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ety, blame, guilt, anger, hopelessness,
and loss of control; and behavioral-
athletes need to do something about
their condition. Considering the
above, it should be obvious that ATCs
cannot realistically expect their in-
jured athletes simply to comply with
prescribed treatments, unless there are

supports in place to deal with athletes'
questions and concerns.

The purpose of this article is to
offer some detailed and practical in-
formation on some of the more salient
psychosocial factors that have been
shown to have an impact on injury re-

habilitation adherence.

Abstract: Contemporary sports med-
icine literature has begun to address
more centrally the idea that treatment
adherence is a complex issue. Not only
must certified athletic trainers (ATCs)
possess knowledge about injuries and
subsequent rehabilitation protocols,
they also must be able to deliver
essential services in a manner that
predisposes treatment success.

Effective treatment of athletic injuries
necessitates consideration of various
psychosocial factors shown to
enhance rehabilitation adherence.
Detailed explanations of several
important ATC-athlete interaction pat-
terns and motivational strategies are

offered.

a ffective rehabilitation is con-

founded by the fact that there
are more than 200 variables

that can affect adherence.'6 Certainly
some of these variables are subsumed
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under the heading of certified athletic
trainers' (ATCs') competence (eg,
anatomical understanding of injuries
and selection of appropriate treat-
ments). However, knowledge about
injuries and rehabilitation can readily
be undermined by poor delivery. Both
ATCs'° and injured athletes9 recognize
that such psychosocial factors as so-

cial support, ATC-athlete rapport, and
goal-setting impact the success of any

prescribed rehabilitation.
Most athletic training text-

books ,2,6,20 contain material devoted
to such topics as developing a rela-
tionship between an athlete and an

ATC, setting attainable goals, and so-

cial support. However, coverage of
these topics is brief, leaving the devel-
oping ATC with limited opportunity to
either appreciate or integrate such in-
formation. It is necessary, of course,

for textbooks to focus on prevention,
description, explanation, and rehabili-
tation of athletic injuries, but the para-

dox is that ATCs' effectiveness may

well reside with their people skills (eg,
rapport, communication) as much or

more than with their clinical skills.
Adherence to rehabilitation necessi-

tates a partnership approach in which
ATCs and athletes collaborate to pro-

duce desired end results. ATCs ply
their rehabilitation skills on injured
athletes who face a number of chal-
lenges 19,22: cognitive-athletes need to
understand the nature of the injury,
treatment regimen, and prognosis for
recovery; emotional-athletes need to
deal with feelings of uncertainty, anxi-

Education
Educating injured athletes about

their particular circumstances is nor-

mally a necessary first step in the re-

habilitation process (Fig 1). We need,
however, to realize that athletes differ
in how much information they want.'7
Some will desire specific details,
whereas others will want to move im-
mediately to the action phase of "Let's
get on with it." And, as important as

education is, it does not guarantee that
athletes will adhere to their prescribed
treatments. 13,16 Quite simply, in-
creased insight and knowledge do not
necessarily lead to an increase in moti-
vated behavior. Failure to offer needed
and expected information, however,
may cause a loss of motivation.

It seems to us (reinforced by oth-
ers23) that the important issues are:

what to communicate, how much to
communicate, and how to deliver the
message. A great deal of relevant in-
formation could be discussed with the
athlete, including the athlete's previ-
ous injury history, his/her particular
role on the team, the athlete's motiva-
tional level, personal reactions to the
injury, effects of the injury (eg, nature,
severity, activity limitations, and pain
expectations), treatment rationale,
comparisons with previously injured
and rehabilitated athletes, and progno-

sis.2' Selecting the points that are im-
portant to each particular athlete is a

challenge for the ATC.
Previous investigations dealing with

ATCs'l" and injured athletes'9 atti-
tudes and judgments about injury re-
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The dilemma faced is the huge
the usual rehabilita- amount of potentially valuable infor-
ails all ATCs discuss mation that could be shared with ath-
d athletes (eg, type, letes. How much should be explained?
ity, and duration), we Perhaps a good starting point might be
s consider some pre- to ask: "Do you want to know what's
e-prevention train- happened and what's to follow?" We
ily unlikely that in- would be surprised if that question
will be maximally failed to generate some questions from
ommitted to all as- the athlete. Our suggestion is to key
ibilitation all of the off athletes' questions or quizzical de-
[here is no intent to meanor, meeting them at the point of
ense to be irresponsi- their needing to know.
)f adherence lapses Certain questions do not permit dis-
)gnized and at least crete and definitive replies. For exam-

ple, when the athlete queries: "How
long am I going to be out?," a most
appropriate response might be: "How
hard are you prepared to work at your
rehab?" Two important messages are
inherent in this answer. First, it lets the
athlete know that this is indeed a part-
nership arrangement, one in which he
or she is expected to play a major role.
ATCs work with and support injured
athletes' rehabilitation efforts; they do
not do the work for injured athletes.
We feel it is very important that ath-
letes understand their place in the part-
nership and accept maximum respon-
sibility for the outcome. Second, it is
evident from what we know about the
complexities of treatment adherence
that a discrete and categorical re-
sponse is often not possible. The suc-
cess of the rehabilitation depends not
only on the character of the athlete un-
dergoing the treatment but also on the
quality of the personal healing envi-
ronment that is created by the interac-
tions of the ATC and the athlete. But,
if the issue of length of treatment is
pressed by the athlete, then perhaps
the best response is to offer a time
range, with minimums and maximums
derived from your personal experi-
ences.

Substantial evidence indicates that
there are gaps in people's comprehen-
sions of medically related informat-
ion.'6 A couple of humorous anecdotes
might cause us to conclude that the
following individuals needed to re-
ceive more information about their re-
habilitation. One athlete was told that
he would have to achieve more than
90% on the upcoming Cybex test in
order to return to action. He respond-
ed: "How do I study?" The explana-
tion of the criterion of functional ca-
pacity apparently did not register here.
A patient with a back problem was
told to stretch every 2 hours. When he
returned the next day, he looked terri-
ble. He indicated, with some apprecia-
tion, that his back was substantially
better, but his awaking every 2 hours
certainly played havoc with his sleep.
The rehabilitation assignment worked
but not quite like the physical therapist
had intended. Some excellent sugges-
tions and guidelines for prescribing
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treatment regimens and giving infor-
mation are offered in Meichenbaum
and Turk's16 illuminating book on fa-
cilitating treatment adherence.

Communication
Although what and how much in-

formation to disseminate is important,
how it is communicated may deter-
mine the degree to which the informa-
tion is received and processed. ATCs
seem to recognize clearly the signifi-
cance of a positive and sincere com-
munication style.22'23 This necessitates
a degree of honesty and realism (eg,
severity of an injury, effort needed,
and pain and difficulties to be encoun-
tered), interspersed with healthy doses
of optimism (eg, others have done it
before you). More specifically, the fol-
lowing guidelines are germane to in-
jury rehabilitation adherence.
1. "Establish a trusting supportive re-

lationship and demonstrate interest
in the patient (athlete). Use a warm
and empathic manner, conveying
competence, confidence, and
knowledge concerning treatment
regimen, and a sense of
optimism."'6

2. "Be specific, clear, detailed, con-
crete, and simple in communicat-
ing and giving instructions... Use
down-to-earth, non-technical lan-
guage without medical jargon."16

3. "Repeat important information
when possible. Reinforce essential
points."'6

4. "Use oral and written material
together.... Supplement when
appropriate with... anatomical
models.... take-home booklets,
newspaper or magazine articles."'6

5. "When providing patients (ath-
letes) with a course of action to be
adhered to, stress how important it
is.'916

6. "Promote active reworking of ma-
terial (eg, ask the patient (athlete)
to restate the information
given)." 16
The above suggestions highlight

how important it is for athletes to listen
to what ATCs tell them. In fact, it has
been reported elsewhere that a willing-
ness to listen to ATCs' directions and
suggestions is the most important char-

acteristic for athletes in coping with
their injuries.23 But, the essence of ef-
fective communication is that both par-
ties listen to what the other has to say
(ie, two-way communication). What
appears paradoxical is that ATCs do
not rate their own capacity to listen as
that significant.23 Because communica-
tion is so crucial, we implore our col-
leagues to become better listeners.

Perhaps our best estimate of the de-
gree of rehabilitation adherence we
can expect from an injured athlete
comes from the response to the fol-
lowing question: "Do you sense that
you'll be able to handle the rehab?"'16
To the degree that the athlete does not
hesitate, affirms your realistic and op-
timistic viewpoint, and indicates that
she or he is ready to begin, you have
received the response most likely to
predispose adherence.

It is important that coaches rein-
force the information athletes receive
from ATCs. Consistency about mat-
ters such as the date of return to prac-
tice and competition, the likely role
upon return, and performance expecta-
tions is essential to rapport. Contradic-
tory messages tend to confuse athletes,
leading them to assume that someone
is not telling the truth. You can imag-
ine what that might do to trust and
mutual respect.

ATC-Athlete Rapport
Getting injured athletes started on

their rehabilitation with the attitude
that they can carry out the prescribed
treatment is an important first step.
Long-term motivation or adherence,
however, will depend in large part on
the rapport that develops between the
ATC and athlete. Rapport is perhaps
best characterized as a sympathetic or
empathic relationship between the two
parties. When this relationship is born
out of mutual respect, a true partner-
ship forms, wherein each party takes
responsibility for the rehabilitation
outcome.
ATCs can demonstrate their interest

in athletes by having enough working
knowledge to discuss things as: the
position the athlete plays, the athlete's
role on the team, and dates of upcom-
ing games. For the partnership to

work, ATCs must listen to athletes and
address some of the agenda items that
athletes perceive are important. In a
recent investigation,9 it was reported
that previously injured and rehabilitat-
ed athletes expect the following from
ATCs: caring attitude, firm treatment,
assistance in dealing with their pain,
assessment of needed effort, consider-
ation of their other commitments,
treatment efficacy expectations, super-
vision, monitored progress, and honest
feedback. It seems very clear that ath-
letes enter the rehabilitation arena not
only with specific expectations they
hope will be fulfilled but also with the
anticipation that there will be some
ground rules on which their rehabilita-
tion regimens will be based. For ex-
ample, being firm and demanding with
athletes does not hinder rapport; ath-
letes want structure.

Another essential feature of rapport
is trust, more so on the part of the ath-
lete. ATCs need to demonstate their
competence, especially if their reputa-
tion is not well established in their
present setting. We are not suggesting
that you create highlight films of your
successful rehabilitations or publish
endorsements from previously rehabil-
itated athletes. But, there is a need to
reassure the injured athlete that you
have the knowledge and experience to
deal with his or her particular condi-
tion. A confident demeanor, punctuat-
ed with relevant comparisons to other
injured athletes with whom you have
dealt, will certainly make the injured
athlete feel more comfortable with
you.

Social Support and
Encouragement
The weight of the available evi-

dence reveals a positive relationship
between social support and medically
related adherence.3'8 The essence of
social support is caring, listening, and
encouraging. In order for ATCs to be
classed as "significant others," they
need to encourage athletes to have
positive self-thoughts, understand the
individual nature of motivation, and
enhance athletes' self-confidence.23
ATCs are in the position to orches-

trate a very powerful system of social
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support from injured athletes' coaches
and teammates.7 Coaches can be noti-
fied of the date and time of rehabilita-
tion sessions, and they can be encour-

aged to show up at a session
personally. Teammates can also be re-

quested to drop in on injured col-
leagues to help them maintain a de-
gree of contact with their sport.
Interestingly, findings indicate that
teammates are not seen as important
sources of social support for injured
athletes.9 However, that is only be-
cause athletes have seldom been inten-
tionally placed into the support system
by coaches. If that oversight is reme-

died, then we predict that teammates
will indeed be a powerful supportive
force on injured athletes' rehabilita-
tion adherence.
Anything that can minimize the

psychosocial distance between the in-
jured athlete and the sport environ-
ment would likely enhance
adherence.'0'23 Transporting a bicycle
ergometer or resistive equipment to
the practice field or gym for injured
athletes' on-site rehabilitation will
tend to keep athletes involved with
their teams, a significant factor in
treatment adherence (Fig 2).

Earlier we addressed the partner-
ship concept relative to rapport, and
we believe this concept can be extend-
ed to social support. Where there are

athletes undergoing similar rehabilita-
tion (eg, bicycle riding and resistance

Fig 2.-Injured athlete using bicycle

ergometer on the practice field.

training), they can be matched. This
will tend to offer each of them a more

realistic comparison of the quantity
and quality of work done, rather than
placing them in a situation where their
physical deficiencies are amplified.

Based upon athletes' comments,
Weiss and Troxel2' suggested that
ATCs consider two supportive strate-
gies-peer modeling and injury sup-

port groups. The former involves
putting a currently injured athlete in
touch with a previously injured and re-

habilitated athlete, possibly with a

similar injury. Empathy, honest real-
ism, and optimism are the anticipated
outcomes of this supportive interac-
tion. For those injured athletes who
seem to have less coping capacities, it
might be useful for them to have a cir-
cle of peers with whom they interact
about various aspects of their injuries
and rehabilitation. The injury support
group might provide the motivation
for the injured athlete to deal with all
that recovery from injury entails.

Although it might seem that parents
would be a logical support source for
injured athletes, previous findings in-
dicate that parent support is not seen

as essential.23 Also, it may well be a

breach of confidence to involve par-

ents in the rehabilitation process with-
out the athlete's permission. These
points notwithstanding, we still think
it is a good idea to ask the question:
"Have you talked with your folks
about your injury?" Our basic stance
is to attempt to invoke social support
from all potential avenues, because it
is so crucial to treatment adherence.3

Personalize Treatment
To be effective, ATCs must match

the rehabilitation regimen (ie, type, in-
tensity, frequency, and duration) with
their perceived assessment of injured
athletes' characteristics." For exam-

ple, it would not seem wise to expect a

lesser motivated athlete to perform all
exercises to the same extent as a high-
ly self-motivated athlete. Although
there may well be ideal rehabilitation
schedules that can be used as models,
the key to rehabilitation effectiveness
is that the work indeed gets done. It
might be preferred from ATCs' and

coaches' perspectives that athletes
complete their rehabilitation in the
shortest time possible, but it seems

clear that athletes are best served if
they complete the rehabilitation, no

matter the length of time. Essentially,
the rehabilitation prescription is char-
acterized more by its manageability
than by its efficiency.

This, then, leads us to the concept
of tailoring. Because athletes' injury
treatment progress is as individually
different as the type and severity of
their injuries, it seems only reasonable
to conclude that treatment be criterion-
based. If specific functional progres-

sions are used as criteria to return to
sport participation, then ATCs will be
more able to deal with athletes' and
coaches' typical queries: "Can I play
this Saturday?"; "Will she be ready for
the playoffs?"; "How much can he
do?" Depending on the general and
specific tasks that can be performed,
ATCs will be able to assess whether a

particular athlete is a day ahead or

three days behind the anticipated
schedule. The inescapable conclusion
is that ATCs need to focus more on ac-

tual people progression than on ex-

pected textbook progression (Fig 3).
In addition to individualizing treat-

ment, ATCs might consider an individ-
ualized behavioral approach, such as

goal setting,5'7"2 to assist their injured
athletes along the path of treatment ad-
herence. More pointedly, it has been
argued in the athletic training literature
that behavioral facilitation is severely

1-

*

Fig 3.-Using functional progres-
sions to measure rehabilitation
progress.
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underestimated and underused in the
field of injury rehabilitation.5

Goal Setting
Even though we recognize that an

injured athlete's rehabilitation proto-
col is sometimes clearly delineated by
healing restraints and/or a physician's
prescription, there are many other oc-

casions when ATCs might find it ben-
eficial to help injured athletes set par-

ticular rehabilitation goals and strive
to attain them.

It is our experience that as many as

90% of the injuries we see are short-
term (ie, not more than 1 week in du-
ration). Remediation in these cases is
by necessity criterion-based, empha-
sizing the attainment of daily goals.
Once the athlete can perform the gen-

eral and then the specific task de-
mands of her or his sport and position,
that athlete can return to participation.

Elsewhere it has been argued that
striving for and attaining goals may

separate previously injured athletes
who will return to competition within
the prescribed time frame from those
who do not,5 may serve to motivate
athletes through effort and persist-
ence,21 and may provide a sense of ac-

complishment that is motivating and a

real confidence builder.10'21'22 Goal at-
tainment is rewarding, so much so that
rehabilitation adherence is doubled for
those individuals who achieve their
goals. 14

To maximize the effectiveness of
goal setting in your rehabilitation en-

deavors, specific suggestions are of-
fered. Long-term goals are certainly
important but they do not provide the
needed motivation for daily workouts.
9,10 Short-term goal attainment (eg, 5°
increase in knee flexion by the end of
the week) imbedded in a long-range
plan allows the injured athlete to see

much needed immediate improve-
ment, thereby creating optimism that
enhances rehabilitation adherence.5"12

"Do your best" goals do not work
as well as goals that are explicit, spe-

cific, and numerical.'2 DePalma and
DePalma5 offer a good example of the
latter: "After determining the athlete's
(ACL injury) aerobic capacity, the
Tuesday and Thursday workout might

be presented as 30 minutes of cycling
at 2 kp, 50 rpm, followed by 3 minutes
of step-ups on a 6-inch step, all per-

formed pain free."
Goal setting works to change or re-

inforce behavior, but what kind of
goals will injured athletes strive for?
Goals need to be set high enough to
offer a real challenge and yet be realis-
tic enough to be attainable.'2 For ex-

ample, at a certain point in ankle, knee,
and/or hip injury rehabilitation, an

ATC might set the goal of balancing
on the BAPS Board for 30 seconds.

Once goals are set, they are often
viewed as permanent and unchange-
able, even if their attainment is prob-
lematic. Goals need to be viewed as

flexible, much like plans for doing
anything else. Inflexible goals will
tend to frustrate injured athletes and
may even demotivate them and ham-
per their progress-just the opposite
of the intended outcome. If a return-
to-competition goal appears too ambi-
tious, then both the athlete and ATC
need to reassess that goal. Even
though the athlete may be frustrated
and disappointed, striving for an unre-

alistic goal may create even additional
problems (eg, aggravated injury and
negative attitude).

It has been suggested that target
dates and subsequent strategies for
goal attainment ought to be ident-
ified.'2 Following knee surgery, cer-

tain milestones might be outlined:
stitches out in 10 days, 90° knee flex-
ion by 3 weeks, and off crutches by 5
weeks. Unfortunately, the discomfort
associated with rehabilitation (eg,
soreness, fatigue, and pain) can deter
injured athletes from pursuing their re-

habilitation goals. It might be useful,
therefore, to lessen the sensory impact
by using distraction techniques.7
Teaching injured athletes to focus on

their breathing, to concentrate on play-
ing again, or to "do 10 more" offers
them strategies that will assist them in
working through their inevitable dis-
comfort.

It is important that goal attainment
be recorded, either daily or weekly.
Consider the "expect, record, and in-
spect" strategy. As an athlete com-

pletes the expected rehabilitation goal

(eg, three sets of 10 reps using 25
pounds of resistance), he or she
records that on the rehabilitation re-

port. Periodically, the ATC in charge
of that athlete's rehabilitation inspects
the progress. The athlete recognizes
the achieved goal, and the ATC veri-
fies and validates that satisfactory
progress is being made. Feedback is
absolutely necessary for continued
goal striving,'2 and data from the reha-
bilitation report offer the substance to
address.

The following cautions are offered
to avoid pitfalls in goal setting:'2
* Setting too many goals too soon.

* Setting goals that are too general.
* Failing to recognize individual dif-

ferences.
* Failing to modify unrealistic goals.
* Failing to create a supportive at-

mosphere in which goals can be at-
tained.

Monitor Progress
Injured athletes must come to ac-

cept what ATCs already know-reha-
bilitation gains come in relatively
small increments. Just as the person on

a diet expects rapid weight loss, many
athletes expect a miraculous speedy
recovery. At the onset of rehabilitation
counseling, prior to the initiation of
the workout regimen, we suggest that
it would be useful to guide athletes'
expectations of progress. There are

several potentially valuable constructs
that could be used to explain the reali-
ty of how the rehabilitation will likely
progress.

All the healing that takes place is
not necessarily evident in enhanced
ROM because there need to be periods
of neural consolidation and integra-
tion. These periods are often referred
to as plateaus, a flattening out of the
progress curve. However, without
these so-called plateaus, there will be
no incremental gains. As long as the
injured athlete is positively stressing
the injured area, there is bound to be
some advancement, whether apparent
or not. This is a basic theme of growth
and development (Principle of Spiral
Reincorporation), and it applies as

well to rehabilitation as it does to

learning.

316 Volume 280 Number 4 * 1993



At an advanced point in the rehabil-
itation process, gains will be realized
in smaller and smaller increments.
This again parallels what athletes
probably already recognize about how
they acquired their sport skills. A few
bouts of practice to a highly skilled
athlete cannot be expected to lead to
major increases in skill. Athletes,
therefore, need to come to grips with
this Law of Diminishing Returns and
not expect the same rate of progress
toward the end of the rehabilitation
period that they experienced in the be-
ginning. Athletes are likely to face un-
necessary frustration unless they rec-
ognize this ceiling effect.

The practical application of this in-
formation for ATCs is not to overdo
progress assessments. For example,
repeated girth measurements on the
quadriceps are not going to be very
enlightening or pleasing unless ade-
quate elapsed time between assess-
ments is allowed. Rehabilitation exer-
cises require time to produce effects.
To draw a parallel: Nothing is more
depressing to a person on a restricted
diet and an exercise program than
weighing in every day and seeing little
initial weight loss; sometimes weight
is even increased from day to day.
Give the program a chance to show its
inevitable subsequent benefits.

Return to competition results when
the rehabilitation is completed to the
satisfaction of the sportsmedicine
staff. ATCs can depersonalize the
monitoring of progress by turning re-
sponsibility over to the system. This
tends to reduce friction between ath-
letes and ATCs. Sometimes, an ATC
might decide to accentuate or strength-
en the physician's suggestions. Rather
than stating, "You can return to play
only when your rehabilition is com-
plete," the assertion is made that "The
doctor indicated that you cannot play
until you've been cleared."

Alternatively, the return to compe-
tition can be based on some specific
criteria. For example, the printed re-
sults of isokinetic testing are very tan-
gible and visible to athletes (Fig 4).
They can be informed that they will be
able to return to play once the con-
tralateral quadriceps deficiency falls

below 10%, based on Biodex peak
torque, total work, and maximum
work readings.

Additionally, because ATCs see in-
jured athletes on a daily basis, they
have the advantage of using functional
progressions to monitor rehabilitation
progress (Fig 3). Athletes are making
progress when they can successfully
meet the general task demands of their
sport (eg, walk without a limp, jog,
jog around corners, and jog on uneven
surfaces). They are ready to return to
play when they can meet the salient
specific task demands (eg, throw 50
pitches without shoulder pain, throw
80 mph, and twist 1800 and make a
throw). Functional progressions afford
both ATCs and athletes the opportuni-
ty to measure the progress of their
joint rehabilitative efforts against
some very concrete and meaningful
criteria. Once athletes recognize and
accept the established criteria, the
groundwork for return to competition
is laid.

Oldridge and Jones,18 using a cog-
nitive behavioral approach, describe a
self-monitoring strategy that could be
readily adapted to the rehabilitation
arena. Athletes can record relevant in-
formation in a small notebook or on
diary sheets (eg, time of day, intensity
of workout, duration of workout, and
subsequent feelings about such ac-
complishments). Progress across rea-
sonable time frames (ie, weekly)

Fig 4.-Sharing isokine
results with athlete.

might be plotted on graph sheets. The
more involved injured athletes get
with their rehabilitation and its suc-
cesses, the more likely they are to
commit themselves to the prescribed
program's completion.

Make Athletes Responsible
In an earlier investigation,'0 ATCs

suggested that athletes need to feel re-
sponsible for their own rehabilitation.
Adherence to rehabilitation is more
likely if athletes also feel some degree
of responsibility to others (eg, team-
mates and coaches).

Rehabilitation has both passive and
active components; modalities are pas-
sive and temporary but participation is
active and enduring. ATCs can moni-
tor and record progress and reinforce
expectations, but athletes' self-respon-
sibility will be enhanced by having
them participate in these matters. Even
though you set standards for specific
workouts (eg, a sequence of Williams'
flexion exercises), you might consider
setting minimum and maximum stan-
dards and then holding athletes ac-
countable for attainment. Sometimes it
might be useful to give athletes choic-
es as to which workout they prefer
(eg, treadmill, bicycle, or stair
climber) (Fig 5). It seems reasonable
to believe that athletes will be more
responsible if they play a part in the
decision making.

Threats and Scare Tactics
Negative reinforcement is consid-

ered by some to be motivational, but it
appears that there is a certain inherent
danger in using large doses of threats
and ultimatums. Perhaps the biggest
drawback is deciding what to do if the
threat does not work. At best it is a
lose/win situation. The ATC who
threatens the athlete with a "do it or
else" ultimatum runs a high risk of
harming rapport with that athlete, even
if the athlete passes the test. However,
it can even end up being a lose/lose
situation if the athlete does not ade-
quately complete the stipulated task.
Then, the ATC is in the position of
having to withdraw services or prevent

etic testing the athlete from returning to competi-
tion.
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Fig 5.-Giving athlete the choice of
exercise apparatus.

ATCs have reported mixed atti-
tudes and judgments about the effec-
tiveness of negative reinforcement.10
Over three-quarters of those surveyed
indicated that threats and scare tactics
are the least successful rehabilitation
adherence strategy. And, yet, threaten-
ing to withdraw sport participation for
those athletes who do not satisfactorily
comply with rehabilitation dictates
was seen by 7% of these ATCs as a

successful adherence strategy.
Likewise, over half (58%) the in-

jured athletes surveyed claimed that
threats and scare tactics would not
work for them.9 Moreover, some of
them commented that they would lose
respect for any ATC who attempted to
use such a strategy.

Negative reinforcement appears to
be a double-edged sword. It may work
to achieve certain rehabilitation goals,
but it may just as readily work against
the ATC wielding the threat. Our ex-

perience tells us that threats work for
some people some of the time. And, it
is to this point that the following sug-

gestions are made.
Where possible, change the threat

into a challenge. Rather than dictating a

900 knee flexion by the end of the week
or else, why not consider asking, "Can
you get to 90° knee flexion by the end
of the week? I believe you can, with a

good week of workouts. Let's do it!"
The emotional component of the

threat can be removed by personaliz-
ing the demand by involving the ath-
lete in the rehabilitation process or by
depersonalizing the demand and mak-

ing it a matter of fact. As we described
earlier, using functional progressions
(both general and specific) removes

the onus of the ultimate decision from
the ATC. If there is any "blame" to be
allocated following unsuccessful pro-

gression testing, it does not fall on the
ATC.

Use threats, if you must, as your

last resort when all other motivational
strategies have failed. At this point,
the athlete's rehabilitation is not pro-

gressing, and you have little to lose. If
they work and the athlete can see the
progress, then maybe the rehabilitation
goals will be pursued vigorously
enough to complete the prescribed
regimen.

Conclusion
All of the strategies explained here-

in were triggered by previously sur-

veyed ATCs.'O We expanded on these
suggestions in the hopes that ATCs
would see the value, as we do, in of-
fering motivational support to their re-

habilitating athletes. From the smor-

gasbord of strategies offered, we

would ask you to consider implement-
ing those that seem comfortable for
you and/or those that seem like they
would enhance your athletes' rehabili-
tation adherence. Your goal, like ours,

is to return injured athletes to normal
function, whether it be in the sports
realm or life following sport participa-
tion. We believe that you will be even

more effective if you integrate some

of these suggestions into your rehabili-
tation prescriptions.
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