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ABSTRACT 

Nine psychological techniques used in the 

rehabilitation of injured athletes were assessed. Fifteen 

athletic trainers and 68 athletes were asked to rate how 

valuable each technique was, how skillful the trainer was in 

using each technique, and how often each technique was used 

in treatment. A 3 x 11 x 2 (question type x technique x 

subject type) MANOVA revealed significant main effects for 

question type F(2,134) = 26.71, pc.OOl and technique 

F(10,670) = 15.56, p<.001, but not for subject type F(l,67) 

= 1.81, p = .183. Techniques were more highly valued and 

trainers were more skilled in employing them than they were 

used (p<.05 for both). Techniques most valued were 

communicating openly, goal setting, monitoring self talk, 

emotional counseling, crisis counseling, pain management and 

relaxation techniques; least valued were breathing 

techniques and imagery. These findings support the position 

that psychological interventions are an important part of 

the rehabilitation of injured athletes. 
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CHAPTER 1 

INTRODUCTION 

A newly emerging area of research is the exploration of 

psychological interventions that may influence the recovery 

process once an athletic injury has occurred. Information 

from disciplines such as athletic training, psychology, 

sports psychology and rehabilitation has assisted in the 

formulation of theories related to this topic. However, it 

is not known whether the psychological interventions that 

would theoretically facilitate recovery are currently 

employed, or whether other, equally effective techniques are 

utilized. Moreover, are sports medicine personnel most 

integrally involved in the athletes' rehabilitation, the 

athletic trainers, skilled in using a variety of 

psychological techniques, or are only a few specific 

psychological interventions valued and utilized? A third 

area as yet unexplored is the determination of whether the 

athletes who are treated believe psychological interventions 

are effective and, if so, which techniques they value the 

most. The purpose of this study is to examine these issues. 

Given the brevity of the sessions between trainer and 
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athlete, the use of psychological interventions must, of 

necessity, be limited to ones that can be taught to athletes 

and implemented in a relatively short period of time. After 

reviewing the literature and interviewing athletic trainers, 

nine psychological interventions which are easily employed 

and appear advantageous to the rehabilitation of the injured 

athlete were identified: open communication, goal setting, 

monitoring "self talk", pain management, relaxation 

techniques, imagery, breathing techniques, counseling for 

emotional issues, and crisis counseling. The rationale for 

including each of these techniques is described below. 

One of the most important elements in the treatment 

protocol is the communication among members of the treatment 

team, particularly that which occurs between the athlete and 

athletic trainer (Kane, 1982; Faris, 1985). Good 

communication skills and the ability to establish rapport 

are essential tools for the athletic trainer. Trainers 

should be able to relay to the athlete accurate information 

about the extent of the injury, and realistic expectations 

for the time and stages involved in the recovery process. 

Effectively educating the athlete about the recovery process 

has many benefits including facilitating adherence to the 

treatment regime. Noncompliance often occurs when an 

individual does not understand or has unrealistic 
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expectations for the treatment process (Turk, Meichenbaum, & 

Genest, 1983). Athletic trainers also should possess good 

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

empathic, nonjudgemental, nonthreatening manner. This type 

of supportive environment may facilitate the athlete in 

disclosing distressing thoughts and feelings. 

Although not specifically addressing injury 

rehabilitation, 0'Block and Evans (1984) stated that it is 

essential that the athlete be involved in the goal setting 

process so that he or she is afforded an opportunity to make 

decisions and assume personal responsibility for those 

choices. Goal setting not only provides the athlete with a 

sense of control, but may facilitate motivation, persistence 

and commitment. Goals allow the athlete to incrementally 

build confidence and may be self esteem enhancing, thus 

likely to give the athlete positive expectations for the 

future. Further, goal setting not only influences 

performance, but may serve to reduce anxiety (Gould, 1986). 

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 beliefs and behavior. In interacting 

with the injured athlete, athletic trainers may help the 
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athlete to recognize and alter his/her self talk so that it 

is task relevant, mood appropriate, focused and positive. 

As Faris (1985) observed, many injured athletes act on 

unconscious beliefs that are contrary to sound medical 

advice. Rotella and Heyman (1986) note that many athletic 

trainers unknowingly encourage these erroneous beliefs. 

Athletes who are taught to be aware of self talk are more 

likely to identify and alter faulty beliefs. 

For those athletes experiencing difficulty dealing with 

the physical pain associated with therapeutic exercises or 

other aspects of the recovery process, there are several 

psychological interventions available. Reviewing research 

in this area, Turk, Meichenbaum, and Genest (1983, Chpt. 5) 

note that cognitive-behavioral strategies have been shown to 

be effective in facilitating pain tolerance. The athlete 

can learn to direct attention away from the painful stimulus 

by talking or thinking of the experience in positive terms, 

skills which may be taught to the athlete by the trainer. 

Relaxation training is the process of teaching the body 

to be free of any excess tension or stress. The 

physiological untensing of muscles leads to a relaxed mental 

state in which negative feelings may be altered and physical 

and psychological pain may be lessened. Athletes who 

experience lower pain levels when doing exercises in the 
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training room may be more likely to adhere to the 

rehabilitation program. Further, by inducing the state of 

relaxation, the athlete may be facilitated in coping with 

troubling issues by learning to decrease anxiety while 

increasing energy levels. 

Imagery is a mental training technique in which all of 

the senses (including kinesthetic) are used to create an 

image in one's mind. Imagery can be used to help the 

injured athlete cope with pain, visualize the healing 

process, and rehearse effectively handling difficult 

situations (Thompson, 1986; Wolff & Horland, 1967). Imagery 

also 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. 

The injured athlete who is introduced to breathing 

techniques may be better able to induce relaxation, focus 

attention or increase arousal ("energize" the body). 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 also may facilitate 
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performance by increasing energy to the muscles (Harris, 

1986). Breathing techniques can be utilized easily in the 

training room, during practice, or in other challenging 

situations. 

Emotional counseling is the eighth technique which may 

be employed by trainers working with injured athletes. As 

noted by Pedersen (1986) and Weiss and Troxel (1986), the 

irreversible loss incurred by athletic injury is always 

accompanied by grief. Through counseling, the athlete can 

learn that anger, denial, depression, apathy and other 

unpleasant feelings that may occur during the grief process 

are often a necessary part of recovery. Athletes accustomed 

to regular vigorous physical exertion who are forced to 

refrain from sport activity are likely to experience 

other negative feelings as well. Robbins and Joseph (1985) 

found that runners who were forced to abstain from a run or 

series of runs experienced,irritability, restlessness, 

frustration, guilt, depression, sleeping problems, digestive 

tract difficulties, and muscle tension. With supportive 

counseling, the athlete may be reassured that the unpleasant 

feelings he/she is experiencing are normal and to be 

expected (and dealt with). 

It has been suggested that athletic trainers should not 

be required to counsel injured athletes, but should be able 
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to handle crisis situations by knowing when and who to refer 

the athlete to if extensive counseling is needed (Kane, 

1982). 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 professional 

counseling is available and utilized, 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. In addition to dealing with 

difficulties brought on by the physical injury, trainers 

often encounter problems that are tangentially related to 

the injury such as alcoholism, drug abuse, weight 

fluctuation problems, and family or relationship 

difficulties. 

This study is designed to systematically assess whether 

the preceding psychological aspects which are deemed 

important to the recovery process by theory and by interview 

with a small number of athletic trainers are perceived of as 

valuable by athletic trainers and athletes involved in the 

rehabilitation process. Further, an attempt will be made to 

determine how trainers and athletes assess the skill of the 

trainer in the use of these techniques or concepts, and to 

learn the extent to which each of these psychological tools 

is utilized. Finally, the responses given by trainers and 
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athletes will be compared to assess similarities or 

differences in responding. 

Although this study is exploratory in nature, several 

hypotheses were generated. It was suspected that athletes 

would rate the trainers higher on the dimension of skill 

than the trainers would rate themselves. Given that 

athletes have much less experience and training in this area 

than the athletic trainers, it was also hypothesized that 

the athletes would be less able to detect the 

destructiveness (or lack of value) of nonrecommended 

techniques included in the questionnaire. 
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CHAPTER 2 

METHOD 

Subjects 

The subjects were 15 athletic trainers (9 male, 6 

female) working in Flagstaff, Tucson, or Phoenix, Arizona, 

and 68 athletes (49 male, 19 female) who had been treated by 

the trainers for injuries. Of the 15 trainers who 

participated, ten worked with high school athletes and five 

worked with collegiate athletes. The ages of the trainers 

ranged from 23 to 33, with a mean age of 25.2. Trainers had 

from 3 to 11 years of experience working with athletes (mean 

= 5). All but one of the trainers were National Athletic 

Trainers* Association (NATA) certified at the time of the 

study. All the athletes had incurred an injury within the 

last year which had resulted in at least five days of 

limited (or no) participation in the sport. There were a 

number of different injuries reported, and the athletes 

sampled were from a variety of sports. The athletes ranged 

in age from 14 to 22, with a mean age of 17.7. Of the 105 

questionnaires initially distributed to athletes, 81 were 

returned. Thirteen questionnaires were eliminated due to 

incomplete data. 
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Questionnaire Design 

After reviewing athletic training, sports psychology, 

psychology and rehabilitation literature and interviewing 

ten athletic trainers and a director of a collegiate 

athletic training program to identify techniques deemed 

important for the rehabilitation of the injured athlete, two 

questionnaires were created (one for the athletic trainers 

and one for the athletes). The questionnaire for the 

athletic trainers first described the purpose of the study 

and then obtained biographical information such as age, 

gender, year of NATA certification, and population of 

athletes with whom the trainer worked. After obtaining the 

biographical data, the questionnaire introduced 11 

techniques to the trainer. The technique was first named 

and then briefly described. Included among these 11 items 

were the nine techniques described earlier. In order to 

determine whether or not a respondent was answering all 

questions in an overly positive fashion, two "techniques" 

were added to the list which were theoretically believed to 

be destructive to the rehabilitation process. 

The first nonrecommended technique was "encouraging 

heroism" which was described as "using positive terms such 

as •strength•, •courage• and 1guts' you encourage the 

athlete to overcome fears and doubts and urge him/her to 



17 

return to the sport as soon as possible." This approach is 

destructive in a number of ways. First, it is imperative 

that the athlete's fears and doubts are uncovered and openly 

dealt with or the result may be impaired performance which 

frequently occurs when there is a high level of anxiety 

(Landers, 1980; Nideffer, 1983) The negative self talk and 

negative imagery that often accompany doubts and fears have 

been shown to impair athletic performance (Woolfolk, Murphy, 

Gottesfeld, & Aitken, 1985). Similarly, the negative mood 

states that are likely to occur have been shown to impair 

performance on physical tasks (Kavanagh & Hausfeld, 1986). 

There may also be an increased risk for further injury or 

reinjury due to increased muscle tension (Rotella & 

Campbell, 1983). The athlete should not be forced to return 

to a sport until he/she is ready to do so. There may be a 

number of unspoken reasons why the athlete is resistant to 

returning to the sport, including a desire to punish one's 

self or others (Sanderson, 1977) or a need to avoid 

psychological distress (Kane, 1984). 

The second nonrecommended technique was "screening 

negative information" clarified by the descriptor 

"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 
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rehabilitation process and recovery to prevent 

further hardship." Although more subtly destructive, if 

utilized, this approach prevents the athlete from dealing 

openly and realistically with the full extent of the injury 

and with future rehabilitation. This failure to disclose 

may not only impact the athlete's recovery directly due to 

the athlete's lack of knowledge and unrealistic 

expectations, but also indirectly due to the jeopardizing of 

trust between the trainer and athlete. 

Preceding the name and descriptions of the 11 

techniques was a short paragraph instructing the trainer to 

indicate how valuable he/she believed the technique (or 

concept) described was for the rehabilitation process, how 

skillful he/she was in using the technique listed, and the 

extent to which he/she utilized the technique in his/her 

work with the injured athlete. Each technique and its 

description was then presented, followed by three 7-point 

Likert scales which assessed the valuableness of the 

technique, skill at using the technique, and extent to which 

the technique was used by the athletic trainer. On the 

first Likert scale, 1 indicated "very valuable" and 7 

denoted "not valuable". The second scale was anchored the 

opposite of the first and third scales to prevent response 

bias, so that 1 signified "not skillful" while 7 indicated 
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"very skillful". On the third scale, 1 was labelled "often 

use", while 7 received a "never use" descriptor. Trainers 

also were asked to rank order each technique from 1 (most 

needed) to 11 (least needed) to indicate which of these 

interventions they felt members of their profession needed 

more training in using. 

The athletes were given a questionnaire that was 

similar to the trainers'. Athletes initially were asked 

relevant biographical information and then were asked to 

describe their injury, how it occurred, and the number of 

days they were unable to participate (or had limited 

participation). Athletes also were requested to indicate 

the total number of days they met with the trainer and the 

average amount of time spent with the trainer each time they 

met. 

The athletes next responded to the questions about the 

same psychological techniques assessed on the athletic 

trainers' questionnaire. The wording describing the 

techniques was slightly different for the athletes in that 

the athlete's trainer was described as actively using each 

technique listed. For example, the description for 

"learning to relax" stated "the trainer taught you to use 

muscle relaxation techniques to learn to quickly recognize 

and control (decrease) excessive muscle tension levels." 
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After each technique and its description, the athletes 

indicated how valuable they thought the techique listed was, 

how skillful the trainer was in using the technique, and how 

often the trainer used the technique by responding to the 

same three Likert scales included on the athletic trainers' 

questionnaire. 

Oueationnaire Assessment 

Prior to finalizing the questionnaires, they were shown 

to two groups of trainers who were asked to critique the 

content and comprehensibility of the items and to identify 

any techniques they believed were excluded or had been 

erroneously included. The questionnaires were first shown 

to six trainers, were revised, then were shown to 12 

different trainers and were further revised to reach their 

final forms. 

It was determined through a practice trial of 10 

athletes that athletes tended to rate trainers as highly 

skilled on every technique, with little variability in 

responding. Athletes also frequently did not seem to detect 

the reverse weighting of the second Likert scale. 

Therefore, after the athletes were asked to read the purpose 

of the study (and were informed that the trainers would not 

have access to their responses), all received the following 

instructions: 
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If you turn to the second and third pages, you 
will see that you are being asked to rate each 
of the techniques described for how valuable 
you believe the technique is, how skillful the 
trainer was in using the technique, and the 
extent to which the trainer used each 
technique. You are being asked to circle a 
number in each of these columns for each 
technique (pointing). For example, if you 
believed that communicating openly was very 
valuable, you might circle a 1. You will 
note that the second rating scale is worded 
exactly the opposite of the first and third 
scales. Therefore, if you felt the trainer was 
very skilled in using the technique, you might 
circle the number 7 in the second column. Any 
questions? I'd also like to let you know that 
trainers may or may not use the techniques 
described. So if your trainer does not use a 
particular technique or is not skilled in 
using it, it DOES NOT mean that your trainer is 
not an excellent trainer! He/she may simply 
have chosen to not use that technique. It is 
important that you be as honest as possible and 
please try to use the full range of the rating 
scale rather than answering all questions 
with the same number. Thank you! 

In order to assess reliability, the final questionnaire was 

administered twice to 14 athletic trainers. The second 

administration occurred 3-6 months after the first. The 

test-retest coefficient of reliability ranged from r = .28 

to r = .85, with an average correlation of r = .72 

(Fischer's z transformation was used to standardize 

correlations). 
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Procedure 

Athletic trainers were contacted, informed of the 

purpose of the study, and asked if they would be willing to 

participate. All trainers agreed to complete the study. 

After completing the questionnaire, the trainers were asked 

whether they would be willing to allow a similar 

questionnaire to be given to the athletes with whom they had 

worked. (It was necessary to ask this of the trainers after 

they completed the survey to keep their responses from being 

biased by the knowledge that athletes would also be 

questioned.) 

A time was scheduled to meet with the trainer and the 

injured athletes with whom he/she had worked. Trainers were 

encouraged to invite all available athletes who had been 

unable to participate fully in their sport for 5 or more 

days due to injury, and in most cases, 2 to 10 athletes were 

present for the testing session. After the questionnaires 

were collected, an effort was made to informally question 

subjects about their responses (this was done for both 

trainers and athletes). 
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CHAPTER 3 

RESULTS 

A 3 x 11 x 2 (question type x technique x subject type) 

mixed factorial design was employed and was analyzed using 

MANOVA, with subjects1 responses on the use, value, and 

skill Likert scales serving as the dependent measure. 

Statistically significant main effects were found for 

question type F(2,134) = 26.71, p<.001 and technique 

F(10,670) = 15.56, p<.001. The main effect of subject type 

(athlete or trainer) was not statistically significant, 

F(l,67) = 1.81, p = .183 nor was the interaction between 

technique and subject F(10,670) = 1.41, p = .173. 

However, the interactions between question type and subject 

F(2,134) = 6.79, p = .002 and between question type and 

technique F(20,1340) = 2.63, p<.001 were statistically 

significant. While the three-way interaction between 

question type, technique, and subject reached statistical 

significance, F(20,1340) = 1.55, p = .056, this was 

attributable to differences in responding to the 

nonrecommended technique of "heroism". When the technique 

of heroism was removed from the MANOVA analysis, there was 

no significant interaction found for question type x 
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technique x subject, F(18,1206) = .88, p = .607. Since the 

nonrecommended techniques were responsible for observed 

interactions and had been primarily included to detect 

response biases, they were deleted from posthoc analyses of 

the responses and were analyzed separately. 

The observed means for value, skill, and use that led 

to the significant main effect of question type were 2.68, 

2.91 (after reversing scores), and 3.46, respectively. A 

Tukey posthoc analysis indicated that use differed from both 

value and skill, p<.05, but that value and skill did not 

differ from each other, p>.05. This suggests that, in 

general, while techniques may be highly valued and the 

trainers are skilled in their use, the techniques may not be 

utilized frequently. 

Shown in Figure 1 are the mean ratings for each 

technique given question type. As this figure illustrates, 

screening negative information, imagery, breathing 

techniques, and to a lesser degree encouraging heroism were 

rated significantly lower than most other techniques were 

rated for all dimensions. 

A Tukey posthoc analysis was done to examine 

differences between techniques that led to the observed 

significant main effect for technique. Shown in Table 1 are 

the means obtained for each technique for trainers, 
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VALUE 

SKILL 

00 GS MST FM EH RT SNI BT SJ 0C 

CO = Communicating Openly 
GS = Goal Setting 
MST = Monitoring Self Talk 
PM = Pain Management 
EH = Encouraging Heroism 
RT = Relaxation Techniques 
SNI = Screening Negative Information 
I = Imagery 
BT = Breathing Techniques 
EC = Emotional Counseling 
CC = Crisis Counseling 

Figure 1. Mean Responses Given by Subjects to 
Each Technique for the Dimensions of 
Value, Skill, and Use 



Table 1 

Mean Rating Given for Each Technique 

Technique 

Total 

Mean Rating* 

Trainers Athletes 

Communicating Openly 
5.32 

Goal Setting 
4.94 

5.31 

4.89 

5.32 

4.95 

Monitoring Self Talk 
4.80 

/Pain Management 
4.62 

4.38 

4.16 

4.89 

4.72 

Encouraging Heroism 
3.98 

3.11 4.17 

Relaxation Techniques 
4.62 

4.56 4.63 

Screening Negative Information 
3.26 

2.98 3.32 

Imagery 
3.46 

2.98 3.57 

Breathing Techniques 
3.58 

3.20 3.66 

Emotional Counseling 
4.59 

Crisis Counseling 
4.46 

4.51 

4.62 

4.61 

4.42 

*7 = Most favorable rating 
1 = Least favorable rating 
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athletes, and for pooled subject groups. When the athletes 

and trainers were examined together, it was found that 

communicating openly was rated more favorably than all 

techniques except goal setting (p<.05), and breathing 

techniques and imagery were rated less favorably than all 

other techniques (p<.05). 

The observed interaction between question type and 

subject type was examined by means of related t-tests (to 

assess an a prior hypothesis that responses of athletes and 

trainers would differ on the dimension of question type). 

It was found that athletes rated trainers higher than 

trainers rated themselves on skill level for every 

technique, t(81) = 2.95, p = .004. However, the athletes 

and trainers did not differ significantly when responding to 

the questions regarding value, t(81) = .43, p= .67 or use, 

t(81) = -1.1, p = .27. The average ratings assigned to each 

technique by athletes and trainers for the dimensions of 

value, skill, and use are shown in Figures 2, 3, and 4 

respectively. 

The subjects' perceived value of the nonrecommended 

techniques was then assessed. It was found that trainers 

and athletes rated the value of screening negative 

information nearly the same, t(79) = .2027, p>.05. However, 

the trainers rated "heroism" as much less valuable than did 
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•O- TRAINERS 

CO = Communicating Openly 
GS = Goal Setting 
MST = Monitoring Self Talk 
PM = Pain Management 
EH = Encouraging Heroism 
RT = Relaxation Techniques 
SNI = Screening Negative Information 
I = Imagery 
BT = Breathing Techniques 
EC = Emotional Counseling 
CC = Crisis Counseling 

Figure 2. Average Ratings Assigned to Each 
Technique by Athletes and Trainers for 
the Dimension of Skill 
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5 -

4 -

3 --

2 -

1  - -

» ATHLETES 

•••TRAINERS 

H 1 1-
00 GS MST FM RT SNI I BT ED CC 

CO = Communicating Openly 
GS = Goal Setting 
MST = Monitoring Self Talk 
PM = Pain Management 
EH = Encouraging Heroism 
RT = Relaxation Techniques 
SNI = Screening Negative Information 
I = Imagery 
BT = Breathing Techniques 
EC = Emotional Counseling 
CC = Crisis Counseling 

Figure 3. Average Ratings Assigned to Each 
Technique by Athletes and Trainers for 
the Dimension of Value 
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a- TRAINERS 

00 GS MST FM BH RT SNI I ED CC 

CO = Communicating Openly 
GS = Goal Setting 
MST = Monitoring Self Talk 
PM = Pain Management 
EH = Encouraging Heroism 
RT = Relaxation Techniques 
SNI = Screening Negative Information 
I = Imagery 
BT = Breathing Techniques 
EC = Emotional Counseling 
CC = Crisis Counseling 

Figure 4. Average Ratings Assigned to Each 
Technique by Athletes and Trainers for 
the Dimension of Use 
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the athletes, t(81) = 2.7515, p<.005. 

Correlations were calculated which paired the scores of 

the trainers with those of the athletes with whom they 

worked. First, a mean score was obtained for each trainer 

and a mean score was obtained for the group of athletes with 

whom he/she worked for the dimensions of skill, value, and 

use. Correlations between these groups were found to be 

relatively low for skill (r = .31), value (r = .23) and use 

(r = .02). 

Correlations between the 15 trainers and the 15 groups 

of athletes were then calculated for each technique within 

each dimension. For the dimension of value, correlations 

ranged from .06 to .48, and the only significant correlation 

between trainers and athletes was found for communicating 

openly (r = .48). For the dimension of skill, correlations 

for the 11 techniques ranged from .02 to .40. While no 

correlation reached significance, the highest correlation 

was found for communicating openly (r = .40). When 

examining the similarities in responding between athletes 

and trainers for the dimension of use, it was discovered 

that correlations ranged from .03 to .27, with no 

correlation reaching significance. 

Shown in Table 2 are the findings concerning which 

techniques trainers felt members of their field did or did 
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Table 2 

Trainers Rank Ordering of the Need for Further Training in 
Using Psychological Technigues 

Technigue 

Communicating 
Openly 

Relaxation 
Techniques 

Crisis 
Counseling 

Goal 
Setting 

Pain 
Management 

Monitoring 
Self Talk 

Screening Neg. 
Information 

Breathing 
Techniques 

Imagery 

Ranking 

1 

8.5 

8.5 

Mean* 

2.67 

4.40 

4.60 

4.67 

4.93 

6 . 0 0  

6.67 

7.00 

7.00 

Emotional 
Counseling 

Encouraging 
Heroism 

10 

11 

7.47 

10.00 

* 1 = Most Needed 
11 = Least Needed 
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not need more training in using. A Scheffe posthoc analysis 

revealed that trainers believe more training is needed for 

communicating openly than for imagery, breathing techniques, 

emotional counseling or encouraging heroism (p<.05), and 

less training is needed for encouraging heroism than for 

relaxation training, crisis counseling, goal setting or pain 

management (p<.01) 
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CHAPTER 4 

DISCUSSION 

Although it was determined that athletes and athletic 

trainers rated techniques in a similar fashion, there was 

very little agreement between the ratings given by a trainer 

and the athletes with whom he/she worked. It may be 

anticipated that some athletes would have a limited ability 

to assess a trainer's skill level or the value of a 

technique given that their exposure to psychological 

interventions may have been minimal. However, the low 

correlation found between the ratings given by athletes and 

athletic trainers for the dimension of use is surprising. 

It may be that athletes are not in tune with the subtleties 

of the treatment protocol or that athletes are responding to 

their perceptions of what should be happening during 

rehabilitation. Alternatively, it may be that trainers are 

not accurate in their reporting of what techniques they 

utilize, or both events may be occurring. 

It was predicted that athletes would rate trainers 

higher on skill level than the trainers would rate 

themselves, and this was confirmed. Many athletes have 

worked with only one athletic trainer and therefore may have 
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no reference base, and athletes are likely to admire the 

trainer for his/her capabilities. It was anticipated that 

athletes would not rate encouraging heroism and screening 

negative information much lower than other techniques, 

although trainers were expected to. As predicted, athletes 

rated heroism relatively highly, as is shown in Table 1 and 

Figure 1. (Interestingly, several athletes reported that 

encouraging heroism was a technique employed by their 

coaches, suggesting that coaches may benefit from learning 

the potential negative consequences of this type of 

intervention.) As is shown in Figure 2, when the value of 

the various techniques was assessed for trainers alone, the 

results were nearly identical to those obtained for the 

athletes except that encouraging heroism became the least 

valued technique. 

Contrary to what was predicted, athletes clearly 

disliked the nonrecommended technique of screening negative 

information. The relative low ranking of screening negative 

information is shown in both Figure 1 and Table 1. In fact, 

athletes.interviewed had strong negative reactions to this 

technique, providing further support for the idea that open, 

forthright communication is essential at all times during 

treatment. The fact that both trainers and athletes were 

sensitive to nonrecommended techniques indicates that 
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respondents were carefully reading each technique and were 

not responding to all questions in an overly positive 

fashion. 

As is shown in Figure 1, communicating openly/ goal 

setting, and monitoring self talk were the techniques rated 

the highest for value, skill, and use. Counseling emotional 

issues, relaxation techniques, pain management, and crisis 

counseling were all rated nearly the same for each category 

and were also all deemed important for the rehabilitation 

process. 

Breathing techniques, imagery, and screening negative 

information were techniques rated lowest in all categories. 

When interviewing sixteen trainers and athletes, it was 

discovered that few truly understood imagery, and most could 

not distinguish between breathing techniques and relaxation 

techniques. This suggests that the low rating achieved by 

imagery and breathing techniques may reflect a lack of 

familiarity or confusion regarding these items rather than 

an indication of their uselessness. 

Trainers seemed to feel members of their profession 

could use more training in communicating openly, relaxation 

training, crisis counseling, goal setting, and pain 

management (see Table 2). It is interesting that although 

trainers most value, use and feel most skilled in using open 
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communication, their responses indicate that they believe 

that members of their profession could use further training 

in this area. Trainers interviewed 

suggested that they would like to improve their skills in 

teaching athletes to relax and manage pain, particularly for 

use on the field immediately following the injury. Of the 

athletic trainers interviewed prior to and during this 

study, most had not considered intentionally including the 

athlete in the goal setting process, but all 

enthusiastically agreed this would be advantageous to learn 

to do. 

One anomalous finding is the fact that crisis 

counseling is thought to be an area in which trainers need 

more training while emotional counseling is not. In a 

survey of 148 athletic trainers, Furney and Patton (1985) 

found that an area in which trainers felt deficient in 

skills was mental or emotional health counseling, with 93.8% 

responding that they would recommend that educational 

programs incorporate coursework in this area. One possible 

explanation for the present study's unexpected finding, 

then, is that programs are now better educating the trainers 

to deal with emotional issues. Discussions with trainers in 

this study, however, indicate this is probably not the case. 
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Alternatively, it may be that the area of mental health 

counseling for which trainers seek education is in handling 

the crises that are often only tangentially related to the 

injury. 

In summary, it appears that athletes and trainers find 

psychological interventions important for the recovery 

process. Although techniques that were relatively 

unfamiliar to those tested were not rated highly, it remains 

to be seen whether these techniques would be efficacious if 

employed. It would be valuable to objectively assess 

whether psychological techniques may, in fact, facilitate -

rehabilitation as subjects in this study believe they do. 

Moreover, it may be advantageous to determine what type of 

training (e.g., seminars, classes, books, magazine articles) 

athletic trainers have received in utilizing these 

techniques, and whether this exposure has impacted their 

responding as well as their behavior. Since respondents in 

this study were limited to the geographical area of Arizona, 

it will be important for future research to determine 

whether the beliefs reflected in this study are shared by 

athletic trainers and athletes nationwide. Given that both 

athletes and trainers responded favorably to the inclusion 

of psychological interventions in the treatment process, 

however, this study provides preliminary support for the 
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employment of these techniques in the rehabilitation of the 

injured athlete. 
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