
Page 1/20

Athletic Trainers’ Viewpoints of Patient-Centered Care
Carly J. Wilson 

University of South Carolina
Lindsey E. Eberman 

Indiana State University
Ansley S. Redinger 

St. Luke's Health System
Elizabeth R. Neil 

Temple University
Zachary K. Winkelmann  (  winkelz@mailbox.sc.edu )

University of South Carolina

Research Article

Keywords: dignity, respect, core competencies, Disablement Model, Sports Medicine

Posted Date: July 29th, 2021

DOI: https://doi.org/10.21203/rs.3.rs-745269/v1

License:   This work is licensed under a Creative Commons Attribution 4.0 International License.   Read Full License

https://doi.org/10.21203/rs.3.rs-745269/v1
mailto:winkelz@mailbox.sc.edu
https://doi.org/10.21203/rs.3.rs-745269/v1
https://creativecommons.org/licenses/by/4.0/


Page 2/20

Abstract

Background
The core competency of patient-centered care (PCC) states that for positive patient outcomes, the provider must respect the patient’s views and recognize their
experiences. The Athletic Training Strategic Alliance Research Agenda Task Force identi�ed a profession-wide belief that examining the extent to which
athletic trainers (ATs) provide PCC in their clinical practice would bene�t the profession. To �rst address this line of inquiry, we must study the subjectivity of
how ATs view PCC.

Methods
We used Q methodology to allow participants to share their viewpoints while simultaneously exploring the study aim from a quantitative and qualitative
perspective. A total of 115 (males = 62, females = 53, age = 37 ± 10 y, experience = 13 ± 10 y) ATs dispersed between 11 job settings volunteered for this study.
Participants were asked to pre-sort (agree, disagree, neutral) 36 validated statements representing the 8 dimensions of PCC. The participants completed a Q-
sort where they dragged-and-dropped the pre-sorted statements based on perceived importance in providing PCC. The Q-sorts were analyzed using QMethod
software. A principal component analysis was used to identify statement rankings and factors. Factors were determined by an Eigenvalue > 1 and analyzed
using a scree plot. The 6 highest selected statements per factor were assessed to create the distinguishing viewpoints.

Results
Two distinguishing viewpoints emerged from the Q-sorts. The statement “ATs treat patients with dignity and respect” appeared as a high ranked statement in
both distinguishing viewpoints. The lowest ranked statement from viewpoint 1 was “ATs integrate the International Classi�cation of Functioning, Disability,
and Health (ICF) model as a framework for delivery of patient care.” The lowest ranked statement from viewpoint 2 was “Appointment scheduling is easy.”

Conclusions
ATs value patient’s preferences. However, a lack of importance was identi�ed for incorporating the ICF model, which is a core competency and adopted
framework by the NATA since 2015.

Introduction
The Triple Aim for Healthcare, a set of linked goals created with the intent to raise the standards of the United States health care system, emphasizes
providing better care to enhance the patient experience as a key objective for all healthcare providers.1 These key areas include reducing the per capita cost,
improving the health of the population, and providing better care that enhances the patient experience.1 As detailed in previous literature, patient satisfaction
is dictated by the value that the provider places on the patient themselves.2 This concept is referred to as patient-centered care (PCC) whereby the provider is
responsive to and respectful of the patient’s values and needs in their clinical care.3–5 However, most providers are guided by the “Golden Rule” in that we treat
others as we wish to be treated.6 As de�ned by the Institute of Medicine, PCC is de�ned as “providing care that is respectful of and responsive to individual
patient preferences, needs, and values, and ensuring that patient values guide all clinical decisions.”7,8 The medical literature has speci�cally identi�ed eight
components of PCC which include 1) respect for patient preferences, values, and expressed needs, 2) information, education, and communication, 3)
coordination and integration of care and services, 4) emotional support, 5) physical comfort, 6) involvement of family and friends, 7) continuity and transition,
and 8) access to care and services.7,9 Some of the bene�ts from approaching care through a patient-centered philosophy includes improved health outcomes
and higher satisfaction.10

Patient-centered care, while regarded as a key component of high-quality medical care, lacks operational consistency and valid measurements when
compared across numerous medical professions.11 The skill of PCC has often been categorized as a structure of healthcare itself versus speci�c to a
provider.9,12 Previous literature investigated the relative importance of the 8 principles of PCC from the perspectives of healthcare professionals in two
different hospital departments.7 Through the analysis, the researchers concluded that viewpoints on important elements for PCC differed more among
medical professionals between the two departments, but overall, patient preferences, information and education, and coordination of care dimensions were
considered to be the most important PCC principles.7 However, due to their lack of generalizability, the research team speci�cally called for supplemental
research with other healthcare professions to see if the delivery and opinions of PCC varied across the medical community.7

Athletic training is a unique profession with direct access to most patient populations that has changed the experience related to trust, relationship building,
communication, and coordination of care. Therefore, the principles of PCC, while still fundamentally identi�ed the same way, may be expressed in terms of
importance differently by the practicing athletic trainer (AT). Currently, most ATs (like other healthcare professionals) practice from a clinician-driven mindset
that is focused on identifying the diagnosis and prescribing interventions for healing.12 The patient-centered approach to athletic training directly explores
how and why an injured or ill individual may heal while others with chronic concerns are slow to get better.10,13 This leads us to believe that a PCC approach
would help us to push aside the “golden rule” of treating others how you would want to be treated and begin providing care that is responsive to the patient’s
speci�c needs.6 While the patient, as a consumer, is the ultimate voice for patient satisfaction and effectiveness of communication, we must �rst identify how
ATs place importance on the principles of PCC and to examine the context of their viewpoints.
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Methods
Study Design

The theoretical basis for this project was based on viewpoints and opinions. While typically studied using qualitative interviews, the viewpoints gathered using
the Q methodology allowed for the participant to share their perspective from a positive, negative, or neutral stance with an emphasis on ranking some
opinions as more important than others. Q methodology is de�ned as the combination of qualitative and quantitative research tactics that allows subjective
data from individuals to be assessed and correlated through factor analysis.14 This unique method was created in order to identify different qualitative
patterns of thought, particularly the “how” and “why” thought processes of involved subjects.15 Currently, there are no studies published in athletic training
scholarly outlets, to the knowledge of the authors, using this methodology. This investigation was deemed exempt research by the XXX Institutional Review
Board.

Instrument

The instrument for this study followed the Q methodology, which is a direct response to the issues related to Likert-scale research by which comparisons
between and within groups is often limited to minute changes.16 Q methodology allowed for the research team to explore the participant’s viewpoints while
not solely focusing on agree-disagree scales, but simultaneously exploring the research question from a quantitative, ranked perspective using an opinion
statement list.17

For the purposes of this study, the authors explored the PCC literature to identify a PCC opinion statement list. In doing so, the authors identi�ed a 35-item
statement list following the eight principles of PCC that was validated and studied in a population of healthcare providers working in the geriatrics and
surgical intensive care units of a large teaching hospital.7 As the previous tool underwent pilot testing and was used in previous Q methodology research, no
further validity testing was required for the study.7 The nature of Q methodology also did not warrant a need for validity and reliability because the statement
list consists of evidence-based phrases derived from literature that are written as opinion statements. As the 35-item statement list was written in terms of
physicians and hospital experience, the research team adapted the list to the profession of athletic training. The adaptation of the statement list was
performed by two members of the research team (AAA, BBB) and con�rmed by the three additional members of the research team (CCC, DDD, EEE), which was
ultimately used to build the �nal PCC item statement list. The �nal PCC statement list contained 36 items split into the eight principles including patients’
preferences (7 items), physical comfort (4 items), coordination of care (4 items), emotion support (3 items), access to care (6 items), continuity and transition
of care (4 items), information and education (5 items), and support system (3 items). A full list of the 36 PCC item statements is provided in Table 1.

Participants

The sample for this study was chosen for diversity rather than quantity, which is based off previous Q methodology in healthcare studies.7,15 Respective to Q
methodology, the P set (or the participants) should be a purposeful sample of a speci�c population. The quantitative number of subjects is not as crucial for Q
methodological studies as it is for survey studies because the analysis is not focusing on the numerical value of people thinking in a certain pattern. Thus, Q
methodology sample sizes tend to be on the smaller end because the results will not be negatively affected by low response rates.18

The participants in this study were ATs in the United States who were certi�ed, regular National Athletic Trainers’ Association (NATA) members recruited from
the membership e-mail list. At the onset of this study, 3680 eligible ATs were contacted and sent the recruitment information via e-mail; 399 surveys were
started. After removing those who were not a certi�ed athletic trainer or did not consent, 285 individuals were then presented the link to access the Q-sort. Out
of the 285 responses, 116 participants successfully completed the Q-sort. One participant did not report demographic data and was removed bringing our �nal
sample size to 115 ATs (age = 37 ± 10 y; male = 62, 53.9%, females = 53, 46.1%; means years of experience = 13 ± 10 y, experience range = 1 to 40 y) with 102
of those responses completing the �nal open-ended response portion of the survey.

Procedures

Participants were sent an e-mail with an invitation to participate via a web-based survey (Qualtrics, Inc., Provo, UT) in the Spring of 2020. After agreeing to
participate, the participant clicked on a link to the Q Method survey and input their unique participant code. A distribution reminder was sent weekly after the
initial contact for one month. Once a participant clicked on the procedural link and provided their consent to participate in the study, they were guided via on-
screen instructions on how to complete the web-based survey. The instructions speci�cally detailed to the participants on how to use the Q Method icons and
provided directions on how to complete the pre-sort and the Q-sort phases of the survey. All data collected from the web-based survey was automatically
stored and recorded into a Q methodology software (QMethod Software, Windsor, Ontario).19

The survey began by collecting basic demographic information relative to one’s sex, age, job setting within athletic training, and years of experience. Next, the
participant was tasked with completing a pre-sort of the 36-item statement list. To perform the pre-sort, each statement was independently provided with scale
labels (agree, disagree, neutral). The pre-sort phase allowed participants to express personal importance for PCC principles by clicking one of the scale labels
to place that statement into a category.

The participant then progressed to the next phase of the Q methodology which was the Q-sort. In this phase, the participants were prompted to rank the
importance of their 36 selected statements based off the pre-sort results via a drag-and-drop feature into a hierarchy table that went from highest agreement
to lowest agreement. The purpose of this section was for the participant to take the statements based off their assigned scale labels from the pre-sort and
place them throughout the hierarchy table to describe which of those they thought felt matched their viewpoints and values the most. The �nal portion of the
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Q methodology included two follow-up, open-ended questions respective to the participant’s Q-sort about why they selected the top and bottom statements on
their hierarchy table.

Statistical Analysis

Data were analyzed using the built-in statistical features of the Q Method (PQMethod 2.11 software). First, we performed a Pearson correlation of the 115 Q-
sorts to produce a correlation matrix. Next, a principal component analysis (PCA) was performed that identi�ed 8 factors with each factor meeting the Kaiser-
Guttman criterion meaning the factor had an Eigenvalue > 1.

Next, the Eigenvalues for the factors extracted from the PCA were plotted on a scree plot. A scree plot requires plotting multiple factor Eigenvalues to
determine how many to keep in a factor analysis.17 From the scree plot, we identi�ed 2 factors that had actual Eigenvalues higher than the 95th percentile
denoted by the slope change. The data supported a maximum of 8 factors explaining 53.8% of the variance. The 2-factor scree plot solution explained 28.1%
of the variance as the most comprehensible for our data interpretation. Next, we performed a varimax rotation for the 2 factors which produced a factor
loading saturation. A follow-up centroid factor analysis was completed to con�rm the 2 factors extracted during the principal component extraction.

Relationships were then explored between rankings to indicate similar viewpoints amongst the participants in the study. Statements (st.) ranked with a
positive numeral value of 5 were considered “highest agreement”, while statements ranked with a negative numeral value of -5 were deemed “lowest
agreement.” As the numeral values moved closer to the center of a Q-sort and neutral agreement (factor ranking = 0), the number of statements able to be
assigned under the numeral values increased. The six highest and single lowest selected statements per factor were assessed to create the distinguishing
viewpoints. The qualitative responses from the open-ended response items complemented the �ndings to explain the shared views in more detail. These were
used to support the �ndings rather than coded as themes for additional analyses. Alpha levels were a priori at P < 0.05.

Results
Composite Q-Sort

Two distinguishing viewpoints emerged from the Q-sorts after factor analysis was completed. The factor loading identi�ed each participant’s Q-sort into one
of the 2 factor groups identi�ed by majority of common variance. The correlation between the factors was 0.52591 and the covariance produced by the
factors was − 0.01519 meaning the two factors tend to move in inverse directions. The two viewpoints included 1) the interpersonal connection that valued
teamwork, open communication, and respectful care with varied populations; and 2) the holistic gatekeeper that valued personal promotion for activities of
daily living, self-care, and quality of life. These two viewpoints were assembled into composite Q-sorts to further represent the rankings of all 36 PCC
statements across each factor Q-sort table from highest to lowest (Tables 2 and 3).

The statement “athletic trainers treat patients with dignity and respect” appeared as a top ranked statement in both distinguishing viewpoints, while the lowest
ranked statement in viewpoint 1 was “athletic trainers integrate the International Classi�cation of Functioning, Disability, and Health (ICF) model as a
framework for delivery of patient care.” Additional open-ended responses received for the highest and lowest statement reasoning section of the survey are
compiled each with their respective PCC statement in Table 4.

Viewpoint 1: The Interpersonal Connection

Viewpoint 1 consisted of healthcare professionals who encompassed strong values towards the core PCC principles of including patient preferences into
decision-making as well as providing patients with the necessary information and education to succeed in their recovery. Participants within viewpoint 1
reported “athletic trainers treat patients with dignity and respect” (st. 1, factor ranking = 5, Z score = 2.18) as their highest ranked statement on the Q sort.
Athletic trainers value the service of being able to minimize their patient’s pain and improve overall physical comfort. Participants within viewpoint 1 placed
high importance on the fact that “athletic trainers have the skills and knowledge to provide quality healthcare to varied patient populations” (st. 33, factor
ranking = 4, Z score = 1.51) and “athletic trainers address pain management” (st. 8, factor ranking = 4, Z score = 1.49). The statement “athletic trainers work as
a team in care delivery to patients” (st. 15, factor ranking = 3, Z score = 1.19) was also ranked high in viewpoint 1 compared to the other group of healthcare
professionals, accompanied by open-ended statements explaining the bene�ts of interprofessional healthcare teams. Athletic trainers highly valued the
statement of “open and effective communication between patients and athletic trainers occurs” (st. 32, factor ranking = 3, Z score = 1.15) and even further
exhibited value in interpersonal tendencies by also ranking the statement “athletic trainers involve patients in decisions about their care” (st. 5, factor ranking 
= 3, Z score = 1.14) within the top six statements seen on the composite Q-sort. Participants within this viewpoint ranked the statement “athletic trainers
integrate the ICF model as a framework for delivery of patient care” (st. 4, factor ranking = -5, Z score = -2.13) as the one statement they disagreed with the
most, simply due to lack of knowledge about the ICF model. Table 5 includes open-ended responses from participants respective to the top six highest ranked
statements.

Viewpoint 2: The Holistic Gatekeeper

Health care providers grouped into viewpoint 2 also aligned with the core principles of patient preferences, and information and education but demonstrated
those viewpoints with a few different ranked statements. The highest ranked statement for this viewpoint was statement 2: “athletic training is focused on
improving patients’ quality of life” (st. 2, factor ranking = 5, Z score = 2.13). Athletic trainers within this viewpoint found value in looking out for the patient’s
health in the long term, as well as deemed it crucial for patients to gain their independence and autonomy back in sports speci�c and daily living needs before
their care was considered complete. Open-ended responses from participants within this viewpoint highlighted the value ATs have for PCC and how it tailors
their decisions as a clinician regarding patient goals. Similar to viewpoint 1’s composite Q-sort, healthcare providers grouped in viewpoint 2 found high value
in the statements of “athletic trainers have the skills and knowledge to provide quality healthcare to varied patient populations” (st. 33, factor ranking = 4, Z
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score = 1.86) and “athletic trainers treat patients with dignity and respect” (st. 1, factor ranking = 4, Z score = 1.56). The statements “athletic trainers consider
patients daily living needs” (st. 9, factor ranking = 3, Z score = 1.15) and “athletic trainers support and educate patients on autonomy and self-care” (st. 31,
factor ranking = 3, Z score = 1.14) were ranked very close on the composite Q-sort and both promote the overall patient independence and quality of life that
healthcare providers in this viewpoint strive for. Participants within this viewpoint ranked the statement “appointment scheduling is easy” (st. 21, factor
ranking = -5, Z score = -1.67) as the one they disagreed with the most. Table 6 includes open-ended responses from participants respective to the top six
highest ranked statements.

Discussion
Healthcare provider perspective regarding PCC is important to collect and compare across numerous professions to analyze similarities, differences, and
overall dimensions that need improvement. The purpose of this research study was to determine how ATs place importance on the principles of PCC. Two
distinguishing viewpoints were found through factor analysis of the Q-sorts: 1) the interpersonal connection that valued teamwork, open communication, and
respectful care with varied populations; 2) the holistic gatekeeper that valued personal promotion for activities of daily living, self-care, and quality of life.
Athletic trainers placed in viewpoint 1 did not cross over into viewpoint 2. A common theme found across all viewpoints was that ATs placed high values on
patient’s preferences, as well as the core principle of information and education shared between patient and healthcare provider. Dignity and respect were a
top priority for most ATs across their Q-sorts, while knowledge of the ICF model as a framework for their athletic training practice was seen as a low priority
simply because most participants do not know what it was.

Patient-Centered Care in Healthcare

Patient-centered care is not a new focal point in healthcare, and various principles have served as driving forces in how healthcare professionals interact with
their patients for years.10 Just as medicine has evolved, the Golden Rule of “do unto others as you would have them do unto you” has slowly been phased out
and been replaced by the newer “Platinum Rule,” which states “treat people the way they want to be treated, rather than how you would want to be treated.”20

As a much needed upgrade of an outdated cultural principle, the Platinum Rule �ts the de�nition of PCC seamlessly and directly incorporates the dimension of
patient preferences into patient-provider interactions. Research speci�cally regarding the new Platinum Rule as a basis for healthcare is minimal; nonetheless,
literature investigating how healthcare providers value PCC principles in their clinical practice provides a great place to start.

Previous research looking at a range of hospital staff and their viewpoints and values of PCC found that both job setting and overall patient population had a
large impact on how participants ranked and valued their PCC statements.7 Subgroup analysis of two different hospital departments found that participants
who work in the surgical intensive care unit valued continuity of care and the ability to have the appropriate records transferred along with the patient to their
next unit, while those that worked with a more geriatric population in another department valued the ability to have a primary contact for the patient who
knows everything about their medical history.7 Our study discovered that ATs across various job settings and patient populations had differing viewpoints of
PCC and valued some dimensions more than others. Both viewpoints valued the core principle of patient preferences the strongest, seen through the selection
of their highest-ranking statements. The viewpoints demonstrated differing preferences for the principles of information and education, coordination of care,
and physical comfort across their respective composite Q-sort. Based on these results, ATs across the board believe they hold their patients’ preferences as a
top priority in overall clinical decision-making and care. However, unless the AT treating the patient know how they want to be treated, they will not be
implementing PCC to the new “Platinum Rule” standards.

Dignity & Respect

Previous research exploring PCC principles from healthcare providers in geriatric and surgical intensive care hospital units expressed a common viewpoint of
“treating patients with dignity and respect.”7 The �ndings in the prior study considered this statement a foundational building block to every other aspect of
healthcare and also placed high importance on involving patients in decisions regarding their plan of treatment and care.7 Similarly within our study, “athletic
trainers treat patients with dignity and respect” (st. 1) was a statement that ranked highest in distinguishing viewpoint 1 as the most valued spot on the Q-sort
(factor ranking = 5) and tied for second highest in distinguishing viewpoint 2 (factor ranking = 4), indicating that a majority of the participants value these two
traits in their daily clinical practice when interacting with patients. Dignity and respect within the statements fall under the core principle of patient preferences.
By placing this statement in the highest ranking, ATs from our study are further exhibiting that they believe best practice implementation for PCC is to prioritize
patient preferences. Although con�dence in one’s ability to implement PCC is important, it is different from successfully performing PCC in a real clinical
setting, which has been identi�ed in athletic training as a weakness in emergency care skills and healthcare administration. Athletic training literature has
recently started to address the need to measure providers’ application of PCC throughout their care by asking the very patients ATs interact with daily.21 When
surveyed on how well ATs embody PCC, student-athletes demonstrated strong agreement with the statement that ATs at their college/university delivered care
that was respectful of their preferences.21 These patient �ndings are signi�cant and match the viewpoints that ATs in our study had for themselves regarding
PCC, but more research needs to be done comparing perceptions across all athletic training clinical settings and patient populations.

Provider Engagement with Patients

While ranked statement similarities were shared between the two viewpoints, the main difference between the ATs is what constituted an ideal patient-provider
relationship in relation to PCC concepts. The top statement for viewpoint 1 was centered around dignity and respect for the patient, as well as followed by
other statements focused on what the provider can do for the patient and how they can best serve them. The ATs within this viewpoint are focused on a
relationship that allows the provider to complete services for the patient. Viewpoint 2 had a vastly different top ranked statement; “athletic training is focused
on improving patients’ quality of life” (st. 2) and incorporated with the 5 other statements identi�ed that ATs within this viewpoint were focused on preparing
the patients to be autonomous in their daily lives. The ATs within viewpoint 2 believed in patient engagement, yet highlighted that PCC was rooted in personal
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promotion and self-care. As a core principle of PCC, actively involving patients in decisions about their own medical care, treatment, and overall goals is
crucial to a healthy patient-provider bond and successful patient compliance.2 Future research should consider exploring how the two distinct viewpoints,
providing the best possible care and promoting patient autonomy, in�uence patient satisfaction and outcomes within athletic training job settings.

ICF Model

Athletic trainers across our study did not rank the ICF model as a guiding principle for PCC and ranked it low on their Q-sorts. Some participants did not know
what the ICF model is and because of this lack of knowledge do not incorporate it into their daily clinical practice. Multiple open-ended responses from
participants ranked “athletic trainers integrate the ICF model as a framework for delivery of patient care” (st. 7) as their least agreed with statement (factor
ranking = -5) because they had never heard of it before. This is concerning as the ICF framework has been o�cially adopted as a healthcare delivery
framework by the NATA Board of Directors since 2015.22 The ICF model is used to identify and address patient barriers to access healthcare and treatment as
well as to allow healthcare providers an opportunity to successfully tailor care to the patient’s needs.23 If ATs do not know what the ICF framework is in the
�rst place, they cannot be expected to utilize it as a method to determine clinical practice decisions and promote evidence-based medicine. In order to reach
the majority of the profession, continuing education on PCC may need to be created for all ATs to have a chance to fully understand and incorporate those
tactics into their clinical practice. Figure 1 provides an overview of the ICF model through de�nition, patient examples, and key questions or tasks to consider
when evaluating a patient through the lens of the disablement model.

Limitations & Future Research

A limitation found by this study was the novelty of Q methodology parameters for the participants of the study, as many were unfamiliar with the process of
ranking statements across a Q-sort. Many participants believed that they were not able to rank their statements in correct locations on the board based on the
ratio of agree, disagree, and neutral statements. Instructions were provided at the beginning of the study, as well as during the Q-sort process to support
participants with any issues. Q methodology, while a novel and unique research technique, provides researchers with the opportunity to gain qualitative and
quantitative data on participants’ values and opinions.15 Utilization of Q methodology techniques and publication of its results will ultimately show the
bene�ts of collecting both the “how” and the “why” people think the way they do. In addition, the authors feel it is imperative to note that the study was
executed from April-May 2020 during the height of the COVID-19 pandemic. Therefore, the timing of data collection may have resulted in fewer responses or
decision fatigue relative to the concept. Future research should also address aspects of PCC that athletic training is lacking in, such as access to care and the
process of involving patients in care decision making.

Clinical Implications

Athletic trainers across job settings had differing viewpoints of PCC. The distinguishing PCC viewpoints were established around patient preferences, and
information and education. Moreover, ATs value dignity and respect of their patient; yet, the ICF Framework had a universal lack of importance amongst the
participants relative to PCC. Now that the framework for determining if and how ATs value PCC and its eight principles in their clinical practice has been
determined, more research should be completed exploring how ATs actively incorporate the PCC principles when interacting with their patients and if the
patients believe their healthcare providers are successfully implementing it.

Conclusions
Athletic trainers’ perceptions and viewpoints of PCC were quantitatively and qualitatively collected to establish the healthcare providers’ values and
preferences towards the 8 principles of PCC. Two distinguishing PCC viewpoints surfaced from the pool of ATs after factor analysis and providers within our
study exhibited that they value patients’ preferences, information and education. The ICF model, an adopted framework by the NATA, was identi�ed to have a
universal lack of importance amongst ATs in our study.

Abbreviations
AT or ATs: Athletic Trainer or Athletic Trainers

PCC: Patient-centered care

ICF: International Classi�cation of Functioning, Disability, and Health

NATA: National Athletic Trainers’ Association

st.: Statement

Declarations
Ethics approval and consent to participate

The Institutional Review Board at the University of South Carolina approved this study (Pro00095882) as exempt research. Invitations to participate were
provided to all participants digitally. 

Consent for publication



Page 7/20

Not applicable

Availability of data and materials

The datasets generated and/or analysed during the current study are not publicly available due to ethics review board con�dentiality agreements but are
available from the corresponding author on reasonable request.

Competing interests

The authors declare that they have no competing interests.

Funding

This research was supported through a grant from the Mid-Atlantic Athletic Trainers’ Association Research and Grant Award Committee.

Authors' contributions

CJW and ZKW recruited participants and analyzed the data. ERN, LEE, and ASR assisted with concept, design, and interpretation of the results. All authors
were major contributors in the writing process and have read and approved the �nal manuscript.

Acknowledgements

Not applicable 

References
1. Berwick DM, Nolan TW, Whittington J. The triple aim: Care, health, and cost. Health Aff. 2008;27(3):759–769.

2. Mead N, Bower P. Patient-centredness: A conceptual framework and review of the empirical literature. Social science & medicine (1982). 2000;51(7):1087–
1110.

3. Kitson A, Marshall A, Bassett K, Zeitz K. What are the core elements of patient-centred care? A narrative review and synthesis of the literature from health
policy, medicine and nursing. Journal of advanced nursing. 2013;69(1):4–15.

4. Mohammed K, Nolan MB, Rajjo T, et al. Creating a patient-centered health care delivery system: A systematic review of health care quality from the patient
perspective. American journal of medical quality: the o�cial journal of the American College of Medical Quality. 2016;31(1):12–21.

5. Brummel-Smith K, Butler D, Frieder M, et al. Person-centered care: A de�nition and essential elements. Journal of the American Geriatrics Society.
2016;64(1):15–18.

�. Corazzini KN, Lekan-Rutledge D, Utley-Smith Q, et al. "The Golden Rule": Only a starting point for quality care. Director (Cincinnati, Ohio). 2005;14(1):255–
293.

7. Berghout M, van Exel J, Leensvaart L, Cramm JM. Healthcare professionals' views on patient-centered care in hospitals. BMC health services research.
2015;15:385.

�. Institute of Medicine (US) Committee on Quality of Health Care in America. In: Crossing the quality chasm: A new health system for the 21st Century.
Washington (DC): National Academies Press (US). 2001.

9. Davis K, Schoenbaum SC, Audet AM. A 2020 vision of patient-centered primary care. Journal of general internal medicine. 2005;20(10):953–957.

10. Rathert C, Wyrwich MD, Boren SA. Patient-centered care and outcomes: A systematic review of the literature. Medical care research and review: MCRR.
2013;70(4):351–379.

11. Epstein RM, Franks P, Fiscella K, et al. Measuring patient-centered communication in patient-physician consultations: theoretical and practical issues.
Social science & medicine (1982). 2005;61(7):1516–1528.

12. Bensing J. Bridging the gap: The separate worlds of evidence-based medicine and patient-centered medicine. Patient education and counseling.
2000;39(1):17–25.

13. Epstein RM, Fiscella K, Lesser CS, Stange KC. Why the nation needs a policy push on patient-centered health care. Health Aff. 2010;29(8):1489–1495.

14. Kelly SE, Moher D, Clifford TJ. Expediting evidence synthesis for healthcare decision-making: exploring attitudes and perceptions towards rapid reviews
using Q methodology. Peer J. 2016;4:e2522.

15. Valenta AL, Wigger U. Q-methodology: De�nition and application in health care informatics. Journal of the American Medical Informatics Association:
JAMIA. 1997;4(6):501–510.

1�. Ho GW. Examining perceptions and attitudes: A review of Likert-type scales versus Q-metholody. West J Nurs Res. 2017;39(5):674–689.

17. Watts S, Stenner P. Doing Q Methodological Research: Theory, Method and Interpretation. London: SAGE Publications Ltd; 2012.

1�. Brown SR. A primer on Q methodology. Operant Subjectivity. 1993;16.

19. Lutfallah S, Buchanan L. Quantifying subjective data using online Q-methodology software. The Mental Lexicon. 2019;14(3):415–423.

20. Christensen L, Medina A. Informing the bent golden rule or reforming it – the platinum rule. Social Studies Research and Practice. 2016;11:92–2016.

21. Redinger AS, Winkelmann ZK, Eberman LE. Collegiate student-athletes' perceptions of patient-centered care delivered by athletic trainers. Journal of
athletic training. 2020;Online Early.



Page 8/20

22. Comission on Accreditation of Athletic Training Education. 2020 Standards for Accreditation of Professional Athletic Training Programs. In. Master’s
Degree Programs. Austin, TX: CAATE; 2018:22.

23. Nottingham S, Meyer C, Blackstone B. ICF Model: A framework for athletic training practice. 2016; https://www.nata.org/blog/beth-sitzler/icf-model-
framework-athletic-training-practice. Accessed April 1, 2021.

Tables
  



Page 9/20

Table 1
Patient-Centered Care 36-Item Statement List

Patient-
Centered Care
Principle

Patient-Centered Care Objective Statement

Patients’
preferences

Providing care in a respectful atmosphere with
dignity and respect

1. Athletic trainers treat patients with dignity and respect.

Focus on quality-of-life issues / whole-person
care

2. Athletic training is focused on improving patients’ quality of life.

3. Athletic trainers take patients’ preferences into account.

4. Athletic trainers integrate the International Classi�cation of Functioning,
Disability, and Health (ICF) model as a framework for delivery of patient care.

Informed and shared decision making 5. Athletic trainers involve patients in decisions about their care.

Personal goals and outcomes 6. Patients are supported in setting and achieving their own treatment goals.

7. Athletic trainers consider the social determinants of health when planning care.

Physical
comfort

Pain management 8. Athletic trainers address pain management.

Assistance with daily living needs 9. Athletic trainers consider patients’ daily living needs.

Surroundings and environment 10. Patient areas in the healthcare facility are clean and comfortable.

11. Athletic trainers ensure privacy in the healthcare facility.

Coordination
of care

Coordination and integration of care 12. Athletic trainers are well informed; patients need to tell their story only once.

13. Patient care is well coordinated among the healthcare professionals.

Spokesperson for navigation through the system 14. Patients have a primary contact who knows everything about their condition
and treatment.

Teamwork 15. Athletic trainers work as a team in care delivery to patients.

Emotional
support

Anxiety about consequences of the changed
situation

16. Athletic trainers recognize a patients’ anxiety about their situations.

Creating support systems 17. Athletic trainers involve the patient’s social support system to assist their
emotional response.

Anxiety about the impact of one’s illness on one’s
family and loved ones

18. Athletic trainers pay attention to the patients’ anxiety about the impact of their
injury/illness on their social support system.

Access to care Access to location/specialist 19. The healthcare facility is accessible for all patients.

Availability of transportation 20. Clear directions are provided to and inside the healthcare facility.

Clear instructions provided on how and when to
get referral

Ease of scheduling appointments 21. Appointment scheduling is easy.

Waiting time 22. Waiting times for appointments are acceptable.

Language barrier 23. Language is not a barrier to access to care.

Cultural differences 24. Athletics trainers provide education and materials respective to one’s health
literacy level.

Continuity and
transition

Understandable, detailed information regarding
all aspects of care

25. When a patient is transferred to another healthcare facility or professional,
relevant patient information is also transferred.

Coordination and planning of ongoing treatment 26. Patients who are transferred are well informed about where they are going,
what care they will receive, and who their contact person will be.

Provide information regarding access to support
after hospital discharge

27. Patients receive skilled advice before discharge.

28. Athletic trainers collect information through patient-reported outcome
measures to inform their care decisions.

Information
and education

Information on all aspects of care (e.g., clinical
status, progress, prognosis, care processes)

29. Patients are well informed about all aspects of their condition and care (e.g.,
clinical status, progress, and prognosis).

Information on processes of care 30. Patients can access their medical records.

Information and education to facilitate
autonomy and self-care

31. Athletic trainers support and educate patients on autonomy and self-care.

Open communication between patient and
caregiver

32. Open and effective communication between patients and athletic trainers
occurs.
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Patient-
Centered Care
Principle

Patient-Centered Care Objective Statement

Skills and knowledge of caregiver 33. Athletic trainers have the skills and knowledge to provide quality healthcare to
varied patient populations.

Family and
friends

Accommodations 34. Athletic trainers acknowledge the role of a social support system in the care of
the patient.

Support for family as caregivers 35. Athletic trainers connect the social support system that the patient relies upon
with necessary resources in or near the healthcare facility.

Respect for role in decision making 36. Athletic trainers involve the patient’s social support system in decisions about
the patient’s care.
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Table 2
Composite Q-Sort for Viewpoint 1

          18.
Athletic
trainers pay
attention to
the patients’
anxiety about
the impact of
their
injury/illness
on their
social
support
system.

       

        20.
Clear
directions
are provided
to and inside
the
healthcare
facility.

22.
Waiting times
for
appointments
are
acceptable.

25.
When a
patient is
transferred to
another
healthcare
facility or
professional,
relevant
patient
information is
also
transferred.

     

      34.
Athletic
trainers
acknowledge
the role of a
social
support
system in
the care of
the patient.

30.
Patients can
access their
medical
records.

9.
Athletic
trainers
consider
patients’ daily
living needs.

16.
Athletic
trainers
recognize a
patients’
anxiety about
their
situations.

6.
Patients
are
supported
in setting
and
achieving
their own
treatment
goals.

   

    17.
Athletic
trainers
involve
the
patient’s
social
support
system to
assist
their
emotional
response.

14.
Patients
have a
primary
contact who
knows
everything
about their
condition
and
treatment.

24.
Athletics
trainers
provide
education
and
materials
respective to
one’s health
literacy level.

27.
Patients
receive skilled
advice before
discharge.

29.
Patients are
well informed
about all
aspects of
their
condition and
care (e.g.,
clinical
status,
progress, and
prognosis).

11.
Athletic
trainers
ensure
privacy in
the
healthcare
facility.

5.
Athletic trainers
involve patients
in decisions
about their
care.

 

  36.
Athletic
trainers
involve the
patient’s
social
support
system in
decisions
about the
patient’s
care.

23.
Language
is not a
barrier to
access to
care.

28.
Athletic
trainers
collect
information
through
patient-
reported
outcome
measures to
inform their
care
decisions.

26.
Patients
who are
transferred
are well
informed
about where
they are
going, what
care they
will receive,
and who
their contact
person will
be.

19.
The
healthcare
facility is
accessible for
all patients.

13.
Patient care is
well
coordinated
among the
healthcare
professionals.

31.
Athletic
trainers
support
and
educate
patients
on
autonomy
and self-
care.

32.
Open and
effective
communication
between
patients and
athletic trainers
occurs.

33.
Athletic
trainers ha
the skills a
knowledge
provide
quality
healthcare 
varied pati
population
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4.
Athletic
trainers
integrate
the ICF
model as
a
framework
for
delivery of
patient
care.

7.
Athletic
trainers
consider the
social
determinants
of health
when
planning
care.

35.
Athletic
trainers
connect
the social
support
system
that the
patient
relies
upon with
necessary
resources
in or near
the
healthcare
facility.

12.
Athletic
trainers are
well
informed;
patients
need to tell
their story
only once.

21.
Appointment
scheduling
is easy.

3.
Athletic
trainers take
patients’
preferences
into account.

10.
Patient areas
in the
healthcare
facility are
clean and
comfortable.

2.
Athletic
training is
focused
on
improving
patients’
quality of
life.

15.
Athletic trainers
work as a team
in care delivery
to patients.

8.
Athletic
trainers
address pa
manageme

-5 -4 -3 -2 -1 0 1 2 3 4

Disagree                  
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Table 3
– Composite Q-Sort for Viewpoint 2

          17.
Athletic
trainers
involve the
patient’s
social
support
system to
assist their
emotional
response.

       

        35.
Athletic
trainers
connect the
social
support
system that
the patient
relies upon
with
necessary
resources in
or near the
healthcare
facility.

27.
Patients
receive
skilled
advice
before
discharge.

16.
Athletic
trainers
recognize a
patients’
anxiety
about their
situations.

     

      19.
The
healthcare
facility is
accessible for
all patients.

8.
Athletic
trainers
address pain
management.

6.
Patients are
supported in
setting and
achieving
their own
treatment
goals.

18.
Athletic
trainers pay
attention to
the patients’
anxiety
about the
impact of
their
injury/illness
on their
social
support
system.

15.
Athletic trainers
work as a team
in care delivery
to patients.

   

    14.
Patients
have a
primary
contact who
knows
everything
about their
condition
and
treatment.

13.
Patient care is
well
coordinated
among the
healthcare
professionals.

20.
Clear
directions are
provided to
and inside
the
healthcare
facility.

36.
Athletic
trainers
involve the
patient’s
social
support
system in
decisions
about the
patient’s
care.

24.
Athletics
trainers
provide
education
and
materials
respective to
one’s health
literacy level.

11.
Athletic trainers
ensure privacy
in the
healthcare
facility.

5.
Athletic
trainers
involve
patients
in
decisions
about
their care.

 

  22.
Waiting times
for
appointments
are
acceptable.

25.
When a
patient is
transferred
to another
healthcare
facility or
professional,
relevant
patient
information
is also
transferred.

26.
Patients who
are
transferred
are well
informed
about where
they are
going, what
care they will
receive, and
who their
contact
person will
be.

28.
Athletic
trainers
collect
information
through
patient-
reported
outcome
measures to
inform their
care
decisions.

10.
Patient
areas in the
healthcare
facility are
clean and
comfortable.

7.
Athletic
trainers
consider the
social
determinants
of health
when
planning
care.

34.
Athletic trainers
acknowledge
the role of a
social support
system in the
care of the
patient.

9.
Athletic
trainers
consider
patients’
daily
living
needs.

1.
Athlet
traine
treat
patien
with d
and re
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21.
Appointment
scheduling
is easy.

23.
Language is
not a barrier
to access to
care.

4.
Athletic
trainers
integrate the
ICF model
as a
framework
for delivery
of patient
care.

30.
Patients can
access their
medical
records.

12.
Athletic
trainers are
well
informed;
patients need
to tell their
story only
once.

29.
Patients are
well
informed
about all
aspects of
their
condition
and care
(e.g., clinical
status,
progress,
and
prognosis).

3.
Athletic
trainers take
patients’
preferences
into account.

32.
Open and
effective
communication
between
patients and
athletic trainers
occurs.

31.
Athletic
trainers
support
and
educate
patients
on
autonomy
and self-
care.

33.
Athlet
traine
have t
skills 
knowl
to pro
qualit
health
to var
patien
popul

-5 -4 -3 -2 -1 0 1 2 3 4

Disagree                  

Table 4 – Additional Open-Ended Responses
 

 
Table 5

– Viewpoint 1 Open-Ended Statements

Viewpoint 1: The Interpersonal Connection

Statement 1: “Every athlete that comes into our clinic for help deserves respect, period. We are all human beings. If we treat every person with dignity and
respect then they are more likely to be honest about their injury, trusting us and returning for other injuries.” (38-year-old female in the secondary school
setting with 13 years of experience)
Statement 33: “I personally have seen a variety of patients and of all walks of life and I've learned to adapt my approach and increase my knowledge to
accommodate a wide variety of patient populations. I feel often too that in many degrees this is under looked and under appreciated by our health care
system.” (35-year-old male in the independent contractor setting with 5 years of experience)
Statement 8: “Pain is the biggest reason for the patients to start looking for a healthcare provider.” (35-year-old male in the professional sports setting with
6 years of experience)
Statement 15: “I've felt that the medical professionals I've worked with have done an excellent job of consulting one another and providing care as a team.
Everyone has more experience in one �eld or area of the body than another and we have been effective at working as a team to provide the best care
possible.” (25-year-old male in the professional sports setting with 1 year of experience)
Statement 32: “Regardless of what setting or clinical a�liation I have had in the past, and with my personal career, I am HUGE on communication. I have
yet to see an athletic trainer not have open communication with their patients regarding all matters of their care. The beauty of this profession we truly get
to meet our "patients" as people before an injury when we need to call them patients.” (26-year-old female in the occupational health setting with 2 years of
experience)
Statement 5: “We de�nitely do our best to make sure the patient's voice is heard and incorporate their preferences as much as we are able.” (28-year-old
female in the independent contractor setting with 6 years of experience)

  
Table 6

– Viewpoint 2 Open-Ended Statements

Viewpoint 2: The Holistic Gatekeeper

Statement 2: “As healthcare professionals, the goal is to view the patient as a person and not just their injury to be able to provide the best care possible to
improve the patients' quality of life in all aspects, if possible, from work life, home life and all other qualities that are important/ful�lling to the patient. This
approach assists in helping the patient recover as a whole and not just recover from their injury/condition to allow the patient to improve their quality of
life in which athletic trainers can assist the patient with through various physical/holistic rehabilitation approaches.” (26-year-old female in the
occupational health setting with 4 years of experience)
Statement 33: “I believe that the skillset and preparation of Athletic Trainers is incredibly valuable and allows for practitioners to make a signi�cant
difference in the lives of a wide variety of patients in a broad array of healthcare concerns. Standardization of the certi�cation process, credentialing, and
continuing education requirements set a baseline expectation for quality of the profession.” (34-year-old male in the military/law enforcement/government
setting with 12 years of experience)
Statement 1: “Patient focused, quality healthcare is one of the primary values of my organization and the athletic training profession as a whole. Our
patients' well-being and quality of life should always be our top priority.” (28-year-old male in the secondary school setting with 6 years of experience)
Statement 9: “The patient’s daily activities are important moving to a healthy life, on and off the sport pitch.” (43-year-old male in the
amateur/recreational/youth sports setting with 14 years of experience)
Statement 31: “I truly believe patient needs to be independent upon discharge.” (36-year-old male in the hospital setting with 6 years of experience)
Statement 5: “I think the best practice is when patients have autonomy in their care. If the treatment is patient-centered, it will be tailored speci�cally to
their issues whether it be physical and/or mental/emotional and they will have greater buy-in to the plan.” (26-year-old female in the professional sports
setting with 4 years of experience)

Figures
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PCC Statement Lowest Statement Reasoning Highest Statement Reasoning

1. Athletic
trainers treat
patients with
dignity and
respect. 

0, 0% “Improving quality of life and maintaining it for the long term is what an athletic
trainer is essentially in place for no matter the setting.” (43-year-old male in the
hospital setting with 20 years of experience)

 

“I believe that what sets athletic trainers apart from most healthcare professionals is
the relationships that grow between clinician and patient and that helps us treat each
patient with dignity and respect and that helps further grow the patient's trust in us.”
(25-year-old female in the military/law enforcement/government setting with 4 years
of experience)

 

2. Athletic
training is
focused on
improving
patients’
quality of life. 

“Athletic training consistently prioritizes return
to play rather than an overall return to health
and function.” (27-year-old female in the
professional sports setting with 2 years of
experience)

“Quality is an important concept to what we do. Population health will be at the
forefront of healthcare, and we are population health experts. Quality of life is an
important component of population health, and we strive to improve quality of life
with every patient we see.” (35-year-old male working in the occupational health
setting with 11 years of experience)

 

“Quality of life is an all-encompassing statement and uniquely individual to each
patient; when I'm working one-on-one with a patient, I'm not addressing a hamstring
strain, I'm addressing a police o�cer or a recruit with posterior thigh pain who is
unable to complete a foot pursuit, so he loses his part time shifts and is also a new
dad who's unable to bend down and pick up his daughter. I consider all of these when
I'm working with a patient and trying to improve their overall quality of life through a
variety of physical & psychosocial interventions.” (26-year-old female in the
military/law enforcement/government setting with 5 years of experience).

 

3. Athletic
trainers take
patients’
preferences
into account. 

0, 0% “In my experiences, to maximize the patient’s outcome, the patient’s preferences on
treatments, exercises, or goal setting allow for better patent compliance, participation,
and ultimately a successful return to play.” (46-year-old male in the professional
sports setting with 24 years of experience)

 

4. Athletic
trainers
integrate the
International
Classi�cation
of Functioning,
Disability, and
Health (ICF)
model as a
framework for
delivery of
patient care.

“I do not know what this is, and therefore it
doesn't play a role in my practice.” (25-year-
old male in the professional sports setting
with 4 years of experience)

“I don't think that most athletic trainers know
what the ICF is.” (43-year-old male in the
hospital setting with 20 years of experience)

“I am unaware of the ICF process.” (25-year-
old female in the other setting with 3 years of
experience)

“I have never used [the ICF Model] as a
clinician, in fact I've never heard of it in any
continuing education I have done.” (29-year-
old female in the college/university setting
with 7 years of experience)

0, 0%

5. Athletic
trainers involve
patients in
decisions
about their
care. 

0, 0% “Athletic trainers try to work with all sorts of demographics and try to communicate
and work with them to facilitate the best care that works for them.  Often being more
informative than the doctors, and hospitals.” (55-year-old female in the occupational
health setting with 31 years of experience)

 

6. Patients are
supported in
setting and
achieving their
own treatment
goals. 

“Goals are set for them based on assessed
needs and MD orders.” (32-year-old male in
the clinic setting with 30 years of experience)

0, 0%

7. Athletic
trainers
consider the
social
determinants
of health when
planning care.

“When we are treating an athlete for an injury,
could be life threatening, we need to get them
the care they need. If it’s an emergency, they
need the kind of care to save their life; social
determinants are not what are going through
my mind. I want the body part treated and
worry about the other factors later.” (38-year-
old female in the secondary school setting
with 13 years of experience)

 

“You have to determine all aspects of the athlete’s life when you are taking care of
their health and well-being.” (27-year-old female in the secondary school setting with 5
years of experience)

8. Athletic
trainers

0, 0% “Because that is what we do... we address pain management and build our
rehabilitation programs.” (37-year-old female in the college/university setting with 16
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address pain
management. 

years of experience)

 

9. Athletic
trainers
consider
patients’ daily
living needs. 

0, 0% “Athletic trainers always look at daily needs of patients as �rst priority.” (35-year-old
female in the occupational health setting with 13 years of experience)

 

10. Patient
areas in the
healthcare
facility are
clean and
comfortable. 

“Yes.” (24-year-old female in the
college/university setting with 1 year of
experience)

“It has been a very rare circumstance that I've seen healthcare facilities without
appropriate accommodating and cleanly o�ces.” (29-year-old female in the clinic
setting with 6 years of experience)

 

 

11. Athletic
trainers ensure
privacy in the
healthcare
facility. 

“I believe the space and daily workings of
athletic training facilities often don't allow for
appropriate privacy. Delivering healthcare or
injury news often happens when other
patients are on adjacent tables, for example.”
(37-year-old female in the college/university
setting with 15 years of experience)

 

“Ensuring athlete/patient privacy in any setting should be the �rst thing in an athletic
trainer's mind.” (24-year-old male in the professional sports setting with 3 years of
experience)

 

12. Athletic
trainers are well
informed;
patients need
to tell their
story only
once. 

“I believe there is no limit to as many times as
a patient should tell "their story". Each time
the story is told new details may surface,
whether it be an emotional piece or another
physical detail. Patients will often say, "I
forgot about that". I think repeating the story
will eventually get all the pieces of the puzzle
that is their issue.” (26-year-old female in the
professional setting with 4 years of
experience)

 

0, 0%

13. Patient care
is well
coordinated
among the
healthcare
professionals. 

“Patient Care is well coordination among
healthcare professionals.” (51-year-old male
in the amateur/recreational/youth sports with
28 years of experience)

“Patient care is paramount.” (32-year-old male in the occupational health setting with
10 years of experience)

14. Patients
have a primary
contact who
knows
everything
about their
condition and
treatment. 

“Not every patient wants to involve others in
their personal care. If they invite others in
such as parents or a close friend, I am happy
to bring them up to speed. However, the
patient is my focus unless they are unable to
comprehend important information and
decisions.” (55-year-old male in the hospital
setting with 30 years of experience)

 

“Patients who are seeing multiple doctors do
not always know their diagnosis same with
their immediate support system. Often
patients believe that their full health history is
non-essential when treating certain injuries
and diagnosis and leave this out when
providing information at the beginning of
treatment.” (26-year-old female in the other
setting with 2 years of experience) 

 

“I believe one role athletic trainers �ll that other healthcare professionals may not is
the availability of daily contact with patients or student-athletes. This allows for a free
�ow of information and history understanding. Often times, an athletic trainer that
has worked with someone for 4 years straight is able to rattle off their health history
without chart review.” (37-year-old female in the college/university setting with 15
years of experience)

 

15. Athletic
trainers work
as a team in
care delivery to
patients. 

“In my experience Athletic Trainers do not
always reach-out for help and assistance.
 They have been taught that we are supposed
to work a lot of hours and its part of the job,
so they work really hard, and rarely ask for
assistance in things. We have so many skills,
and knowledge, and yes, we CAN do therapy
and return athletes back to participation
safely, but do we actually have the time, and
can we dedicate the time to each person, so
they get the "quality" of care they deserve?”
(37-year-old female in the secondary setting
with 19 years of experience)

 

“Athletic trainers are very much part of a team that provides care to athletes and
athletic populations.  As an athletic trainer, we work under a supervising physician.  In
my setting, I work closely with a full orthopedic clinic, surgical hospital, dentist,
physical therapists, chiropractors, as well as a strength and conditioning coach.  We
are all part of the larger team and organization.” (29-year-old male in the professional
sports setting with 6 years of experience)

 

16. Athletic
trainers
recognize a

0, 0% “In my opinion the mental health of athletes/patients is often an overlooked
component of any injury/illness. As patients start to think about their condition and
the impact of it, they can often send themselves into a downward spiral. As the front



Page 17/20

patients’
anxiety about
their
situations. 

line of healthcare, it is an important role of the athletic trainer to manage not only the
musculoskeletal side of the patient, but also their mental wellbeing. Too much
communication between patient and clinician is not a thing. A lot of uneasiness in
patients comes from not being well informed enough about pathology, treatment, and
prognosis. One of my main goals during any eval., treatment session, or anything of
the like is to walk the patient through it and explain everything that I am doing with
them. Open communication leads to better outcomes in my experience. Hopefully all
healthcare employees will keep this in mind when working with their respective
populations.” (22-year-old male in the secondary school setting with 1 year of
experience)

 

17. Athletic
trainers involve
the patient’s
social support
system to
assist their
emotional
response. 

“I don't see the importance of involving social
life into patient outcomes.” (32-year-old male
in the occupational health setting with 10
years of experience)

“Yes.” (24-year-old female in the college/university setting with 1 year of experience)

18. Athletic
trainers pay
attention to the
patients’
anxiety about
the impact of
their
injury/illness
on their social
support
system. 

0, 0% 0, 0%

19. The
healthcare
facility is
accessible for
all patients. 

“The healthcare system is not available to all
of my patients because some of my patients
do not have access to health insurance for
various reasons; and, therefore, these patients
are unable to afford the healthcare
recommended for return to sport after various
injuries/illnesses/conditions.” (28-year-old
male in the secondary school setting with 6
years of experience)

“In my experience, all buildings that I've been working in have been to federal/state
code.  Now, are they up to healthcare standards, probably not.” (48-year-old male in
the military/law enforcement/government setting with 21 years of experience)

 

“It’s my belief, in some professional settings, the TR is not all ways available to
younger (rookie) athletes or preventative type treatments. Our facility is available to
all.” (40-year-old male in the professional setting with 19 years of experience)

 

20. Clear
directions are
provided to and
inside the
healthcare
facility. 

“Many Athletic Trainers don't have contact
with patients prior to initial contact or often
don't know who is coming in and when.
Unless someone reaches out for speci�c
directions, usually no communication is given
for �nding the clinic. Signage can be
variable.” (34-year-old male in the military/law
enforcement/government setting with 12
years of experience)

 

0, 0%

21.
Appointment
scheduling is
easy. 

“Depending on the patient's insurance, I think
that getting an appointment with the
appropriate physician/practitioner can be too
di�cult and the process complicated.” (28-
year-old female in the independent contractor
setting with 3 years of experience)

 

“In my high school setting, I don't have
scheduled appointments, athletes walk in
when they need to or are told to by their
coaches.” (27-year-old female in the
secondary school setting with 5 years of
experience)

 

0, 0%

22. Waiting
times for
appointments
are acceptable. 

“Long wait times are not acceptable.
Emergencies are different. But just to see
someone and to sit and wait is no way to
treat a customer. Know how you work and
schedule accordingly.” (52-year-old male in
the secondary school setting with 28 years of
experience)

 

“When seeing patients in the o�ce it is
normal to run behind especially when they
need to see orthopedic physicians.” (23-year-

“My patients have almost no wait times.” (26-year-old female in the occupational
health setting with 3 years of experience)
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old female in the amateur/recreational/youth
sports setting with 1 year of experience)

 

23. Language
is not a barrier
to access to
care. 

“Language barriers are absolutely a large
barrier in the athletic training environment.
Whether English is a second language, or for
English speakers, if we aren't putting terms
into plain English and not speaking in
"medical jargon" it can be di�cult for our
patients to understand us.” (31-year-old
female in the military/law
enforcement/government setting with 10
years of experience)

 

“I am Japanese and know a lot of athletes
whose �rst language is not English. For those
it can be a huge barrier to communicate
especially if it comes into medical
terminology.” (35-year-old male in the
professional sports setting with 6 years of
experience)

 

“We have bilingual staff members, so language is not an issue.” (40-year-old female
in the professional sports setting with 18 years of experience)

24. Athletics
trainers provide
education and
materials
respective to
one’s health
literacy level.

“Literacy level not an issue with population I
work with.” (47-year-old male in the
military/law enforcement/government setting
with 25 years of experience)

“I think education of athletes is important. Giving patients the information, they need
and can do in order to stay healthy and do things on their own is very important.
 Especially when we are stretched so thin with the number of athletes we care for
daily.” (37-year-old female in the secondary school setting with 19 years of
experience)

 

25. When a
patient is
transferred to
another
healthcare
facility or
professional,
relevant patient
information is
also
transferred. 

“If the situation is not related to a work issue,
then no information is transferred unless the
patient communicates them self.” (37-year-old
female in the occupational health setting with
15 years of experience)

“Communication is key among health care professionals and making sure the
athletes know what is going on with their treatment and care is paramount.” (35-year-
old male in the college/university setting with 12 years of experience)

26. Patients
who are
transferred are
well informed
about where
they are going,
what care they
will receive, and
who their
contact person
will be. 

“Most other health care systems do not
understand who or what an athletic trainer is
so connecting with them is almost impossible
in the industrial setting and panel physicians
and organizations changing all the time.
 There is no consistency to build a
relationship.  They don't want to.” (55-year-old
female in the occupational health setting with
31 years of experience)

 

“Due to the rapidly changing medical staff in
the region as well as the multiple facilities
patients are transferred to, consistency is
sometimes a problem.” (28-year-old female in
the independent contractor setting with 6
years of experience)

 

0, 0%

27. Patients
receive skilled
advice before
discharge.

0, 0% “I believe I speak to all athletes before we let them start to practice or are released
back to an active life.” (44-year-old male in the secondary school setting with 18 years
of experience)

 

28. Athletic
trainers collect
information
through
patient-reported
outcome
measures to
inform their
care decisions.

“In my setting, it is important to get the athlete
back to playing condition and the athletes are
happier and report good outcomes if they get
back to playing. Therefore, I don't see the
value of patient reported outcomes in my
setting.” (24-year-old male in the professional
sports setting with 3 years of experience)

 

“Patient does not always be truthful about
their outcomes.” (67-year-old male in the
independent contractor setting with 40 years
of experience)

“I think athletic trainers do a great job of collecting information through various
patient reported outcomes so that we can help them in various ways.” (34-year-old
male in the occupational health setting with 10 years of experience)
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29. Patients are
well informed
about all
aspects of their
condition and
care (e.g.,
clinical status,
progress, and
prognosis).

0, 0% “Patient centered health care means that they as the patient are the "center of
attention" and understand what is going on with them, their condition, what goals are
throughout the rehab process and why they may not be improving or experiencing a
roadblock in their recovery. It’s crucial that the patient or athlete are continually
involved in the process and understand all decisions that surround the process.” (34-
year-old male in the professional sports setting with 9 years of experience)

 

30. Patients
can access
their medical
records. 

“Because we don't show patients their
information in our EPIC system.” (30-year-old
male in the military/law
enforcement/government setting with 4 years
of experience)

 

0, 0%

31. Athletic
trainers support
and educate
patients on
autonomy and
self-care.

0, 0% “A lot of what we do is focused on autonomy.” (28-year-old female in the
college/university setting with 7 years of experience)

32. Open and
effective
communication
between
patients and
athletic trainers
occurs. 

0, 0% “Communication is one of the most important tools humans have and to develop
trust between a patient and athletic trainer that communication must be there.” (32-
year-old female in the professional sports setting with 11 years of experience)

33. Athletic
trainers have
the skills and
knowledge to
provide quality
healthcare to
varied patient
populations. 

0, 0% “I think athletic trainers undervalue their own skillset. We are very gifted, amazing
clinicians that adapt on the �y. We are just used to giving our services for a very low
price, which needs to stop, and this area needs to improve.” (32-year-old male in the
military/law enforcement/government setting with 9 years of experience)

 

“Athletic trainers do not just cover �elds for athletic events.  We are generally the
medical professional on site that could get called to the aid of a referee, parent,
grandparent, or sibling of one of our athletes.  Our medical knowledge might be
centered around sports and returning athletes to play, but our general medical
knowledge translates to all populations.” (29-year-old male in the professional sports
setting with 7 years of experience)

 

34. Athletic
trainers
acknowledge
the role of a
social support
system in the
care of the
patient.

“Athletic Trainers do not recognize our role as
a health care provider that has a
responsibility to understand how injuries and
illnesses effect patients, and how it can affect
their role in society or in social circles.” (35-
year-old male in the occupational health
setting with 14 years of experience)

“The role of social support among patients and athletic trainers is extremely
important.  A large part of treatment relies on mental health and coping abilities, so if
a patient does not feel connected or feels alone, that will affect their recovery.” (31-
year-old female in the college/university setting with 10 years of experience)

 

35. Athletic
trainers
connect the
social support
system that the
patient relies
upon with
necessary
resources in or
near the
healthcare
facility.

“It is di�cult to communicate with or engage
with the patients social support system in this
setting.” (27-year-old female in the
occupational health setting with 5 years of
experience)

0, 0%

36. Athletic
trainers involve
the patient’s
social support
system in
decisions
about the
patient’s care.

“When we see patient's they often times don't
have their social support system available in
that moment and although we give the
athletes the option of taking time to make a
decision about treatment (speci�cally when it
involves more invasive practices) they simply
take the medical recommendation from us or
other members of our staff. So, it's not that
were preventing them from being involved,
but they aren't involved most times.” (25-year-
old male in the professional sports setting
with 1 year of experience)

 

“I picked it because I don't really think that
athletic trainers really get the social support

0, 0%
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involved when determining treatment. They
might mention to the patient how people
around them could help but they don't bring
that support in to discuss actually treatment.”
(25-year-old female in the military/law
enforcement/government setting with 4 years
of experience) 

 

Figure 1

Exploration and Implementation of the ICF Model (Adapted from the NATA News Disablement Model for the Athletic Trainer)


