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Athletic training education combines didactic and 
experiential courses that provide opportunities for stu
dents to learn the prevention, care and treatment of 
athletic injuries. The undergraduate classroom and 
clinical courses for this four-year degree are designed 
to provide instruction for students in a "learning over 
time" (National Athletic Trainers Association 
[NATA], 2001) paradigm upon recommendation from 
the Education Council of the National Athletic Train
ers· Association. 

. . Athl~tic training students (ATSs) completing 
cbrucal rotaUons have been supervised by certified 
athletic trainers who have been certified for at least 
one_ YC:U-· _who ha~e been employed or contracted by 
an 1nsutuuon of higher education, and who have at
tended a five-hour National Athletic Trainers Associa
tion Board of Certification (NAT ABOC) workshop to 
become approved as a clinical instructor (ACI). No 
other formal training exists for potential clinical in
structors. Students have, therefore, been supervised 
according to the ACls level of knowledge and pre
ferred style of supervision without consideration for 
the student's preferred style. According to Andersen 
e~ al.(.199?). ~ assessment of athletic training super
V1sors skills 1s a new area of study that deserves fu
ture research. 

Problem Background 

Kenneth Blanchard in Leadership and the o 
M. M m 
m~e 0r:r'g~r ( l 985) describes his model of lead-

ership as s1tuat1onal and applies it according to em
~loyees · n~. He uses the terms "directing, coach
ing, s.upportmg, and delegating" (Blanchard, 1985) to 
descnbe the fo~r leadership styles. Clinical supervi
sors have essent1alJ}' followed Blanchard·s mod l 
th . e, yet 

ey have done so without deliberate foretho gh 
I · S . u tor 

P ~g. uperv1sion has simply evolved into an ex-
tension of the classroom. A TSs apply what th h 
I ed . d . . e}' ave 
earn m idacuc classes to the clinical setting with 

the_ ACis servmg as supervisors. Through clinical edu
cation, A TSs pra~~ce knowledge and skills to hel 
them develop chrucal confidence and p w· . competence 
( iU1ams & Webb, 1994). ATSs are assigned to com-
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plete clinical rotations under an ACl, with the AO 
responsible for assessing the A TSs performance. De· 
tennining the best way to supervise ATSs has been 
left entirely to the institution for which the ACI is e~ 
ployed and the ACls personal supervision preference 
style. 

The purpose of this study was to explore ho\\ 
undergraduate ATSs transition through behavior 
styles when learning injury assessment skills by un· 
derstanding their preferred supervision style when 
completing clinical rotations. 

Literature Review 

The review of the literature for this study included 
three essential parts. A review of the existing litera
ture relative to clinical education was necessary to 
understand how supervision has evolved and is cur
rently practiced. The literature was also reviewed rela
tive to ATSs supervision needs. A review of Kenneth 
Blanchard's situational leadership styles helped to 
provide a framework for understanding one potential 
supervision model that can be used in athletic training 
education. 

Clinical education bas been widely studied in 
allied health settings; however, studies related specifi
cally to athletic training are limited. Most of the re
search in athletic training clinical education comes 
from the nursing model (Andersen, et al., 1997: Cur
tis, Helion & Domsobn, 1998; Lauber, Toth, Leary. 

Martin & Killian, 2003; Laurent & Weidner, 2001). In 
nursing, students complete clinical rotations under the 
supervision of a practicing staff nurse who serves as a 
role model. Students are paired one-to-one with the 
nurse supervisor (Kirkpatrick, Byrne, Martin & Roth, 
1991). 

The role of the clinical supervisor is critical to 
student learning, success and the eventual move from 
a supervised to an unsupervised setting. Kilminst~r 
~d Jolly (2000) found that good supervision ~si- I 
~tvely effects patient outcome while poor superv1~1on I 
is harmful for patients. Through their literature review I 
they were able to agree that a three-fold definition of 1 

the function of an effective supervisor must include 
what Dunn and Hansford describe as the quality of the 
clinical education environment, the supervisor as 
manager and the clinical supervisor's training. 

As a manager, the supervisor should match his or 
her style to that of the student's level of experience 
and training. The supervisor's style of manageID".nt 
should come from adult learning theories, experienttal 
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and work-based learning, and an understanding about 
apprenticeship learning (Kilminster & Jolly, 2000). 
There is linle empirical evidence that one best super
visory style exists to improve a student's clinical edu
cation. 

Clinical supervisors must develop effective skills 
and qualities. Their training must incorporate the de
velopment of a personal relationship with students 
that is empathetic, encouraging and caring (Williams 
& Webb, 1994), and that teaches collaboration, assists 
personal value development and promotes positive 
attitudes (Kirkpatrick, et al., l 991 ). In addition, clini
cal supervisors must be competent, knowledgeable, 
have good communication and counseling skills, and 
understand teaching (Kilminster & Jolly, 2000). 

The athletic training litera
ture has concentrated on effective 
clinical instructor qualities, and 
student and supervisor percep
tions of quality supervision. 
Again, no one model of supervi
sor training has been presented. 

Athletic training education 
requires that certified athletic 
trainers become Approved Clini
cal Instructors (ACis) in order to 
qualify as su~rvisors in the ath
letic training clinical learning 
environment. This five-hour 
workshop, run by Clinical In
structor Educators, provides in
formation to ACis about the ath
letic training students' course of 
study and assessment criteria, 
must include the definition of 
"line of sight" superv1s1on 
(NATA, 2001), and may contain a discussion on 
teaching and learning. Each Clinical Instructor E.duca
tor is permined wide flexibility in course content Su
pervision styles may therefore, be omined. 

The only specific commonality among ACI 
workshops is the discussion of the "line of sight" re
quirement. The National Athletic Trainers· Associa
tion, through its Board of Certification stipulates that 
supervisors must be in constant visual and auditory 
contact with their students. This rule sets up a clinical 
learning environment so that students have constant 
guidance in the clinical setting regardless of how far 
into the academic curriculum the student has pro
gressed. or how competent and confident the student 
has become. In addition to ensuring a high standard of 
health care for student-athletes, the provision prevents 
athletic departments from using a student labor work 
force in place of hiring qualified certified athletic 
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trainers (NATA, 2001). 
As previously stated, specific supervisor training 

criteria is not a condition of becoming an ACI. The 
ACI must therefore, rely on the existing literature to 
determine best clinical instructor practices. Weidner 
and Henning (2002) describe nine effective ACI 
skills. The ACI must behave legally and ethically; 
have good communication, interpersonal, supervisory, 
instructional, evaluation and assessment, and adminis
trative skills; be clinically competent; and remain cur
rent in the field. Their research echoes the nursing 
studies while providing specific relationships to the 
athletic training profession. 

Students' perceptions of quality athletic training 
supervision have been studied. Andersen, Larson and 

Luebe ( 1997) compared student and supervisor per
ceptions using the Athletic Training Supervisory 
Skills Inventory that measured supervisor behaviors 
relative to providing information, fulfilling responsi
bilities, facilitating communication, fostering auton
omy, assessing athletic training competencies. and 
modeling professionalism. They found that supervi
sors were more critical of themselves than students 
were of themselves, that younger tudents rated their 
supervisors higher than older students, that most stu
dents believed that they received adequate supervi
sion, and that supervisors were satisfied with the qual
ity of their supervision. 

In a study conducted by Curtis, Helion and Dom
sohn ( 1998), students completed critical incident re
ports to detail helpful and hindering clinical supervis
ing behaviors. The data were categorized by themes; 
mentoring, professional acceptance. nunuring and 
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· · La be P ll Toth Leary Martin & Killian mod li g Both helpful and hindenng subcategones u r, owe ' . • . • 
e n · h da (2003) studied supervisor behaviors from the perspec-

further refined t e ta. . · · d" tors (PDs) and 
Mentoring was the area of greatest concern as tive of athletic trammg program irec_ 

students "identified explanation, demonstration, and ACls. The Clinical Instructor Behavior Instrument, 
constructive feedback" as helpful behaviors, while designed by the lea~ res~ar~her, w~ use~ to assess 30 
"supervisor unavailability and missed learning oppor- specific ACI beha~1ors m mstrucuonal, mte~rsonal, 
tunitie " identified as hindering behaviors (Curtis, et evaluative, professional, and personal categones. The 
al., 1998). results showed that both. PJ?s and. ACls respond_ed 

In the category labeled professional accep- smularly m al_I categones 
with one exceptton. Program 

The nurturing behaviors described as helpful were those where 
directors' gave more impor
tance to the evaluation 
items. The authors conclude 
that evaluation of clinical 
skills and learning over time 
is of greater concern to pro
gram directors and therefore, 
were not surprised by the 
results. 

students'feelings of competence were increased, and where the 

students felt safe to show initiative and to participate. 

Supervisors' hindering behaviors in this category included 

humiliation, criticism in front of others, and being shown a Lack 
Much of the research cited 
in this literature review dis
cussed the need for effective 

of respect for their abilities and feelings. 

tance, the students "described a desire for autonomy," 
and "acknowledgement and validation of their knowl
edge and skills" as helpful, and poor interaction style 
as hindering (Curtis, et al., 1998). 

The nurturing behaviors described as helpful 
were those where students' feelings of competence 
were increased, and where the students felt safe to 
show initiative and to participate. Supervisors' hinder
ing behaviors in this category included humiliation, 
criticism in front of others, and being shown a lack of 
respect for their abilities and feelings (Curtis, et al., 
1998). 

Helpful modeling behaviors were reflective of 
clinical competence, while "perceived unprofessional
ism and poor administrative skills" were seen as hin
dering behaviors (Curtis, et al., 1998). 

In a similar study by Laurent and Weidner 
(200 l ), the authors developed a 42-item questionnaire 
of statements validated, by the literature, as "helpful" 
toward student learning. They asked ACis and A TSs 
to rate each item on a Llkert scale indicating each re-
pondent' s perception of the statement from least to 

most helpful. Their findings show that modeling pro
fession.al behavior is the most helpful ACI characteris
tic. Modeling in this study was further described as 
"being involved with students, being clear and organ
iz.ed. emphasizing problem solving, mentoring, having 
sound communication skills, having a positive atti
tude. and providing good feedback" (Laurent & 
Weidner, 2001). 

leadership skills to promote 
an optimal athletic training 

clinical learning environment, yet few reports ha~e 
been published that specifically describe leadership 
characteristics. 

Leadership development in the athletic training 
literature is limited to two studies to date. Platt Meyer 
(2002) listed significant ACl leadership characteristics 
as the use of good communication skills, projecting 
positive leadership attitudes, and engaging in profes
sional development. Peer (2003) reported that ACls 
need to be carefully selected, matched to the ATS, and 
trained to ensure an optimal clinical learning environ-
ment. 

The third part of this literature review includes 
Blanchard's body of work. called situational leader
ship, as a way to help to create an understanding of 
the effect that one model of leadership or supervision 
style has on employees, and to build an association 
between effective leadership, and employee growth 
and autonomy. 

Blanchard's situational leadership styles are de
scribed according to the development level of the em
ployee, which is then matched to a leadership style 
appropriate for the various developmental levels. 
There are four development levels, Dl, D2, D3, and 
D4, and four corresponding leadership styles, Sl, S2, 
S3, and S4 (Blanchard, 1985). 

A development level that is described as D l is 
used for employees who have low work competency 
levels relative to their knowledge and skills, but are 
enthusiastic and committed to their work. They are 
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said to be motivated and confident These employees 
need a directing or an SI style of leadership where 
structure, control, and supervision are essential to get 
them started (Blanchard, 1985). 

Employees in a 02 development level have some 
work-related competence but lack commitment; they 
need direction and supervision to compensate for their 
relative job inexperience. The leader should provide 
support and praise to build self-esteem, and be in
volved in the worker" s decision-making to establish 
commitment. Here the leader uses a coaching or S2 
style (Blanchard, 1985). 

The 03 development level employee has the 
competence, but Jacks motivation or confidence to 
perform the required job tasks. The leader's supervi
sion style, called supporting or S3, should be to praise, 
listen and assist the employee to enhance motivation 
and confidence, without needing to provide direction 
for skill advancement (Blanchard, 1985). 

A D4 employee is someone who has both the 
competence and commitment to work independently 
with little supervision or support. The corresponding 
leader style is called delegating (S4) to reflect the em
ployee's responsibility for daily decision-making 
(Blanchard, 1985). 

Gardner and Harrelson 
(2002) describe a situational 

had been anticipated. Frustration and a decreased 
commitment to performance may take over. An effec
tive ACI would use an S2 supervision style (coaching) 
to provide feedback, and to direct and support the 
learner by reinforcing the tasks that were done cor
rectly or almost correctly. The ACI should seek sug
gestions from the learner to discuss how the task 
should be performed (Gardner & Harrelson, 2002; 
Blanchard & Nelson, 1996). 

An A TS who is in the 03 stage may have some 
self-doubt, but is a "capable but cautious contributor" 
(Blanchard, 1997). The ATS has the knowledge and 
skiJls to perform the tasks in the clinical learning envi
ronment, but still lacks confidence to perform the task 
independently. A supporting or S3 supervision style is 
needed by the ACI. The ACI should support and rec
ognize the ATSs behavior, provide less direction, and 
facilitate the leamer·s decision-making and problem 
solving abilities (Gardner & Harrelson, 2002, Blanch
ard & Nelson, 1996). 

The "self-reliant achiever" (Blanchard, 1997) has 
moved on to the D4 level. The A TS is now competent 
in clinical skills, motivated and enthusiastic, and capa
ble of correctly performing skills independently. The 
ACI, likewise, moves on to the delegating (S4) super-

teaching model using Blanch
ard's language. The ACI is 
seen as the supervisor, while 
the employee becomes the 
A TS. In this model the ACis 
help students progress from the 
skills that are taught in the 
classroom to a higher level of 

The AC/ does not need to provide much direction or support, 

yet needs to remain available remembering that the student is 

still in a Leaming environment. An effective AC/ may ask the 

ATS to train or mentor other students, let him or her select 

thinking and learning. The future assignments, or increase their visibility in the program. 
learner is allowed to progress 
at their own pace based on 
their academic developmental 
level and their comfort in the 
clinical learning environment. 

Using Blanchard's language, the DI ATS is a 
novice or "enthusiastic beginner•· (Blanchard, 1997). 
The A TS has learned some skills in a controlled class
room or laboratory environment and is anxious to try 
them out in the clinical learning environment. The 
ACI, therefore, needs to use an SI style of supervision 
(directing) to closely observe the ATS and to ~ve 
specific direction and instructions to enable the novice 
to use the newly learned skills the first time (Gardner 
& Harrelson, 2002; Blanchard & Nelson, 1996). 

The 02 A TS may be called a "disillusioned 
learner" (Blanchard, 1997), especially if the skill he or 
she was attempting to perform was more difficult than 
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vision style to accommodate the learner's needs. The 
ACI does not need to provide much direction or sup
port, yet needs to remain available remembering that 
the student is still in a learning environment (Gardner 
& Harrelson, 2002). An effective ACI may ask the 
ATS to train or mentor other students, let him or her 
select future assignments, or increase their visibilny m 
the program (Blanchard & Nelson, 1996). 

As the A TS moves from enthusiastic begmner to 
self-reliant achiever, they are able to discuss, and 
show how much, direction or support they need from 
their ACI (Blanchard, 1996). The ACI is then able to 
supervise the student by adapting their supervtsion 
style to match the student· s developmental level. 
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Without empirical studies showing which leadership 
style is best, Blanchard's' leadership style can create 
successful supervisors that can adapt to fit the situa
tion and the student"s needs (Blanchard & Hersey, 
1996). 

The three tables below, taken from Gardner and 
Harrelson (2002) illustrate the developmental levels of 
the learner relative to competence and commitment 
(Table I), instructional styles used by the supervisor 
relative to the need for direction and support (Table 
2), and learning styles relative to supervising behav
iors (Table 3). 

Table 1. uamers ' Development uvel (Gardner & 
Harrelson, ?002) 

Development Level Competence 
(Knowledge and 
Skills 

Enthusiastic Begin- Low 
ner 

Distllusiooed 
Leamer orO'! 

Low to some 

Capable but Cau- Moderate to High 
nous Contibutor or 
0 3 

Self-Reliant High 
Actuever or 04 

Commitment 
(Movtivation and 
Confidence 

High 

Low 

Vanable 

High 

Table 2. Supervisors' Instructional Styles (Gardner & 
Harrelson, 2002) 

lastnKtional Style Directive Bebav- Supportive 
ior Behavior 

Duecnng or S I High Low 

Coactung or S'.2 High High 

Supporting or S3 Low High 

Delegating or S4 Low Low 

Table 3 
Developmental uvel Matched to Supervision Style 
(Gardner & Harrelson, 2002) 

0 I or Enthu:;iasn" Beginner 

02 or Db1llusl0Ded Leamer 

03 or Capable but Cauuous 
Contnbutor 

04 or Self-Reliant Achiever 

29 

Sapervmon Style 

S I or Dirccnng 

S'.2 or Coactung 

S3 or Supponing 

S4 or Delegating 

The purpose of this study was to examine how 
athletic training students transition from needing di
rection, to needing coaching, to needing support, to 
being self-reliant, when perfonning injury assessment 
skills during clinical rotations. This research at
tempted to show that by asking undergraduate athletic 
training students about their supervision needs, that 
one model for effective clinical supervision could be 

suggested. 

Methods 

Five students, enrolled in the athletic training ma
jor at a central New Hampshire university, were asked 
to participate in this study. The students were selected 
because each was enrolled, and was currently com
pleting, an athletic training clinical rotation. In order 
to triangulate the students' preferred learning style, I 
had to match the information provided in the inter
view and on the survey with the information provided 
by the A TSs clinical supervisors' data. Therefore. 
only students currently completing clinical rotations 
were eligible to participate in the study. 

Two juniors (both male) and three sophomores 
(two males, one female) agreed to participate. Tuey 
ranged in age from 19-21 years old, with a mean and 
mode age of 20. The juniors had completed two injury 
assessment classes (Lower Extremity/Low Back and 
Upper Extremity/Upper Back/Head/Neck) and were 
currently enrolled in their second clinical rotation. The 
three sophomore students had completed Lower Ex
tremity/Low Back injury assessment class and were 
currently enrolled in their first clinical experience. 

The interview questions were designed to dis
cover from this sample of A TSs the transition that the 
students go through from learning a new injury assess
ment skill to perfecting the skill and performing it 
during their clinical rotations. More specifically, the 
students were asked by which method they preferred 
to learn a new injury assessment skill, how they prac
ticed the new skill, when they thought they could per
form the skill in a clinical learning environment, what 
role they wanted their clinical supervisor to play when 
they performed the skill for the fust time, and what 
role they wanted their clinical supervisor to play when 
they felt competent performing the skill. Following 
t!1e interview, each student completed the four ques
tion survey. 

The survey consisted of four scenarios that re
quired the student to determine how they would re
s~nd to the given situation using Blanchard"s super
v1s1on tentlS. Direction, coaching and support were 
used to represent Sl, S2 and S3 respectively, but inde-
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pendent was used instead of self-reliant, to represent 
S4, to give the students a descriptor that could be 
more easily understood. 

Each scenario was written with the intent of chal
lenging the students to place themselves in the given 
scenario, and then determine which type of supervi
sion style they would prefer from their clinical super
visor. The first scenario described an ATS who had 
just learned a new injury assessment skill and was 
asked to perform that skill in his or her clinical rota
tion. The second scenario described an A TS who had 
learned the skill the year before, yet had no experience 
utilizing the skill in the clinical environment prior to 
having to perform it in his or her second clinical rota
tion. Next, the scenario asked the student to imagine 
that they were enrolled in a third clinical experience, 
and were asked to perform that same skill having had 
little experience performing the skill. The final sce
nario described the student's fourth clinical rotation 
with a sport where the athletes were at higher risk of 
injury, and the ATS was asked to perform that same 
injury assessment skill having had moderate experi
ence performing the skill. 

The third piece of triangulation data was fur
nished by the ATSs clinical supervisors who recorded 
what role they played whenever the student performed 
an injury assessment as part of their clinical rotation. 
Data was recorded for a three week period. Each su
pervisor was given multiple copies of an injury assess
ment rubric that he or she filled out as the ATS com
pleted an injury assessment. They were instructed to 
determine which of Blanchard·s leadership styles they 
used (directing, coaching, supporting, or delegating) 
when the student took an athlete's history, observed 
and palpated the injured structure, and performed ac
tive, passive and resisted range of motion tests, liga
ment laxity or other special tests, and neurological 
tests. If the A TS did not complete any portion of a 
given assessment, the clinical instructor had the option 
of checking the "did not observe" box in the rubric. 

Findings 

Four common themes emerged from the coll~ted 
data. The students described the methods and setnngs 
that they use to learn and practice a new injury skill, 
the timing of when the skill could be used clinically, 
and the roles that they wanted their clinical supervi
sors to play when completing the assessment the first 
time and after they had become competent. Those four 
themes; methods, settings, timing and roles, did ~ot, 
however, fully explain the students preferred I~g 
styles. I found that I could more accurately descnbe 
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the themes by using Blanchard·s language 
(enthusiastic beginner, disillusioned learner, cautious 
but capable contributor, and self-reliant achiever). 

When asked how they would like to be taught a 
new injury assessment skill, all five participants re
sponded using phrases like "learn it in class," "having 
the experience before hand is important," "going 
through ... all the steps and how to do it," "practice it," 
have "the skill shown to me," and "hands-on". One 
student said, "I'd like to know all the information 
about the injury ... then practice it," providing a good 
description of someone who is at the enthusiastic be
ginner or DI stage of learning. These students showed 

Jn response to the how a new assessment 

skill is practiced, the students began to 

show signs of transitioning from an 

enthusiastic beginner to a D2 stage where 

the students wanted their instrnctors to 

use a coaching style. 

a low level of competence in that they needed more 
knowledge in order to have the necessary skills, and 
had a high level of enthusiasm and commitment. They 
had the motivation to learn and practice the skill, and 
had confidence in their learning. 

In response to how a new assessment skill is 
practiced, the students began to show signs of transi
tioning from an enthusiastic beginner to a 02 stage 
where the students wanted their instructors to use a 
coaching style. Since the students had yet to practice 
the skill in a clinical situation, they cannot be consid
ered disillusioned learners, yet the students were able 
to project themselves into a clinical setting indicating 
the need to fully learn the skill before applying it. Per
haps, for this study, the word apprentice (again, some
one who needs coaching) might better depict the stu
dent at this stage of his or her learning. 

The apprentice·s phrases included, "with my 
classmates in class," "My clinical supervisor gives me 
situations," "asks me how I'd handle, ... what rd do, 
... the steps rd take;· "get my hands in there, ... feel 
around for different tightness ... or laxity," "practice 
multiple times," "by doing it," "practicing it on some
body wbo·s learning to do it," and "hands-on, . . .like 
real situations." These re ponses showed low levels of 
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both competence and commitment as ~dica~ed by the 
need to continue to practice the new skill with the su
pervisor present to ensure correct technique as well as 
to provide simulations and tests l~ help the student 

Two students, one sophomore and on~ junior, 
replied to this question using a O~ ?r apprentt~e style 
of learning. They wanted their chru~al. supervisors to 

'de more of a coaching style as md1cated by these 

become comfortable with the technique. . 
prov1 · · · h 
comments: "Watch me, make sure rm do mg it ng t, 

The third question asked the students to expl'.11n 
at what point they would feel co~ortable. perf orrrung 
the new skill in a clinical situation. Thet.r responses 
showed a clear transition toward Blanchard's capable 
but cautious contributor. Their competence levels 
were moderate to high with their commitment levels 
defined as variable. Some students made the assump-

tion that they could 
perform the new 
skill without super
visor intervention, 
while others felt the 
need to have the 
supervisor serving 
as observer. The 
differences in the 
two responses once 
again, show the 
level of caution 
some students have 
when asked to re
flect on this situa
tion. 
An observation that 
I found interesting 
about the students' 

answers were that they were somewhat less hesitant as 
they answered. It was as if the students were actually 
in a 03 learning situation! Now they replied using 
statements like, '"I definitely feel like I should be as
sessed on 1l before I do it in a real situation," "have 
somebody watching me to make sure I'm doing it 
right." ••After I've done it over and over, and I feel 
comfortable doing it," "Once r ve learned about it and 
feel comfortable doing it, I think I could perform it 
pretty well." One student, a junior, described his own 
tran.sition in this way, "If you're not confident in the 
asse...sment skill, then the first time let your supervisor 
show you how to do it, and then ... have them do half 
of it, then you finish it up." This student, in this short 
statement, de:;cribed a 0 l to 02 to 03 transition. 

Quesuon four asked the students to defme what 
role they wanted their clinical supervisors to play 
when they perform an injury assessment skill for the 
first time in the clinical sening. The responses to this 
question saw the greatest differences in responses. 
Two students responded as apprentices, two as capa
ble but cautious contributors, and one as a self-reliant 
achiever. 
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givino me hints or tests or if I'm doing it completely 
wron; to just correct me," and "I'd .like them. to wa~c! 
very closely and if they see anything that I m domo 
wrong, I'd want them to correct me so 1 don' t get on 
the wrong track." They clearly had a low level of 

competence. 
As in question three, two students· ~swers were 

reflective of a capable but cautious contnbutor. One 
student, a junior, reported his transition to 03 as fol

lows. 

I like having to do an entire assessment 
... then, after, if I forget anything or I d~ 
something wrong have the clinical supervi
sor either do the assessment on the athlete 
or the skill that I did wrong or I left out or 
wait til the athlete leaves and then tell me. 
so, like, the athlete still has confidence in 
me. 

This student has a moderate to high level of com
petence, and a variable level of commitment. He 
wants to do the skill independently, yet still needs su
pervisor input. Another student, a sophomore, echoed 
those same remarks in this way. 

I think when I'm perfonning it for the first 
time, they should be watching, and paying 
attention to what I'm doing, maybe not say
ing anything, cause that might make me a 
little bit nwre nervous, but just, um, watch 
and then after, you know, tell me what I did 
wrong, if there's anything I did wrong. or 
what I did right. Tell me after. 

The one female student, a sophomore, responded 
using a self-reliant style of learning as she indicated 
that she wanted "to do it by myself ... then talk to my 
clinical supervisor to see if ... what I've done is ok ~d 
... what things I need to improve on ." She shows high 
levels of competence and commitment. 

The last interview question asked the students t~ 
describe what role they wanted their clinical supervi
sor to play once they had become competent in the 
injury assessment skill. All five students used lan
guage that showed signs of a self-reliant achiev_er. 
They wanted feedback, positive cues and construcuve 
criticism, but not until they had the opportunity to 
complete the assessment independently, showing high 
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Table 4-AC/s leaderhip styles used 

History 

Observation 

Palpation 

Active Range of 
Motion 

Passive Range of 
Motion 

Resistive Range of 
Motion 

Ligament/Special 
Tests 

Neurology Tests 

Direct Coach 

2 

2 

2 

2 

2 

levels of competence and commitment. Using state
ments like, "trusting me that I should be able to do it," 
"I'd like it to be all me until afterwards, if they saw 
anything then they could tell me some things," "I 
should be able to do it all myself," and "Just let me do 
it and not worry about it too much .. .I can just go to 
them afterward," the students indicated a transition to 
a D4 style of learning. 

The second part of this study surveyed the five 
participants' opinions about the role they wanted their 
supervisor to play; directing, coaching, support or 
delegating. The data indicated the students' preferred 
instructional style by pointing toward a level of direc
tion and support. The students were given four scenar
ios, each containing four possible responses below, 
which could be used to answer each scenario: 

1. "I need direction from my clinical su
pervisor in order to be able to complete 
this task". If the student chose this re
sponse, they would therefore need an 
instructional style that had a high level 
of direction and a low level of support 
from their supervisor. 

2. "I need coaching from my clinical su
pervisor in order to be able to complete 
this task." If the student chose this re
sponse, they would need high levels of 
both direction and support from their 
supervisor. 

3. "I need support from my clinical super
visor in order to be able to complete this 
task." The student's choice here would 
mean that they would prefer their super
visor to use an instructional style that 
was low in direction. but high in sup
port. 
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Support Delegate Did Not Serve 

6 5 

2 8 

6 2 3 

4 6 

2 5 4 

7 2 

5 4 

II 

4. "I can be independent as I perform this 
task." Now the student's choice of in
structional style would be low in both 
direction and support. 

The third part of the triangulation process col
lected actual injury assessment data from the five par
ticipants' clinical supervisors as each ATS completed 
injury assessments as part of his or her clinical 
rotation. The three week data collection period netted 
a total of 13 injury assessments completed among the 
five participants. Each ACI reported which supervi 

sion style he or she used during each of the eight parts 
of the injury assessment. 

The data collected 78 observable components 
and 26 non-observable components from the 13 as
sessments. The observable components reflect how 
many times the ACI used direction, support, coaching 
or delegating as the ATS completed an injury assess
ment, and is indicated below by the number in paren
thesis. The non-observable data may be reflective of a 
lack of need to complete that portion of the assess
ment, so this data was eliminated from the totals. 

The ACls reported 13 observations during the 
time that the A TSs were taking a history to find out 
what had happened to the athlete. Of those 13 obser
vations. the ACI used coaching (2), support (6) and 
delegating (5). While observing the injured structure, 
12 observations were made; coaching (2), support (2), 
and delegating (8). As the ATS completed palpations 
9 observations yielded direction (I), coaching ( l ). 
support (6), and delegating (2). T?e ACls were able to 
observe 12 active range of motion components that 
required them to use direction ( l ), coaching ( l ), sup
port (4) and delegating_ (6) .. Passive rang~ of motion 
was observed 9 times; direction ( l ). coaching ( l ), up-
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pon (2), and delegating (5). Eleven observations were 
reported during the resistive range of motion portion 
of the injury assessment; direction ( 1), coaching (2), 
support ( 1 ), and delegating (7). Ligament and other 
special tests were observed 9 times; direction ( l), 
coaching (2), support (5), and delegating (5). Finally, 
2 neurologic tests were observed that needed the ACI 
to use a coaching style of leadership. 

The totals show that ACis used a direction 
style of leadership 5 times (6%), coaching 13 times 
(17% ), support 26 times (33% ), and delegating 34 
times (44%). 

Conclusion 

The three types of data collected; the five 
question interview, the four scenario survey and the 
ACI rubric permit four conclusions to be drawn indi
cating how students transition from enthusiastic be
ginner to self-reliant achiever. 

A TSs start out as enthusiastic beginners when 
they are learning new injury assessment skills in the 
classroom as well as when they have the opportunity 
to practice the new skill in a laboratory setting with 
the instructor present or when the A TS is practicing in 
preparation for testing. 

ATSs transition to an apprentice style of 
learning as they participate in their first clinical learn
ing experience. They indicate that they feel like they 
are capable of completing the task wanting their ACis 
to provide feedback. Some A TSs wanted to know 
right away how they were doing, while others pre
ferred to hnve their ACis evaluate their performance 
after the athlete had left. The findings from the clini
cal supervisors· rubrics however, show that at times 
a more hands-on style of leadership was req~ired. Th~ 
A TSs who needed either the directing or coaching 
style of leadership may, in fact. be disillusioned learn
ers, as the literature indicates. Had I been collecting 
this part of the data myself, I may have been able to 
more accurately determine if these ATSs fit into a 02 
de .. elopmental level of learning. 

A TSs progress quickly from apprenticeship to 
the capable but cautious contributor. All three meth
ods of triangulation revealed this progression. The 
A TS ~rt~ w~~ing to perform the injury assess
ment skill with nummal or no support, and the clinical 
supervisor rubric data confirmed these findings. 

A TSs continue to transition to self-reliant 
achievers when looking at the interview and survey 
results. In practice, however, not all the ATSs in this 
,tudy proved their self-reliance in the clinical setting. 
Only 44<ot of the ACis observations were classified as 
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delegating, pointing to the possibility that the ATSs 
think they know more than they are able to perform in 
the clinical learning environment. 

All three parts of the triangulation data indi
cate that these five A TSs transition through Blanch
ard's development levels very quickly. The partici
pants in this study were only in their first or second 
clinical rotation, yet they already talked about a high 
level of confidence in their injury assessment skills. 
The data also suggested however, that the five partici
pants' confidence and commitment may be a bit pre
mature. The clinical supervisors' observations of how 
the ATSs actually put their learning into practice may 
be a sign that the A TSs may not yet be ready to be 
completely independent in a clinical setting at this 
stage of their learning. 

This study supports the athletic training litera
ture by providing further evidence that athletic train
ing students should be supervised as they complete 
clinical rotations, and that the type of supervision 
should mirror the medical model. Adding to this body 
of knowledge is the idea that athletic training students 
should help to determine the level of supervision they 
require. 

The results of this study may be valuable for 
certified athletic trainers (A TC) who supervise A TSs 
in clinical rotations. The data showed that students 
were eager to learn and to apply their learning, yet 
supports the E.ducation Council's recommendations 
that students in a clinical learning environment still 
need to be in the ACis line of sight. The A TSs in this 
study still needed to be supervised, even though, at 
times, they said they wanted to try to be self-reliant. 

The information gained from this study may 
also be useful to share during an Approved Clinical 
Instructor Workshop to reinforce the value of the 
Leaming over time paradigm. While ATSs may want 
to be independent in their clinical practice, A TSs in 
each of the four clinical rotations should be asked 
what they think they know, how well they know it. 
and what role they want their ACI to play as they 
complete their clinical rotation. 
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