities in 

theoretical foundation and method of implementation. Four groups were 

formulated, including "positive communication and motivation" 

(communicating openly, goal setting, changing negative self talk) , 

"modification of physical and psychological states" (pain management, 

relaxation, imagery, breathing techniques), and "counseling" (emotional 

counseling, crisis counseling). The two categories of "non· recommended 

techniques" and "response bias" remained the same as those in Modell. Model 

2 is depicted in Figure 2. 

In addi tion to exploring models for psychological interventions used 

by athletic trainers, this study sought to discover which psychological 

techniques trainers employ and how the trainers came to value and gain skill 

in using these interventions. Trainers' views of the techniques were 
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interviews. 
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Figure 1. Model based on previous study (Model 1). 
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Figure 2. Theory based model (Model 2). TENSION 
AND AROUSAL 
MODIFICATION 
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METHOD 

Subjects 

Subj ects included National Athletic Trainer' s Association (NATA) 

members who chose to respond to a questionnaire distributed at a NATA 

Convention. Of the 640 questionnaires distributed, 217 were returned and 

206 were accepted for inclusion in the analyses (eliminated four due to 

extensive incomplete data and seven because respondents were not NATA 

members). Subjects ranged in age from 19 to 68, with a mean age of 30.9. 

Sixty four of the respondents were female and 141 were male (1 unknown) . 

Ethnicityof the subjects included 191 whites, 3 blacks, 4 hispanics, and 6 

asians. Excluding graduate school training, subj ects worked as athletic 

trainers for 0 to 36 years, with an average of 6.7 years of post-graduate 

training experience. Length of NATA certification ranged from 1 to 30 years 

for the respondents. 

Questionnaire Design 

A review of the literature and interviews with numerous athletic 

trainers led to the development of a preliminary questionnaire. The survey 

then underwent a number of revisions, as comments and suggestions were 

repeatedly elicited from athletic trainers, student athletic trainers, and 

professors integrally involved in the education and supervision of athletic 

trainers. The questionnaire was then piloted on 12 athletic trainers who 

assessed the understandability and familiarity of the items, and identified 

any techniques or concepts they thought may have been overlooked. Based on 

their responses, the questionnaire was slightly modified to its final form 



(see Appendix A) . 

Questionnaire Content 

The first page of the questionnaire contained questions requesting 

biographical information from the subject including his/her age, gender, 

experience, length of NATA affiliation, and athletic population with whom 

the subject worked. 
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Also included on the first page of the questionnaire was an open-ended 

question designed to obtain a fairly unbiased response from the trainers 

wi th respect to what type of interventions they might employ when dealing 

with the more "psychological" aspects of the recovery process. The open

ended question asked the trainer to indicate two or three things he/she would 

focus on when dealing wi th an injured athlete described in a short scenario. 

In the hypothetical situation, the injured athlete was described as 

recovering from a sprained ankle, and resisting the rehabili tation process 

due to a fear of re-injury. 

The sprained ankle was chosen.because most trainers have dealt with 

such an injury. The selection of fear of re-injury for the "psychological" 

aspect of the scenario occurred for several reasons. As noted earlier, a 

persistent fear of re-injury is thought to be associated with a high 

incidence of re - inj ury because the athlete may overcompensate for the 

inj ured part and may remain tense. Moreover, a pervas i ve f ear of re - inj ury 

may lead the athlete to drop out from the sport prematurely. Further, fear of 

re-injury is commonly reported by injured athletes prior to their return to 

sport. 
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The second and third pages of the survey contained brief defini tions 

of the nine psychological techniques described in the introduction 

(communicating openly, setting goals, changing negative "self talk", 

managing pain, teaching the athlete to relax, using imagery, altering 

breathing, counseling emotional issues, and counseling crisis situations) • 

To determine whether respondents tended to answer questions in an 

overly positive fashion, the questionnaire also contained two "techniques" 

believed destructive to the rehabilitation process. The first non

recommended technique was "encouraging heroism" (see Appendix A) . 

Encouraging heroism is likely to be destructive since ignoring the athlete's 

unresolved fears and doubts may increase anxiety, and high levels of anxiety 

can impaired performance (Landers, 1980; Nideffer, 1983). Unresolved fears 

related to the injury may also increase risk of re-injury or further injury 

due to increased muscle tension (Rotella & Campbell, 1983). 

The second non-recommended technique was "screening negative 

information" (see Appendix A). Screening negative information could prove 

destructive because withholding negative information from an athlete 

prevents him/her from dealing realistically and openly with the full extent 

of the injury and the needed rehabilitation. This intervention also may 

destroy the trust that would otherwise exist in the relationship between the 

athlete and the athletic trainer. 

Next to each of the 11 psychological techniques were three Likert 

scales. On the first seven-point Likert scale, the trainer rated his/her 

perception of the perceived valuableness of the technique or concept in the 
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rehabilitation of the injured athlete (1 indicating very valuable and 7 

indicating not valuable). On the second scale the trainer indicated his/her 

skillfulness in utilizing the technique (l meaning not skillful and 7 

meaning he/she is very skillful). The third scale determined how frequently 

the trainer utilized each technique (1 indicating often used, and 7 

indicating never used) . 

Questionnaire Analysis 

To assess reliability of the questionnaire, 14 athletic trainers 

retook the questionnaire two to seven months after finishing the first 

questionnaire. Test-retest reliabili ties were as follows: .85, .84, .84, 

.83, .81, .75, .73, .70, .f-9, .67, .60, .59, .44, and .28. using log 

transformations it was determined that the average reliability rating was 

.72 (I2<. 01). No differences occurred between subjects retested at short (2-

3 months) versus long (6-7 months) intervals (p>.05). 

Content validity of questionnaire items involved carefully reviewing 

the literature on psychological techniques and repeatedly eliciting 

comments from athletic trainers and professors in the area of athletic 

training. Convergent validi ty of the Likert scale items was assessed wi th 

factor analysis using the responses from questions. It was predicted that 

the four questions assessing the aspects of value, skill, use, or further 

training needed for a particular psychological intervention would load 

together to form a unique factor. As predicted, 11 factors were found, each 

corresponding to a particular psychological technique, as shown in Table 1. 

In all instances the value, skill, and use questions for a technique loaded 



Table 1 

Factor Loadings for Questions Regarding the Value, Skill, Use, and 
Further Training Needed for the 11 Psychological Techniques 

F1 F2 F3 F4 F5 F6 F7 F8 F9 FlO F11 

Breath U .84 
Breath S .83 
Breath V .76 
Breath F .50 
Hero U 
Hero V 
Hero S 
Hero F 
Ninfo V 
Ninfo U 
Ninfo S 
Ninfo F 
Pain V 
Pain U 
Pain S 
Talk S 
Talk U 
Talk V 
Talk F 
Image U 
Image S 
Image V 
Image F 
Emote V 
Emote U 
Emote S 
Crisis U 
Crisis S 
Crisis V 
Relax S 
Relax U 
Relax ... ' 
Comm V 
Comm U 
Comm S 
Goal U 
Goal S 
Goal V 

----------- ... -

.85 

.84 

.80 

.58 
.87 
.86 
.81 
.41 

.80 

.72 

.59 
.79 
.76 
.59 
.56 

.76 

.75 

.61 

.53 
.81 
.75 
.59 

.81 

.77 

.62 
.78 
.73 
.59 

.74 

.72 

.71 
.80 
.79 
.56 
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on the same factor. However, in some cases the responses to questions 

regarding addi tional training needed by trainers for a specific 

technique did not group with other like measures (three additional factors 

were created which are not shown) . 

Procedure 

48 

During the 1989 NATA convention, a table was set up in a hallway 

between conference rooms. During the first three days of the convention the 

experimenter approached people attending the meetings and asked if they were 

certified athletic trainers and, if they responded yes, queried whether they 

would be willing to complete a questionnaire. When not distributing 

questionnaires, the experimenter remained at the table to receive 

questionnaires, answer questions, and discuss the study with subjects who 

had completed the survey and were interested in this area of inquiry. 

Follow-up Interviews 

To gain a clearer understanding of how trainers viewed the 11 

psychological interventions the experimenter conducted follow-up telephone 

interviews wi th fifteen trainers randomly selected from the 206 

participants. Of the fifteen trainers contacted (10 males and 5 females with 

a mean age of 30.2 years) , all agreed to be interviewed. Eleven of the 

participants worked with collegiate athletes and the other four worked with 

high school athletes, but most trainers had experience in working with both 

popula tions . 

In response to questioning, subj ects described how they gained 



experience in using psychological techniques and commented on how they 

viewed each of the 11 psychological techniques described on the 

questionnaire (copies of the questionnaire were sent to the trainers prior 

to the telephone interview). All of the subjects' responses were recorded 

and reviewed, and descriptions of the findings are presented in the results 

section below. 

----------_. __ .- --
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RESULTS 

LISREL Findings 

As discussed in the introduction, the two models under examination 

included a model based on data from a previous study (Modell) and a model 

based on theory (Model 2). Gi ven the complexi ty of the models examined and 

the large nwnber of parameters estimated, it was necessary to divide both 

models into two sections labeled "a" and "b". Therefore Modell consisted of 

Models 1a and 1b, while Model 2 contained Models 2a and 2b. 

The assessment of Models la, lb, 2a, and 2b involved the use of 

confirmatory factor analysis (CFA) with the LISREL program. Models la and 2a 

employed a multitrait-multimethod (MTMM) design. When using a MTMM design, 

Ferketich, Figueredo, and Knapp (1991) suggest that the CFA approach offers 

a clearer understanding of convergent and discriminant validities than the 

simple bivariate analysis of the MTMM matrix, since CFA explicitly specifies 

relationships that are only implied in the MTMM matrix. 

For Model la, LISREL analysis examined correlations between the lower 

order factors in the measurement model (Ys and etas) , taking into account the 

relationships between the higher order factors (etas). Therefore, as shown 

in Figure 3, the analysis of Model la explored the relationships between the 

value, skill and use ratings for each technique and the latent variables of 

techniques (traits) and question types (methods). The assessment of Model 

la revealed a chi - square of 368.3 (12 = .998, df = 450) and an adjusted 

goodness of fi t index of .934, suggesting that the first part of the 

measurement model for Modell (Modella) is consistent with the data. For 

ease of legibility, the findings for Model1a have been divided into four 



Question Types (Methods) Technique Ratings 

COMMY 

TALKS 

TALKU 

PAiNV 

PAINS 

PAiNU 

HEROV 

HEROS 

HEROU 

RLAXV 

RLAXS 

RLAXU 

NINFOV 

NINFOS 

Techniques (TmIt8) 

ENCOURAGING 
HEROISM 

(P) 

IMAGERY 
(M) 

EMOTIONAL 
COUNSEUNG 

(N) 

CRISIS 
COUNSEUNG 

CRISISU (M) 

.. Paren1hetlcallettara denote the technique or question type specified as Interoorrelaled. For example, a technique 
followed by the leiter M is assumed to be correlated with all other techniques followed by the letter M. 

Rgure 3. Model 1 a: assessment of lower order factors In the measurement model. 
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figures. Figure 4 displays the estimated path coefficients for the 

correlations between technique ratings and techniques. Figures 5, 6 and 7 

show the estimated path coefficients for the correlations between question 

types and techniques. 
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Model 1b explored the higher order factors in the measurement model 

(see Figure 8). Therefore, Model 1b examined the relationships between the 

five higher order factors or ksis (acquired from a previous study) and the 

techniques and question types (etas). The assessment of the second part of 

the measurement model for Modell (Model1b) revealed a chi-square of 1863.0 

(:g = .00, df = 59) and adjusted goodness of fi t index of -.048, indicating 

that Model 1b does not fit the data. 

For Model 2a, as with Model la, LISREL analysis examined the 

relationships between the lower order factors in the measureme!lt model (see 

Figure 9). The correlations of interest involved the relationships between 

the value, skill, and use ratings for each technique (Ys) and the latent 

variables of techniques and question types (etas) taking into account the 

relationships between the higher order factors (etas). The assessment of 

the first part of the measurement model for Model 2 (Mode12a) revealed a chi

square of 385.86 (12 = .985, df = 448) and an adjusted goodness of fit index of 

.930, suggesting that Model 2a fits the data. The findings for Model 2a have 

been divided into four figures, with Figure 10 displaying the estimated path 

coefficients for the correlations between technique ratings and techniques, 

while Figures 11, 12, and 13 show the estimated path coefficients for the 

correlations between question types and techniques. 

Model 2b examined the higher order factors in the measurement model 
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Question Type Technique Ratings 

Figure ~~ The effects of the value question on technique ratings for model 1 B. 

--- -- --. -_.- . 



Question Type Technique Ratings 
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Figure 6. The effects of the skill question on technique ratings for model 1 a 
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Technique Ratings 
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Figure 7. The effects of the use question on technique ratings for model 1 a. 
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* Parentheticalietters denote the technique or question type specUied as intercorreiated. For example. a technique 
followed by the letter M is assumed to be correlated with all other techniques followed by the letter M. 

Figure 9. Model 2a: assessment of lower order factors in the measurement mode\. 
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Question Type Technique Ratings 
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Figure 11. The effects of the value question on technique ratings for model 2a. 
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_Question Type Technique Ratings 
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(see Figure 14). Assessment involved studying the relationships between the 

five higher order factors or ksis (derived from theory) and the techniques 

and question types (etas). The assessment of the second part of the 

measurement model for Model 2 (Model 2b) revealed a chi - square of 1019.49 (12 

= .00, df = 58) and an adjusted goodness of fit index of .291, indicating that 

Model 2b is inconsistent wi th the data. Table 2 displays the chi - square 

values for the LISREL analyses of Models la, Ib, 2a, and 2b. 

Since nei ther Modell nor Model 2 appeared to be accurate 

representations of the way trainers view specific psychological 

interventions, focus shifted to exploratory analyses to formulate a third 

al terna ti ve model. The exploratory .Inodel received the label of Model 3, and 

consisted of Nodels 3a and 3b. 

Since CFA revealed that the first part of Models 1 and 2 is consistent 

with the data (Models la and 2a are the same except for interrelations among 

higher order factors) , Model 3a remained the same as Models la and 2a. 

However, since the relationships among the higher order factors were unknown 

for Model 3, it was necessary to treat the 11 techniques (traits) and 3 

question types (methods) as unrelated factors that impacted technique 

ratings. Accomplishing this involved performing a number of factor analyses 

using the Statistical Packages for the Social Sciences (SPSS). For the first 

11 factor analyses the value, skill, and use ratings for a specific technique 

were used to create a single factor or technique (see Table 3). For example, 

the value, skill, and use ratings related to communicating openly (COMMV, 

COMMS, COMMU) became the single factor of communicating openly (COMM) based 

on the obtained factor loadings for the technique ratings. The 11 separate 
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Table 2 

Chi Square Values for LISREL Analyses 

Chi Square (df) Goodness of Fit 

Model 1 

Model 1a 368.33 (450) .998 .934 
(Lower Order Factors) 

Model 1b 
(Higher Order Factors) 1863.00 (59) .000 -.048 

Model 2 

Model 2a 385.86 (448) .985 .930 
(Lower Order Factors) 

Model 2b 1019.49 (58) .000 .291 
(Higher Order Factors) 
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Table 3 

Factor Loading Scores for Lower Order Factors in Model 3a Techniques 
(Traits) 

3a1 COMM 3a2 GOAL 3a3 TALK 3a4 PAIN 
COMMV .757 GOALV .724 TALKV .809 PAINV .797 
COMMS .812 GOALS .781 TALKS .839 PAINS .832 
COMMU .848 GOALS .866 TALKU .905 PAINO .872 

3a5 HERO 3a6 RLAX 3a7 NINFO 3aB IMAGE 
HEROV .891 RLAXV .719 NINFOV .880 IMAGEV .799 
HEROS .843 RLAXS .830 NINFOS .852 IMAGES .843 
HEROU .909 RLAXU .889 NINFOU .900 IMAGEU .893 

3a9 BREATH 3alO EMOTE 3a1l CRISIS 
BREATHV .824 EMOTEV .832 CRISISV .751 
BREATHS .888 EMOTES .808 CRISISS .813 
BREATHU .891 EMOTEU .850 CRISISU .843 

Ouestion Types (Methods) 

3a12 VALUE 3a13 SKILL 3a14 USE 
COMMV .469 COMMS .585 COMMU .589 
GOALV .584 GOALS .508 GOALU .553 
TALKV .672 TALKS .588 TALKU .641 
PAINV .663 PAINS .638 PAINO .614 
HEROV .219 HEROS .364 HEROU .448 
RLAXV .703 RLAXS .666 RLAXU .676 
NINFOV .132 NINFOS .282 NINFOU .252 
IMAGEV .681 IMAGES .620 IMAGEU .653 
BREATHV .514 BREATHS .577 BREATHU .433 
EMOTEV .599 EMOTES .545 EMOTEU .602 
CRISISV .276 CRISISS .516 CRISISU .367 
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Table 4 

Exploratory Factor Analyses Values for Higher Order Factors in Model 3b 

Factor Analysis for Techniques 

3bl ALTERING MOVITATION 3b2 
AND AROUSAL LEVELS 

GOAL .611 COMM 
PAIN .721 TALK 
RLAX .709 EMOTE 
IMAGE .656 CRISIS 
BF.EATH .627 

3b3 NONRECOMMENDED TECHNIQUES 

HERO .661 
NINFO .749 

Factor Analysis for Question Types 

VALUE 
SKILL 
USE 

RESPONSE BIAS 

.797 

.868 

.915 

POSITIVE COMMUNIATION 
AND COUNSELING 

.588 

.688 

.765 

.734 
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assessed included age, gender, ethnicity, date of NATA certification, 

number of years of athletic training experience, and exposure to sports 

psychology information. The characteristics of the athletes examined were 

gender, ethnicity, level of athletic involvement, and type of sport{s) 

activity. Stepwise regressions were calculated using SPSS, with the three 

newly created higher order factors composed of techniques (3b1, 3b2, 3b3 in 

Table 4) serving as dependent variables, while athlete and trainer 

characteristics served as predictor variables. Exposure to sport 

psychology was significantly related to the factor involving the 

modification of physical and psychological states Ct. = 

-2.92,:12= .004). This suggests that familiarity with and understanding of 

the techniques designed to alter motivation and arousal levels results in 

trainers incorporating these interventions into their work with injured 

athletes, with beneficial outcomes. Work experience proved to be 

significantly related to the factor involving verbal, cognitive techniques 

Ct = -2.07, :12 = .040) indicating that the longer trainers work in their field, 

the greater the importance they assign to verbal, cognitive techniques. The 

trainers characteristics of age, gender, ethnicity, and date of NATA 

certification did not significantly predict any of the higher order factors. 

Moreover, none of the athlete characteristics proved significantly related 

to the higher order factors. 

Taking into account the findings from the confirmatory and 

exploratory analyses, Model 3 was modified to its final form shown in Figure 

15. 



TENSION Figure 15. Model derived from exploratory analyse~D AROUSAL 
--- MODIFICATION 
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Comparisons of Technique Ratings 

Figure 16 displays the average ratings trainers assigned to the 11 

psychological techniques for the dimensions of value, skill, and use. 

Communicating openly received the highest value rating, followed closely by 

crisis counseling, goal setting, changing negative self talk, emotional 

counseling, pain management, relaxation, and imagery. Breathing 

techniques, encouraging heroism, and screening negative information 

appeared least valued as psychological interventions for athletic 

rehabilitation. 

Trainers rated themselves as most skilled in using the techniques that 

received the highest value ratings. Trainers described themselves as most 

skilled in using communicating openly, goal setting, crisis counseling, 

changing negative self talk, emotional counseling, and pain management. 

Trainers rated themselves as less skilled in using relaxation, imagery, 

breathing techniques, and encouraging heroism. 

The techniques trainers most often used were also the techniques that 

trainers most valued and that they felt most skilled in employing. Trainers 

most often used communicating openly, followed closely by changing negative 

self talk, goal setting, emotional counseling, crisis counseling, and pain 

management. Techniques used less often by trainers included relaxation and 

imagery, with breathing techniques, encouraging heroism, and screening 

negative information constituting t.he techniques trainers used least in 

their work with injured athletes. 

Figure 17 explores differences in the ratings assigned to the 

techniques when trainers rated which techniques they felt members of their 



Figure 16. Ratings assigned to the value, sklll, and use questions for each technique. 
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profession would benefi t from receiving further training in using. It was 

found that trainers felt members of their profession need further training 

foremost in communicating openly, goal setting, and pain management. To a 

lesser degree, trainers felt member!? of their profession could benefit from 

further training in the areas of crisis counseling, counseling emotional 

issues, changing negative self talk, and relaxation. Trainers believed that 

members of their profession do not need additional training in imagery, 

encouraging heroism, breathing techniques, or screening negative 

information. 

Open Ended Question 

When examining athletic trainers' responses to the injured athlete 

scenario, the types of psychological interventions offered often paralleled 

those described in the questionnaire. After eliminating responses 

involving physical interventions, the remaining responses could be 

categorized as using communication (reassuring athlete, counseling, 

education), motivation (including enhancing confidence and commitment) , 

specific psychological interventions (e.g. goal setting, positive self 

talk, relaxation), outside relationships (e.g. enlisting the help of the 

coaches, family, a psychologist, other athletes), or coercion (forcing the 

athlete to come to rehabilitation). Table 5 shows the response categories in 

greater detail, with parenthetical values following each response category 

to indicate the number of trainers offering specific responses. 



Table 5 

Categories of Responses to the Open Ended Question 

Psychological Interventions 
I. Communication 

A. Explain the rehabilitation process (education). (79) 
B. Try to understand/determine the problem (and check for other 

contributing problems). (37) 
C. Vague responses (e.g. counseling, psychology, communicate, talk 

with the athlete). (33) 
D. Offer encouragement to the athlete (reassure, support, show 

interest in, and/or spend time with the athlete, offer positive 
feedback). (30) 

II. Motivation 
A. Increase confidence in self/trainer/rehabilitation. (58). 
B. Motive athlete, seek commitment. (21) 

III. Specific Psychological Interventions 
A. Work on a positive outlook (positive self talk, a positive 

attitude, imagery). (29) 
B. Reevaluate/reestablish/reemphasize treatment goals. (14) 
C. Address fear and anxiety (e.g. relaxation, systematic 

desensitization). (11) 
D. Work on self esteem (self image, self worth). (10) 

IV. Outside Relationships 
A. Tell coach (parents) about the problem and enlist their help. 

(14) 
B. Refer to a psychologist. (6) 
C. Encourage team involvement. (6) 
D. Use examples of other athletes with similar problems. (5) 

V. Coercion 

75 

A. Force the athlete to come to rehabilitation (confront, threaten, 
preach, punish, bully, coerce, or establish control over athlete). 
(13) 

B. Other (don't let the athlete return). (1) 
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Telephone Interviews 

The 15 trainers contacted for follow up interviews first described how 

they learned to use psychological techniques. Thirteen of the trainers 

discovered psychological interventions by "trial and error" when working 

with athletes, 7 attended lectures or seminars related to sport psychology, 

5 observed other trainers using the techniques, 2 read journal articles on 

various interventions, and learned techniques from a sport psychologist. 

Trainers then commented on each of the 11 interventions. When 

questioned about the technique of communicating openly, all trainers 

discussed the importance of this intervention, citing such reasons as the 

building of trust, educating the athlete, understanding the athlete, and 

increasing compliance. 

Responses to goal setting were diverse, as some trainers used this 

intervention often (10) , while others set only vague treatment goals with 

their long term rehabilitation patients (5). Those trainers who highly 

valued goal setting differed with respect to the extent to which the athlete 

was involved in the proces s (responses ranged from the athlete' s active 

involvement in all aspects of goal setting to no involvement on the part of 

the athlete) , and one trainer indicated that the physician dictated all 

treatment goals. Trainers described goal setting as very valuable because 

it increases cooperation and helps the athlete maintain interest and feel 

challenged. 

Some trainers interviewed claimed they encountered negative self talk 

fairly frequently (8) , while others insisted that athletes are rarely 

negative (7). Frequently encountered negative self statements included 
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fear of re-injury, internalization of derogatory comments made by coaches 

(e. g. perceiving self as weak, a wimp, a baby, not being good enough) , or 

thoughts concerning dropping out of the sport. A number of trainers 

indicated that they do not feel confident in their ability to handle negative 

self talk when they encounter it, while others stated that they eliminate 

negati ve self statements simply by not allowing negativism in the training 

room. 

Trainers varied when discussing the extent to which they used pain 

management during rehabili tation, but nearly all indicated pain management 

constituted a crucial aspect of evaluating an acute injury. A number of 

trainers expressed interest in learning pain management skills that could be 

taught to athletes in a relatively short period of time, but viewed the few 

approaches they had learned about (e.g. biofeedback) as too time consuming. 

All trainers suggested that they rarely use the intervention of 

encouraging heroism, and a number of trainers described this as the worst 

approach one can take with athletes,· since it encourages re-injury. 

Interestingly, trainers indicated that they occasionally have to deal wi th 

the destructive aspects of this technique, because some coaches unwisely use 

ridicule or adopt a "get tough" mentality when interacting with injured 

athletes. 

When asked about relaxation techniques, most trainers stated that 

while this intervention may be valuable, they did not employ it because they 

did not have the time (7) or the skills (5). Three trainers said they 

occasionally employed relaxation training when it appeared it would benefi t 

the athlete. 
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All trainers interviewed suggested they rarely, if ever, used 

screening negative information as an intervention when working with injured 

athletes. Many trainers ci ted reasons for the need to be hones t and 

disclosing with athletes, including suggesting that athletes seem 

increasingly sophisticated and would probably detect any efforts at 

concealing information. 

Imagery was seldom if ever used by any of the trainers. Trainers said 

that they did not employ imagery because they did not know much about it (3), 

doubted it would be of any value (8), and/or felt they didn't have enough time 

(5) or skills (2) to use this technique during rehabilitation. 

Most trainers did not differentiate between breathing and relaxation 

techniques, and indicated that these interventions are primarily used at the 

time of the injury in order to calm the athlete and prevent shock while 

evaluating physical damage. Interestingly, three trainers commented that 

although they use breathing techniques in a number of aT-ea.s of their own 

lives, they had not thought of employing these interventions throughout the 

rehabili tation process. 

All but one of the trainers interviewed stated that they often counsel 

emotional issues, with a number commenting that they find themselves dealing 

with athletes' stresses on a daily basis. Frequently cited emotional issues 

included denial, frustration, doubts, fears, and fatigue. A number of 

trainers noted that when working with high school athletes, counseling often 

involves the athlete's parents. Eight of the 15 trainers voiced concern 

about this technique, including comments that members of their profession 

need more training in learning how to counsel athletes. Some trainers 
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admitted feeling incompetent in handling athletes' emotional issues, while 

others said they have observed fellow trainers employing ineffectual or 

harmful approaches when dealing with an athlete encountering emotional 

difficul ties. Three trainers described feeling "burned out" from having to 

deal with athletes' emotional issues so often. 

When asked about counseling crisis situations, gender of the trainer 

seemed related to the use of this technique. AIlS female and 2 male trainers 

counseled crisis si tuations often, while 5 males said that they rarely 

encounter a need for this intervention. Many of the trainers observed that 

athletes tend to discuss personal problems with the female trainers (even 

when the athletes work wi th a male trainer). Crisis issues most often 

encountered included alcohol and drug use, family or relationship problems, 

eating disorders, sexually transmitted diseases, or pregnancy. While 5 of 

the trainers interviewed stated that they refer athletes to other 

professionals when the athletes present with personal problems, an equal 

number of trainers voiced concern about the lack of availabili ty of adequate 

counseling resources. 

In addition to interviews with the 15 trainers described above, brief 

unstructured interviews were also held with many of the trainers after they 

completed the questionnaire at the convention. The most frequently 

encountered areas of discussion involved concerns that screening negative 

information and encouraging heroism constitute harmful interventions, 

questions concerning whether seminars would be offered instructing them in 
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the use of these psychological interventions at future NATA conventions, and 

conunents about feeling overburdened with increasing job expectations, 

particularly when they feel unprepared to meet these expectations. 
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DISCUSSION 

Assessment of the Models 

In general, Models 1 and 2 proved poor representations for the way 

trainers view psychological techniques. Al though Models la and 2a appeared 

to fit the data, Models lb and 2b displayed high chi square values and low 

goodness of fi t indices. 

The model based on exploratory procedures (Model 3) shares 

similarities with the model based on theory (Model 2). First, Models 2a and 

3a remained the same. Second, as one might anticipate, the techniques in the 

non-recommended techniques and response bias groupings also remained the 

same for both models (see Figures 2 and 15). Third, Model 2b I S factor related 

to the modification of physical and psychological states is identical to 

Model 3b I s .factor related to the modification of physical and psychological 

states (with the exception of goal setting). Fourth, pooling the two factors 

in Model 2b related to communication and motivation and counseling results 

in the single factor related to verbal, cognitive interventions found in 

Mode13b (again, with the exception of goal setting). This suggests that 

trainers do tend to categorize techniques according to similarities in 

theoretical foundation and method of implementation. Also, the decision of 

which techniques grouped together for Model 2 was of necessity somewhat 

arbitrary given that the techniques share commonalities that could 

potentially lead to a number of different theoretically sound groupings. 

Therefore, it is not surprising that trainers in this study categorized goal 

setting with techniques designed to alter motivation and arousal levels. In 

fact, the slight modifications of the higher order factors in Model 3 



improves upon Model 2, since the new technique groupings adhere to theory, 

yet are more parsimonious. 
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Examination of the relationships between athlete and trainer 

characteristics and the higher order factors in Model 3b revealed three 

significant findings. First, as trainers become familiar with and 

understand the techniques designed to modify physical and psychological 

states, they tend to incorporate these interventions into their work with 

injured athletes, with beneficial outcomes. Second, the longer trainers 

work with injured athletes, the more highly they tend to rate interventions 

involving positive communication, counseling, and support 

(verbal/cognitive interventions). Third, neither exposure to sport 

psychology information nor athlete training experience appeared related to 

the ratings assigned to the non-recommended techniques. This suggests that 

while trainers may learn about beneficial psychological interventions 

through experience or education, they may not be exposed to the dangers of 

employing nega ti ve techniques or behaviors. 

Future studies may wish to confirm or expand upon this exploratory 

model. If the researcher chooses toadopt this questionnaire, however, it 

may be possible to greatly reduce the number Clf questions asked. The factor 

analysis for question types in Model 3b confirmed that response bias 

existed; trainers responded to questions regarding the value, skill, and use 

of a technique in a similar manner. Since trainers tend to rate all three 

questions concerning a specific technique similarly, the qu.estionnaire 

could be greatly simplified by creating one question to assess the rating of 

a technique rather than three. 
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Exploring Individual Techniques 

When examining which techniques trainers most valued, feel most 

skilled at, and use most frequently during rehabilitation (see Figure 16), 

five techniques emerged with the highest ratings: communicating openly, 

goal setting, changing negative self talk, crisis counseling, and 

counseling emotional issues. These findings support those of Wiese, weiss, 

and Yukelson (1991). They determined that the psychological techniques used 

most by athletic trainers included those involving good communication 

skills and positive reinforcement, understanding of individual motivation 

and self talk, and goal setting. In the present study, two techniques 

consistently received intermediate ratings for the dimensions of value, 

skill, and use (managing pain and relaxation) , while the techniques of 

encouraging heroism, imagery, breathing techniques, and screening negative 

information received the lowest ratings. 

Figure 16 illustrates that communicating openly and goal setting 

received the highest value ratings, yet these interventions also received 

the highest ratings for the interventions trainers believe members of their 

];!rcfeeeic:n need the mClst additional training in using (see Figure 17). Pain 

management ranked third, suggesting that although the current use of pain 

management during rehabilitation remains infrequent, trainers would 

appreciate feeling more proficient in using interventions that target pain. 

Open Ended Question 

The open ended question failed to identify any additional 

psychological strategies other than those outlined in this paper, except 



social support (not included in this study, because the focus was on the 

athlete-trainer relati"onship) and coercion (theoretically a negative 

approach) . 

Interviews 

The telephone interviews conducted wi th 15 trainers and the informal 

interviews which took place at the NATA convention offer some interesting 

insights into why athletic trainers may have responded in the manner 

observed in this study. Therefore, each of the techniques will be briefly 

examined, taking into account the ratings and commentaries each received. 

Trainers rated communicating openly as the most important 

psychological aspect of injury rehabilitation in the training room. 

Trainers described open communication as essential for a number of reasons 

including building trust; understanding the athlete's perceptions, 

thoughts, and emotions; education; and increasing compliance. 
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Goal setting received high ratings by trainers, yet it appears that 

the ways trainers choose to implement this procedure may be quite diverse. 

The large variance in trainers' approach to goal setting may not be too 

surprising given that most trainers apparently primarily learn 

psychological interventions through trial and error. Nevertheless, as 

discussed in the introduction, research suggests that goal setting is most 

effective under certain conditions (e.g. goals are specific, achievable, 

measurable, modifiable). Moreover, discussions with trainers revealed that 

many had not previously considered including the athlete in the goal setting 

process, yet they believed this could facilitate goal attainment. 



Trainers felt that changing negative self talk constituted an 

important part of rehabilitation, yet they differed in how they approached 

the issue, with some trainers confronting the problem, some avoiding the 

problem (by not allowing negativism in the training room) , and some 
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admi t ting that they don I t really know how to handle it. Whi Ie mos t trainers 

may rate themselves as adequately skilled in this technique, it seems 

unlikely that the three approaches discussed would be equally effective in 

altering negative self statements (or negative thinking unexpressed) . 

Athletic trainers perceived of counseling injured athletes I emotional 

issues as an important technique and many trainers employed this 

intervention on a daily basis. Trainers voiced two concerns about this 

intervention, namely that trainers have been observed using ineffective or 

harmful approaches when dealing wi th athletes I emotional issues, and that 

trainers feel "burned out" from emotional counseling. Recent discoveries 

may help alleviate trainers I concerns about counseling emotional issues. 

First, research has begun to identify the emotional reactions injured 

athletes typically experience after injury and what types of environments 

and interactions tend to promote resolution of troubling feelings (McDonald 

& Hardy, 1990; Smith et al., 1990). With this information, trainers could 

potentially minimize time spent dealing wi th the emotional aspects of 

rehabilitation, while maximizing the effectiveness of emotional counseling. 

Second, as trainers gain skill in dealing with troubling emotions and 

stress, they could use this expertise to deal with their own issues (e.g. 

feeling overwhelmed, unappreciated, exhausted) as well as those of the 

athlete. Third, since injured athletes may have to confront, accept, or deal 
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with similar emotional experiences, sharing this process with each other may 

be beneficial. This type of supportive group interaction for injured 

athletes has been implemented with success (Hardy & Crace, 1990). Injured 

athletes I support groups may be led by a sport psychologist, counselor, 

and/or athletes who have undergone a successful rehabilitation and 

therefore may require little involvement on the part of the athletic 

trainer. 

Ratings obtained in this survey suggest counseling crisis si tuations 

remains an important part of rehabili tation. Interviews revealed that 

female trainers may be more burdened wi th hearing the non - sport related 

problems of athletes than the male trainers. Also, the trainers who 

frequently deal wi th athletes I crisis situations feel overwhelmed by the 

added responsibili ty. While some trainers described feeling skilled while 

others felt unskilled in dealing with non-sport related problems, nearly all 

trainers expressed the belief that they should not be required to act as a 

counselor. Responses from the trainers interviewed uncovered two separate 

but related issues that merit discussion. First, trainers must be taught to 

recognize the difference between a normal and a pathological response to a 

crisis si tuation. If an athlete displays inappropriate or exaggerated 

responses to a crisis situation, then a referral to a professional counselor 

is imperative. Future studies may assist in identifying ways to increase 

injured athletes I access to and use of available counseling resources. 

Second, as trainers increase their awareness and understanding of athletes' 

emotional responses to injury and what type of interventions and 

environments promote healing and healthy readjustment, this information is 
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likely to generalize so that the trainers can effectively deal with 

athletes I responses to crisis si tuations as well. Given the importar..ce of 

emotional and crisis counseling to the rehabili tation of the injured 

athlete, it follows that integrating skills training for these 

psychological interventions into the course work of the athletic trainer may 

prove valuable. 

Trainers expressed the belief. that pain management is crucial when 

attempting to evaluate an acute injury, but they seemed to minimize its 

importance during other parts of rehabilitation. However, some trainers 

indicated that they would like to learn brief pain management interventions 

for use in the training room. Given these findings and the intermediate 

ratings assigned to pain management, it appears that this intervention is 

valuable during injury assessment and when working with some athletes, but 

often may not be required during rehabilitation. These findings support 

earlier research which determined that athletes have a better tolerance and 

higher thresholds for pain than non-athletes (Jaremko et al., 1981) . 

Although trainers in the present study had no exposure to formal pain 

management techniques (except biofeedback) , most had discovered that 

distracting the athlete seemed effective in diminishing pain reporting. 

Trainers suggested that although relaxation techniques may facilitate 

rehabilitation, they were not familiar with these interventions and/or they 

believed teaching relaxation seemed too time consuming. Few of the trainers 

interviewed knew any relaxatic:i.l techniques (two knew progressive 

relaxation) , and none had heard of brief relaxation inductions. 

Most trainers did not differentiate between relaxation and breathing 
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techniques, yet rated al tering breathing as secondary to getting the athlete 

to relax. When questioned as to how they might help an athlete alleviate 

tension, nearly all responded "I tell him (her) to relax" or "I tell him (her) 

to breath deeply." For most trainers, this was the extent of their breathing 

or relaxation intervention. 

Trainers consistently assigned imagery low ratings. The majority of 

the trainers interviewed did not believe imagery would facili tate 

rehabili tation. Some trainers admi tted that they were unfamiliar wi th the 

technique, while others felt they did not have the time or skills to employ 

imagery. One trainer interviewed seemed unaware tha t he used imagery when he 

described an approach that he found very effective in his work with injured 

athletes. The trainer showed the injured athlete an anatomical picture of 

the injured area while describing the forthcoming rehabilitation. The 

trainer then encouraged the athlete to think about the physical healing 

process taking place internally whenever the athlete worked on exercises. 

When interviewing this trainer, however, he; did not see how his strategy of 

working with injured athletes might correspond to the intervention of 

imagery (a technique that he claimed he did not highly value) ! 

Imagery, breathing techniques, relaxation techniques, and to a lesser 

degree pain management received the lowest ratings in this study, yet 

trainers interviewed admitted that they knew the least about these 

techniques. Similarly, this study revealed that as exposure to sport 

psychology information increased, ratings assigned to the techniques 

designed to alter motivation and arousal (including breathing and 

relaxation techniques, imagery, and pain management) also increased. This 
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suggests that trainers who are educated about these techniques tend to 

become proficient in their use, and find the interventions effective. These 

findings demQnsb .. "ate the value of introducing psychological techniques to 

trainers early in their educational training. Green 's (1992) article not 

only describes imagery, but details how to integrate this technique into the 

rehabili tation of injured athletes. Similar articles describing how 

breathing techniques, relaxation techniques, and pain management can be 

integrated into athletic rehabilitation to enhance recovery are also 

needed. 

As anticipated, trainers assigned low ratings to the non-recommended 

techniques of encouraging heroism and screening negative information. The 

reasons cited for not using these techniques paralleled those described 

earlier in this paper (e.g. increased risk of injury, destruction of trust) . 

Moreover, trainers discussed having to deal with the negative consequences 

of encouraging heroism such as lowered self esteem, feelings of inadequacy, 

fear, and re- injury since some coaches apparently believe the "get tough" 

approach is an effective strategy for speeding recovery. 

Summary 

Recent findings in the sports medicine literature indicate that the 

use of psychological techniques facilitates recovery from injury (Ievleva & 

Orlick, 1991; Roepke, 1990; Wiese, Weiss, & Yukelson, 1991). It will require 

considerably more research before we can clarify which psychological 

interventions work best under certain circumstances and whether skill level 

of the trainers or personal characteristics of the athletes impact the 
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effectiveness of the interventions. 

The present study revealed that trainers believe psychological 

interventions constitute an important part of rehabilitation and employ 

them accordingly. Exploratory analyses revealed a tentative model for the 

way trainers currently view psychological techniques. However, the study 

also revealed that trainers may vary significantly in their perceptions of 

what a technique entails and what consti tutes skill or lack of skill in 

employing it. Therefore, future res,earchers may wi sh to use observa tions of 

trainers in the training room or interviews with injured athletes to 

determine what the trainers actually do when they purport to be utilizing 

specific psychological interventions. 

This study determined that as exposure to sport psychology 

information increased, athletic trainers' utilization of and belief in the 

effectiveness of various psychological interventions also increased. 

Similarly, trainers with the most experience working in their profession 

displayed the greatest recognition of the importance of techniques 

involving good communication and counseling skills. These findings 

indicate the importance of introducing skills training for psychological 

techniques early in the athletic trainers' educational curriculum so that 

trainers can gain awareness of the efficacy of the techniques and skill at 

using the techniques early in their careers rather than discovering the 

interventions after years of trial and error, if discovered at all. 

Similarly, study findings revealed that nei ther exposure to sport 

psychology information nor athletic training experience proved 

significantly related to the non-recommended psychological techniques, 



suggesting that trainers could also benefi t from course work explaining 

potential negative consequences of employing harmful or ineffectual 

psychological interventions. 
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TECHNIQUES USED BY ATHLETIC TRAINERS I A SURVEY 

In recent yeare, there has been a growing interest in determining 
whether techniques designed to enhance sport performance might also facilitate 
an athlote's rehabilitation and reintegration into aport once an injury has 
occurred. In order to explore this area, there is a need to first find out 
which, if any, of these techniques are already currently employed by 
experienced athletic trainers. Secondly, it is important to determine whether 
trainers believe these techniques are or would be valuable in their work with 
injured athletes. Finally, there is a need to learn whether athletic trainers 
have developed their own techniques which they have found effective in their 
work with injured athletes. 

This questionnaire is designed to address thesG issues by asking 
experienced athletic trainers, such ~9 yourself, to reDpond to tha questions 
that follow. Completion of this questionnaire takes between 15 to 25 minutss. 
Your participation would be greatly appreciated aa each completed 
questionnaire is likely to enhance the accuracy of the findings. All data 
received will be treated with anonymity and confidentiality. If you would 
like a copy of the results of this study, please fill in your name and address 
on the last page of the questionnaire and this information will be forwarded 
to you. In advance, I thank you for your cooperation. 

BIOGRAPHICAL INFORMATION: 
Age_____ Gender: Male Female ____ _ 

Ethnicity: White____ Black____ Hispanic____ Asian Other __ __ 

When did you become NATA certified? 19 __ __ 

How long have you worked as an athletic trainer? Year(sl 

What population of athletes do you primarily work with: 

High School____ collegiate____ Professional other (Spacifyl ____ __ 

What sport do you primarily work with? 

What is the primary gender and athnicity of the athletes you work with? 
Male Female __ -=~_ 
White____ Black____ Hispanic____ Asian____ Other 

1. After reading the following ahort scenario, please briefly indicate how 
you would go about dealing with the injured athlete. 

You have been working with an athlete who has sprained an ankle. 
Recovery has been rapid and fairly uneventful. suddenly, the athlete 
begins to miss sessions in the training room. When the athlete ia 
present, he/she seems to work only halfheartedly on the strengthening 
exercises. You overhear the athlete saying to a friend, "I can't even 
get myself to go to practice lately because I know I'm going to hurt my 
ankle again." 

Please list the two or three things that you think would be most 
important to work on with this athlete: 

1. ______________________________________________________________ ___ 

2. ______________________ . ________________________________________ ___ 

3. __________________________________________________________ _ 
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For the following ~tems, please indicate how valuable you believe the technique (or concept) described is in 
the rehabilitation of the injured athlete, how skillful you are in using the technique listed, and the 
extent to which you utilize the technique. Please reach each item carefully, and put an "X" through the I 
number that best represents your feelings. ~ ~~ 

c. "" :<;)"Y ¢" c. 
v'IT 0/ ~'" 
~ ~ 

.:!( ",4, "'~ fl!<' 4, .:".c.!<v<J ~c. 
c."" Q 

COMMUNICATING OPENLY - When interacting with 11~ 3 4 5 6 7' 4 5 6 1 •. ' 2 3 4 5 6 
the injured athlete, you listen in 
an understanding, non-judgmental, supportive 
manner and ~ncourage the athlete to express 
thoughts and feelings such as doubts, fears, 
pains, and otresses. 

SETTINGS GOALS (with the athlete) - Rather than 
simply setting goals for the injured athlete, you 
actively involve the athlete in the process of setting, 
monitoring and (if necessary) changing rehabilitation 
goals. 

CHANGING NEGATIVE "SELF TALK" - You encourage the athlete 
to recognize and replace statements and thoughts that 
are unrealistic or destructive with self statements that 
are positive and goal directed. 

MANAGING PAIN - The athlete is helped to deal with the 
pain associated with an injury, typically by learning to 
direct attention away from the injury site by talking, 
relaxing, imaging, or by thinking of the experience ~.n 
positive terms. 

ENCOURAGING "HEROISM" - Using motivating terms such as 
"strength", "courage" and "guts", you encourage the 
athlete to overcome fears and doubts, and urge him/her 
to return to the sport activity as soon as possible. 

TEACHING THE ATHLETE TO RELAX - The athlete is instructed 
in the use of muscle relaxation techniques so that he or 
she learns to quickly recognize and control (decrease) 
excessive muscle tension levels. 

SCREENING NEGATIVE INFORMATION - Recognizing that the 
athlete has already experienced physical and mental 
trauma as a result of the injury, you avoid telling 
him/her about negative aspects of the rehabilitation 
process and recovery to prevent further hardship. 

123 4 5 6 7 I n 2 3 4 5 6 7 1234567 

1 2 3 4 5 6 7 1 2 3 4 567 123 4 5 6 7 

1234567 1 2 345 6 7 1 2 3 4 5 6 7 

1234567 1 2 345 6 7 1 2 3 4 5 6 7 

2 3 4 5 6 7 1 2 345 6 7 1 2 3 4 5 6 7 

2 3 4 5 6 7 1 2 345 6 7 123 4 5 6 7 
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B. 

9. 

10. 

11. 

USING POSITIVE IMAGERY - The injured athlete is directed 
to use all of the senses to create healing images in 
his/her mind. By imaging various scenes, the athlete 
can learn to cope with pain, visualize the healing 
process, mentally practice physical skills, and 
rehearse effectively handling difficult situations. 

ALTERING BREATHING - You encourage the injured athlete 
to focus on and alter breathing rhythms in order to either 
induce the state of relaxation, or increase arousal 
("energize" the athlete). 

COUNSELING EMOTIONAL ISSUES - The athlete is reassured 
that the unpleasant thoughts and feelings often 
associated with treatment are "normal" and are an 
important part of the rehabilitation process, such that 
short periods of denial, anger, depression, fear and 
isolation may be expected to occur. 

COUNSELING CRISIS SITUATIONS - If the athlete has problems 
such as alcohol or drug abuse, personal crises, 
relationship issues or continuing distress, you offer 
the athlete guidance. 
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12. Please indicate by numbering from 1 (most beneficial) to 11 (least beneficial) which of the following concepts or 
techniques you feel members of your profession would benefit from receiving training in: 

COMMUNICATING OPENLY 
--·SETTING GOALS 
---CHANGING NEGATIVE "SELF TALK" 
--MANAGING PAIN 
--ENCOURAGING "HEROISM" 

TEACHING THE ATHLETE TO RELAX 

SCREENING NEGATIVE INFORMATION 
--USING IMAGERY 
--ALTERING BREATHING 
--COUNSELING EMOTIONAL ISSUES 
_____ COUNSELING CRISIS SITUATIONS 

13. Please list any techniques that you have found helpful in your work with injured athletes that are not described 
above. 

14. Have you ever received any formal or informal training in sport psychology? 

a. Please identify the source of the training by indicating the number of: 

classes attended 
---seminars attended 
=====:lectures attended 

b. Briefly indicate the topics examined. 

books read 
-----magazine articles read 

other (please specify) 

THANK YOUI 
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16 May 1989 

Nancy Roepke 

The University of Arizona 
Human Subjects Committee 
1690 N. Warren (Bldg. 526B) 
Tucson. Arizona 85724 
(602) 626-6721 or 626-7575 

Department of Psychology 
Psychology 317 
University of Arizona 
MAIN CAMPUS 

RE: A89.57 PSYCHOLOGY OF THE INJURED ATHLETE 

Dear Ms. Roepke: 
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We received the consent form and memo from your major professor requested to 
complete the file for your above cited project. The procedures to be followed 
in this study pose no more than minimal risk to participating subjects. Regu
lations issued by the U.S. Department of Health and HUffi3Il Services [45 CFR Part 
46.110(b)] authorize approval of this type project through the expedited review 
procedures, with the condition (s) that subjects I anonymity be maintained. Although 
full Committee review is not required, a brief summary of the project procedures 
is subrni tted to the Committee for their endorsement and/or comment, if any, 
after administrative approval is granted. This project is approved effective 16 
May 1989. 

The HUffi3Il Subjects Committee (Institutional Review Board) of the University of 
Arizona has a current assurance of compliance, number M-1233, wnich is on file 
with the Department of Health and HUffi3Il Services and covers this acti vi ty • 

Approval is granted with the understanding that no changes or additions will be 
made either to the procedures followed or to the consent form(s) used (copies of 
which we have on file) without the knowledge and approval of the Human Subjects 
Committee and your College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported to each 
committee. 

A uni versi ty policy requires that all signed subject consent forms be kept in a 
permanent file in an area designated for that purpose by the Department Head or 
comparable authority. This will assure their accessibility in the event that 
university officials require the information and the principal investigator is 
unavailable for some reason. 

Sincerely yours, 

Milan Novak, M.D., Ph.D. 
Chairman 
Human Subjects Committee 

MN/ms 

cc: Departmental/College Review Committee 
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