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ABSTRACT
THE IMPORTANCE AND MEASURABILITY OF SELECTED NATA
EDUCATIONAL COMPETENCIES AS PERCEIVED BY CERTIFIED ATHLETIC
TRAINERS AND TEAM PHYSICIANS
By

Sally Eaves Nogle

The purpose of this study was to describe the measurability and importance of the
competencies in the general medical conditions and disabilities content area of the
National Athletic Trainers’ Association educational competencies as perceived by
athletic trainers and team physicians. This content area is only one of twelve content
areas that define the competencies necessary for the entry-level athletic trainer.

Four research questions guided this study: (a) the extent to which stakeholders
perceive that the educational competency statements in the general medical conditions
and disabilities content area are measurable; (b) the extent to which the stakeholder
groups differ on the perceived measurability of each of these competencies; (c) the extent
to which stakeholders perceive these competencies as important; and (d) the extent to
which the stakeholder groups differ on the perceived importance of the competency
statements.

The instrument included the competencies, paired with 4-point Likert-type scales
for rating both importance and measurability. The stakeholder groups included 420
certified athletic trainers (ATC) from college and university settings; 384 “professional”
ATCs from high school, clinic, industrial, and professional sports settings; and 122 team
physicians who were members of the American Society of Sports Medicine or the

American Orthopedic Society of Sports Medicine.



The results of the study revealed that participants had a wide range of perceptions
about the measurability and importance of these competencies; however, there were no
statistical differences in perceived measurability or importance across stakeholder groups.
Overall, the measurability of the competencies was perceived to range from “somewhat
measurable” to “measurable.” The competency perceived to be the easiest to measure
was “assessing vital signs,” and the least measurable was “supporting the moral and
ethical behavior of athletic trainers in dealing with diseases for the persons who are
physically active”. Measurability issues occur because a competency is not easily
observed, it involves uncommon conditions or situations, it is difficult to simulate, and/or
the competency statement is unclear.

The ratings for importance demonstrated that overall, the affective domain and
psychomotor assessment competencies were perceived as the most essential. The
competency perceived to be the most important was “‘recognizing postconcussional
syndrome,” while the least important was “describing common conditions of the breast™.
Some of the less important competencies may be beyond the scope of duty for the entry-
level ATC.

Overall, 37% of the 57 competencies were rated low in both measurability and
importance. Further breakdown of these competencies revealed that 49% of the
cognitive, 25% of the psychomotor assessment, 11% of the psychomotor treatment, and
none of the affective competencies were in the “low-low” category. The results of this
study demonstrate a need to further evaluate the NATA educational competencies since
they are the basis for the accreditation of athletic training programs and the certification

of athletic trainers.
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CHAPTER 1
INTRODUCTION

The educational competencies of the National Athletic Trainers’ Association
(NATA) represent the key knowledge and skills needed by entry-level certified athletic
trainers. The educational competencies have been revised and expanded numerous times
since the 1980’s; however, they have not undergone rigorous evaluation to determine if
the outcomes are measurable and essential. This evaluation is crucial because these
competencies are receiving increased attention as the basis for the accreditation of athletic
training education programs and the associated revisions of athletic training curricula
nationwide. In addition, the educational competencies are the foundation for the national
athletic training certification examination. Accordingly, the evaluation and refinement of
these competencies would provide a means to assure a level of quality critical to the
profession.

The first edition of the NATA competencies was developed in the 1980’s after the
completion of a professional role delineation study (Grace, 1999). Subsequent editions
were written as repeated role delineation studies were completed with the results
documented as revised competencies. In 1999, the NATA competencies were increased
from 191 to 542 with the addition of 696 clinical proficiencies (NATA, 1996; NATA,
1999). The 542 competencies that appear on the revised list represent a huge amount of
content to be covered in an athletic training educational program.

Furthermore, the National Athletic Trainers’ Association Board of Certification
(NATABOC) recently mandated that beginning in 2004 to be eligible to qualify for the

National Athletic Trainers’ Association (NATA) certification exam, a student must have



graduated from an accredited program (Hunt, 1998; McMullan, 1997; NATA Education
Task Force, 1997). This mandate effectively eliminates the former internship route to
certification, thereby altering the educational methodology currently used to educate
athletic trainers at most universities. Instead of working as mentors to student athletic
trainers in an internship arrangement where a minimum of 1500 hours of apprenticeship
were required, athletic training educators must focus more on formal coursework under
the new requirements. Many collegiate athletic training educators will restructure the
educational programs at their institutions to conform to accreditation guidelines as
specified by Commission on Accreditation of Allied Health Education Programs
(CAAHEDP) of the American Medical Association (AMA). In most cases, this will lead to
an escalation of the number of athletic training courses taught at participant institutions.
As athletic training programs are restructured, their curricula must include the NATA
educational competencies (NATA, 1999).

Athletic training educators face challenges when attempting to implement the
NATA competencies into the university curriculum. There are concerns about the number
of competencies required. This was illustrated by comments posted on the athletic
training education listserv that discussed the concerns about how to teach and develop
competence in all these areas. Some thought that the competencies have gone beyond
“entry-level.” One person referred to this problem as “competency overflow.” Another
commented “... I look at the competencies which have been put forth and wonder how it
can be done in 4-5 years of school. I think that many of the proponents of these new
competencies, most with 10-20 years of experience, didn’t learn all of the stuff they say

kids should learn, in school....” A student listserv respondent even discussed his



frustration when presenting information on one specific competency for a class project
and found the amount of instructional time necessary to teach the implied competency
overwhelming. He had presented, but not developed competence in only half of one of
the general medical conditions and disabilities competencies in 1.5 hours. His concern
was that the time it would take to truly develop competency in only half of that
competency would preclude the students from learning some other competencies that he
felt were more important. These comments illustrate common concern over both the
number and the importance of the NATA competencies.

There are a limited number of credits and curricular opportunities in every
educational program. It is imperative that the importance of the competencies is
identified so that high priority content will be emphasized in the curriculum. Therefore, a
critical issue of the study is to determine the importance of competencies proposed for
inclusion in a program. The NATA has done a good job of delineating competencies, but
with the concerns voiced, it is time to take a realistic look to determine if all of the
current competencies are truly essential for the entry-level certified athletic trainer.

In addition to the number of competencies, there is concern about the potential
variability of interpretation of each competency by athletic trainers. A competency must
be clearly written to achieve interpretability and measurability. When competencies can
be accurately measured, a standardized understanding of the most important knowledge
and skills necessary for becoming a successful athletic trainer can be established. This, in
turn, contributes to the educational process because programs can be designed to achieve
intended curricular outcomes. Conversely, if a competency’s standards of achievement

are variable across athletic trainers or sports medicine physicians, the competency



statement must be revised to provide its intended curricular guidance function. Hence,
curriculum development and evaluation standards will be stronger and more purposeful
with measurable competencies.

An example of a problem in this area occurred when the investigator tried to
develop a rubric for the affective domain competency conceming “supporting the moral
and ethical behavior of athletic trainers when dealing with diseases of athletics and
physical activity.” In attempting to help standardize student evaluation within the staff
members at her institution, it was found that there was a lack of consensus on the
meaning of the competency statement. Therefore, it was not possible to develop a rubric
because everyone wanted to measure something different. A lack of measurability may
be due to the vagueness of a statement or, the difficulty in measuring some competency
areas. Both difficulties are aided, however, by addressing the measurability of each
competency statement.

The NATA'’s revised educational competencies specify the outcomes that students
should possess upon completion of an accredited athletic training educational program.
Competencies are grouped into twelve content areas: (a) risk management and injury
prevention; (b) pathology of injuries and illnesses; (c) assessment and evaluation; (d)
acute care of injury and illness; (e) pharmacology; (f) therapeutic modalities; (g)
therapeutic exercise; (h) general medical conditions and disabilities; (i) nutritional aspects
of injury and illness; (j) psychological intervention and referral; (k) health care
administration; and (1) professional development and responsibilities. Within each

content area the competencies are distributed among three domains: cognitive,



psychomotor, and affective. One content area, general medical conditions and
disabilities, is the focus of this study.

The general medical conditions and disabilities area was chosen because it
includes a wide range of competencies in which both athletic trainers and sports medicine
physicians have been educated. In addition, several concerns have been expressed about
this area on the athletic training educators listserv. Some athletic trainers feel the
competencies in this content area are outside the scope of athletic training, and that they
are better left for the team physician. Also, there is concern that some competencies
require a great deal of time to develop proficiency and that they are of low importance.
Such competencies may need to be deleted to prevent detracting from some of the
competencies perceived as more important. Where educational resources are insufficient
to address all the competencies currently contained in the NATA document.

These issues demonstrate the need to identify the importance of these
competencies for the entry-level athletic trainer. Research can also help to identify poorly
defined competency statements, thus facilitating their future revisions.

Statement of Purpose

The purpose of this study is to describe the measurability and importance of the
competencies in the general medical conditions and disabilities section of the NATA
educational competencies as perceived by athletic trainers and sports medicine
physicians.

Significance of the Study

The identification of the most important competencies, and subsequently

developing methods of teaching and evaluating that content, is critical to the health and



well-being of athletes, patients, and clients that athletic trainers will serve in their
professional lives. Conversely, a lack of knowledge and skills may actually exacerbate the
severity of injuries, illnesses, or medical conditions of clients. Both can be detrimental to
the credibility of the athletic training profession. Additionally, the consequences of
insufficient knowledge or skills enable additional liability risk because of possible harm
to the patient.

The fact that NATA educational competencies are used by thousands of athletic
trainers representing over 200 college and university athletic training programs across the
country contributes to the significance of this problem. Athletic training educators at
every one of these programs are faced with the challenge of implementing the
competencies and clinical proficiencies in a coursework emphasis program. This problem
is exacerbated when considering the limited instructional time available to athletic
training programs. For example, most programs require approximately 30 semester credit
hours in the major area of study. This converts to 450 hours of classroom time to teach,
develop, and evaluate 542 educational competencies, an average of only 50 minutes per
competency. These values do not include the time needed for student attainment of the
696 clinical proficiencies that are to be developed in the clinical education program.
Accordingly, much work is needed to establish measurability and importance of the
competencies to aid in managing this merger between content and instructional resources.

This study will identify the importance of each of the general medical conditions
and disabilities educational competencies as rated by certified athletic trainers and sports

medicine physicians. The results will help determine which competencies are essential



for the entry-level ATC and provide a foundation for further research of the other 11
content areas.

Competencies that are clearly stated and those that are not directly measurable
will also be identified. This study was designed to identify competencies that need
modification and/or clarification. Such information will help educators in athletic training
programs to focus their curricula on high priority, clearly stated, measurable
competencies. Educators may waste time trying to define the competency and even
worse, they may teach unnecessary content, wasting time for both the students and
instructors. The identification of competency measurability may also give rise to the
establishment of better tools for student evaluation.

These issues need to be addressed expediently because in 2002 CAAHEP is
requesting a competency matrix from each institution that will display when students are
taught a competency, when they are evaluated, and how often they are evaluated as part of
the accreditation process. Additionally, by 2004, all athletic training programs are to be
accredited based on the degree to which they are in alignment with the competencies.

Research Questions

This study focused on the general medical conditions and disabilities content area
of the NATA Athletic Training Educational Competencies (NATA, 1999). The following
research questions guided this study:

1. To what extent do stakeholders perceive that the educational competency

statements in the general medical conditions and disabilities content area are measurable?



2. To what extent do college/university athletic trainers, professional athletic |
trainers, and sports medicine physicians differ on the perceived measurability of the
general medical conditions and disabilities educational competency statements?

3. What importance do stakeholders assign to each of the competencies in the
general medical conditions and disabilities area?

4. To what extent do college/university athletic trainers, professional athletic
trainers, and sports medicine physicians differ on the perceived importance of the
competency statements in the general medical conditions and disabilities area?

In addition to these research questions, the influence of demographic variables
such as gender, employment status, and teaching responsibilities will be explored.
Assumptions

The assumption was made that the participants had sufficient knowledge and
experience in the athletic training field to rate each competencies measurability and
importance. Additionally, it was assumed that the participants gave a good faith effort
when rating each competency. Another assumption was that when a stakeholder rated a
competency, he/she was interpreting it as intended.

Limitations

Any misunderstanding of the content of a specific competency could influence the
stakeholder’s perception of its measurability, creating a limitation in the ratings for both
importance and measurability. In addition, if the results show that the competency is not
easily measured, the importance ratings for that competency will be suspect. For
example, one participant noted that for competency # 57, accepts the roles of medical and

allied health personnel in the referral of those physically active people suffering from



medical conditions, that if the interpretation is “accepts the roles of other medical
personnel” he would rate it as a ‘1, nonessential”; however, if the interpretation is
“accepts referral to other medical personnel” then the rating would be a “4, very
essential.” Therefore, the stakeholder’s interpretation and perception of the intent of the
competency, even if erroneous, affects his/her rating.

Another limitation is that the sample may not be representative of all athletic
trainers, because it may be postulated that the athletic trainers who returned the
questionnaires are atypical. Those who volunteered to complete and return the surveys
may be different from those who did not participate in this research, creating a self-
selection bias.

Only one content area of the educational competencies was evaluated. Each
content area covers different competencies of the athletic training profession and is
dissimilar from the other content areas. Therefore, the results from the general medical
conditions and disabilities section may not be an appropriate representation of the other
content areas. For instance, this content area may have clearly written and thus easily
measured competencies, which would give the impression that, in general, all the
competencies are measurable. Conversely, the general medical conditions and disability
content area may have many ambiguous and unmeasurable competencies that would give
the impression of major problems. Therefore, it is important that these results not be

generalized to the other content areas.



Definition of Terms

1. Athletic training. An allied health profession that applies the art and science of
sports medicine for the prevention and management of injuries for those who are
physically active.

2. CAAHEP. The Commission on Accreditation of Allied Health Education
Programs, the accrediting body for the American Medical Association (AMA) of athletic
training educational programs.

3. Certified Athletic Trainer (ATC). A Certified Athletic Trainer. He/she has
passed the National Athletic Trainers’ Association Board of Certification exam.

4. Competencies. The knowledge, skills and attitudes that a person must
demonstrate to be competent in a given area.

5. Entry-level certified athletic trainer. An athletic training program graduate
who has recently passed the NATABOC exam.

6. Internship. An educational experience where students learn the skills
necessary for the profession by working with certified athletic trainers in a clinical
setting.

7. JRC-AT. The Joint Review Committee-Athletic Training is the committee that
validates whether or not a program is in compliance with the required educational
standards required for accreditation by CAAHEP.

8. NATA. National Athletic Trainers’ Association, the national governing body

for athletic trainers, founded in 1950.
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9. NATABOC. National Athletic Trainers’ Association Board of Certification, the
organization that establishes the requirements for eligibility for the certification exam and
certifies athletic trainers.

10. Program or curriculum director. The person responsible for the day-to-day
operation, implementation, management, and evaluation of a CAAHEP accredited
athletic training educational curriculum.

11. Role-delineation study. Role delineation studies focus on the tasks that are
performed on the job, the importance of the tasks, the frequency of the tasks, and how
critical the tasks are for the entry-level athletic trainer (NATA Education Council, 1999b;
Grace & Ledderman, 1982).

12. Sports medicine physician. A doctor who is working with athletic trainers and
athletic teams and is listed as a member in either the American Medical Society for Sports
Medicine or the American Orthopedic Society for Sports Medicine.

13. Stakeholders. Individuals who are involved in the athletic training profession
as certified athletic trainers or team physicians. For this study they include a) sports
medicine physicians, b) ATC’s working at the collegiate level, and c) ATC’s employed at

high schools, clinics, industrial, or other settings.
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CHAPTER 2
REVIEW OF RELATED LITERATURE
The purpose of this study was to establish the perceived measurability and
importance of the general medical conditions and disabilities content area of the NATA
educational competencies. The following topics will be reviewed in this chapter: (a)
accreditation of programs in athletic training, allied health and medical fields (b)
accreditation of athletic training education programs; (c) educational models in allied
health and medical education; (d) competency-based education, especially in relation to
allied health and medical fields; (¢) competencies; and (f) athletic training competencies.

Accreditation of Educational Programs

The education of athletic trainers has evolved into accreditation of the programs
that are responsible for producing students who are competent and qualified to become
certified athletic trainers. In exploring accreditation in athletic training, it is important to
understand general philosophies and practices related to accreditation. General
accreditation once was perceived as a threat to the freedom of colleges and universities,
but has now become widely accepted by those institutions (Selden, 1960). The once held
belief that accrediting organizations should not interfere with higher education has
changed to the point where accreditation has become the accepted standard. The purpose
of accreditation in higher education is to inform the public through certification that an
institution is of acceptable quality, and to support institutions in improving their

educational programs (Commission on Institutions of Higher Education, 1984-1985).
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According to Selden (1960), accreditation is the process by which an organization
or agency grants a college, university, or program of study as having met specific
standards. The accreditation process focuses on two concerns: (a) educational quality,
defined and interpreted through a comparison of the institution’s own statements of scope
and purpose with those of similar institutions; and (b) institutional integrity, that the
institution or program is accurate in describing its goals and abilities as well as the
capability to complete set tasks (Young, Chambers, Kells, & Associates, 1983).
Accreditation can improve the institution or program by forcing it to focus on internal
issues.

Program Accreditation

Apart from the accreditation of the general university, many programs within the
institution participate in separate, individual program accreditation. Program
accreditation, also identified as specialized accreditation or professional accreditation, is
primarily relevant to the approval of programs, entry-level curricula, disciplines, or units
within institutions of postsecondary education (Commission on Institutions of Higher
Education, 1984-1985; Harcleroad, 1980; Stull, 1989). Program accreditation examines
the curricula and the specified student outcomes within the specialized program in an
institutional setting. The American Physical Therapy Association (APTA, 2001) defines
specialized accreditation as “a system for recognizing professional education programs
for a level of performance, integrity, and quality that entitles them to the confidence of the
educational community and the public they serve. Accreditation status signifies that the
program meets established and nationally accepted standards of scope, quality and

relevance.”

13



The charge of accreditation is to assure quality education through the official
accreditation process (Fauser, 1992; Shirer, 1987). The accreditation process requires the
following essential elements: (a) clearly stated educational intentions by the program; (b)
performance of a self study focused on the achievement of these intentions; (c) an on-site
evaluation by a selected group of peers; and (d) a decision by an independent accrediting
commission that, in light of its standards, the institution or specialized unit is worthy of
accreditation (Young et al., 1983). Therefore, an outside group visits the institution to
perform an evaluation and arrive at an independent judgment verifying or denying that the
program is substantially accomplishing its objectives and that the quality of education
meets the acceptable standards. Conditions that are believed to be necessary and desirable
to produce educational quality (input, resources, and process) are encouraged and
evaluated by assessing evidence that the program does indeed achieve educational
quality, as stated in the purpose and goals.

In order to evaluate itself objectively, the institution uses a self-study process.
This process will identify the strengths and weaknesses of the program (Dummer,
Reuschlein, Haubenstricker, Vogel, & Cavanaugh, 1993). The information provided
from the institution’s self-study is presented to the accrediting body for validation. The
self-study must have measurable verification that the students who have completed the
program have achieved the outcomes described. This process is rigorous, but necessary
for the specialized program within the institution to attain accreditation. Gelmon (1996)
notes that the primary purpose of the self-study should not, however, just be
accreditation; each institution should use the results to improve the educational quality of

the program.
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Importance of Accreditation in Health Fields

Program accreditation was first developed by the professions of medicine and law
as a means of raising educational standards in their respective fields of study (Harcleroad,
1980; Selden, 1960). The need for specialized accreditation for medical schools was
generated from the concern over the abilities of the graduating practitioners. The
variance of programs and inconsistency in knowledge and skills of graduates created the
need to improve the quality of their educational programs, which accreditation could help
accomplish (Selden, 1960). The institutions, along with the profession, did not want
graduates regarded as incompetent. In addition, the public should have the assurance that
a person who graduates with a medical or allied health degree will be competent in
his/her field (Gelmon, 1996; Young et al., 1983). Young et al. postulated that there is no
need to argue about society’s need for quality assurance in the education of practitioners
in health related fields; it is an obvious necessity.

Although seemingly necessary for quality assurance and endorsed by the
individual allied health professions, program accreditation has not been embraced by all
institutional leaders (Selden, 1960). Some felt the institutional accreditation for the
university already was achieved and should be satisfactory. Accreditation also has been
viewed as an expensive, time consuming, bureaucratic activity with possible disciplinary
repercussions (Gelmon, 1996; Kniffel, 1999). Mangan (1999) researched accreditation
for health programs and found unfavorable results. She reported that a university’s
Center for Health Professions Committee found site visitors from accrediting bodies to be
rigid with poor inter-rater reliability. The committee also found that the process was time

consuming and expensive. In addition, Bruhn (1993), writing about the need to abolish
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individual allied health program accreditation, noted that the accreditation process still
focuses on monitoring details and instilling standardization and conformity. He suggested
that accrediting agencies often are more concerned with the way things are done in the
program rather than with the outcomes, creating a prescriptive educational program with
little room for program variation or innovation. These are important concerns because
the whole accreditation process places large time demands on program personnel to
gather the information for the self-study. Therefore, if the accreditation process is not
founded on the outcomes necessary for the students, it may be a waste of everyone’s time
and energy. The profession, and ultimately the public, should have assurance that the
graduates of an accredited allied health care program are qualified entry-level workers.
One of the chief causes of tension between institutional leaders and the specialized
accreditation advocates is the question of who is being served by the accreditation
process, the institution or the profession (Knight, 1991). The best result is to identify a
balance between the two. Appropriate professional standards must be upheld, not only in
the interest of the profession, but also for the good of society. In general, specialized
accreditation acknowledges that mission as its primary function. Currently the belief is
that all accreditations, institutional or specialized, should have educational outcomes as
their primary focus.

Contrary to those who believe accreditation is an expensive, time consuming,
bureaucratic activity, Young et al. (1983) expressed optimism that specialized accrediting
bodies have been attempting to further improve their operations, with several agencies
making enormous efforts to study and validate their standards. The key is the

establishment of these standards and expected outcomes so that the accreditation process
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is not a random event depending on who is evaluating the program. In allied health fields,
the Committee on Allied Health Education and Accreditation (CAHEA) is trying to help
improve the accreditation process by supporting succinct, cost effective reports as long as
the professional requisites are maintained (Fauser, 1990). In addition, Healy (1999)
recently pointed out that the United States Education Department is proposing rules to
provide more flexibility to institutions of higher education by decreasing the demands on
branch campuses, as well as improving their review of an institution’s standards. Also,
the Higher Education Amendments of 1998 and the proposed regulations described
accreditors as retreating towards their traditional function as assessors of educational
quality and agencies trying to help institutions improve their programs (Healy, 1999).

Program accreditation lends credibility to the institution’s educational program
and to the profession. Therefore, many institutions and programs participate in voluntary
accreditation because of the credibility and prestige it provides. If a program achieves
accreditation, the public thinks of a certified program as “‘good” (Shirer, 1987). Young et
al. (1983) asserted that the enhancement of a profession must be through the structure for
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