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Abstract:

Preparing healthcare providers for the realitiesrify-level professional practice is
critical. To this end, the traditional medical edtion model for a variety of disciplines mandates
a period of supervised student clinical experiemitle a practitioner, or preceptor. Often
graduates are not fully prepared to begin indepetra®fessional practice and there are
indications that insufficient clinical educationgartially to blame. The interpersonal dynamics of
a clinical dyad are a critical component of clihieaperience and can be influenced by dyad sex
composition. The purpose of this study was to erarttie effect of biological sex, and dyad sex
congruence, on athletic training students’ actdpkeeence with effective clinical educator
behaviors, expectations of ideal preceptors, afferdnces between the two.

The Survey of Effective Clinical Educator Behavi¢g&CEB®©) and additional
attitudinal questions were electronically distrigmlitvia program directors, to athletic training
students (ATS) in CAATE accredited athletic tramprofessional programs. Responses from
279 ATS participants were analyzed based on AT84mter clinical dyad (same/ opposite sex),
and demographic factors for each of the electrsaigey items. Findings did not reveal
significant differences in ATS effective clinical@cator ratings of their current clinical
instructors based on dyad composition or on preceygx. Regardless of dyad, however,
participant ratings of current preceptors fell ithe desirable range for only 1 of 4 SECEB
subcategories and only 7 of 20 individual items.eiWbonsidering ATS expectations of ideal
effective clinical educator ratings, females haphsicantly higher expectations for behaviors that
give informationandask questionsAdditionally, intradyad comparisons revealed that
experiences are rated significantly lower thanliéepectations in all four SECEB subcategories
and 19 of 20 items. Furthermore, findings indicdtet ATS value preceptghysical presence
in the clinical learning environmemgss than other effective clinical educator bebesvi

Conclusions are discussed in the context of precgpeparation, role theory, culture and
mentoring relationships. Key policy implicationgaeding preceptor qualification and
preparation, and terminology; practice implicatioalsited to programmatic assessment and
preceptor behavior modification; and research iogpions for preceptor preparation, mentorship,
graduate education, and preceptor attitudes acestied and recommendations are provided.
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CHAPTER |

INTRODUCTION

A multifaceted impending crisis that impacts Amaridhigher education, as well as the
national and global communities, concerns a peveasiortage of healthcare professionals.
Many agencies, associations, and policy organiaati@mve reported strong statistical evidence of
insufficient numbers of professionals to meet taaltmcare needs of Americans (National Center
for Health Workforce Information Analysis, Center Health Policy at Columbia University
[NCHWIA], 2000; United States Census Bureau, 20081980, in the United States, there were
220 healthcare providers per every 100,000 citizefth a total of 500,000 providers
(Association of Schools of Public Health [ASPH]02). By the year 2000, this ratio had
decreased significantly to a level of 158 publialtteworkers per every 100,000 U.S. citizens,
with a total of 448,254 providers (ASPH, 2008). Px$(2008) projected that, due to rising
census population estimates, by the year 2020773&roviders would be needed to reach an
acceptable level of 220 providers per 100,000 exiisz

The healthcare provider shortage problem signiflgampacts American colleges, and
specifically, healthcare career preparation progtarhe existence of the healthcare professional
shortage and the potential for it to approach gtasiels centers on two components (Association
of Academic Health Centers [AAHC], 2008; InstitateMedicine, National Academy of

Sciences [Institute], 2003; Rahn & Wartman, 200 he first component pertains to an



insufficient number of skilled health-care professils available to the workforce (ASPH, 2008;
NCHWIA, 2000). The insufficiency is compoundeddwgisproportionately larger number of
healthcare professionals nearing retirement agettiarelatively small number of replacements
entering the workforce (ASPH, 2008; NCHWIA, 2000he second component pertains directly to
American educational processes and the opinionAimrican health professionals are insufficiently
prepared for the realities of the workplace (ASR6)8; Gebbie & Turnock, 2006; Institute, 2003)
and are therefore poorly equipped for some asjpé@stry-level practice.

Historically academia provides an explicit rolesivcietal development (Altbach, 2001), and
therefore should address the societal, institutj@aral educational issues related to the shorthge o
health care professionals. Furthermore, the Amenealic, as well as elected officials, view the
funding of public higher education as a necesgsargstment for the overall good of the public
(Thelin, 2005), a viewpoint central in considerthg relevance of the healthcare worker shortage to
the academy. In sum, the existence of crisis Iskettages in the American healthcare workforce
(American Hospital Association [AHA], 2010; ASPH)@8; NCHWIA, 2000) impacts American
society. Universities play a crucial role in alpasts of health workforce development (AAHC, 2008)
and therefore a role in cultivating future healtiegarofessionals. Through the societal service
component of academia (Altbach, 2001; Thelin, 20Bigher education should actively participate in
addressing the critical issues associated withtlesde provider shortages (AHA, 2010; ASPH,
2008).

The belief that many educational programs inadedyatepare healthcare graduates for the
professional practice (Gebbie & Turnock, 2006) &él\documented (Association of Academic Health
Centers, AAHC, 2008; ASPH, 2008; Institute of Medg; 2003). When considering that the Bureau
of Labor Statistics (BLS, 2008) formally recognizaere than 100 career paths in public health, and
the American Medical Association ([AMA], 2010) foafty recognizes in excess of 80 health care
careers involved in direct patient care, it becomddent that the problem involves a multitude of
professions and academic programs. Faculty andnégtnaitors in each discipline should examine
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educational practices for effectiveness in ordexddress the perception that students are not
adequately prepared (AAHC, 2008; ASPH, 2008; Ge&bleirnock, 2006). Each discipline

maintains program accreditation standards, inclyidtiucational competencies and proficiencies, and
most require that state and national examinatiensuiccessfully completed prior to professional
credentialing and practice. This traditional pipelmodel of preparation (AAHC, 2008; Gebbie &
Turnock, 2006) entails the entrance of a canditétethe program and the continuation of the
candidate along a sequenced curriculum toward gtamuand practice.

Healthcare academic programs contain common diseigbecific components, such as the
development of competence according to accreditatiandards and the exposure to program faculty
in traditional university settings. These acadepnagrams frequently incorporate the traditional
medical model of education (Ford, 1978; Gillespid&Laren, 2010) as the preferred method for
conducting problem-based and patient-based entgl-eslucation. The traditional medical model of
education includes both didactic instruction andichl experience components where students
participate in supervised practice during prearegngeriods (Ford, 1978; Gillespie & McLaren,
2010). Clinical experiential components are desigoeprovide valuable real world experience and
expose students to increased levels of professinaatorship, while providing opportunities for $Kil
application and professional socialization (Fot@78). In short, the traditional medical model of
education relies heavily on the provision and suip&m of a clinical experiential component and
necessitates the presence of a quality clinicaluo®r; or preceptor.

Athletic training is one of the medical professioasognized by the AMA (2010) as
involved in direct patient care. Athletic trainipgactice has been clearly outlined within 5 pratic
domains (BOC, 2011) by the Board of Certificatibrg. (BOC), which is the only recognized
certification agency for athletic trainers (ATC)the U.S.:

1. injury/iliness prevention and wellness protection;
2. clinical evaluation and diagnosis
3. immediate and emergency care
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4. treatment and rehabilitation; and

5. organizational and professional health and welhgei
As a sports medicine expert and member of the cemmplealth care team, the AT practices under the
direction of a licensed physician and in cooperatiith other health care professionals and sports
medicine team members. Students pursuing athtetiorig as a career must graduate from a
Commission on Accreditation of Athletic Training lhtion (CAATE) accredited degree program,
pass the BOC examination, and obtain proper cradeffitom the state in which they will practice.

Regardless of stringent accreditation requirem@sATE, 2012) and the identification of
the effective characteristics, behaviors, andhattes of preceptors (Carpenito & Duespohl, 1985;
Hannam, 2000; Weidner & Henning, 2000), researdftated that athletic training graduates were
not fully prepared for interpersonal aspects ofgssional practice (Gardner, et al., 2009; Massie,
Strang, & Ward, 2009). Additional research indiddateat athletic training students (ATS) did not
receive suitable quality or quantity of clinicalsuvision (Weidner, Noble, & Pipkin, 2006; Weidner
& Pipkin, 2003). Klossner (2008) found that, whileical experience components of athletic
training are important to professional socializatamd interpersonal development, ATS did not
automatically value the clinical component of edisea The Klossner (2008) findings are in line
with Knight (2008) and Sexton, et al. (2009), andgest that a drastic increase in clinical
supervision would have little to no effect on tlevelopment of interpersonal aspects of professional
practice, without incorporation of effective clinleeducator behaviors and mentoring relationships.
Preceptors should incorporate strategies througfhuction and mentorship to facilitate student
professional growth while promoting effective intersonal skills (Klossner, 2008; Knight, 2008,
Sexton, et al., 2009).

BOC examination statistics indicate that ATS ofteek the clinical decision making and
skills application abilities necessary for succelsskamination completion and entry level practice
(Johnson, 2010; Winterstein, 2009). The computdrBOC examination is composed of 175
multiple-choice, stand alone, and focused testiestions (BOC, 2012). Multiple choice questions
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are designed to assess didactic knowledge, bud-siane questions include text based simulation,
multi-select, drag and drop, and other multimedahods (BOC, 2012). Focused testlet questions
consist of scenarios followed by five related kegiitical questions (BOC, 2012). Both the stand
alone and focused testlet questions serve to aslégisal decision making and skill application
abilities (Winterstein, 2009). BOC pass rates f00& 2009 (Johnson, 2010) indicate that 38.2% of
candidates successfully passed the exam. Thigasstatistic denotes that a majority of candislate
were inadequately clinically prepared to enteradiblraining practice. It appears that an eduoatio
disconnect exists between attempts to provide tyuzinical experiences and the realities of
preceptor to student clinical interactions.

Quality clinical education is comprised of manyiaales, but principal among them are:
effective clinical instruction (Dondanville, 2008annam, 2000; Weidner & Henning, 2002),
mentoring relationships (Neibert, Huot, & Sexto@1Q; Pitney, Ehlers, & Walker, 2006; Platt,
2002), and student-instructor interaction (Camp&ellampbell, 1997; Cohen, 1995; Weidner &
August, 1997). A variety of factors are at playhe clinical learning dyad, and the preceptor is
responsible for more than supervision; the precegitould facilitate a clinical learning environment
and culture, that promotes student developmentgrelinical interactions (Hannam, 2000; Weidner
& August, 1997). Clinical learning dyads are theref at the core, dependent upon the ability of the
preceptor to fulfill role expectations by providieffective clinical instruction in an effective mical
mentoring relationship. Unfortunately, the sociatlerpinning of the clinical learning dyad is
potentially burdened with a variety of demograpladcances which may unknowingly impact the
clinical learning relationship, and therefore nagdy affect the development of the necessary
mentoring relationship. Sex is one of the mostdasd obvious potential demographic differences
within a clinical learning dyad.

National Athletic Trainers’ Association membershtptistics (NATA, 2014) provide
evidence that 25% of athletic trainers practiceutpatient clinical settings, 26% practice in
universities, and 23% practice in secondary schddie remaining 26% of membership practices
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athletic training in a variety of settings, incladi amateur/recreational/youth sports;
business/sales/marketing; health/fitness/sport$dpeance enhancement clinics/clubs; hospitals;
industrial/occupational/corporate; military/law erdement/government; professional sports; or as
independent contractors (NATA, 2014). While AT Sstigipate in clinical experiences in a variety
of these practice settings, the university and s@ary schools practice settings serve as the pyimar
settings for athletic training clinical experien¢&sight, 2002).

A review of athletic training biological sex stdits provides an understanding that there is
potential for mixed sex preceptor-to-student chhidyad interaction to occur frequently. Board of
Certification (BOC) statistics indicated that 52%gpoacticing athletic trainers self-identified as
female, 45% as male, and 3% did not report sex\{lie, 2014). BOC examination candidate sex
statistics, for 2013, indicated that 54% of examdidates were female, 37% were male, and 9% did
not report. National Athletic Trainers AssociativATA, 2014) membership statistics closely
resembled those of the national certification agetiee BOC. Based on the sex composition of
practicing AT and ATS, these statistics indicats thTS are likely to participate in mixed sex
clinical education dyads.

The university and secondary schools settings geothie primary settings for athletic
training clinical experience (CAATE, 2008), so thielogical sex composition for athletic trainers in
these practicing settings was more closely examified NATA membership statistics (2014)
provide evidence that across collegiate, seconsizgol, and outpatient clinical practice settings,
approximately 50% of athletic trainers are male 20%h are female. The statistical sex breakdown of
collegiate head athletic trainers, the primary rmenof ATS (Pitney, et al., 2006), is disproportita
when compared to other sex related athletic trgistatistics. Acosta and Carpenter (2006) found, in
a survey of all National Collegiate Athletic Assatbdn (NCAA) member institutions, that while the
athletic training profession was approximately S@¥hale/male, only 27% of NCAA Head Athletic
Trainers were female. National Athletic Trainerss@ciation statistics (2010) revealed that, in the
university setting, only 16.5% of NCAA Division Ehd athletic trainers were female, 26.4% of
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NCAA Division IAA head athletic trainers were feraaB1% of NCAA Division Il head athletic
trainers were female, 38.6% of NCAA Division llldabathletic trainers were female, and 34.6% of
National Association of Intercollegiate AthletiddAIA) head athletic trainers were female. Based on
these statistics, students likely participate iteast one clinical experience rotation with a ppor

of the opposite sex.

In summary, ATS are exposed to a variety of pradciettings, but the college setting
represents the foundation of their athletic tragnefinical experiences. Collegiate head athletic
trainers are predominantly male (Acosta & Carper@d6), but ATS population is predominantly
female (BOC, 2010; NATA, 2014). The findings ofri&y, et al. (2006) that collegiate head athletic
trainers were identified by students as their prinmentor more than any other preceptor brings
forth potential biological sex role conflicts whishould be further investigated. Because clinical
ATS are directly involved in supervised athletigiing practice, investigating sex issues that may
exist in the clinical education dynamic may yielluable data for further understanding factors that
negatively impact ATS professional preparation.

Problem Statement

Clinical education in athletic training should pia& experiences for students to integrate
didactic knowledge with clinical skill acquisitiamhile encouraging professional behavior
development, through supervised clinical practiCAATE, 2012). As stipulated ifthe Standards
for Accreditation of Entry — Level Athletic Traigifeducation ProgramaATS complete a minimum
of two academic years of clinical experiences (CAAZ008). Under the supervision of a preceptor,
clinical experiences “must provide students witthaatic, real-time opportunities to practice and
integrate athletic training knowledge, skills, atidical abilities...in order to develop proficieneg
an athletic trainer” (CAATE, 2012, p. 6). The dey@mhent of professional behaviors requires that the
preceptor assume the role of mentor (Neibert, Ha@exton, 2010; Pitney, Ehlers, & Walker, 2006;
Platt, 2002). Research clearly identifies the expectations of effective preceptors (Dondanville,
2005), as well as other desirable preceptor chenatits (Laurent & Weidner, 2001; Levy, et al.,
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2009; Mulholland & Martin, 2010). In addition tapervised practice and proficiency development,
preceptors should provide experiences that allogestts to cultivate professional athletic training
behaviors (CAATE, 2012). The outcomes of requitgtaal experiences, which should prepare ATS
for professional practice, are heavily dependeonnupe quality of students’ interactions with
preceptors (Richardson Jr. et al., 1992; Weidndugust, 1997).

Regardless of stringent accreditation requiremantsthe identification of effective clinical
educator behaviors, research indicates that AT&otloeceive suitable quality or quantity of clifica
supervision (Weidner, Noble, & Pipkin, 2006; Weid&ePipkin, 2003). Additionally, a common
belief exists among potential employers that mahietc training graduates are not prepared for
certain aspects of professional practice suchtagp@ersonal interaction (Gardner, et al., 2009;
Massie, Strang, & Ward, 2009). Furthermore, aithledining board of certification (BOC)
examination statistics indicate that ATS often |tk clinical decision making and skills applicatio
abilities necessary for entry level practice (Jam£010; Winterstein, 2009). Athletic training
graduates are not prepared for certain aspectotdgsional practice (Gardner, et al., 2009; Massie
Strang, & Ward, 2009), as verified by BOC examimaistatistics (Johnson, 2010; Winterstein,
2009), which suggests that clinical education isaohieving its intended purpose. Preceptors who
fail to demonstrate effective clinical educator &g@brs may compromise the quality of the mentor to
mentee relationship (Hannam, 2000) necessary éodélvelopment of required professional
behaviors (CAATE, 2012), as well as the opportufotyATS to apply, practice, and integrate
athletic training knowledge and skills (CAATE, 2Q08Bltimately the professional preparation of
ATS may suffer negative impacts from ineffectivimiclal education (Carpenito & Duespohl, 1985;
Gardner, et al., 2009; Weidner & Pipkin, 2003).gptial reasons for ineffective clinical educatian i
athletic training should be further examined.

Successful preceptor-student interactions demamédftective modeling of behaviors and
traits based on the situation (Meyer, 2002). d¢tilesd clinical interactions between athletic thain
students (ATS) and athletic training preceptorgdemntly occur within mixed-sex dyads; and sex may
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impact this critical aspect of athletic traininguedtion (Johnson-Bailey & Cervero, 1997; Klossner,
2008; Udry, 1994). Educational and clinical expece environments are not sterile, in the sense that
participants are not completely shielded from datigierarchies created by race, class, sexual
orientation, sex, and/or disability (Tisdell, 1993gx difference between the preceptor and the
clinical student may, as a result, impact studgrasteptions of effective clinical educator behawvio
(Lurie, et al., 1998), and therefore the outcomelioical experiences (Dondanville, 2005).

Societal hierarchies are also present in the @imientorship and the organizational cultures
of learning environments (Chaffee & Tierney, 19B&ney, Ehlers, & Walker, 2006; Rayle, 2006;
Schein, 2001; Tisdell, 1993) and may impact themgsion of roles by the preceptor and/or ATS
(Biddle, 1986; Johnson-Bailey & Cervero, 1997; klosr, 2008). Both parties in the clinical
educational interaction are influenced by a pefoapb reality interface, where the viewpoint otka
party may, unintentionally, negatively affect beglaching and learning (Johnson-Bailey & Cervero,
1997). If ATS do not perceive preceptors as didptpgffective clinical educator behaviors, then the
development of a positive mentor to mentee relahgmis unlikely, resulting in a clinical experienc
with neutral, or negative, outcomes (Kram, 198&%é3i & Ehlers, 2004; Pitney, et al. 2006).

In summary, research in the health professionsiges\evidence that same-sex
student/preceptor dyads are more conducive totguedrning experiences than opposite-sex
student/preceptor dyads (Carney, et al., 2000owiedge gained from this investigation of sex-
based athletic training clinical interactions maydé implications for further research, educational
policy, athletic training theory, and educationgdgtice in the professional preparation of athletic
training students. Furthermore, the findings még @ the existing knowledge about clinical
educational interactions and may contribute to pesttices for promoting clinical environments that

foster the best possible experiential outcomeslaefore better prepare future practitioners.



Purpose Statement and Hypotheses
The purpose of this study was to examine athledioing students’ (ATS) ratings of
effective clinical educator behaviors by athlet#iriing preceptors, and the impact of clinical
learning dyad sex congruence on these ratingspimnassion on Accreditation of Athletic Training
Education (CAATE) accredited professional athlatning programs in the United States.
Specifically, this study utilized ATS ratings ofe&dtive clinical educator behaviors, as measured by
the modifiedSurvey of Effective Clinical Educator Behavi¢ondanville, 2005), as the dependent
variable to assess ATS mean response differensesl lma ATS clinical dyad placement. Clinical
learning dyad biological sex congruence, definedidgmer same sex clinical learning dyads (male
ATS/male preceptor, female ATS/female preceptorppposite sex learning dyads (male
ATS/female preceptor, female ATS/male preceptoays wientified as the independent variable. This
study was centered on five primary hypotheses:
H.: ATS/preceptor biological sex congruence in theichl learning dyad impacts ATS
ratings of current effective clinical educator bébes.
H,: Preceptor biological sex impacts ATS ratingswfent effective clinical educator
behaviors.
Hs: ATS biological sex impacts ratings of ideal etfee clinical educator behaviors.
H4: ATS/preceptor biological sex congruence in theichl learning dyad impacts ATS
ratings of ideal effective clinical educator beluasi
Hs: Significant differences in ATS ratings of effa@iclinical educator behaviors exist
between current and ideal preceptor regardlessxofangruence in the current clinical
learning dyad.
Operationally, current effective clinical behavievere defined as behaviors experienced by
the ATS in the most recently completed clinicabtmn. Ideal effective clinical behaviors were

defined as behaviors expected from the perfecicdimnstructor. The terms clinical instructor and

10



preceptor are used interchangeably and describgréiotitioner to whom the ATS is assigned for a
clinical rotation.

Data was collected via electronic survey from ATigoé#ed in, or recently graduated from,
professional athletic training programs (CAATE, 2Ptvho were participated in a clinical experience
though a CAATE-accredited professional athletisirey program. Approximately 11,000 ATS
(Volberding, 2011) in 361 CAATE-accredited professil athletic training programs
(www.caate.net) represented the population fostbhdy. Following data collection, analysis was
conducted utilizing participant demographics fdemyad differences in me@ECEB(Dondanville,
2005) responses for ATS actual experiences wittentipreceptors, ATS expectations for ideal
preceptors, and for intradyad differences betwe€8 Actual experiences and expectations.

Overview of the Dissertation

In addressing the necessity of investigating AT gations of effective clinical educator
behaviors based on sex in required clinical expede, Chapter two considers athletic training
educational program scope and accreditation, @irgducation, and mentoring relationships.
Furthermore, Chapter two incorporates role thepptiad to the instructor-student dynamic in
clinical education, and the practitioner-patienayic, in the medical professions while reporting
related research findings relevant for considenatibthe proposed study. Chapter 3 restates the
purpose of the proposed study; addresses spegfimimeses; and describes participants, materials
and procedures of data collection and analysigedlsas assumptions and limitations of the proposed
study. Chapter 4 reports data and a summary oélaNant findings. Finally, chapter 5 provides a
conclusive overview and complete discussion ofystedults as well as contributions to athletic
training literature; implications for policy, préat, and research; recommendations for application

and research; and the study limitations.
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CHAPTER Il

REVIEW OF RELATED LITERATURE

The American healthcare provider shortage (ASPBA82BICHWIA, 2000; United
States Census Bureau, 2008) has created an enenvrvhere it is critical that entry-level
skilled healthcare providers are sufficiently pregakfor the realities of professional practice
(ASPH, 2008; Gebbie & Turnock, 2006; Institute oédiicine, 2003; Rahn & Wartman, 2007).
American colleges and universities serve a clegsqae in addressing this crisis through
preparing students, within a variety of disciplingsenter professional practice with both the
knowledge and clinical skills necessary to meetetatneeds and expectations (AHA, 2010;
Altbach, 2001; Thelin, 2005). Athletic training Hasg been considered an example of a
healthcare profession that prepares students aldraglitional medical model (Weidner &
Henning, 2000) and served as the focus of thisystud

Certified athletic trainers (ATC) are health carefpssionals (AMA, 2010) highly skilled
and educated in addressing prevention, evaludtiongdiate care, treatment and rehabilitation of
injuries in physically active patients (BOC, 201%)udents pursuing athletic training as a career
must successfully complete bachelor's or mastex{geke requirements at an athletic training
professional program accredited by the CommissioAacreditation of Athletic Training
Education (CAATE), pass the Board of Certificat{&DC) examination, and obtain appropriate

medical credentials in the state where they intergtactice (BOC, 2012).
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The purpose of this chapter is to review of thepsaof athletic training education and
associated accreditation standards; the role aligiducation and clinical instruction; and the
components of effective clinical instruction. Idatéon to clinical instruction, the review also
reports pertinent literature regarding mentoririgtienships and role theory. Finally, this chapter
with connects role theory with clinical educatioravironments and provide evidence, from the
healthcare professions, of the impact of biologsead on clinical relationships and dynamics. In
sum, this literature review should provide foundiasl information for better understanding the
context of the proposed research.

Athletic Training Educational Program Scope and Acceditation

Athletic training education programs are accrediigCAATE based on compliance
with the Standards for the Accreditation of Professionallétib Training ProgramgCAATE,
2012). These standards provide the minimum acadexguirements by which athletic training
education programs are developed, evaluated, adlgnd maintained. Specific programmatic
areas evaluated in the accreditation process padasponsorship; outcomes; personnel;
program delivery; health and safety; financial teses; facilities and instructional resources;
operational policies and fair practices; programscdiption and requirements; student records;
and distance learning sites (CAATE, 2012). Whilereditation standards exist, CAATE allows
for institutional autonomy in the methods and pcast employed to meet the minimum
standards.

Following the traditional medical model of educati®ord, 1978; Gillespie & McLaren,
2010), the professional preparation of athletittray students (ATS) must include a
combination of didactic and clinical educationapestences (CAATE, 2012). Didactic
educational experiences are defined as: “the tegdafirequired competencies and proficiencies
with instructional emphasis in structured classr@d laboratory environments” (NATA, 2012).
Clinical educational experiences are defined dms® education experiences that involve patient
care and the application of athletic training skilhder the supervision of a qualified instructor”
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(NATA, 2012). Didactic, laboratory, and clinicalwthtion experiences incorporate specific
educational competencies as well as clinical pificies (CAATE, 2012).

Consistent with th®ole Delineation Study/Practidnalysis, Sixth Editio(BOC, 2010),
educational competencies and clinical proficieneiesdistributed throughout 12 content areas or
domains (CAATE, 2012; NATA, 2012) which includeskimanagement and injury prevention;
pathology of injuries and illnesses; orthopediaickl examination and diagnosis; acute care of
injury and illness; pharmacology; therapeutic miigal, conditioning and rehabilitative exercise;
medical conditions and disabilities; nutritionapasts of injury and iliness; psychosocial
intervention and referral, health care administrgtand professional development and
responsibility. Imbedded within each of these dmsare foundational behaviors of professional
practice, which should not only be presented asdudised in didactic courses but should also be
modeled by classroom instructors and preceptorsTi(NAR012). The requisite discussion and
modeling of foundational knowledge by instructoitghin not only the classroom, but also
clinical settings, underscores the importanceiofad! education in athletic training preparation.

Clinical Education

Standards 46-63 in ti&tandards for the Accreditation of Professiondilétic Training
Programs(CAATE, 2012) describe the minimum standards ferhovision of clinical
experiences. CAATE stipulates that ATS must congpdeminimum of two academic years of
clinical experiences. Clinical experiences arerdfias experiences that: “provide students with
authentic, real-time opportunities to practice amegrate athletic training knowledge, skills, and
clinical abilities” (CAATE, 2012, p. 6). Clinicalxperiences must also provide opportunities for
the student to develop the decision making andegsabnal behaviors necessary to demonstrate
proficiency as an athletic trainer (CAATE, 2012h€eEe clinical experiences provide ATS
exposure to a variety of patient populations; ideig patients of the same and opposite sex, and
occur in collegiate athletics, as well as in otfietic environments, general medical practices,
and outpatient rehabilitation settings (CAATE, 2D12
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Clinical Instruction

During the course of clinical education, ATS musttggipate in clinical experiences
under the supervision of a preceptor (CAATE, 20CAATE defines preceptor as: “A
certified/licensed professional who teaches antlat@s students in a clinical setting using an
actual patient base” (CAATE, 2012, p. 14). Quadifions to serve as a preceptor include
appropriate credentialing by the state as a heakhgrofessional for minimum of one year, and
participation in planned and ongoing institutiopegceptor training (CAATE, 2012). Preceptor
responsibilities include: clinical education supsion; instruction and assessment of ATS
knowledge, skills, and abilities ensuring opportiasi for student development during actual
patient care; and the facilitation of ATS clinizalegration of skills, knowledge, and skills
(CAATE, 2012).

CAATE stipulates only that the professional atldlétaining program must provide
“planned and ongoing education...designed to promatenstructive learning environment”
(2012, p. 50). While preceptors must partake inoamgeducation, CAATE does not require
athletic training programs to evaluate preceptaviledge or retention of the topics introduced
and discussed. As a result, it is possible théin&cal practitioner who is appropriately qualified
by an institution to serve as a preceptor doesullgtcomprehend the importance of their role as
an athletic training clinical educator (preceptmrihe potential ramifications of their clinical
instruction on student learning and professionabtigment.

In addition to institutional preceptor trainingABTE (2012) stipulates that preceptors
are expected to have regular communication withathketic training program, and to
demonstrate understanding of and compliance wétptiicies and procedures of the athletic
training program (CAATE, 2012). Additionally, CAAT#&ipulates that the majority of an ATSs
clinical education should occur with a preceptoowlolds an AT credential and is in good

standing with the BOC the remainder of ATS cliniedlication can occur with a preceptor
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holding only state credentialing in athletic traigior another health care profession (CAATE,
2012).

In summary, ATS should, in the course of clinicgberience, perform the supervised
practice of athletic training with the goal of bedag proficient in skill application and clinical
decision making (CAATE, 2012). Additionally, cliricexperience should provide the primary
avenue of professional socialization while fostgfirehaviors necessary for entry into a
healthcare career (CAATE, 2012). If profession& ultivation is an important aspect of
student clinical experience and if quality in otiai performance is compulsory (CAATE, 2012),
then ATS should develop clinical aptitude at evgpportunity and the establishment of an
encouraging clinical education atmosphere throdfgtive clinical instruction is critical to
student success (Thiele, 2005).

Components of Effective Clinical Instruction

Clinical education is vital to the professional diwpment of healthcare students, and the
outcomes of required clinical experiences are tedeipendent upon the quality of students’
interactions with preceptors (Richardson, et &92t Weidner & August, 1997). Without quality
instructor-student interaction, clinical experienogay not result in adequate opportunities to
practice and integrate cognitive learning or toadep professional behavior (CAATE, 2012). In
short, successful preceptor-student interactionsdeaend on the ability of the preceptor to
successfully demonstrate behaviors and traitsreadlto given clinical situations (Meyer, 2002).

Beyond CAATE accreditation requirements conceriirgcal instruction, student
clinical practice in various healthcare fields bagn firmly established as a critical juncture in
the traditional medical education model (Atack, @om Kenny, LaBelle, & Miller, 2000; Ford,
1978; Weidner & August, 1997). The preceptor isrtizst stable variable in the clinical
education environment (Carpenito & Duespohl, 1985)the primary resource for clinical
student education, the preceptor should serve &s than a supervisor. Preceptors should create
and promote clinical learning environments thatdothe development of professional behaviors
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and relationships, therefore allowing the studeatimum benefit from each clinical interaction
(Hannam, 2000; Weidner & August, 1997). Precepidrs fail to demonstrate an appropriate
level of desired daily interpersonal interactionhwstudents may also fail to demonstrate
appropriate clinical educator behaviors in clinitggching situations (Hannam, 2000). This
failure to demonstrate interpersonal interactiom #nerefore appropriate clinical educator
behaviors in clinical teaching situations, is notstructive in the professional preparation of the
student (Hannam, 2000).

It is widely accepted that the clinical portiontbé educational process should strive to
provide uniform clinical experiences for all stutke(Carpenito & Duespohl, 1985; Knight, 2008;
Weidner & August, 1997). Various authors have dbedrthe components of effective clinical
education (Dondanville, 2005; Levy, et al., 200%iwer& Henning, 2002). Even if it were
possible to provide consistent and identical cahe&xperiences for all students along the lines of
those components outlined in the literature, idehtbutcomes of the experience would still not
be guaranteed (Weidner & August, 1997), becausadhee of traditional clinical education
precludes preceptors from having advanced knowledigénich injuries or procedures students
may be exposed to during clinical experiences.ikRgglof Berry, Miller, and Berry (2004)
indicate that ATSs spend 40% of their clinical eigrece either unengaged or waiting for an
activity and only 51% of their time engaged in aetiearning. Regardless of the inability to plan
injury exposure, striving for formal and consistelmical education is paramount in providing
the most comprehensive and uniform clinical expexgs possible (Carpenito & Duespohl, 1985)
and these findings (Berry, Miller, & Berry, 2004#yicate that ATS clinical experiences are
poorly planned. In order to attempt to provide blest possible clinical learning environment, it
is critical that effective clinical educator praets are utilized.

Dondanville (2005) successfully identified fourrpary themes of perceived effective
clinical educator behaviors. Dondanville (2005)lasted, coded, and sorted 36 studies on
effective clinical education. Observable effectili@ical teaching behaviors were condensed into
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28 items and occurred within four primary themesrifanville, 2005). Clinical teaching
behaviors were described as specific actions wtocid be objectively observed in a clinical
teaching setting (Dondanville, 2005).
The four predominant effective clinical educatohdéors that emerged from

Dondanville (2005) were behaviors that:

1. provide information and present relevant subjedtena

2. provide feedback and student evaluation;

3. ask questions and promote critical thinking; and

4. maintain physical presence in the clinical learrengironment (p. 121-122).
Beyond Dondanville (2005), these four themes arthéun validated by a review of contemporary
literature in a variety of healthcare professiogck, et al., 2000; Levy, et al., 2009; Weidner &
Henning, 2002). Existing literature not only foean behaviors which can be observed, but
also frequently discusses the importance of integgal factors in the clinical dyad. Research
findings support the necessity of embedding a nmmerg@omponent within a clinical dyad in
order to fully develop desired clinical and profesal student behaviors (Neibert, Huot, &
Sexton, 2010; Pitney, Ehlers, & Walker, 2006; PR2®02).

Mentoring Relationships
CAATE standards (2012) require that athletic tragnstudents participate in a minimum

of two academic years of clinical experiences wipiatvide opportunities to integrate clinical
skills and decision making as well as develop msitnal behaviors. Research reveals that
professional behavior development occurs best gironentored practice (Pitney, Ehlers, &
Walker, 2006; Weidner & August, 1997; Weidner & Herg, 2000). The literature also outlines
behaviors attributed to effective preceptors (Dawilke, 2005; Levy, et al., 2009; Weidner&
Henning). Experience as an effective clinical etlucis prerequisite to providing mentorship
(Benner, 1984); but even in the most seasoned pi@se a mentoring relationship may not be
present within the clinical learning dyad.
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Thestandard CAATE, 2012) mandate that students develop “@sifanal behaviors,”
but fail to address the importance of mentoringtrehships in the clinical environment. This
oversight is evidenced by the use of the word “siipe” 8 times in thestandard CAATE,

2012) to describe preceptor responsibilities, hil to use any variation of the word mentor.
While it is clear that the intent of the clinicalieation component of athletic training education
reaches far beyond the mininsalpervisiorof clinical students, further review of mentoring
literature may provide further insight regarding tielevance of mentoring relationships to the
clinical education dynamic.

The difference between supervision and mentorimgbeawitnessed by a simple review
of dictionary definitions. Supervision is defindyy, Merriam-Webster (2012), as: “the action,
process, or occupation of supervisiegpeciallya critical watching and directing (as of activitie
or a course of action)”. Mentoring, however, metnserve as: “a trusted counselor or guide, a
tutor, or coach” (2012). In regards to clinicaliedtion, use of the woislipervisionis much less
descriptive of effective preceptor behaviors tHsmwordmentoring This difference is great
enough to lead some theorists (Sexton, et al, 2@0@commend that the standards (CAATE,
2012) terms oflirect supervisiorandclinical supervisiorbe replaced with the terms direct
mentoring and clinical mentoring (Sexton, et a02).

Kerr (2009) provides a summary definition of meirtgras: “an interaction through
which a mentor intentionally contributes to thelegiate experience of a mentee” (p. 22). This
definition is appropriate for the consideratiomaéntorship in the athletic training preceptor to
student relationship because the wardsitor menteeandcollegiatecould be exchanged with
the wordspreceptor ATS andclinical to create an model definition of a desirable dihle
training clinical experience: a desirable athl¢téining clinical experience involves an
interaction through which an preceptor intentionathntributes to the clinical experience of an

ATS.
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Mentoring Arrangements

Mentoring occurs as a result of either formal doimal arrangements with either the
mentor or mentee seeking out the other party basesimilar interests, goals, personalities, or
experiences (Campbell & Campbell, 1997; Rayle].eRA06). Kerr (2009) postulates that formal
mentoring programs are susceptible to a varieghaflenges including mismatched dyads.
Mismatched dyads can debilitate a mentoring progmathe extent that a productive relationship
never evolves (Kerr, 2009). Furthermore, formal tagng arrangements that include
mechanisms for mentor behavior accountability aunterproductive while actually decreasing
mentor motivation to participate in the mentorietationship (Kerr, 2009). Kerr’s findings are
particularly troubling with regard to AT clinicatiacation where arrangements are formal and
include various mechanisms of mentor accountability

In both formal and informal mentoring arrangemeptsitive outcomes are only
achieved if both the mentor and mentee intend teraénto the relationship, and are committed to
mentorship development (Kerr, 2009). This concgptitical to the practice of athletic training
clinical education assignment and evaluation. Wihike necessary to assign athletic training
students to specific preceptor in order to meetaglitation standards (CAATE, 2012), this
practice prescribes the preceptor to student magtoelationship without allowing it to develop
organically (Eby & Lockwood, 2005). Furthermorelatic training programs must evaluate
preceptor performance regularly (CAATE, 2012). WHhe practice of preceptor evaluation is
understandable, it constitutes a mechanism for aneticountability which has been identified as
counterproductive (Eby & Lockwood, 2005). The comperary clinical assignment and
evaluation practices in athletic training may hintte development of pure mentoring
relationships by assuming the intent and commitroéetther party in clinical education to enter
into the necessary mentoring relationship. Withis tontext, a preceptor may be less likely to
participate as mentors; likewise, ATS perceptioefédctive clinical instruction behaviors may
be negatively impacted because of personal dissiitiés (Kerr, 2009).
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Phases of Mentoring Relationships

Mentoring relationships create educational settthgs support unique teaching and
learning environments (Pitney, Ehlers, & WalkerQ&0) Many educational interactions that
students experience last only long enough to resaivnediate or short term difficulties, but
mentoring relationships are committed and ongdimgy are not bound by a singular course or
problem (Cohen, 1995; Kerr, 2009). These relatigpsshre based on mutual consent and
typically evolve through four phases: early, migdéger, and last (Cohen, 1995). Similarly,
Kram (1983) describes these phases as initiatidtiyation, separation, and redefinition.

The early/initiation phase is focused on relatigmsimd trust building, the
middle/cultivation phase moves toward communicaéind feedback relative to mentee goals and
objectives (Cohen, 1995; Kram, 1983). The latedsston phase of the mentoring relationship
shifts from information sharing toward a relatioipsim which the mentor conscientiously
challenges decisions made by the mentee (Coheb; K98m, 1983). As the later phase
progresses, the mentee assumes the motivatiomngoeptheir own goals and professional vision,
marking the last/redefinition phase (Cohen, 199%nkK 1983).

The early/initiation phase of the mentoring relasibip is critical to establishing the bond
necessary to progress to the later phases, antuallgio mentee independence (Cohen, 1995;
Kram, 1983). If the preceptor-ATS relationship daesappropriately develop through the
initiation phase then ATS professional developmemttimately affected. Cohen outlines five
empathetic behaviors that mentors should emplsytaessfully move through the initiation
phase: responsive listening, open ended questipdesgriptive feedback, perception checks, and
nonjudgmental responses. In addition to theseadstening techniques, Cohen notes that non-
verbal cues impact relationship and trust develayras well. If the mentor preceptor is
perceived by the mentee ATS to lack interest imtleatoring relationship then the later phases
of the mentoring relationship, which are cruciaptofessional behavior development, may not
be attained.
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The second phase of the mentoring relationshipcthievation phase (Kram, 1983),
allows the relationship expectations developedutinathe initiation phase to be tested against
reality. During the cultivation phase, the ATS gmdceptor should each recognize the value of
relating to one another for both clinical skill gpibfessional behavior development. The
professional and educational function of the mententee relationship peaks in the cultivation
phase. It is important to note that if the mentgprielationship does not progress through the
initiation phase, the mentee may not benefit froemreaningful interpersonal and professional
interactions which should occur during the cultivatphase.

Theoretically, the third phase of the mentoringtiehship, separation (Kram, 1983),
allows the mentee to separate from the mentor foykically and psychologically while become
an independent practitioner or professional. Itegithtraining, this phase occurs following
graduation and entrance into professional pracfidee fourth phase, redefinition (1983),
involves the mentor-mentee relationship being liedefas a friendship. During redefinition, the
mentor and mentee become peers, where the chasacseof the mentoring relationship are no
longer wanted nor needed (Kram, 1983).

Benefits of Mentoring Relationships

Both parties in a properly developed mentoringti@teship receive benefit (Campbell &
Campbell, 1997; Cohen, 1995; Kerr, 2009). Someefisrfor the mentee reported by the
literature include increased self-confidence, insegl career satisfaction, decreased stress levels,
improved competence, enhanced effectiveness, anekised professional identity (Kram, 1983;
Pitney, et al., 2006) Additionally, Kerr (2009) ealed that student mentees with productive
mentoring relationships experienced increased kedgd and skill acquisition, more rapid
progression of skill development, positive orgatizal and professional socialization, and
stronger levels of academic and social integration.

Research indicates that mentors also reap the dewéia positive mentoring relationship
(Kerr, 2009). Ehrich, Hansford, and Tennet (20@dnd that mentors report increased personal
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and professional satisfaction. This satisfactidates to increased professional networks,
leadership skill development, and quality of lifepeer relationships and work production.
Additionally, Zalaquett and Lopez (2006) reportedttmentors experience an enhanced sense of
fulfilling their life and professional purpose.

Mentoring in Clinical Education

In a grounded theory study of the mentoring proaesshletic training from students’
perspectives, Pitney and Ehlers (2004) found tteattars should be accessible and approachable
to clinical students. When potential mentors ae@ived by athletic training students as
intimidating or disrespectful, the students arakehy to approach them to develop a mentoring
relationship. The students’ perceptions precludd,raay prevent, the development of trust
necessary to enter into the mentoring relation@fipm, 1983; Pitney & Ehlers, 2004; Pitney, et
al. 2006). Pitney & Ehlers (2004) findings highlighe assertion that clinical instruction
encompasses much more than physical presence peibision; it includes interpersonal
characteristics, such as approachability. Thesepatsonal characteristics are not behavioral
attributes which can be clearly defined and obskrlat are characteristics which develop as the
mentored relationship progresses.

Because mentoring is a practice pertaining to aahya interpersonal relationship
between two individuals, both parties own some ele@f responsibility for initiating and
preserving its existence (Cohen, 1995; Pitney 8&EhI2004; Pitney, et al. 2006). If a mentoring
relationship is not trust-based and does not pesgiteough the previously described phases
(Cohen, 1995; Kram, 1983), then imbalances in thatoring relationship may be created
(Pitney & Ehlers, 2004). Examples of imbalanceseeigmced by athletic training students, as
identified by Pitney and Ehlers (2004), includatieinships where a great deal of challenge, but
little support exists. A mentored relationship wittle support but significant challenges can be
perceived by mentees as negative or harassing, (R&00) and may result in negative mentored
experience. Ultimately, negative mentored relatifps can result in the desertion of mentoring
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processes (Pitney & Ehlers, 2004) and may havalnoational benefit. The importance of trust,
support, and interpersonal relationship developrigehirther described in nursing literature.

Descriptive insight into phenomena associated datity student to preceptor interactions
in nursing undergraduates (Atack, Comacu, Kennella, & Miller, 2000) further highlight the
importance of interpersonal relations and mentprshthe clinical education environment.
Atack, et al. (2000) identified four common thenmapacting clinical learning: student-staff
relationship, characteristics of the preceptor ptezeptor's perception of their role in the
relationship, and workplace culture. The findingsndnstrate that the relationship between the
preceptor and the student are critical to the madf mentorship in clinical education, and that
staff act both knowingly and inadvertently as pssienal examples to clinical students. This
perception reinforces the importance of not ongypheceptors’ ability to demonstrate effective
clinical educator behaviors, but also verifiesislevance of mentoring relationship
development.

Mentoring in athletic training clinical education. As a healthcare profession, athletic
training education as employs the traditional maldicodel of education; which includes both
didactic and clinical components (CAATE, 2008; Gead et al., 2009; Knight, 2008). The
educational foundations for athletic training dietiby CAATE (2008) prescribe the duration
and content of clinical experiences, as well agtidifications and responsibilities of preceptors
and preceptors. Research describes effective aliagucator behaviors (Dondanville, 2005;
Levy, et al., 2009; Mulholland & Martin, 2010), a®ll as corresponding attributes of mentored
relationships (Kerr, 2009; Pitney & Ehlers, 2004né&y, et al. 2006). Despite structured and
prescribed clinical experiences, observable effeatlinical educator behaviors, and identifiable
mentorship attributes, the success of the traditioredical model of education is ultimately a
product of interpersonal interactions (Richardsortlal., 1992; Weidner & August, 1997).

There is no doubt that quality clinical educatiti@d occur within the bounds of a
mentored relationship to provide maximum achieven(@eibert, Huot, & Sexton, 2010;
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Weidner & August, 1997; Weidner & Henning, 2000hfartunately, athletic training literature
frequently interchanges the terms preceptorraadtor (Gardner, et al., 2009; Neibert, Huot, &
Sexton, 2010; Weidner & Henning, 2000) althougtséhare not identical terms. Unfortunately,
this substitution of terms reinforces a clinicalieation culture whersupervisioris the desired
outcome of clinical instruction instead of the nweship necessary to accomplish desired clinical
learning outcomes (CAATE, 2012; Neibert, Huot, &&m, 2010; Weidner & August, 1997).
The assumption that clinical instruction and mentpare interchangeable further supports the
importance of clinical relationship developmenteTdxisting research in athletic training
focusing on mentoring (Pitney & Ehlers, 2004; Pytnet al. 2006) indicates that in order for an
authentic mentoring relationship to exist, integoal and educational foundations should
coexist. In other words, in order to establishrttentored relationship necessary to accomplish
desired educational outcomes from clinical expeesnthe preceptor and ATS should first
establish an interpersonal connection.

The outcomes of required clinical experiences, tisttould prepare athletic training
students for professional practice, are heavilyedepnt upon the quality of students’ interactions
with preceptors (Richardson Jr. et al., 1992; Weidh August, 1997). If athletic training
graduates are not prepared for certain aspectotd@gsional practice (Gardner, et al., 2009;
Massie, Strang, & Ward, 2009), as verified by BG@mination statistics (Johnson, 2010;
Winterstein, 2009), then clinical education is fzdit to blame. Preceptors who fail to
demonstrate effective clinical educator behaviommgromise the quality of the mentor to mentee
relationship (Hannam, 2000) necessary for the dgveént of “professional behaviors”

(CAATE, 2008, p. 10), as well as the opportunitydthletic training students to apply, practice,
and integrate athletic training knowledge and skill

The clinical interaction requirement between atbltining students and qualified
preceptors represents the core of students’ piofesseducational experience and assimilation
into healthcare practice. Therefore it is crudmattathletic training students participate in dati
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experiences with preceptors/educators who posstisghe intent and commitment to enter into
instructional and mentoring relationships with idai students (Gardner, et al., 2009; Sexton, et
al., 2009). Unfortunately, practitioners generallyve as preceptors because of institutional
convenience and geographic proximity to the athketiining program (Knight, 2008; Weidner &
Henning, 2000), and not necessarily because df ititerest in and commitment to athletic
training clinical education. Although preceptorsimiain appropriate credentials for professional
practice, they may have little experience or tragnin clinical instructional strategy and methods,
or mentorship (Knight, 2008; Weidner & Henning, @D0

It is widely accepted that preceptors should attemprovide a clinical environment of
uniformity and strive to provide similar experieader all students (Carpenito & Duespohl,
1985; Knight, 2008; Weidner & August, 1997). Howewequired clinical experiences often
occur somewhat haphazardly, preventing duplicaperences for different students at different
settings or times (Weidner & August, 1997). Altbbuit is clear that athletic training clinical
students are to be supervised at all times (CAATH?), findings indicate that they frequently
perform unsupervised athletic training skills, amd therefore acting outside the bounds of
clinical education (Weidner, Noble, & Pipkin, 2008gidner & Pipkin, 2003). The practice of
unsupervised clinical experience is not only un$afestudents and patients, it does not promote
an appropriate learning environment and contribttehaotic clinical experiences with poor
outcomes (Weidner, Noble, & Pipkin, 2006).

Professional behavior, role awareness, and cubiivato not occur through unsupervised
clinical experiences or formal coursework, but ahiyough mentoring (Carpenito & Duespohl,
1985; Hannam, 2000; Weidner & Henning, 2000). Withguality student to preceptor
interaction, the development of a mentor to mergtaionship necessary for progression through
identified mentoring relationship phases is unik@ohen, 1995; Kram, 1983). In providing an
encouraging clinical learning environment, precephould act conscientiously while
attempting to interact fairly and impartially if alteractions with clinical students (Thiele,
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2005). While educational foundations for a cliniegperience are prescribed for both preceptor
and student (CAATE, 2008), the interpersonal fotioda of the relationship are potentially
fraught with demographic differences which may wisrthe development of an effective
mentored relationship (Kerr, 2009; Rayle, 2006d€ls 1993). Sex is one of the most basic and
obvious potential differences between a preceptdrAl' S, or a mentor and a mentee (Atack, et
al., 2000; Harris & Crocker, 2008; Ragins & McFayli990) and, given the demographic
disparity previously discussed between ATS andgptr, should be considered as a significant
factor in the development of a clinical educatigad Sex has received research attention in
medical and nursing clinical education but sigifity less attention in athletic training
education research. In order to further contempgleempact of sex on clinical relationships, a
discussion of role theory follows.
Role Theory

The social process of dividing people and sociatfices along the lines of differing
characteristics, including sex, also frequentlyoimes creating hierarchies between the divisions
it enacts (Biddle, 1986; Beasley, 2005; TisdelD30 Gender theorists postulate that gender is
too often marginalized in discussing the signifm@iof power and influence in social roles and
relations (Adams & Savran, 2002; Beasley, 2005y&i& Kaplan, 2009). Both parties to the
clinical learning dyad can be affected by a conflietween role expectations and realities which
may not fulfill these expectations, as well as AJésceptions which may not correspond to
reality. Role theory (Biddle, 1979), is concernethwhe study of behaviors that are
“characteristic of persons within contexts and wighious processes that presumably produce,
explain, or are affected by those behaviors” (1979). Role theory intends to clarify how
individuals occupying particular social positiome axpected to behave and how they expect
others to behave (Hindin, 2007).

The central component of role theory, role, ismkdi as: “those behaviors characteristic
of one or more persons in a context” (Biddle, 19¥%8). Role theory attempts to describe one
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of the most essential attributes of social behaviat humans behave in ways that are different
and predictable depending on their respective kmigatities and the situation (Biddle, 1986). In
attempting to describe human behavior, role th&oegntered on three concepts:

» Patterned and characteristic social behaviors argtoccur.

» Parts or identities are assumed by social parttgpaho are aware of the roles
and perpetuate their existence through social tionttig of anticipated
behaviors.

» Scripts or expectations for behavior are sharederstood by all, and adhered to
by social participants.

(Biddle, 1986, p. 68).
Considering these propositions in the context efAl S-preceptor clinical relationship
establishes a realization that both participantiéninteraction may assume roles based on a
variety of factors with little or no awareness luistrole assumption may exist.

Examples of assumed roles in the clinical instarctlyad may include: female collegiate
athletic trainer and preceptor, male secondarydshaihletic trainer and preceptor, female
sophomore athletic training student, or male seaioletic training studentEach of these titles
represents a role that is assumed by the indiviao@lprovides the basis for perceiving and
interpreting behaviors expected from the individoatupying that role based on existing
assumptions about it. If the interpersonal clinioggraction between ATS and preceptor does not
allow the cultivation of the mentoring relationshipough the initiation stage (Cohen, 1995;
Kram, 1983), then role theory may provide a basiskplanation.

Impact of Biological Sex on Clinical Relationships

Because participants in educational environmeritg bwith them, whether consciously
or unconsciously, their positions in and viewshaf hierarchies of the outside world, the societal
context is often duplicated in the educational emvinent (Johnson-Bailey & Cervero, 1997;

Tisdell, 1993). Because the sex demographic fouttumathletic training preceptor and clinical
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student populations allows the frequent formatidxeat-sex preceptor/student dyads (BOC,
2010; National Athletic Trainers Association, 2014) examination of the potential impact of
sex on the clinical relationship follows.

Biological Sex in the Preceptor—Student Dynamic i€linical Education

The question of how sex influences the vital prémefp student relationship is examined
by Carney, Dietrich, Eliassen, Pipas, and DonaB08() in a study of third-year medical
students and preceptors. This research utilizescpue method of exposure documentation and
analysis that provides insight into the role of sethe student-preceptor relationship. Medical
students in the study provided feedback via compidtabase following each supervised clinical
interaction, resulting in 5,017 patient encountBesch encounter was categorized according to
the clinical preceptor-student sex dyad, with fpassibilities: female student with female
preceptor (same sex), female student with malegptec (mixed sex), male student with male
preceptor (same sex), or male student with femaegptor (mixed sex).

Carney, et al. (2000) made three significant figdirelative to clinical education in their
database analysis comparing patient encountersebatdyads. First, male preceptors relegated
female students to the role of observer versusdleeof participant or care giver twice as often as
occurred in other dyads. The observational rolesame provide an environment in which
students may continue to develop competence, gofig, and independence (Carpenito &
Duespohl, 1985; Ford, 1978; Knight, 2008). Secalydds of the same sex experienced
environments that promoted more independent wak thixed sex dyads. Third, same sex
dyads received more feedback with respect to dirskill development. This finding
demonstrates that “sex is an issue in any perseitson discourse, and human discourse is the
central feature of learning and practicing meditiigurge, 2000, p. 625).

Similar to Carney, et al. (2000), Levy and Merch@f02) sought to investigate student
and preceptor sex effect on clinical skill expecies This study of third-year medical students in
a family medicine preceptorship over three acadgmcs utilized a survey method immediately
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following the completion of the preceptorship. Btedy participants were asked to rate their
experiences with their preceptor on 57 skills miilgy a five-point scale. The scale allowed
students to state if:

the problem/skill was not encountered (1); theyeobsad/assisted the preceptor with the

skill (2); they were supervised by their precepbathe management of the skill one or

two times (3); they were supervised by their prémejn the management of the skill
three to four times (4); or they were supervisedhgyr preceptor in the management of

the skill five or more times (5).

(Levy & Merchant, 2002, p. 1242).

The study evaluated differences in the ratingsdasereported: student sex, preceptor sex, and
student-preceptor sex pairs.

In comparing student sex, Levy and Merchant (2@@2nd that: female students
received more experience with 7 of 12 female sfmepdtient skills and male students received
more experience with 2 of 3 patient male speckKittss In comparing preceptor sex, finding
reveal that students perceived female preceptgosoasding significantly more experience than
male preceptors in 7 of 12 female specific patsdaits and in 2 sex neutral skills. Male
preceptors were perceived to provide more expegianth 6 specific procedures that did not
entail a complete medical issue (2002). In summnthryLevy and Merchant (2002) findings
indicate that for the vast majority of sex-spec#ikills, students reported the highest levels of
experience and preceptor interaction when the éxpes occurred within student-preceptor pairs
of the same sex, especially when the experienogri@twith a patient of that same sex. These
findings reemphasize the Carney, et al. (2000)diggland indicate that the sex of the student
and of the preceptor affect the level of experigheg a clinical student receives with a number
of skills and procedures.

In clinical education, the preceptor maintainsgbever to “decide which information is
acknowledged and considered important and (dictet@)decisions will be made” (Burge, 2000,
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p. 625). Sex interactions of clinical studentggaptors, patients, staff, and colleagues provide a
variety of experiences for participants, but sd& emd power struggles are inherent to the
interactive clinical education structure (BurgeQ@)p Burge proposes that clinical skills should
be taught in a manner sensitive to the existenderdluence of sex and power in clinical
relationships. Burge summarizes that the empowerofasiinical students and instructors to
recognize oppression; offer empathy, respect, aridg; and build behavioral and
communication skills requires “more than learningraple technique” (2000, p. 627).

Specific to athletic training clinical educatiohiggles (2001) and Wright (2009) make
reference to sex-related clinical education findirfghingles (2001) reported that study
participants overwhelmingly felt a desire to haymoaitive impact on athletic training students
and to serve in a mentoring capacity, particularithe case of female preceptors with female
students. Wright (2009) reported that a signifiadifference exists between male preceptors and
female preceptors for 7 of 20 effective clinicaldbing behaviors. The findings of Shingles and
Wright, when considered in the context of reseanather health professions (Atack, et al.,
2000; Burge, 2000; Carney, et al., 2000) demoresirttat the impact of sex on the clinical
learning dyad is a factor in athletic training @&l education that deserves further attention.

Two distinct but intertwined theoretical framewark&nder Theory and Role Theory,
provide a framework for further considering the aopthat sex may have on student perceptions
of effective clinical educator behaviors in athddtiaining clinical education (Biddle, 1986;
Statham, Richardson, and Cook, 1991). This appraashmes that participants in a social
interaction occupy gender roles based on previgpsréences and expectations, as well as
demographic factors (Statham, Richardson, and Ci#kl; Tisdell, 1993), and that these roles
are continuously renegotiated and reaffirmed inpiteeess of clinical interaction between
instructor and student (Statham, Richardson, arakCI991). In clinical instruction the sex
roles of the preceptor and ATS interact and aleéniced by what Biddle (1986) refers to as a
perception to reality interfagavhich may negatively affect both teaching andresy.
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Investigating the impact that sex has on the ATi8qion of effective clinical educator
behaviors may provide valuable data to Athleticifiirlg Program administrators and aid in
providing the best possible clinical learning eomiments for ATS. Sex differences between
preceptor and ATS may impact the students’ peroeptof effective clinical educator behaviors,
the outcomes of clinical experience, and ultimates/preparation of athletic training graduates
for entry level practice. The role of sex may atepact the practitioner-patient dynamic,
compounding its effect on the clinical preparatdm\TS.

Biological Sex in the Practitioner—Patient Dynamic

Researchers have identified significant differerindgbe self-reported comfort level and
skill of practicing physicians and residents wheating patients of the opposite sex (Lurie,
Margolis, McGovern, & Mink, 1998; Paluska & D’Amic@000). In a study of family practice
and internal medicine physicians, Lurie, et al 98)ound that practicing physicians rate both
comfort levels and skill significantly lower witrapents of the opposite sex. Similar to this
finding, Paluska and D'Amico (2000) established kss than half of the family practice
residents studied are comfortable with oppositespexific examinations. Study participants
reported significantly less comfort and lower slélels when treating patients of the opposite
sex. The results of Lurie, et al. (1998), and tlvaraness that physicians should be capable of
overcoming "personal biases for the good of thaiignts" (p. 136) as well as the suggestion that
"physicians may have difficulty overcoming...persofeadlings” (p. 136), indicates the need for
further investigation and the potential need foplementation of interventions in skill and
comfort level in healthcare providers and students.

While decreased comfort level with opposite sexeptd has been demonstrated in
practicing physicians with varying levels of exgerce (Lurie, et al., 1998), Paluska and
D’Amico (2000) examined two foundational aspectsex-based clinical interactions during the
residential phase of physician clinical experientles proportionate exposure of physicians to
same and opposite sex patients and conditionsthencbmfort level of family practice residents
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in evaluating and treating opposite sex and sam@atients. This examination of clinical
residents’ perceptions of personal training expees is unique in the literature.

Paluska and D’Amico (2000) found that residencysitigns do not feel they have
adequate experiences with opposite sex patientty 52% of male and 31% of female residents
view their exposure to opposite sex patients dgcgarit; and only 48% of male and 31% of
female residents expressed comfort in oppositesgesific examination skills (Paluska &
D’Amico, 2000). The findings also demonstrated thaly 20% of male and 47% of female
residents participating in the study felt that balag sex exposure in their residential practice
would satisfy their comfort concerns. Paluska aiinilco conclude that while skill levels may
increase with healthcare experience, perceived @t the part of the practitioner should be
addressed on some other level such as professiodialization within the context of the clinical
learning dyad.

Few studies have been published which focus orssers in the clinical practice of
athletic training. Shingles (2001), in a phenomegmal study of female certified athletic
trainers, found that, while participants perceittegir education as adequate preparation for
evaluating and treating both male and female ath)etomfort levels in interactions with patients
of the same sex was higher. Drummond, VelasquessCand Jones (2005) further explored
Shingles’ (2001) observations by utilizing tBender Comfort in Athletic Training Questionnaire
(Drummond, et al., 2005) to examine the self-regmbdomfort of athletic trainers with same and
opposite sex patients as well as sex-specific andsex specific conditions. Researchers
examined not only the comfort level of the practigr in regards to sex related issues, but also
considered self-reported reasons for practitiomsragnfort.

Mirroring previous findings (Lurie, et al., 1998alBska & D’Amico, 2000), Drummond,
et al. (2005) found that low levels of experienaravthe most commonly reported reason for
discomfort by participants. The researchers sugddbiat athletic training student education be
adjusted to include more frequent clinical intei@ts with opposite sex athlete populations.
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If preceptors are uncomfortable while caring far gatients of the opposite sex
(Drummond, et al., 2005; Lurie, et al., 1998; Pktu& D’Amico, 2000), then athletic training
clinical students may be taught, through the pgitesl role cultivation inherent to clinical
instruction (Carpenito & Duespohl, 1985; HannanQ@0WNeidner & Henning, 2000) that
discomfort when treating the opposite sex is aad#pt While further investigation of sex impact
on the patient-practitioner dynamic is beyond tt@ps of the proposed research, this review of it
provides greater perspective for consideratiomefrelevance and importance of gender role
investigation in the athletic training clinical leing dyad.

Summary

Contemporary research and policy identify a pexeashortage of sufficiently prepared
healthcare professionals as an impending sociess ¢AAHC, 2008; Institute of Medicine,
2003; Rahn & Wartman, 2007) that higher educatfaukl recognize and address (AAHC,
2007; AHA, 2010; Thelin, 2005). Explicitly, the saipised clinical practice, or clinical
education, component of the traditional medicalcation model (Ford, 1978) often does not
adequately prepare graduates for the realitieseoivorkplace (Institute of Medicine, 2003; Rahn
& Wartman, 2007). Supervised clinical practiceiigfy established in the literature as a critical
juncture in healthcare education and is heavilyedéepnt on the quality of interaction between
the clinical student and instructor (Atack, Coma€enny, LaBelle, & Miller, 2000; (Carpenito
& Duespohl, 1985; Weidner & August, 1997). Compdsehat influence the quality of clinical
interaction include observable effective clinicdueator behaviors (Dondanville, 2005; Levy, et
al., 2009; Mulholland & Martin, 2010) and mentog@ctice (Platt, 2002; Weidner & August,
1997; Weidner & Henning, 2000).

Research specific to athletic training verifiest thhaquently athletic training students are
not fully prepared for the interpersonal aspectgrofessional practice (Gardner, et al., 2009;
Massie, Strang, & Ward, 2009), do not receive gppate clinical supervision (Weidner, et al.,
2006; Weidner & Pipkin, 2003), and lack clinicatdgon making skills (Johnson, 2010;
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Winterstien, 2009). Athletic training clinical emehments allow frequent opportunities for
interactions between instructors and studentsftd#riig sex (Acosta & Carpenter, 2006; NATA,
2014; Leftwich, 2014).The investigation of sex imapan clinical practice (Drummond, et al.,
2005; Lurie, et al., 1998; Paluska & D’Amico, 2008yealed that participants experience
decreased comfort when treating the other sex.&Resén clinical instruction interactions
(Atack, et al., 2000; Levy & Merchant, 2002; Carnetyal., 2000) purport that the sex make-up
of the clinical dyad correlates to the method afichl supervision employed and may negatively
affect students, particularly in the male preceptuat female clinical student dyad (Atack, et al,
2000.).

The themes that emerged advocate that the stusxahfluence on student perception
of effective clinical educator behaviors is worthfysignificant and continued study. Sex should
be much more than a theoretical footnote when denisig the preceptor to student interaction.
Research provides evidence that the clinical sexi gyays a role in the critical processes of
clinical relationship negotiation. The investigatiof the role of sex in the clinical student to
preceptor interaction for the discipline of athddtiaining has received very little attention ie th
research relative to other health professions. &ekeén this area may ensure that sex related
issues impacting the clinical education of athlg@ining students are adequately exposed, and
may assist in providing avenues for strengtheniimjcal instruction. Ultimately, findings may
aid in the creation of clinical education enviromtgeand preceptor to student interactions that
nurture the development of student comfort in ttevention diagnosis, care, and rehabilitation of
a variety of injuries while preparing to enter msdional practice. The results of this research
have implications for: gender theory as relatedthtetic training clinical instruction; CAATE
policy revision; institutional preceptor educatipmogram betterment; improvement of athletic
training student professional preparedness; amndatily, may provide information that may aid
in producing healthcare workers capable of asgistiraddressing the existing healthcare
provider shortage.
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CHAPTER Ill

METHODS
The purpose of this study was to examine athledioing students’ (ATS) ratings of
effective clinical education behaviors by athlet&ining preceptors, and the impact of clinical
learning dyad sex congruence on these ratingspmnassion on Accreditation of Athletic
Training Education (CAATE) accredited professioatiletic training programs in the United
States. Specifically, this study utilized ATS rasof effective clinical educator behaviors, as
measured by the modifi€gurvey of Effective Clinical Educator Behavi@d®ndanville, 2005),
as the dependent variable to assess ATS mean eesgifferences based on ATS clinical dyad
placement. Clinical learning dyad biological sexgaence, defined as either same sex clinical
learning dyads (male ATS/male preceptor, female /féiBale preceptor), or opposite sex
learning dyads (male ATS/female preceptor, femadl&/i#nale preceptor), is identified as the
independent variable. The primary hypotheses fosicieration were:
H.: ATS/preceptor biological sex congruence in theichl learning dyad impacts ATS
ratings of current effective clinical educator bébes.
H,: Preceptor biological sex impacts ATS ratingswfent effective clinical educator
behaviors.
Hs: ATS biological sex impacts ratings of ideal etfee clinical educator behaviors.
H4: ATS/preceptor biological sex congruence in theichl learning dyad impacts ATS

ratings of ideal effective clinical educator beluasi
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Hs: Significant differences in ATS ratings of effediclinical educator behaviors exist
between current and ideal preceptor regardlessxo€sngruence in the current
clinical learning dyad.

Research Design

This study utilized quantitative, quasi-experimérpast-test only design to test the
proposed hypotheses. Data was collected via eléctsarvey from ATS who recently
participated in a clinical experience though a CAAAccredited professional athletic training
program. Approximately 11,000 ATS (Volberding, 2Dir1 361 CAATE accredited professional
athletic training programs (www.caate.net) represgthe population for the study.
Participants

For the purpose of this study, ATS were definedtadents currently pursuing a degree
(bachelor’s or master’s) in athletic training thgbua CAATE-accredited professional athletic
training program, who have completed a minimumatgdit hours of undergraduate
coursework, and have completed at least one semwéstinical experience as defined by the
Standards for the Accreditation of Professionallétib Training ProgramgCAATE, 2012) at
the time of survey distribution.

Participant recruitment. A personalized email invitation was used to sbjicogram
directors from all 361 CAATE accredited professiaataletic training programs to assist in
anonymous survey distribution to ATS at their ingion. Program directors were asked to
forward an email to ATS enrolled in his or her piaog which included a research description, a
standard letter of consent, general instructionsjigue hyperlink providing direct access to the
secure survey site, and researcher contact infaymggee Appendix A for participant
recruitment scripts).

Participants who consented to participate in threesufollowed a link to an internet
based version of theurvey of Effective Clinical Educator Behavi@&ECEB;see Appendix B
for proofs of instrument)ondanville, 2005). Because the study sample of WaSs only
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accessible through the CAATE-accredited programatiirs, automated personal reminders were
sent via e-mail to program directors every weekafperiod of one month, at which time
statistical analysis of results proceeded (Dillnmamyth, & Christian, 2009).
Instrument and Procedures

Sampling. Following approval by the Oklahoma State Universiffice of Research
Compliance, Institutional Review Board, data cdltat proceeded in the following manner. The
population for this study was comprised of ATS fralnCAATE-accredited professional athletic
training programs. In order to reach the intendadpe, institutional athletic training program
directors assisted in survey distribution. Instinal identification and email addresses for the
program directors of each of the 361 currently edited professional athletic training programs
were obtained from the CAATE website (www.caate.net

Sample size, power, and precison. Recent research indicated that CAATE-accredited
professional athletic training programs averagelément was 32 students (Volberding, 2011).
Considering that there are 361 CAATE accreditedfanms, the total population of ATS is
approximately 11,000. Based on this populatiomrifer to achieve a 95% confidence level with
a 10% confidence interval, the desired samplew&®95 ATS in each of the 2 clinical learning
dyads: same sex ATS/preceptor and opposite sexphd&ptor (Dillman, Smyth, & Christian,
2009; Salant & Dillman, 1994). Recent researchzitify identical survey distribution methods to
the proposed research (Volberding, 2011) suggespedential response rate of 20%. With 361
programs and an average program enrollment of @212 given a 20% participation rate it was
anticipated that approximately 72 program direc{@f96 of 361) would forward the survey to
their students, and 20% of these ATS would respyiettling a final participant pool of
approximately 462 respondents. The respondentywaslthen scrutinized for instrument
completion and participant eligibility based on getion of at least one clinical experience
semester. Incomplete and ineligible participanteewemoved from the response pool prior to
analysis.
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Instrumentation. Utilizing the effective clinical educator behaviatescribed by the
literature and those evidenced through qualitatgearch, Dondanville (2005) developed the
Survey of Effective Clinical Educator Behavitodirectly measure athletic training clinical
educator use of effective teaching behaviors. SEBEEBwas reviewed by an expert panel for
content validity (Dondanville, 2005; Wright, 200®)ternal consistency across all survey items
ranged from .814 to .904, which meets or exceeglsdhsistency of similar tools (Dondanville,
2005). This instrument provided a valid, relialaled objective means by which to assess ATS
perception of effective clinical educator behavidisplayed by preceptor.

Through a series of 20 statement responses repireseffective preceptor behaviors,
the SECEBasked participants to rank both th@urrent Clinical Instructorand thddeal Clinical
Instructoron a Likert scale with responses ranging from 5y(edten) to 1 (never). ThREECEB
item statements were grouped according to fouragegories of effective clinical teaching
behaviors: information, evaluation, critical thingi and physical presence (Dondanville, 2005)
which provided additional information for data aysas.

The SECEBwas valid for the purpose of this study, had cdasity demonstrated
reliable results (Dondanville, 2005; Wright, 200&0d could be converted to electronic format
without affecting content or construct validity. Mt&n permission was obtained to utilize the
Survey of Effective Clinical Educator Behaviors (idanville, 2005) for electronic data
collection in the proposed research (see Appendpr @ermission from author).

Demographic data was collected regarding ATS aadgptor sex to allow examination
of the hypotheses. In order to better describedbearch sample, additional demographic data
was obtained regarding clinical practice settirglégiate, high school, clinical, or other), ATS
age, ATS experience level (humber of semesterbiri¢a experience completed), ATS
collegiate credit hours completed (sophomore, jyrsenior), and the NATA District location of
the clinical experience. Furthermore, participamtse asked to identify the employment position
of their current preceptor (graduate assistargyimtpart-time staff, or full time staff).
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Measurement and Statistical Analysis

Qualtrics Incorporated web survey software (wwwiltjicg.com) was utilized for data
collection. An anonymous tracking feature withie tQualtrics software permitted the researcher
to link program responses to initial email contaithout compromising response confidentiality.
This tracking feature allowed for personalizeddaltup reminders and thank you responses to
program directors. Access to the database waslihiit the researcher. Confidentiality was
maintained by ensuring that there were no idemighgharacteristics associated with survey
participants’ individual responses.

Statistical analysis The statistical analysis of tiBECEBdata obtained from ATS
allowed the researcher to address each of therobsgaestions and provided the measurements
necessary for primary and secondary study outcobes. obtained from the online survey was
downloaded from Qualtrics and imported into the SK&rsion 20.0 software package for
statistical analysis. Data analysis included dpsige statistics of participant demographics as
well asSECEBresponses. The me&ECEBresponses for each clinical learning dyad were
compared in the four domains of effective clinitesiching behaviors described above. The
clinical learning dyad means were also compareedoh of the 2GECEBitem responses.

To analyze the impact of ATS/preceptor sex congreen the clinical learning dyad on
ATS ratings of experience witturrenteffective clinical educator behaviors (see Tableghd
3.2), a one-way ANOVA was conducted for comparisb8 ECEBmeans between the clinical
learning dyads:

1. Male ATS with current male preceptor (m/m- same chgad).
2. Female ATS current female preceptor (f/f- samedsexd).
3. Male ATS with current female preceptor (m/f- oppesiex dyad).

4. Female ATS current male preceptor (f/m- same sexidy
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Table 3.1
ANOVA comparison between dyads for SECEB, curreateptor

Sex Dyad Ql Q2 Q3 Q4 Q5 .. QI8 Q19 Q=20

Same M/M

FIF

Opposite M/M

FIF
Table 3.2
ANOVA comparison between dyads for SECEB, curreateptor.
Dyad SECEB Mean Scores Dyad
(student / educator) (20 items in 4 Domains) (student / educator)

M/M + F/F (same) SECEBScores for Current CE M/F + F/M (opposite)
compared to

M/M (same) SECEBScores for Current CE M/F (opposite)
compared to
F/F (same) SECEBScores for Current CE F/M (opposite)

compared to

This method of analysis allowed for an examinatibdifferences between the mean
Likert rankings of the clinical learning dyads iacé of the four overarching domains urrent
clinical educator ratings. Additionally, ANOVA wasilized to compare the Likert scores of
guestions between the 4 clinical learning dyadstorentclinical educator on each of the 20
guestionnaire statements. Follow-up statisticststef mean comparisons within and between
each category were conducted where indicated Inyfisignt results.

For analysis of the impact of ATS/preceptor sexgraance in the clinical learning dyad
on ATS preferences fadeal effective clinical educator behaviors (Dondanyi2805), a one-
way ANOVA was conducted for comparison of meansveen the clinical learning dyads (see
Table 3.3). Similar to the analysis of differengesurrentpreceptor (Dondanville, 2005) ratings
between clinical dyads, an examination of diffeembetween the mean Likert scores in the four
overarching categories for the 4 clinical learnityads inideal clinical educator ratings provided
an overview of similarities and differences betwdendyads. Additionally, the mean Likert

rankings for each of the 20 questionnaire statesrientdeal clinical educator ratings of
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guestions were calculated and compared betweeatyits. The meaideal clinical educator
rankings for each dyad were compareduaent clinical educatorankings in order to provide a
comparison of means and an examination of sigmifidi#ferences (see Table 3.4). Post-hoc

analyses were conducted where indicated.

Table 3.3

ANOVA comparison between dyads for SECEB, IdeatBpgor

Sex Dyad Ql Q2 Q3 Q4 Q5 .. Q18 Q19 Q20
Same M/M

FIF

Opposite M/M

FIF
Table 3.4
Plan for ANOVA comparison between dyads for SECiBal preceptor.
Dyad SECEB Mean Scores Dyad
(student / educator) (student / educator)

M/M current (same) SECEBScores for CE compared to M/M Ideal (same)
M/F current (opposite) SECEBScores for CE compared to  M/F Ideal (opposite)
F/M current(opposite) SECEBScores for CE compared to F/M Ideal (opposite)
F/F current (same) SECEBScores for CE compared to F/F Ideal (same)

Difference in ATS ratings aturrentpreceptor behavior based on preceptor sex were
analyzed utilizing one-way ANOVA by comparing eaxdtthe overall means and the mean
SECEBresponses faturrentbehaviors and overarching domains, based on piecsgx only
(Table 3.5). Similarly, the research question oéthler differences in ATS preferencesifigal
effective clinical educator behaviors were analyatiizing one-way ANOVA by comparing the
overall means and each of the m&HCEBresponses fadeal behaviors and overarching

domains, based on ATS sex only (Table 3.6).
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Table 3.5
ANOVA comparison of ATS ratings of Current preceptzased on preceptor sex

Preceptor Ql Q2 Q3 Q4 Q5 ... Q18 Q19 Q20
Sex
Male M/M
FIM
Female FIF
M/F
Table 3.6
ANOVA comparison of ATS ratings for Ideal preceptoased on student sex
Student QL Q2 Q3 Q4 Q5 .. Q18 Q19 Q20
Sex
Male M/M
M/F
Female F/F
FIM

Additionally, ATS SECEB ratings for experienceswiturrent preceptors were
compared to ATS ratings for preferences in ideatgptors by utilizing paired samples t-test.
The comparison within dyads between current preceptd ideal preceptor ratings provided a

better understanding of how well current precepstask-up to student expectations (Table 3.7).

Table 3.7
Paired samples t-test intradyad comparison of Adiidgs for Ideal preceptor.
SECEB Items Dyad- Sex Mean
Information Current Same
Ideal Same
Current Opposite
Ideal Opposite
Evaluation Current Same
Ideal Same
Current Opposite
Ideal Opposite
Thinking Current Same
Ideal Same
Current Opposite
Ideal Opposite
Presence Current Same

Ideal Same
Current Opposite
Ideal Opposite
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Assumptions and Limitations

Assumptions of the described research study indiualdequate representation of the
population selected, instrument content and coastalidity, instrument reliability, and truthful
response by study participants. University pubiieatories do not publish student academic
major classifications, which made it impossibledentify potential participants without athletic
training program director cooperation. Therefone, population of athletic training students was
only accessible to researchers by way of athlediaihg program directors. This limitation was
addressed by utilizing the data collection methar@siously described to encourage program
directors to forward the survey information, ancowgperlink to the clinical athletic training
students enrolled in their programs. Because efltmitation, the described method of data
collection is relatively common within the athletiaining academic community (Berry, Miller,

& Berry, 2004; Mulholland & Martin, 2010; Volberdin 2011; Wright, 2009). The response rate
for the current study was maximized by assuringpeta anonymity and thorough description of
the research purpose in initial electronic commaitens with program directors, follow-up
electronic communication with program directorsy #irough electronic consent documentation
with participants.

Instrument content and construct validity, as &slinstrument reliability, have been
established through thorough literature review (@mville, 2005; Groh, 2009; Wright, 2009).
The adoption of the original instrument into a wetsed format may introduce other
implementation threats (Dillman, Smyth, & Christi@®09). In order to minimize these threats,
16 recommended guidelines for web survey implentiemavere followed (Dillman, Smyth, &
Christian, 2009). In summary, Dillman, Smyth, arfdii€tian (2009) dictate that the web based
instruments be presented in a simple, easy to tgpfmanat that does not involve excessive
graphics or questions. These recommendations (2088Yyeinforce the importance of password
protection and participant anonymity and encouthgéanclusion of a completion indicator so
that participants know how much of the survey thaye completed. Furthermore, in accord with
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the Dillman, et al. (2009) strategy for minimizimgplementation threats, the survey was pilot
tested in different physical locations, on diffdreamputers, different operating systems, and
different web browsers, ensuring uniform screereapgnce and response function prior to its
distribution. Because response to the study waswaty and confidential, participants were
assumed to have provided truthful response to kach

Summary

This chapter provided a discussion of the mettad®d on a critical analysis of previous
research. A review of the research purpose, atloegfrimary research questions, identified the
dependent variable (ATS perceptions of effectiwaichl educator behaviors) and independent
variable (clinical learning dyad) of the study. Tihtéhe participant pool of ATS was defined and
the unique recruitment method of utilizing progrdimectors to distribute surveys was discussed
(Mulholland & Martin, 2010; Volberding, 2011; Wrigi2009). Next, the desired sample size and
confidence interval were provided. The materiald procedures section also provided an
opportunity for the evaluation and descriptionted SECEBInstrument (Dondanville, 2005)
relative to the research questions.

In the measurement and statistical analysis sedtierconversion of thEECEBto an
electronic format and the utilization of Qualtriweb survey software (www.qualtrics.com) were
first reviewed. The treatment of &&= CEBdata and utilization of SPSS software for mean
SECEBcomparisons between clinical learning dyads wasemted. Lastly, assumptions and
limitations of the study were discussed and acealifdr, including: adequate representation,
instrument content and construct validity, instratreliability, participant accessibility, and
potential web survey obstacles.

The research design presented provides a cleanadgifor the rigorous examination of
the research hypotheses in a manner that soliifedticipant pool representative of the study
population. While generally it is unusual for resbeto be conducted in a manner that utilizes
contacts at other institutions to distribute th&timment to the intended population, in athletic
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training it is a commonly utilized research techugidMulholland & Martin, 2010; Volberding,
2011; Wright, 2009), and in this case it was thly amanner of reaching the study sample.
Through the utilization of the methods describbd; study provided valuable data about the
impact of sex on ATS perceptions of effective dalieducator behaviors by allowing for

comparison between clinical learning dyads of santeopposite sex.
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CHAPTER IV

FINDINGS

This study was designed to examine athletic trgistudents’ (ATS) ratings of effective
clinical education behaviors by athletic trainimggeptors, and the impact of clinical learning
dyad sex congruence on these ratings, in Commissidkccreditation of Athletic Training
Education (CAATE) accredited professional athl&tening programs in the United States.
Specifically, this study utilized ATS ratings ofe&dtive clinical educator behaviors, as measured
by the modifiedSurvey of Effective Clinical Educator Behavi¢®®e Appendix B for instrument
proofs; Dondanville, 2005), as the dependent viibassess ATS mean response differences
based on ATS clinical dyad placement. Clinical hirag dyad biological sex congruence, defined
as either same sex clinical learning dyads (mal&/Aiale preceptor, female ATS/female
preceptor), or opposite sex learning dyads (mal&/f€fmale preceptor, female ATS/male
preceptor), was identified as the independent bbeid he primary hypotheses for consideration
were:

H.: ATS/preceptor biological sex congruence in theichl learning dyad impacts ATS

ratings of current effective clinical educator bébes.

Ho1: ATS/preceptor biological sex congruence in thimical learning dyad does not

significantly impact ATS ratings of current effeiclinical educator behaviors.

H,: preceptor biological sex impacts ATS ratingsatial clinical educator behaviors.

Ho2: Preceptor biological sex does not impact AT Shgtiof actual clinical educator

behaviors.
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Hs: ATS biological sex impacts ratings of ideal alad educator behaviors.

Hos: ATS biological sex does not impact ratings ofldginical educator behaviors.

H4: ATS/preceptor biological sex congruence in theichl learning dyad impacts ATS
ratings of ideal effective clinical educator belwsi

Hos: ATS/preceptor biological sex congruence in theicil learning dyad does not
significantly impact ATS ratings of ideal effectigénical educator behaviors.

Hs: Significant differences in ATS ratings of effa@iclinical educator behaviors exist
between current and ideal preceptor regardlessxo€sngruence in the current
clinical learning dyad.

Hos: No significant differences in ATS ratings of effwe clinical educator behaviors
exist between current and ideal preceptor regadiEsex congruence in the current
clinical learning dyad.

Prior to initiating participant recruitment and aabllection, approval was obtained from the
Oklahoma State University Institutional Review Bibéee Appendix D) and a letter of
authorization was obtained from The University afsh Institutional Review Board (see
Appendix E).

In order to reach the intended sample, athletinitrg students, the program directors of
all 361 athletic training professional programsrently accredited by the Commission on
Accreditation of Athletic Training Education werentacted via email and asked to forward a
survey link to their students (See appendix A fartipipant recruitment e-mail scripts). Survey
participation was voluntary and anonymous; theeefbere was no way to determine the number
of program directors who actually forwarded theveyrlink on to their students. Two program
directors responded that Institutional Review Boapgroval from their institutions was
necessary for them to distribute the link to t€liS (see Appendices F & G for Institutional
Review Board exemptions from Indiana UniversityPeinnsylvania & The College of Mount St.
Joseph).

48



There were 539 instruments initiated in Qualtri®3 people opened the instrument but
did not answer any questions, which left 376 falll partial attempts. Of these 376 attempts, 53
participants did not fully complete the Survey dfeEtive Clinical Educator (SECEB) Behaviors
portion of the instrument, did not indicate thaix sdid not indicate their preceptor’s sex, or
indicated that they are not currently enrolledandid not recently graduate) from a CAATE
accredited athletic training program, and were negddrom the data set (See Appendix B for
instrument proofs & Appendix C for permission franthor). The 323 participants who
completed the instrument included an additiongbdicipants who did not meet stated study
criteria specifically, completion of at least orerester of clinical experience, yielding a final
total sample size of 279. The sample size requadet reliably representative of the population
for comparison purposes at a 95% confidence int&rith a 10% sampling error, estimated at
n=95 for each dyad, was met.
Athletic Training Student (ATS) Participant Characteristics

Within the overall sample (n=279) 70% of respondemtre female (n=196) and 30%
were male (n=83), which is representative of thiesipopulation. Caucasians represented 87%
of participants (n=242), also representative ofdherall study population. Of the participants,
86% were currently pursuing (or had recently cortgalpa Bachelor's Degree (n=239) and 14%
were currently pursuing (or had recently completet¥)aster's Degree (n=40). The sample was
represented by >1% freshman (n=1), 25% sophomore&s], 29% juniors (n=80), 37% seniors
(n=102), 11% recent undergraduate graduates (n€3d jirst year graduate students (n=16), 7%
second year graduate students (n=20), and 1% rpostibaccalaureate graduates (n=4). The
semesters of clinical experience completed by @pants reflected that 20% had completed 1
semester (n=56), 23% had completed 2 semesterS)nE®o had completed 3 semesters
(n=43), 20% had completed 4 semesters (n=56), @Webimpleted 5 semesters (n=19), and 14%
had completed more than 5 semesters (n=40). All paificipant characteristics are presented in
Table 4.1.
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Table 4.1

Participant athletic training student (ATS) demaipias (N=279).

%

Sex Male 83 29.7%
Female 196 70.3%
Clinical Dyad Same Sex 141 50.5%
Male ATS/Male preceptor 47
Female ATS/Female preceptor 94
Opposite Sex 138 49.5%
Male ATS/Female preceptor 36
Female ATS/Male preceptor 102
Ethnicity Caucasian 242 86.7%
Pacific Islander 0 0%
African American 5 1.8%
Asian 7 2.5%
American Indian 4 1.4%
Hispanic / Latino 14 5%
Other 5 1.8%
Prefer not to give ethnicity 2 .8%
Age in years 19 24 8.6%
20 59 21.1%
21 75 26.9%
22 59 21.1%
23 26 9.3%
24 10 3.6%
25 7 2.5%
26 4 1.4%
27 or Older 15 5.4%
Academic Bachelor's Degree 239 85.7%
Classification Freshman 1
Sophomore 25
Junior 80
Senior 102
Recent Graduate 31
Master’'s Degree 40 14.3%
First year 16
Second year 20
Recent Graduate 4
Clinical Experience 1 56 20.1%
Semesters
Completed 2 65 23.3%
3 43 15.4%
4 56 20.1%
5 19 6.8%
More than 5 40 14.3%
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Athletic Training Preceptor Characteristics

Athletic training preceptor characteristics wegparted by athletic training student study
participants. Of the total sample (N=279), theetibltraining preceptor sample was comprised of
53% males (n=149) and 47% females (n=130). Thesptecs in the study held employment
positions that were classified as 13% graduatestasgiathletic trainer (n=35), 1% intern athletic
trainer (n=4), 7% part-time staff athletic trairfer18), 33% full-time assistant athletic trainer
(n=91), 42% full-time head athletic trainer (n=),1&nd 5% other medical professional (n=15).

Credentials held by preceptors were predominarghfifized Athletic Trainers (ATC,
n=260, 93%), followed by State Licensed Athletiaifier (LAT, n=109, 39%), Physical
Therapist (PT, n=11, 4%), Medical Doctor (MD, n2p), Doctor of Chiropractic medicine (DC,
n=2, 1%), and other credentials (n=45, 16%). In Bi%ases, participants were unsure of
credentials held by the preceptor (n=39). Athl&tiaining preceptors frequently maintain
multiple credentials such as ATC/LAT or PT/ATC, ahis multiplicity is represented by the
responses found in Table 4. 2. Additionally, iingortant to note that currently, 48 states
regulate the practice of athletic training throdighnsure, certification or registration; and that
the ATC credential is recognized for regulatiodihof these states. Further analysis of the data
revealed that 278 of 279 preceptors were either ATCAT in addition to other credentials (PT,
MD, DC, other, unsure). Complete athletic trainprgceptor characteristics are found in Table

4.2.
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Table 4.2
Athletic training preceptor characteristics (N=279)

Preceptor Demographic n %

Biological Sex
Male 149 53.4%
Female 130 46.6%

Employment Position
Graduate Assistant Athletic

. 35 12.5%
Trainer
Intern Athletic Trainer 4 1.4%
Part-time, staff athletic trainer 18 6.5%
Full_—tlme, Assistant Athletic 91 32 6%
Trainer
Full_—tlme, Head Athletic 116 41.6%
Trainer
Other Medical Professional
(MD, DO, PT, etc) 15 5.4%
Credentials ATC 260 93%
LAT 109 39%
PT 11 4%
MD 2 1%
DO 0 0%
PA 0 0%
DC 2 1%
Other 45 16%
uUnsure 39 14%

Clinical Learning Dyad Composition

The sample the participants were categorized Imyceli learning dyad composition:
same sex clinical learning dyad (m/m, f/f) or opposex clinical learning dyad (m/f, f/m). Of the
sample (n=279), 50.5% were same sex dyads (n=1¢{13%5% were opposite sex dyads
(n=139). Additionally the breakdown with these dyahs 17% male/male dyad (n=47), 34%
female/female dyad (n=94), 13% male/female dya@@hand 37% female/male dyad (n=102).

Clinical learning dyad composition is representedable 4.3.

Table 4.3
Clinical learning dyad composition (N=279).
Dyad Composition n %
Same Sex Same Sex Dyad 141 50.5%
Male ATS/Malgreceptor 47 16.8%
Female ATS/Femaj@eceptor 94 33.7%
Opposite Sex Opposite Sex Dyad 138 49.5%
Male ATS/ Femalpreceptor 36 12.9%
Female ATS/ Malpreceptor 102 36.6%
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Athletic Training Clinical Site Characteristics

The practice settings in which the clinical expecies occurred included 39% collegiate
NCAA division | (n=110), 17% collegiate NCAA divisin Il (n=46), 12% collegiate NCAA
division 1l (n=34), 4% collegiate NAIA (n=12), 2%ollegiate junior/community college (n=5),
18% high school (n=51), 4% outpatient rehabilitatatinic (n=12), 1% hospital/physicians office
(n=2), 1% professional athletics (n=4), and 1% o#&dting (n=3). Geographically, participants
represented all 10 geographic districts of the dtedl Athletic Trainers’ Association with 6%
from district 1 (n=17), 8% from district 2 (n=2B% from district 3 (n=22), 21% from district 4
(n=58), 26% from district 5 (n=73), 5% from distr&(n=14), 5% from district 7 (n=14), 6%
from district 8 (n=17), 14% from district 9 (n=38&nd 2% from district 10 (n=5). Complete

information regarding athletic training clinicatesicharacteristics can be found in Table 4.4.

Table 4.4
Athletic training clinical site characteristics.£RI79)
Practice Setting n %
Collegiate (NCAA Division I) 110 39.4%
Collegiate (NCAA Division Il) 46 16.5%
Collegiate (NCAA Division IlI) 34 12.2%
Collegiate (NAIA) 12 4.3%
Collegiate (Junior/Community College) 51.8%
High School 51 18.3%
Outpatient Rehabilitation Clinic 12 4.3%
Hospital/ Physicians Office 2 7%
Professional Athletics 4 1.4%
Other 3 11%
NATA
District States
1 Connecticut, Maine, Massachusetts, New Hampshire, 17 6.1%
. 0
Rhode Island, Vermont
2 Delaware, New Jersey, New York, Pennsylvania 21.5%
3 District of Colombia, Maryland, North Carolina, 22 7.9%
South Carolina, Virginia, West Virginia '
4 lllinois, Indiana, Michigan, Minnesota, Ohio, W@nsin 58 20.8%
5 lowa, Kansas, Missouri, Nebraska, North Dakota, 73 26.2%
Oklahoma, South Dakota '
6 Arkansas, Texas 14 5%
7 Arizona, Colorado, New Mexico, Utah, Wyoming 14 5%
8 California, Hawaii, Nevada 17 6.1%
9 Al_abgma, Florlda, Georgia, Kentucky, Louisiana, 38 13.6%
Mississippi, Tennessee
10 Alaska, Idaho, Montana, Oregon, Washington 3.8%
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Survey of Effective Clinical Educator Behavior (SEEB) Data

Study participants were asked to complete an omisieument that included the Survey
of Effective Clinical Educator BehaviorSECEB Dondanville, 2005), as well as demographic
and additional general attitudinal questions (Sppehdix B for proofs of instrument). The
SECEB is composed of 20 item statements that deseffective clinical educator/preceptor
behaviors. Participants were asked to rank eanohdtatement on a scale from “never” (1) to
“very often” (5) for both their current preceptaordaan ideal preceptor. In the studyrrent
preceptorwas identified to participants #se clinical instructor from the most recently
completed rotationideal preceptor was identified to participantsresperfect clinical instructor
Following data collection, the SECEB items wereupred according to one of four subcategories
of effective teaching behaviors (Dondanville, 2008)ese 4 categories are behaviors that:

» provide information and present relevant subjecttera

» provide feedback and student evaluation,

» ask questions and promote critical thinking, and

e maintain physical presence in the clinical leagninvironment

(Dondanville, 2005).
The SECEB item classifications by subcategory, el as accompanying behavior statements,
follow in Table 4.5.

Mean responses were calculated utilizing SPSSore2).0 software for same and
opposite sex clinical learning dyads. Mean respomsare also calculated for m/m, m/f, f/f, and
f/m dyads. Resulting means for each of the four BEGubcategories, as well as for each
SECEB behavior statement, were compared betwesa theds utilizing ANOVA for both

current and ideal preceptors.
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Table 4.5
Effective clinical educator/preceptor behaviors.
Subcategory  SECEB Behavior Statement-
ltem # My current (or ideal) preceptor-

Information 2 Refers me to educational aids (posters, booksngiar etc.) to
encourage independent problem solving
15 Answers questions honestly and intelligently whsked
16 Provides a clear, concise explanation of the materi
17 Uses relevant verbal examples to clarify my unaeding
18 Demonstrates a variety of clinical skills for mynbét
19 Bridges classroom knowledge to the clinical sitd patient care
Evaluation 4 Offers praise for a job well done
5 Gives immediate and specific feedback that helpsnpeve my
skills
6 Gives fair, hon-judgmental performance evaluations
7 Provides time to discuss performance evaluatiomsapportunities

for improvement
Thinking 1 Encourages me to participate in clinical activitiésd patient care
up to my ability level

8 Asks simple questions that require only recall efmarized facts

9 Asks complex or difficult questions that make nink(teritically
(i.e., analyze, evaluate, or problem solve theasiitun)

11 Participates in or leads discussions on thoughtwvpfang, relevant
topics

20 Provides the time and materials for skill practice

Presence 3 Watches me practice my clinical skills and intenaith patients

10 Actively plans or structures the overall clinicajperience

12 Refrains from engaging in conversations that areslated to the
clinical experience, my education, or patient care

13 Actively supervises my clinical practice(i.e., lcasstant auditory
and visual contact with me and my patients)

14 Takes an active role in organizing slow time in ¢thrical setting

to promote learning and prevent boredom

SECEB data analysis for current preceptor Participant responses from the SECEB for
current preceptor were analyzed utilizing ANOVA aatng to subcategory (Table 4.6), and
according to each of the 20 behavior statementsl¢¥al.8-4.11). To test hypothesis H
preceptor biological sex impacts ATS ratings otiattlinical educator behaviQr&TS ratings
were compared based on current preceptorfgedysis indicates that no significant differenne i
subcategory means exists based on preceptor sbbe (&.&). Additionally, no significant
difference was found based on current preceptof@deany of the 20 individual SECEB item

statements.
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Table 4.6
Summary comparison between ATS ratings of curresttgptor based on preceptor sex
by subcategory. (N=279)

Subcategory Preceptor N Mean F Sig.

Information  Male 149 4.0984 .036 .849
Female 130 4.1141

Evaluation Male 149 3.9346 .077 781
Female 130 3.9615

Thinking Male 149 3.7544 379  .538
Female 130 3.7000

Presence Male 149 3.5503 .562 454
Female 130 3.4862

Interdyad comparisons (same/opposite sex) didevatal any significant differences between
ATS ratings for the 4 sub-classification measufesuorent preceptor. Interdyad comparison
findings for current preceptor by SECEB subcategweyfound in Table 4.7.

Table 4.7

Summary interdyad comparison (same/opposite) foeatipreceptor by subcategory.
(N=279)

Subcategory Dyad N Mean F Sig.
Information  Same Sex 141 4.1005 .017 .897
Opposite Sex 138 4.1111
Evaluation Same Sex 141 3.7961 .637 .426
Opposite Sex 138  3.7246
Thinking Same Sex 141 3.7064 .270 .604
Opposite Sex 138 3.7522
Presence Same Sex 141 3.4894 .540 .463

Opposite Sex 138 3.5522

Give information and present relevant subject matter. SECEB statements 2 and 15
through 19 reflect ATS experiences related to aetuipreceptor’s approach to giving
information and presenting relevant subject matteterdyad comparison for items in the
informationsubcategory was conducted utilizing ANOVA. Meamparisons for the six
informationSECEB items did not yield significant interdyadnteslopposite) differences. When
all four dyads (m/m, m/f, f/f, f/m) were analyzed significant interdyad mean differences were
found between ATS ratings of current preceptothéway those preceptors disseminate
information. Additionally, mean rating comparisasskd only on preceptor sex did not identify

any significant differences between the ratingmafe and female preceptors foformation
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statements. Mean comparisons, F values, and psvahefound in Table 4.8. In summary, ATS
mean responses in tildormationsubcategory do not differ significantly based oadipr

preceptor sex.

Table 4.8
Interdyad comparison (same/opposite) for informratiobcategory, current preceptor.
SECEB Dyad N Mean SD F Sig.
Item #
2 Same Sex 141 3.45 .996 1.594 .208
Opposite Sex 138 3.61 1.143
15 Same Sex 141 4.61 .663 1.257 .263
Opposite Sex 138 4,51 757
16 Same Sex 141 4.18 762 113 737
Opposite Sex 138 4.15 .836
17 Same Sex 141 4.12 .849 134 714
Opposite Sex 138 4.16 .922
18 Same Sex 141 4.18 .905 450 .503
Opposite Sex 138 4.10 984
19 Same Sex 141 4.06 .888 357 551
Opposite Sex 138 4.13 .973

Give feedback and student evaluation. SECEB statements 4 through 7 reflect ATS
experiences related to a current preceptor’s apprtmastudent evaluation, particularly regarding
providing feedback. For items within tlegaluationsubcategory, comparison between means of
same and opposite sex dyad pairs was conduct&ingiANOVA. Mean interdyad
(same/opposite) comparisons for all four SEG&Bluationitems (Table 4.5) yielded no
significant differences. The mean interdyad diffex@for item 4, although not statistically
significant, indicated that students in same seaddyexhibit a trend toward perceiving preceptors
to offer praise for a job well don@=.052). Interdyad comparison between all dyaasn m/f,

f/f, f/m) also failed to identify any significantean differences for the evaluation subcategory.
Additionally, no significant difference was foundtlveen ATS ratings of male and female
preceptors. In summary, ATS mean responses iavakiationsubcategory do not differ
significantly based on dyad or preceptor sex. Mmaamparisons, F values, and p values are

found in Table 4.9.
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Table 4.9
Interdyad comparison (same/opposite) for evaluaidycategory, current preceptor.

SECEB Dyad N Mean SD F Sig.

ltem #

4 Same Sex 141 3.95 1.002 3.823 .052
Opposite Sex 138 3.70 1.110

5 Same Sex 141 3.94 927 226  .635
Opposite Sex 138 3.99 1.057

6 Same Sex 141 4.22 .785 1.139 .287
Opposite Sex 138 4.11 .949

7 Same Sex 141 3.82 .930 .072 .789
Opposite Sex 138 3.85 1.073

Ask guestions and promote critical thinking. SECEB statements 1, 8, 9, 11, and 20
reflect ATS experiences related to a current precepapproach asking questions and promoting
critical thinking. Interdyad (same/opposite) comgan for items within the¢hinking subcategory
was conducted utilizing ANOVA. Mean comparisongh# five SECERhinking statements
yielded no significant difference between same @ppbsite sex dyads. When mean responses for
all four dyads (m/m, m/f, f/f, f/m) were analyzet significant interdyad mean differences were
found in thethinkingsubcategory. Additionally, no significant differenwas found between
ATS mean ratings of male and female preceptorsuimary, ATS mean responses in the
thinkingsubcategory do not differ significantly based oadlgr preceptor sex. Mean

comparisons, F values, and p values are foundte™a10.

Table 4.10
Interdyad comparison (same/opposite) for thinkinlgcgtegory, current preceptor.
SECEB Dyad N Mean SD F Sig.
ltem #
1 Same Sex 141 4.34 .818 185 .668
Opposite Sex 138 4.30 .866
8 Same Sex 141 3.20 .950 107 744
Opposite Sex 138 3.24 1.118
9 Same Sex 141 3.74 .952 101 751
Opposite Sex 138 3.78 1.045
11 Same Sex 141 3.99 1.068 .364 .547
Opposite Sex 138 3.47 1.173
20 Same Sex 141 3.86 .923 928 .336
Opposite Sex 138 3.97 1.032
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Maintain physical presencein theclinical learning environment. SECEB statements 3,
10, and 12-14 reflect ATS experiences relatedemtiysical presence of the current preceptor in
the clinical learning environment. For items withiire presencesubcategory, interdyad
(same/opposite) comparison was conducted utiliAN@VA. Mean interdyad comparisons for
these five SECEB items yielded no significant défece between same and opposite sex dyads.
When all four dyads (m/m, m/f, f/f, f/m) were anadg, no significant mean differences were
found between groups for current preceptor in tl@uation subcategory. Additionally, no
significant difference was found between ATS ragin§male and female preceptors. In
summary, ATS mean responses inphesenceubcategory do not differ significantly based on

dyad or preceptor sex. Mean comparisons, F valuekp values are found in Table 4.11.

Table 4.11
Interdyad comparison (same/opposite) for presenlseagegory, current preceptor.
SECEB Dyad N Mean SD F Sig.
ltem #
3 Same Sex 141 4.03 .902 .035 .851
Opposite Sex 138 4.01 .978
10 Same Sex 141 3.48 1.060 .280 .597
Opposite Sex 138 3.55 1.101
12 Same Sex 141 291 922 1.901 .169
Opposite Sex 138 3.07 .986
13 Same Sex 141 3.77 .929 .074 786
Opposite Sex 138 3.80 .995
14 Same Sex 141 3.25 1.103 .330 .566
Opposite Sex 138 3.33 1.160

Summary of SECEB data analysisfor current preceptor. The preceding section utilized
data, collected via the SECEB (Dondanville, 20@8)taining to ATS experience ratings of
current preceptor. Hypothesesg &hd H were tested through analysis of current precegsata.
Because no significant difference was found betwiercal dyads for the four SECEB
subcategories, or the twenty SECEB item statemtrggresent study failed to reject null
hypothesis k: ATS/preceptor biological sex congruence in theiciinearning dyad does not
significantly impact ATS ratings of current effgetclinical educator behavior8ecause no

significant difference was found between ATS rading current preceptor, based on preceptor
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biological sex, for the 4 SECEB subcategorieshera0 SECEB item statements, the present
study failed to reject null hypothesigtfreceptor biological sex does not impact ATS ratiafy
current clinical educator behavior§hese findings provide evidence that ATS ratiogs
effective current preceptor behaviors, as meadaydtle SECEB, do not significantly differ
based on dyad sex composition. Although not sigaiifi enough to reject the null hypothesgs, H
a trend was identified in the present researcltatitig that same sex dyad participants rate
preceptors higher for offering praise than opposite dyad participants.

In addition to hypothesis testing, ATS ratingsdarrent preceptor were compared based
on geographic location, practice setting, ethnjatyd semesters of clinical experience
completed. Geographically, ATS in NATA districtNortheastern U.S., (m=4.65) rated
preceptors significantly higher (p=.016) on statetri®,bridges classroom knowledge to the
clinical site and patient carghan ATS in NATA district 10, Northwestern U.S.X640).
Significant differences were also found with resgeaiumber of clinical experience semesters
completed. For SECEB statement8ks simple questions that require only recall efimarized
facts ATS with 2 semesters of clinical experience (™83 rated current preceptors significantly
higher (p=.047) than ATS with >5 semesters of chhiexperience. Additionally, ATS with both
1 (m=3.75) and 2 (m=3.77) semesters of clinicake®mce rated current preceptors significantly
higher (p=.028 and .016) than ATS with >5 semegitddinical experience (m=3.08) for
statement 1Qactively plans or structures the overall clinicaiperience Significant differences
were also identified based on participant ethnifotystatements 3yatches me practice my
clinical skills and interact with patien{p=.006) and 13actively supervises my clinical practice
(p=.037). Post hoc analysis of these findings@oatt be conducted due to low participant
numbers in two groups, but mean responses revaahftican American participants rated
current preceptors higher than other participamt®dth statements 3 and 13. Conversely,
American Indian participants rated current preceplmwver than other participants for both
statements 3 and 13.
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SECEB data analysis for ideal preceptorTo test hypothesis $41ATS biological sex
impacts ratings of ideal clinical educator behawadeal preceptor rating means were compared
based on ATS sexn this comparison, female ATS were found to rdéal preceptor behaviors
significantly higher for both thmformation(p=.023) andhinkingsubcategories (p=.038),
suggesting that female ATS have higher expectafmmgreceptors to exhibit behaviors tigate
information and present relevant subject matgerd thaask questions and promote critical
thinking These findings are represented in table 4.12.i\/nelyzing individual SECEB
statements, female ATS had significantly highereetgations than male ATS for ideal preceptor
for statement lencourages me to participate in clinical activiteasd patient care up to my
ability level(p=.009); statement 13actively supervises my clinical practi¢g=.042); and
statement 19ridges classroom knowledge to the clinical sitd patient cargp=.000).

Table 4.12

Summary comparison between ATS ratings of idealgptor based on student sex
by subcategory. (N=279)

Subcategory Preceptor N Mean F Sig.

Information  Male 83 4.6727 .036 .023
Female 196 4.7619

Evaluation Male 83 4.6235 .077 .081
Female 196 4.7143

Thinking Male 83 4.3253 .379 .038
Female 196 4.4388

Presence Male 83 4.0940 .562 101
Female 196 4.2071

To test hypothesis HATS/preceptor biological sex congruence in the@hearning
dyad impacts ATS ratings of ideal effective clihe@ducator behaviorgnterdyad (same/opposite,
and m/m, m/f, f/m, f/f) comparison of participaesponses from the SECEB for ideal preceptor
were analyzed according to subcategory (Table 4ak®) according to each of the 20 behavior
statements (Tables 4.14-4.17). Analysis indicdtasrio significant difference exists between
dyad pairs (same/opposite sex) for the 4 sub-¢lesson measures for ideal preceptor. Findings
for same and opposite sex dyad comparison for jgkealeptor by SECEB subcategory are found

in Table 4.13.
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Table 4.13
Summary interdyad comparison (same/opposite) faligreceptor by subcategory.

Subcategory Dyad N Mean F Sig.

Information  Same Sex 141 4.7530 981 323
Opposite Sex 138 4.7174

Evaluation Same Sex 141 4.3883 577 448
Opposite Sex 138 4.4312

Thinking Same Sex 141 4.3816 .897 344
Opposite Sex 138 4.4290

Presence Same Sex 141 4.1546 .364 547

Opposite Sex 138 4.1928

Giveinformation and present relevant subject matter. SECEB statements 2 and 15
through 19 reflect ATS preferences related to aaligreceptor’s approach to giving information
and presenting relevant subject matter. Compabstween dyad pairs for items within the
informationsubcategory for ideal preceptor was conducteziug ANOVA. Mean comparisons
for these six SECEB items yielded no significat¢tidyad (same/opposite) differences. Mean

comparisons, F values, and p values are foundlteal14.

Table 4.14
Interdyad comparison (same/opposite) for informasobcategory, ideal preceptor.
SECEB Item # Dyad N Mean SD F Sig.
2 Same Sex 141 4.29 761 .096 757
Opposite Sex 138 4.32 754
15 Same Sex 141 4.94 .2323.3337 .069
Opposite Sex 138 4.86 A71
16 Same Sex 141 4.84 .390 .455 501
Opposite Sex 138 4.80 416
17 Same Sex 141 4.84 .383 1.951 164
Opposite Sex 138 4.78 436
18 Same Sex 141 4.82 419 1.044 .308
Opposite Sex 138 4.77 472
19 Same Sex 141 4.78 464 .007 .932

Opposite Sex 138 4.78 .468

When interdyad comparison was made for all fouddy@an/m, m/f, f/f, f/m), a
significant mean difference (p=.001) was found ehdvior statement 1¢he ideal clinical
instructor bridges classroom knowledge to the chhsite and patient caréJpon post hoc
analysis utilizing Tukey’s honest significant diféaces test (HSD), significant differences were

found for statement responses between male AT Sjonateptor (M=4.60) and female
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ATS/male preceptor (M=4.82, p=.025), as well asveenh male ATS/male preceptor (M=4.60)
and female ATS/female preceptor (M=4.87, p=.004eskE differences indicate that ATS in both
the f/m and f/f dyads had higher expectations feceptors to bridge classroom knowledge to the
clinical experience than ATS in the m/m dyad.

Give feedback and student evaluation. SECEB statements 4 through 7 reflect ATS
preferences related to an ideal preceptor’s apprtmastudent evaluation, particularly regarding
providing feedback. For items within tiegaluationsubcategory, interdyad (same/opposite)
comparison of ATS mean ratings for ideal precepts conducted utilizing ANOVA. Mean
comparisons for the fowevaluationSECEB items yielded no significant difference begw same
and opposite sex dyads. When all four dyads (m/ff,ff f/m) were analyzed, no significant
interdyad mean differences were found for ratinfgsl@al preceptor in the evaluation

subcategory. Mean comparisons, F values, and pvale found in Table 4.15.

Table 4.15
Interdyad comparison (same/opposite) for evaluaidicategory, ideal preceptor.
SECEB Item # Dyad N Mean SD F Sig.
4 Same Sex 141 4.49 .672 .888 .347
Opposite Sex 138 4.57 672
5 Same Sex 141 4.79 439 122 127
Opposite Sex 138 4.78 468
6 Same Sex 141 4.77 473 .045 .832
Opposite Sex 138 4.75 495
7 Same Sex 141 4.66 532 .311 578

Opposite Sex 138 4.70 .549

Ask gquestions and promote critical thinking. SECEB statements 1, 8, 9, 11, and 20
reflect ATS preferences related to an ideal prexépapproach toward questioning and critical
thinking promotion. Interdyad comparison for itemishin thethinkingsubcategory for ideal
preceptor was conducted utilizing ANOVA. Mean itgad (same/opposite) comparisons for the
five thinking SECEB items yielded no significant difference betweyads. When all four dyads
(m/m, m/f, f/f, f/m) were analyzed, a significanean interdyad difference (p=.049) was found on

behavior statement, the ideal clinical instructor encourages me tatdpate in clinical
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activities and patient care up to my ability levdpon post hoc analysis utilizing Tukey’s HSD,
no significant difference was found between anydugs: m/m (M=4.68), m/f (M=4.78), f/m

(M=4.86), and f/f (M=4.86). Mean comparisons, Fues, and p values are found in Table 4.16.

Table 4.16
Interdyad comparison (same/opposite) for thinkingcaitegory, ideal preceptor.
SECEB Item # Dyad N Mean SD F Sig.
1 Same Sex 141 480 .435 .631 428
Opposite Sex 138 484  .387
8 Same Sex 141 3.64 1.091 .301 .584
Opposite Sex 138 3.71 1.095
9 Same Sex 141 445  .626 .169 .682
Opposite Sex 138 448  .653
11 Same Sex 141 4.31 .667 1.798 181
Opposite Sex 138 442 681
20 Same Sex 141 471  .604 .039 .843

Opposite Sex 138 470 .535

Maintain physical presencein theclinical learning environment. SECEB statements 3,
10, and 12-14 reflect ATS preferences relatedegthysical presence of the ideal preceptor in
the clinical learning environment. For items wittiire presencesubcategory for ideal preceptor,
comparison between means of same and oppositeyae>pdirs was conducted utilizing
ANOVA. Mean comparisons for the fiyesenceSECEB items yielded no significant interdyad
(same/opposite) difference. When all four dyadsx{mm/f, f/f, f/m) were analyzed, no significant
mean differences were found between groups fot @eaeptor mean ratings in the evaluation

subcategory. Mean comparisons, F values, and pvale found in Table 4.17.

Table 4.17
Interdyad comparison (same/opposite) for preseniseategory, ideal preceptor.
SECEB Item # Dyad N Mean SD F Sig.
3 Same Sex 141 4.52 .703 .016 901
Opposite Sex 138 451 .675
10 Same Sex 141 4.32 778 3.371 .067
Opposite Sex 138 448  .664
12 Same Sex 141 3.30 .954 .275 .600
Opposite Sex 138 3.36 1.094
13 Same Sex 141 4.23 .750 .003 .958
Opposite Sex 138 423  .804
14 Same Sex 141 4.40 .665 .102 .749

Opposite Sex 138 438 .766
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Summary of SECEB data analysisfor ideal preceptor. The preceding section utilized
data, collected via the SECEB (Dondanville, 20@8)taining to ATS perception ratings for ideal
preceptor. HypothesessHATS biological sex impacts ratings of ideal cliieducator
behaviors and H: ATS/preceptor biological sex congruence in theicdinearning dyad impacts
ATS ratings of ideal effective clinical educatohbeiors were tested within ideal preceptor data
analysis. Female ATS were found to rate ideal pcdbehaviors significantly higher for both
theinformation(p=.023) andhinkingsubcategories (p=.038), suggesting that female ha&
higher expectations for preceptors to exhibit b&ravhatgive information and present relevant
subject matterand thatisk questions and promote critical thinkifgemale ATS also had
significantly higher expectations than male ATSitlral preceptor for statementelcourages
me to participate in clinical activities and patterare up to my ability levestatement 13:
actively supervises my clinical practj@nd statement 19yidges classroom knowledge to the
clinical site and patient cardBecause of these findings, null hypothesjg ATS biological sex
does not impact ratings of ideal clinical educab@haviorswas rejected.

For hypothesis I while no significant interdyad (same/opposited anm, m/f, f/m, f/f)
difference was found between the clinical learrdggds for the 4 SECEB subcategories, a
significant difference was found between dyadsstatement 1¢he ideal clinical instructor
bridges classroom knowledge to the clinical sitd patient careindicating that ATS in both the
f/m and f/f dyads had higher expectations for ppéaes to bridge classroom knowledge to the
clinical experience than ATS in the m/m dyad. Beseaof this finding, null hypothesisyki
ATS/preceptor biological sex congruence in theicdinlearning dyad does not significantly
impact ATS ratings of ideal effective clinical ealiec behavioravas rejected.

SECEB data comparison for current to ideal preceptn To test H: significant
differences in athletic training students’ ratinglseffective preceptor behaviors exist between
current and ideal preceptor regardless of currelimical learning dyad mean participant
responses from the SECEB between current precaptbideal preceptor were compared
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utilizing a paired samples T-test. These meandytaed comparisons were made for each SECEB
subcategory. Analysis indicates that significaffedences (p=.000) exist between ATS
responses for current preceptor and ideal precaptach of the four subcategorigsfgrmation,
evaluation, thinking, presenctor both (same/opposite) clinical learning dyddseach mean
comparison, ATS responses for an ideal precepéosignificantly higher than those for current
preceptor. These findings indicate that, regarddésex congruence in the clinical learning dyad,
current preceptors are rated lower by ATS thardaalipreceptor. Results of current to ideal
preceptor mean comparisons in each of the fouragaories are found in Table 4.18.

Table 4.18

Intradyad comparison between current and idealeptec behaviors by subcategory.
(N=279, Same Sex n=141, Opposite Sex n=138)

Subcategory Dyad- Sex Mean Sig.

Information Current Same 4.1005 .000
Ideal Same 4.7530
Current Opposite  4.1111 .000
Ideal Opposite 47174

Evaluation Current Same 3.7961 .000
Ideal Same 4,3883
Current Opposite  3.7246 .000
Ideal Opposite 4.4312

Thinking Current Same 3.7064 .000
Ideal Same 4.3816
Current Opposite  3.7522 .000
Ideal Opposite 4.4290

Presence Current Same 3.4894 .000
Ideal Same 4.1546
Current Opposite  3.5522 .000

Ideal Opposite 4.1928

Intradyad (current/ideal) comparison ratings fasheaf the 20 SECEB responses for all
four dyads (m/m, m/f, f/f, f/m) were conducted. Tresults of these intradyad comparisons reveal
significant mean differences (p<.05) between ATigs of current preceptor and ideal
preceptor for 16 statements in the m/m groupa&stents in the m/f group, and 19 statements in
the f/f and f/m groups. In all cases, ATS respotlfigsean ideal preceptor are significantly higher
than those for current preceptor. Only statemepfAhSwers questions honestly and intelligently

when askedyas not significantly different between current &hehl preceptor ratings across all
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dyads. Based on these intradyad comparisons betwEgmatings of current preceptor and ATS
ratings of ideal preceptor, the m/f group has #wvesist significant responses, while the f/f and f/m
groups have the most significant responses.

Giveinformation and present relevant subject matter. Statements 2 and 15 through 19
reflect ATS experiences/preferences for preceptbabiors that give information and present
relevant subject matter. Theisformationstatements include:

2. Refers me to educational aids (posters, booksnpisr etc.) to
encourage independent problem solving

15. Answers questions honestly and intelligently wrsked

16. Provides a clear, concise explanation of the materi

17. Uses relevant verbal examples to clarify my undeding

18. Demonstrates a variety of clinical skills for mynbét

19. Bridges classroom knowledge to the clinical sitd patient care

Intradyad (current/ideal) comparison for items wittheinformationsubcategory was
conducted utilizing paired samples T-test. Meanmansons for SECEB ailhformation
subcategory items yielded significant (p<.05) idy@d (current/ideal) mean differences in both
same and opposite sex dyads, with the exceptiderofl5:answers questions honestly and
intelligently when askeddean comparisons, F values, and p values are fouhdble 4.19. For
all statements (except 15) the mean ratings otatipreceptor were lower than the mean ratings
of an ideal preceptor.

When intradyad (current/ideal) comparisons wereerfadeach of the four dyads (m/m,
m/f, ff, fim), significant intradyad (current/id@amean differences (p<.05) between ATS ratings
for several questions within theformationsubcategory were found. For the m/m, f/f, and f/m
dyads, the mean ATS ratings for all items excepfLfowere significantly higher for ideal
preceptor than for current preceptor. In the médsy only items 2 and 19 were rated

significantly higher by ATS for ideal preceptor qoaned to current preceptor.

67



Table 4.19
Intradyad comparison (current/ideal preceptor)primfation subcategory.
(N=279, Same Sex n=141, Opposite Sex n=138)

SECEB Item # Dyad- Sex Mean  Sig.
2 Current Same 3.45 .000
Ideal Same 4.29

Current Opposite  3.61 .000
Ideal Opposite 4.32

15 Current Same 4.61 114
Ideal Same 4.94
Current Opposite  4.51 .105
Ideal Opposite 4.86

16 Current Same 4.18 .000
Ideal Same 4.84
Current Opposite  4.15 .003
Ideal Opposite 4.80

17 Current Same 4.12 .000
Ideal Same 4.84
Current Opposite  4.16 .000
Ideal Opposite 4.78

18 Current Same 4.18 .000
Ideal Same 4.82
Current Opposite  4.10 .000
Ideal Opposite 4.77

19 Current Same 4.06 .000
Ideal Same 4.78
Current Opposite  4.13 .000
Ideal Opposite 4.78

In summary the m/m, f/f, and f/m dyads rate curgeteptor significantly lower on 5 of
6 informationmeasures, whereas the m/f dyad rates currentgioecggnificantly lower on 2 of
6 informationmeasures. The only intradyad (current/ideal) mesathat did not differ
significantly across all dyads (m/m, m/f, f/m, iffjps item 15answers questions honestly and
intelligently when asked.

Give feedback and student evaluation. Statements 4 through 7 reflect ATS
experiences/preferences related to preceptor apiptosstudent evaluation, particularly
regarding providing feedback. These statementsadiecl

4.  Offers praise for a job well done.

5. Gives immediate and specific feedback that helpenpeve my
skills.
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6.  Gives fair, non-judgmental performance evaluations.

7.  Provides time to discuss performance evaluatiorsapportunities
for improvement.

For items within theevaluationsubcategory, mean intradyad comparison was coaduct
utilizing paired samples T-test. Mean intradyad parisons (current/ideal) for student responses
to all fourevaluationstatements yielded significant difference (p<lo&ween ATS mean
responses for both same and opposite sex dyadallBtatements the mean ratings of current
preceptor were lower than the mean ratings of ealigreceptor. Mean comparisons, F values,

and p values are found in Table 4.20.

Table 4.20
Intradyad comparison (current/ideal preceptor))uatéon subcategory.
SECEB Item # Dyad- Sex Mean  Sig.
4 Current Same 3.95 .000
Ideal Same 4.49
Current Opposite  3.70 .000
Ideal Opposite 4.57
5 Current Same 3.94 .003
Ideal Same 4.79
Current Opposite  3.99 .000
Ideal Opposite 4.78
6 Current Same 4.22 .000
Ideal Same 4.77
Current Opposite  4.11 .000
Ideal Opposite 4.75
7 Current Same 3.82 .000

Ideal Same 4.66
Current Opposite  3.85 .000
Ideal Opposite 4.70

When intradyad mean ratings for all four dyads (nfnff, f/f, f/m) were analyzed,
significant mean differences (p<.05) between ATigs of current preceptor and ideal
preceptor for several questions within the evatuasubcategory were found. For the m/m dyad,
items 4 offers praise for a job well donand 6 gives fair, non-judgmental performance
evaluationswere ranked significantly higher for ideal preagghan current preceptor. In the m/f
dyad, only statement 4 was significantly higherdorideal preceptor than current preceptor. In

both the f/m and f/f dyads, all foewvaluationstatements were found to be significantly lower fo
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current preceptor, as compared to ideal clinicateptor. In short, the m/m dyad rated ideal
preceptor significantly higher than current preoepor 2 of 4 measures, the m/f dyad rated ideal
preceptor significantly higher than current precegor only 1 of 4 measures, and both the f/m
and f/f dyads rated ideal preceptor significanilyhler than current preceptor all 4 measures.

Ask gquestions and promote critical thinking. Statements 1, 8, 9, 11, and 20 reflect ATS
experiences/preferences related to preceptor apipasking questions and promoting critical
thinking. These statements include:

1. Encourages me to participate in clinical activitiésd patient care
up to my ability level.

8. Asks simple guestions that require only recall efrrarized facts.

9. Asks complex or difficult questions that make m(ttritically
(i.e., analyze, evaluate, or problem solve theasitun).

11. Participates in or leads discussions on thoughtvpiang, relevant
topics.

20. Provides the time and materials for skill practice.

Intradyad comparison (current/ideal) for items wittnethinking subcategory was
conducted utilizing paired samples T-test. Mearathtad comparisons (current/ideal) for
SECEBthinkingstatements yielded significant differences (p<liween ATS mean responses
between current preceptor and ideal preceptordtr dyads (same/opposite sex) in all five
thinking statements. In all statements, intradyad mean adsgm revealed that ideal preceptor is
rated significantly higher than current precepkdean comparisons, F values, and p values are
found in Table 4.21.

When all four dyads (m/m, m/f, f/f, f/m) were anadyl, significant intradyad mean
differences (p<.05) between ATS ratings of curmgeteptor and ideal preceptor for several
guestions within théhinking subcategory were found. In the m/m, f/m, and yddks, ATS rated
all five thinking items significantly higher for ideal preceptorthzurrent preceptor. In the m/f

dyad, ATS ratings for items 8gsks simple questions that require only recatheimorized facts
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and 11 participates in or leads discussions on thoughtvokding, relevant topicsyere
significantly higher for ideal preceptor versusreut preceptor.
Table 4.21

Intradyad comparison (current/ideal preceptorykimng subcategory.
(N=279, Same Sex n=141, Opposite Sex n=138)

SECEB Item # Dyad- Sex Mean  Sig.
1 Current Same 4.34 .000
Ideal Same 4.80

Current Opposite  4.30 .003
Ideal Opposite 4.84

8 Current Same 3.20 .000
Ideal Same 3.64
Current Opposite  3.24 .000
Ideal Opposite 3.71

9 Current Same 3.74 .000
Ideal Same 4.45
Current Opposite  3.78 .000
Ideal Opposite 4.48

11 Current Same 3.39 .000
Ideal Same 4.31
Current Opposite  3.47 .000
Ideal Opposite 4.42

20 Current Same 3.86 .000
Ideal Same 4.71
Current Opposite  3.97 .000
Ideal Opposite 4.70

Maintain physical presencein theclinical learning environment. Statements 3, 10, and
12-14 reflect ATS experiences/preferences relaiele physical presence of the preceptor in
the clinical learning environment. These statemimtside:

3. Watches me practice my clinical skills and intenaith patients.

10. Actively plans or structures the overall clinicalperience.

12. Refrains from engaging in conversations that areslated to the
clinical experience, my education, or patient care.

13. Actively supervises my clinical practice (i.e., lcasstant auditory
and visual contact with me and my patients).

14. Takes an active role in organizing slow time in ¢hieical setting to
promote learning and prevent boredom.
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For items within theresencesubcategory, intradyad comparison (current/idea sonducted
utilizing paired samples T-test. Intradyad comparssfor ATS responses to all fipeesence
statements yielded significant differences (p<i8&ween current preceptor and ideal preceptor
in both dyads (same/opposite). Mean comparisora)ues, and p values are found in Table
4.22.

Table 4.22

Intradyad comparison (current/ideal preceptor)s@nee subcategory.
(N=279, Same Sex n=141, Opposite Sex n=138)

SECEB Item # Dyad- Sex Mean Sig.
3 Current Same 4.03 .000
Ideal Same 452

Current Opposite  4.01 .000
Ideal Opposite 451

10 Current Same 3.48 .000
Ideal Same 4.32
Current Opposite  3.55 .000
Ideal Opposite 4.48

12 Current Same 291 .000
Ideal Same 3.30
Current Opposite  3.07 .000
Ideal Opposite 3.36

13 Current Same 3.77 .000
Ideal Same 4.23
Current Opposite  3.80 .000
Ideal Opposite 4.23

14 Current Same 3.25 .001
Ideal Same 4.40
Current Opposite  3.33 .000
Ideal Opposite 4.38

When intradyad means for all four dyads (m/m, if/ff/m) were analyzed, significant
mean differences (p<.05) between ATS ratings afecurpreceptor and ideal preceptor for
several questions within thgesencesubcategory were found. In the m/f dyad, ATS gtifor 3
of 5 items (3, 12, and 13) were significantly higf@ ideal preceptor than current preceptor. In
the m/m dyad ATS ratings for 4 of 5 items (3, 18, dnd 13) reveal significantly higher ratings
for ideal preceptor than current preceptor. Forfflh@nd f/m dyads, ATS ratings for all 5 items

were significantly higher ratings for ideal precaphan current preceptor.
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Summary of SECEB data comparison for current to idal preceptor. The preceding
section utilized data, collected via the SECEB (@amville, 2005), pertaining to ATS experience
ratings of current preceptor versus the percemfadeal preceptor behaviors. Hypothesegs H
significant differences in athletic training studerratings of effective preceptor behaviors exist
between current and ideal preceptor regardlessuofent clinical learning dyadvas tested
utilizing intradyad SECEB mean data comparisonunfent to ideal preceptor. Because
significant differences were found between ATSnggiof current preceptor and ATS ratings for
ideal preceptor in same/opposite dyads, and in mui.f/f, and f/m dyads, in all four SECEB
subcategories, and in 19 of 20 SECEB statemeniiiypothesis ks was rejected.

Athletic Training Student Participant Attitudes

In addition to SECEB completion and demographiofimiation, participants were asked
to complete 5 survey items regarding general dinitstruction and experience attitudes. These
items asked participants:

1. To “generally rank” their current preceptor.

2. Torank their overall experience in their most neity completed clinical experience
rotation, relative to an ideal experience.

3. Ifthey had a preference whether their preceptos weale or female.
4. If they preferred a preceptor of the same or opjeosex.

5. To rank the 4 SECEB subcategories (information|uaten, thinking, presence) from
most important (1) to least important (4).

General rank of current preceptor. In order to “generally rank” their current preaapt
participants were asked to utilize a slide bar taaged from a minimum of @hjs preceptor
should not be assigned stud@rits5 this preceptor met my needs, but could’ve beerétt a
maximum of 10 can’t imagine a preceptor better than this pri&@hen comparing based on
dyad composition (same/opposite sex) utilizing ANQVhean responses for same sex dyads
were slightly higher, but were not significanthffdrent than opposite sex dyads (p=.380). When
further comparing based on dyad composition, saameged from a mean of 7.65 for f/m dyads
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to a mean of 8.02 for the m/m dyad, but no sigaifiadifference was found between m/m, m/f,
fim, f/f dyads (p=.742). Mean interdyad comparseoan be found in Table 4.23.

Table 4.23

General rank of current preceptor based on dyagosition.
O=this preceptor should not be assigned students

10=1 can't imagine a better preceptor than thiseon

Dyad n mean

Same Sex 141 7.89
Male ATS/Male preceptor 47 8.02
Female ATS/Female preceptor 94 7.83

Opposite Sex 138 7.69
Male ATS/ Female preceptor 36 7.81
Female ATS/ Male preceptor 102 7.65

In further examining data for significant differescbetween groups based on the general
rank of the current preceptor, mean comparisons wede utilizing ANOVA based on
participant age, participant ethnicity, participanademic classification, the number of clinical
experience semesters completed, the practicegetie employment position of the preceptor,
and the geographic region in which the clinicalengnce occurred. A significant difference
(p=.003) between ATS mean responses for generalafacurrent preceptor was identified with
regards to the employment position of the precepitrese findings can be found in Table 4.24.
Table 4.24
General rank of current preceptor based on preceptployment position.

O=this preceptor should not be assigned students
10=1 can't imagine a better preceptor than thiseon

Employment Position n mean p=.003
Graduate Assistant AT 35 7.51

Intern AT 4 4.50

Part-time, staff AT 18 6.94

Full-time, Assistant AT 91 7.86

Full-time, Head AT 116 8.02

Other Medical Professional (MD, DO, PT, etc) 15 2(8.

Upon post hoc comparison utilizing Tukey HSD, thiein athletic trainer category of
employment was found to have a significantly lovaing forgeneral rank of current preceptor
than every category, other than part-time stafieéithtrainer. Results of post hoc analysis can be

found in Table 4.25.
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Table 4.25
Tukey HSD post hoc analysis of current preceptok tzased on employment position.

Position Employment Position Mean p=
difference
Intern AT Graduate Assistant AT -3.01 .034
Part-time, staff AT -2.44 .187
Full-time, Assistant AT -3.36 .008
Full-time, Head AT -3.52 .004
Other Medical Professional (MD, DO,PT, etc) -3.70 .008

Current clinical experience relative to ideal clintal experienceParticipants were
asked to rank their overall experience in their tmesently completed clinical experience,
relative to an ideal experience, by utilizing aslbar technique. Possible slide bar responses
ranged from a minimum of @His experience was as far from ideal as posyitalé this clinical
experience was an average clinical experig@rioea maximum of 10This clinical experience
was the ideal clinical experiencd-or this item, when conducting an interdyad carigon
(same/opposite) utilizing ANOVA, mean responsesstine sex dyads were slightly higher but
were not significantly different (p=.469). Whenther comparing based on dyad composition,
ATS mean scores ranged from a mean of 7.41 foitnelyad to a mean of 7.81 for m/m dyad,
but no significant difference was found (p=.71terdyad mean comparisons can be found in
Table 4.26.

Table 4.26

Overall current clinical experience, relative toid@al experience.
O=this experience was as far from ideal as possible-this clinical experience was ideal.

Dyad n mean

Same Sex 141 7.59
Male ATS/Male preceptor 47 7.81
Female ATS/Female preceptor 94 7.48

Opposite Sex 138 7.41
Male ATS/ Female preceptor 36 7.42
Female ATS/ Male preceptor 102 7.41

In further examining data for significant differescbetween groups based on the current
clinical experience relative to an ideal clinicaperience, mean comparisons were made utilizing
ANOVA based on participant age, participant ethgjgarticipant academic classification, the

number of clinical experience semesters complebedpractice setting, the employment position
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of the preceptor, and the geographic region in wtie clinical experience occurred. With the
exception of the employment position of the presepto significant differences in mean
responses fapverall current clinical experienoaere found between groups. The comparison of
current clinical experience, relative to an iddadical experience, means based on preceptor
employment position revealed a significant diffeeip=.034). These findings can be found in
Table 4.27.

Table 4.27

Overall current clinical experience relative toid@al clinical experience based on preceptor

employment position.
O=this experience was as far from ideal as possitle-this clinical experience was ideal.

Employment Position n mean p=.034
Graduate Assistant AT 35 7.37

Intern AT 4 4.50

Part-time, staff AT 18 6.94

Full-time, Assistant AT 91 7.47

Full-time, Head AT 116 7.72

Other Medical Professional (MD, DO, PT, etc) 15 07.8

Upon post hoc comparison utilizing Tukey HSD, thiein athletic trainer category of
employment was found to have a significantly lowaing foroverall current clinical experience
than every category, other than graduate assisthletic trainer and part-time staff athletic
trainer. Results of post hoc analysis can be fonrichble 4.28.

Table 4.28

Tukey HSD post hoc analysis of overall currentichkhexperience relative to an ideal clinical
based on employment position.

Position Employment Position Mean P=
difference
Intern AT Graduate Assistant AT -2.87 .074
Part-time, staff AT -2.44 .235
Full-time, Assistant AT -2.97 .044
Full-time, Head AT -3.22 .021
Other Medical Professional (MD, DO, PT, etc) -3.30 .042

A mean comparison conducted to determine the stgm€e of differences between ATS
mean general ranking of current preceptor and AE&mranking of overall current clinical
experience. Regardless of dyad (same/oppositdjcipant rankings of current preceptor were

significantly higher than rankings of overall ctial experience (same, p=.008; opposite, p=.009).
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When each dyad was examined, m/m and m/f rankihgareent preceptor were higher than the
ranking of overall clinical experience, but notrsfgcant. Both f/m (p=.039) and f/f (p=.025)
ranked the preceptor higher than the overall dinéxperience.

Biologic sex and dyad preferenceRarticipants were asked to indicate if they had a
preference whether their preceptor was of the samopposite sex of them. Responses indicated
that 96% (n=269) of participants did not have dgrance whether their preceptor was of the
same or opposite sex. Participants who respondedhby did have a preference in preceptor sex
were asked a follow up question regarding theifggemce. Of the 10 participants (4%) that
indicated they did have preference in preceptoy 8é@xdicated preference of a preceptor of the
same sex and 2 indicated a preference for a pr@cepthe opposite sex.

SECEB subcategory rank.Utilizing a drag and drofechnique, participants were asked
to re-order a series of statements to indicate thaeking of the 4 SECEB subcategories based on
importance from 1 (most important) to 4 (least imtant). These 4 subcategories are behaviors
that: giveinformationand present relevant subject matter; give feedaadkstudengévaluation
ask questions and promote crititaihking and maintain physic@resencen the clinical
learning environmengEvaluationwas ranked as most important effective precepbaiior
most frequently (35.5%), followed hirinking (32.3%),information(19.3%), and of least
importance to ATS was thresencesubcategory (12.9%), ranked as the least important
subcategory in 61.6% of all responses. The SECBBatagory frequency rankings can be found
in Table 4.29.

Table 4.29
SECEB subcategory ranking frequencies, all paditip.

Rank Information Evaluation Thinking Presence  Total

1 19.3% 35.5% 32.3% 12.9%  100%

2 28.3% 32.6% 29.7% 9.4% 100%

3 33.0% 24.4% 26.5% 16.1%  100%

4 19.4% 7.5% 11.5% 61.6%  100%
100% 100% 100% 100%
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Further analysis of SECEB subcategory rankings Tsdde 4.30) demonstrates that both
male and female ATS rankings match the overall stdgory frequency rankings.
Table 4.30

SECEB subcategory rank: information, evaluatiomking, presence.
1= most important, 4=least important

Information Evaluation Thinking Presence
mean mean mean mean
(Rank) (Rank) (Rank) (Rank)
ATS Sex p=.277 p=.920 p=.520 p=.145
Male 2.42 (3) 2.05 (1) 2.12 (2) 3.41 (4)
Female 2.57 (3) 2.04 (1) 2.19 (2) 3.20 (4)
Age in years p=.143 p=.819 p=.682 p=.373
19 2.21 (1) 2.21 (1) 2.42 (3) 3.17 (4)
20 2.76 (3) 1.92 (1) 2.20 (2) 3.19 (4)
21 2.59 (3) 2.09 (1) 2.13(2) 3.19 (4)
22 2.42 (3) 2.00 (1) 2.05 (2) 3.53 (4)
23 2.39 (2) 2.04 (1) 2.39 (2) 3.19 (4)
24 3.00 (4) 1.80 (1) 2.3(2) 2.90 (3)
25 2.00 (1) 2.29 (3) 2.00 (1) 3.71 (4)
26 2.47 (2) 1.75 (1) 2.50 (3) 3.75 (4)
27 or Older 2.52 (2) 2.7 (3) 1.87 (1) 3.40 (4)
Classification p=.044 p=.521 p=.487 p=.071
Bachelor's 2.57 (3) 2.05 (1) 2.16 (2) 3.22 (4)
p=.396 p=.952 p=.282 p=.082
Sophomore 2.40 (3) 2.12 (1) 2.20 (2) 3.28 (4)
Junior 2.66 (3) 2.00 (1) 2.30 (2) 3.04 (4)
Senior 2.50 (3) 2.10 (1) 2.11 (2) 3.29 (4)
Graduate 2.68 (3) 2.00 (2) 1.87 (1) 453(4)
Master’s 2.23 (2) 1.95 (1) 2.28 (3) 3.55 (4)
p=.181 p=.205 p=.186 p=.219
First year 1.94 (2) 1.63 (1) 2.62 (3) 3.81 (4)
Second year 2.35(3) 2.20 (2) 2.00 (1) 3.45 (4)
Graduate 2.75 (3) 2.00 (1) 2.25 (2) 3.00 (4)
Clinical Experience p=.418 p=.382 p=.078 p=.429
Semesters 1 2.71 (3) 1.84 (1) 235 3.00 (4)
2 2.35(3) 2.11 (1) 2.19 (2) 3.35(4)
3 2.61 (3) 1.98 (1) 2.19 (2) 3.23 (4)
4 2.41 (3) 2.02 (1) 2.18 (2) 3.39 (4)
5 2.53 (3) 2.16 (2) 2.05(1) 3.26 (4)
More than 5 2.60 (3) 2.25 (2) 1.80 (1) 3.35 (4)

Regardless of sex, ATS ranked preceftedback and evaluation ranked as most important
(m=2.05); followed closely by preceptor behavidratask questions and promote critical

thinking (m=2.12); then preceptor behaviors thae information and present relevant subject
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matter(m=2.42); and ranked by both male and female AF &ast important were preceptor
behaviors thamaintain physical presence in the clinical learngmyvironmen{m=3.41).

Upon comparison utilizing ANOVA, no significant tifence between the mean scores
of male and female ATS groups for each categorngv@uind. In an intra-category comparison
between age groups, no significant differences viared. When considering academic
classification, Master’'s degree ATS (m=2.23) rangezteptoinformationbehaviors
significantly (p=.044) more important than Bach&aregree ATS (m=2.57).

Summary

The primary hypotheses for consideration in thislgtwere tested utilizing participant
data from 279 athletic training students (ATS).detuts submitted responses to the 20 item
Survey of Effective Clinical Educator Behaviors (idanville, 2005), as well as responses to
demographic and 5 attitudinal questions. Upon amslyf responses, conclusions were reached

regarding the original five hypotheses; a summéntgsted hypotheses is found in Table 4.31.

Table 4.31

Summary of tested hypotheses

Null Reject/
Hypothesis Fail to Reject
Ho1 ATS/preceptor biological sex congruence in theicin Fail to Reject

learning dyad does not significantly impact AT Sngs of
current effective clinical educator behaviors.

Hoz Preceptor biological sex does not impact ATS ratiaficlinical Fail to Reject
educator behaviors.

Hos ATS biological sex does not impact ratings of iddiaical Reject
educator behaviors.

Hos ATS/preceptor biological sex congruence in theicdin Reject

learning dyad does not significantly impact ATSngs of ideal
effective clinical educator behaviors.

Hos No significant differences in ATS ratings of effecpreceptor Reject
behaviors exist between current and ideal precepgardless
of sex congruence in the current clinical learnohgad.

The current study has several strengths, includddyessing the original assumptions.
These assumptions included adequate representditibe population selected, instrument
content and construct validity, instrument relispjland truthful response by study participants.

In addressing adequate representation of the piquiselected priori power analysis indicated
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that for the estimated population, 95 participamtse needed from each dyad for a 95%
confidence level, £10% sampling error (Salant &Mmén, 1994), the current study was
successful in achieving this participant recruitirgmal with 141 same sex dyad participants and
138 opposite sex dyad participants. Additionalig study sample was closely representative of
the population (NATA, 2014) with respect to sex atiohicity (Table 4.1), as well as geographic
region (Table 4.4). Instrument content and constraltidity was established through literature
review, and an SPSS analysis of instrument religh@vealed a Cronbach’s Alpha of .934
indicating excellent internal consistency.

To test H: ATS/preceptor biological sex congruence in theiciinearning dyad
impacts ATS ratings of current effective clinicdbieator behaviorsmean interdyad
(same/opposite; and m/m, m/f, f/f, f/m) comparisoh&TS responses from the four SECEB
subcategories of effective preceptor behaviors wenelucted. These subcategories include
preceptor behaviors thagive information and present relevant subject magie feedback and
student evaluation; ask questions and promotecadithinking; or maintain physical presence in
the clinical learning environmenlo significant interdyad ATS rating differencessMaund
between same/opposite dyads for the 4 SECEB smr#s, or the 20 SECEB item statements.
Furthermore, no significant ATS rating interdyatfetience was found between the m/m, m/f, f/f,
and f/m dyads for the 4 SECEB subcategories, 0Reh8ECEB item statements. Therefore, the
current study failed to reject null hypothesig:HATS/preceptor biological sex congruence in the
clinical learning dyad does not significantly impacT'S ratings of current effective clinical
educator behaviors.

To test H: preceptor biological sex impacts ATS ratings @tial clinical educator
behaviors, mean ATS responses for current preceptbe 4 SECEB subcategories, and the 20
SECEB item statements were compared based on poetspogical sex. Analysis indicates that
no significant difference in subcategory meanstdased on preceptor sex. Additionally, no
significant difference was found based on curreatg@ptor sex for any of the 20 individual
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SECEB item statements. Therefore, the current relsdailed to reject null hypothesigi
Preceptor biological sex does not impact ATS ratiaficlinical educator behaviors.

To test H: ATS biological sex impacts ratings of ideal clinieducator behavioramean
ATS responses for ideal preceptor in the 4 SECHBat@gories, and the 20 SECEB item
statements were compared based on ATS biologixaFsenale ATS were found to rate ideal
preceptor behaviors significantly higher for bdtkinformation(p=.023) andhinking
subcategories (p=.038) than male ATS, suggestaiféimale ATS have higher expectations for
preceptors to exhibit behaviors tlgate information and present relevant subject rmadead that
ask questions and promote critical thinkithgan male ATS. When comparing male ATS to
female ATS mean ideal preceptor responses folEHIIEB 20 items, female ATS demonstrated
significantly higher expectations than male ATSitt@al preceptor on three specific SECEB
measures. These statements included statementdurages me to participate in clinical
activities and patient care up to my ability leget.009); statement 13ctively supervises my
clinical practice(p=.042); and statement I®jdges classroom knowledge to the clinical sitd an
patient care(p=.000). Therefore, null hypothesigsHATS biological sex does not impact ratings
of ideal clinical educator behavioksas rejected.

To test hypothesis H{ATS/preceptor biological sex congruence in theiciinearning dyad
impacts ATS ratings of ideal effective clinical eatior behaviorsinterdyad (same/opposite, and
m/m, m/f, f/m, f/f) comparison of participant resiges from the SECEB for ideal preceptor were
analyzed according to subcategory, and accordiegdb of the 20 behavior statements. While
no significant interdyad (same/opposite, and m/if, fifm, f/f) difference was found between the
clinical learning dyads for the 4 SECEB subcatezmra significant interdyad mean (m/m, m/f,
f/m, f/f) difference was found for statementth@ ideal clinical instructor bridges classroom
knowledge to the clinical site and patient garelicating that ATS in both the f/m and f/f dyads
had higher expectations for preceptors to bridgestbom knowledge to the clinical experience
than ATS in the m/m dyad. Because of this findimg)] hypothesis ki: ATS/preceptor biological
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sex congruence in the clinical learning dyad doetssignificantly impact ATS ratings of ideal
effective clinical educator behaviorgas rejected.

To test H: significant differences in athletic training studg’ ratings of effective preceptor
behaviors exist between current and ideal precepgardless of current clinical learning dyad
intradyad SECEB mean data comparison of curreigiei@l preceptor was conducted utilizing a
paired samples T-test. Analysis indicates thatiiagmt differences (p=.000) exist between mean
ATS responses for current preceptor and ideal ptecé each of the four subcategories
(information, evaluation, thinking, presefnder both (same/opposite) clinical learning dyads.
When comparing intradyad current preceptor rattngdeal preceptor ratings for each of the 20
SECEB responses, in all four dyads (m/m, m/ffff), significant mean differences (p<.05)
between ATS ratings of current preceptor were faarith statements for the m/m group, 8
statements for the m/f group, 19 statements fof/tlggoup, and 19 statements for the f/m group.
In all cases, ATS responses for an ideal preceptosignificantly higher than those for current
preceptor. Only statement l&nswers questions honestly and intelligently wiskedwas not
significantly different between current and idegdqeptor ratings across all groups. These
findings indicate that, regardless of sex congraéncdhe clinical learning dyad, current
preceptor is rated lower by ATS than ideal precepierefore, null hypothesisino
significant differences in ATS ratings of effectiveceptor behaviors exist between current and
ideal preceptor regardless of sex congruence irctiveent clinical learning dyadyas rejected.

Attitudinal instrument questions provided importarformation for consideration in
understanding ATS general ratings of preceptordinital site, as well as any underlying
preferences for preceptor sex. Additionally, theéwtinal questions gathered data regarding ATS
rankings of the 4 SECEB subcategories. Finding®s fattitudinal data collection indicated a
significant difference (p=.003) between ATS meapuomses for thgeneral rank of current
preceptorwith regard to the employment position of the pptoe Findings also indicated a
significant difference (p=.034) in ATS mean ratirg®verall current clinical experience
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relative to an ideal clinical experiencagain with regard to preceptor employment pasitio
Attitudinal questions also revealed that 96% (n9289articipants had no preference in
preceptor sex. A mean comparison was conductedtesrdine the significance of differences
between ATS mean general ranking of current preceptd ATS mean ranking of overall
current clinical experience revealed that ATS imesand opposite sex dyads ranked the current
preceptor significantly higher than the overalhidal experience (same, p=.008; opposite,
p=.009). Additionally, both f/m (p=.039) and f/{I{®25) ranked the preceptor higher than the
overall clinical experience.

When asked to rank the 4 SECEB subcategoeiedfation, thinking, information, presence
from most important to least important effectivegeptor behavior, ATS rankedaluationas
the most important most frequently (35.5%), follaWmy thinking (32.3%),information(19.3%),
and of least importance to ATS was fitesencesubcategory (12.9%), ranked as the least
important subcategory in 61.6% of all responsesef\ttonsidering academic classification,
Master's degree ATS (m=2.23) ranked preceptimrmationbehaviors significantly (p=.044)

more important than Bachelor's degree ATS (m=2.57).
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CHAPTER V

CONCLUSION

Supervised clinical practice is firmly establishiedhe literature as a critical juncture in
healthcare education (Atack, Comacu, Kenny, LaBé&IMiller, 2000; Carpenito & Duespohl,
1985; Weidner & August, 1997). The critical supsed clinical practice component of
healthcare education commands students to assnaidgired knowledge with skill in the
course of providing healthcare for real peoplesia time (Ford, 1978, Kaufman, 1985).
Assimilation at this critical juncture is much mdhan matching knowledge with skill; it requires
that decisions be made and professional behaveodeimonstrated. Decisions made during
clinical education determine patient outcomes, stndent behaviors during this experience
underscore the competence and preparation ofuderstt Successful supervised clinical practice
is heavily dependent on the quality of interacti@tween the clinical student and preceptor.
Effective preceptor behaviors that directly inflaerclinical experience and preparation for
professional practice have been well defined, (Atatal., 2000; Dondanville, 2005; Levy, et al.,
2009; Weidner & Henning, 2002). Research spedifihie healthcare field of athletic training
indicates that frequently athletic training studef8TS) may not be fully prepared for the
interpersonal aspects of professional practiced@as et al., 2009; Massie, Strang, & Ward,
2009); may not receive appropriate clinical supgovi (Weidner, et al., 2006; Weidner & Pipkin,

2003); and may lack clinical decision making skillshnson, 2010; Winterstein, 2009).
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The prescribed clinical interactions between ATiSg preceptors occur in matched
dyads (CAATE, 2012). These matched dyads are cosapaiseither same-sex ATS/preceptor or
opposite-sex ATS/preceptor. Studies in relatedtheate fields have shown that non-/congruence
of biological sex in the clinical learning dyad miaypact students’ perceptions of effective
clinical educator behaviors, and therefore theaut of clinical experiences (Carney, et al.,
2000; Levy & Merchant, 2002). Specifically, sexanmngruence between the student and
preceptor in the clinical learning dyad may affetcident experiences negatively, particularly in a
female student/male preceptor dyad (Carney, e2@D0; Levy & Merchant, 2002). Recognizing
that athletic training clinical experiences fregieprescribe clinical education in mixed sex
dyads (Acosta & Carpenter, 2006; NATA, 2014; Leétiwi2014), the present study sought to
assess ATS experiences with and expectationsfimtize clinical educator behaviors and to
investigate the potential impact of sex congruend®T S/preceptor interactions.

Summary of the Study

The current research had, at its core, the primaegtion of whether sex congruence in
the clinical learning dyad impacts athletic tramstudent (ATS) ratings of effective clinical
educator behaviors. The hypotheses tested intidg sentered on ATS ratings of actual
experience with their current preceptor, and ATi#igs of expectations for an ideal preceptor,
utilizing the Survey of Effective Clinical EducatBehaviors (SECEB; Dondanville, 2005), as
well as demographic and general attitudinal measure
Purpose

The purpose of this study was to examine athlediaing students’ (ATS) perceptions of
effective clinical education behaviors by athletaining preceptors, and the impact of clinical
learning dyad sex congruence on these perceptioisinmission on Accreditation of Athletic
Training Education (CAATE) accredited professioatiletic training programs in the United
States. One segment of the current study target@irAtings of experiences with their current
preceptor. The second segment of the current stwdgted ATS ratings of expectations for an
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ideal preceptor. The final segment of the studyiaep differences between ratings of current
preceptor and ideal preceptor.
Data collection
The primary hypotheses for consideration in thislgtwere tested utilizing participant
data from 279 athletic training students (ATS).tiegrants anonymously completed a web-based
instrument, which included the Survey of Effectiinical Educator Behaviors (SECEB)
(Dondanville, 2005), demographic questions, and &dditional attitudinal questions.
Data analysis
Data was analyzed utilizing SPSS 20.0. Demograpfacmation was analyzed using

descriptive statistics; participants were clasdiiecording to biological sex and according to
clinical learning sex dyad congruence. For the pseg of comparison, primary ATS/preceptor
dyads were identified as same sex (m/m + f/f) grosite sex (m/f + f/m). Interdyad comparisons
of SECEB data were conducted utilizing ANOVA,; ityad comparisons were conducted via
paired samples t-test. Mean comparisons were coedlaccording to four SECEB
subcategories, as well as by individual statemesponses (Table 4.5). The four SECEB
subcategories contained groupings of similarly tb@émuestions focused on preceptor behaviors
intended to:

» give information and present relevant subject nmatte

» give feedback and student evaluation,

e ask questions and promote critical thinkiagd

* maintain physical presence in the clinical learngmvironment.
Within the additional attitudinal questions, papants were asked to rank these 4 behavior
subcategories based on importance for effectiviceli education; responses were analyzed

based on frequency ratings.
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Discussion and Conclusions

Athletic training programs must sufficiently prepatudents to enter professional
practice; sufficient professional preparation dedsagffective clinical instruction. This study set
out to address the original research propositiahnbn-/congruence of biological sex in
ATS/clinical educator dyads affects athletic tragstudent assessment of effective clinical
instruction. To that end, conclusions regardingatiginal proposition were drawn regarding
three aspects of the findings: ATS experiences agthal clinical preceptorship; ATS
expectations for ideal effective clinical preceptop; and the disparities between ATS
experiences with actual and expectations for igesdeptorship.
Actual Clinical Preceptorship

Dyad sex congruence did not contribute to partitigaassessment of experiences with
effective clinical preceptorship; neither did pnete biological sex. This conclusion is
contradictory to existing research in the medicafgssions (Carney, et al., 2000; Levy &
Merchant, 2002). Ultimately, supervised independémndent-patient experiences are the goal of
clinical education (CAATE, 2012); however, prioudies in medical education found that same-
sex dyads were more likely to promote supervisddpendent student-patient experiences than
opposite-sex dyads (Carney, et al., 2000); Siryilavy and Merchant (2002) reported the
highest levels of experience and preceptor intenaethen the experience occurred within
student-preceptor pairs of the same sex. Takertitegehese studies suggest that the sex
congruence in the clinical dyad affects the studepbrted quality of medical clinical
experiences. The existing research also indichiackt difference existed in effective clinical
education behaviors for clinical education dyadseleon preceptor sex (Carney, et al., 2000;
Levy & Merchant, 2002; Wright, 2009). The same doesseem to be true for athletic training
education, based on the findings of this studwrtter to accurately describe the actual clinical
educator behaviors of a preceptor, and whetherdlfyr depending on the sex of the student,
some measure other than ATS ratings may provide ingight. Differences between the
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findings of the current research and existing nesemay be related to three factors: the design of
the various studies, the preparation of precepéod,the professional and organizational culture
of the clinical experience setting.

Methodological differences. The target participant pool for this study wadetic
training students, rather than athletic traininggeptors (Wright, 2009); or medical students
(Carney, et al., 2000; Levy & Merchant, 2002). diibnally, data collection in this study was
dependent on ATS self-reporting overall perceptibthe encounter with a particular preceptor
as measured by the SECEB, not a collective datawesf student-reported preceptor interaction
from many distinct patient experiences (Carnew).e2000) or reported experience levels with
specific clinical skills (Levy & Merchant; 2002) eBause the current study asked participants to
rate their clinical instructor overall, and notrégard to specific clinical interactions, they may
have been hesitant to rate current preceptor befsavelow average, even with the condition of
anonymity.

Preceptor preparation. Another potential explanation for differences bedw the
conclusions of this study and existing researclhndigg ATS experiences with effective clinical
preceptorship may be related to preceptor preparddre-clinical rotation preceptor training
programs attempt to provide some uniformity in ickh experiences for students by teaching
preceptors how to effectively instruct and evaluditg@cal proficiencies (Weidner & Henning,
2002). Historically, CAATE standards have requittedining for athletic training preceptor
designation since 2001 (Weidner & Henning, 200)ds not clear whether participants in the
Carney, et al. (2000) or Levy and Merchant (2002liss had undergone any required preceptor
training; therefore, it is difficult to situate tloairrent study findings in relation to extant resba
from other health professions.

Previous CAATE (2008) accreditation standards $digal that preceptors participate in
an institutional preceptor training course withpadfic curriculum for the development of
effective clinical education. Furthermore, CAAT ipstated that preceptors had to complete this
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course every three years. Current CAATE standamdsffect since 2012, are less prescriptive
regarding specific curricula for preceptor preparaand allow for institutional freedom in
content selection. Data for the current study ea@kected in August, 2013; therefore there was
an assumption in the research design that a magiritreceptors rated by ATSs in this study had
completed the CAATE prescribed clinical educatiarriculum one, or more, times.

Athletic training preceptor exposure to CAATE-raggi training may have contributed
to the difference between the conclusions of thieeot study and those from previous studies. A
finding of the current study was that ATS ratindsuarrent preceptor effective clinical educator
behaviors were largely consistent across dyad®#met demographic categories. This indicates
some degree of uniformity in clinical educatiorgaedless of preceptor sex, clinical learning
dyad, geographic location, or institutional athleffiliation. Although the uniformity found in
the current study did not indicate differences iiSfexperiences with effective preceptorship
based on dyad sex congruence or preceptor biolggzait did expose problematic preceptor
behaviors. Ultimately, ATS ratings of current pnetoe effective clinical educator behaviors were
routinely in the undesirable range. Although preésepreparation may have contributed to
consistency in ATS ratings of actual effective icah educator behaviors, it is important to
recognize that preceptor behaviors are not isaglétey are embedded within larger
organizational cultures.

Organizational culture. Organizational culture offers one approach for @ering the
conclusions of the current study alongside those fprevious research in other healthcare
professions. Culture is the most basic construanabrganization, or society; it is grounded in
historically shared assumptions of individuals jegraiting in an organization, and is manifested
in their decisions, actions, and communicationsaftee & Tierney, 1988; Schein, 2001).
Therefore, the activities of clinical education vcagainst the backdrop of a larger culture and
are influenced by a variety of cultural norms aaties. In a general sense, the cultural dynamics
of medical clinical education differ from thoseathletic training clinical education at the most
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basic levels because of differing organizational professional characteristics. These cultural
differences may play a part in the impact of dyax cngruence in the clinical learning
environment.

Medical education predominantly occurs within htelpand office settings, and is
traditionally male dominated (Ward, 2009). Parieifs in the current study reported
overwhelmingly (93%) that their most recent clinigzation had occurred in the collegiate or
high-school setting, that ATS were predominantiydée (70%), and that 47% of preceptors were
female. Because athletic training clinical edugatiopredominantly occurring in collegiate and
high school settings, the provisions of Title IXtbé Education Amendments of 1972 should be
taken into account as a historical aspect of tite@uof athletic training preparation programs.
Title IX has a broad scope that applies to any afiloic program or activity receiving federal
financial assistance, including elementary and @&y schools, universities, and all
professional schools in the health fields receifadgeral funding of any sort (Yasser, McCurdy,
Goplerud, & Weston, 2006). However, the effect3ite IX legislation have been particularly
impactful on athletics programs at the high sclamal collegiate levels, which are the primary
setting for athletic training clinical educationpexiences.

Because the legislation requires that participhate equivalent benefits, opportunities,
and treatment regardless of sex, and because iebeised considerable legal and media
attention over three decades, Title IX has impaetezty aspect of the culture within athletics by
emphasizing equality of opportunity between male f@male sports (Yasser, et al., 2006).
Specific to athletic training, the incorporationTafle IX requires that the provision of medical
and training facilities and services must be edaivaregardless of student-athlete sex. (Yasser,
et al., 2006). As a result, athletic training prtoes from the high school and collegiate settings
operate within organizational cultures where sextgds emphasized as a core value (NCAA,

2014; NFHS, 2014). Therefore, differences in thectsions of this study compared to previous
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studies with regard to dyad sex congruence mayalt@fty explained within the context of these
cultures.

It is also important to note that preceptors arebooind by a singular organizational
culture; they must navigate and successfully opeséthin multiple cultures simultaneously.
These cultures include not only the culture ofrtieenployer or school, but also the culture of
their department or team, the culture of their @ssfon, and the culture of the athletic training
program for which they are a preceptor, which iehély includes the culture of CAATE as the
accrediting body for the field. Specifically thelture of the athletic training profession revolves
around providing care to patients, and the cultdir@inical education centers on providing the
best possible clinical experience for the studir@se two cultural aspects do not automatically
coexist. One of the purposes of preceptor preargtieviously discussed in this chapter is to
assist preceptors in merging these two culturesutleessful amalgamation of these cultures may
be partially to blame for the less than desirabtéaal educator behaviors experienced by
participants in this study.

While no differences were found based on dyad a@gre or ATS sex, potential
reasons for disparity in findings between this pridr research included methodology, preceptor
preparation, and organizational culture. Of impoctais a conclusion that regardless of sex or
dyad composition, ATS may not be routinely expaseeffective clinical educator behaviors,
regardless of preceptors preparation, a concluk@imirrors previous studies (Weidner, Noble,
& Pipkin, 2006; Weidner & Pipkin, 2003). Particigaatings of preceptors in this study fell into
the desirable range (“often” or “very often”) fonlg 1 of 4 SECEB subcategories and only 7 of
20 individual statements. These conclusions proaigémpse of the current state of preceptor
effective clinical educator behaviors as expre$ésedTS. In order to appreciate these
conclusions fully, an understanding of ATS expeactet for ideal effective clinical educator

behaviors was sought for comparison.
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Ideal Preceptor Behaviors

Expectations for ideal preceptor behaviors varystiog to the biological sex of the
participant and sex congruence in the currentadirdyad. In both instances, female students
demonstrated higher expectations than did maleestador broad preceptor behaviors that
emphasizediving information and presenting relevant subjeitter, and thatsk questions and
promote critical thinkingDondanville, 2008)Additionally, female ATS had higher expectations
for preceptors tencourage me to participate in clinical activitigsd patient care up to my
ability level actively supervise my clinical practicendbridge classroom knowledge to the
clinical site and patient car©ondanville, 2005)

Asking students about their expectations for eifegbreceptor behaviors is paramount
to asking them what pedagogical style and integueistraits they prefer. Differences in
cognitive styles and interpersonal trait prefersnmetween the sexes are well documented
(Costa, Terracciano, & McCrae, 2001); effectivaickl educator behaviors involve a
combination of the two (Carpenito & Duespohl, 198%rdner, et al. 2009; Laurent & Weidner,
2001). There are two primary theoretical framewdhied have attempted to explain these trait
preferences: biological and social psychologicald@, et al., 2001). Although not mutually
exclusive, biological frameworks center on evolatibrough natural selection and on the effect
of hormonal differences; social psychological frameks center on the adoption and
internalization of roles that define attributes dthavior (Costa, et al., 2001). In addition to
explaining differences between ATS preceptor exgignts based on sex of the student, the social
psychological framework of role theory providesi@ig on describing ATS expectations for
preceptors.

Role theory.The social psychological concept of role theoryd(Be, 1979, 1986;

Hindin, 2007) provides a perspective from whiclteasider differences in ATS expectations for
ideal preceptor clinical education behaviors. Rbéory originated with the work of Mead
(1934), and intends to clarify how individuals opging social positions are expected to behave
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and how they expect others to behave, given acpdatisocial situation (Hindin, 2007). An
individual social position, according to the rdheorists, is associated with a compilation of
rights and duties; accordingly, people behave sdméwredictably within a given context
(Hindin, 2007). This association of expected rigirid duties to a given social position does not
happen automatically; it occurs though the devekaprof first comprehending, adopting, and
anticipating the role of the self, and then thaptbfers, based on the consensus values, norms, and
beliefs of a group or society (Biddle, 1979; Hind2@07; Mead, 1934). The preceptor role
definition in athletic training evolved first thrgh athletic training internships with little
oversight, and more recently through formal accatidin (CAATE, 2012; Dondanville, 2005,
Weidner & Henning, 2002). When an individual asssittiie position, or role, of preceptor, s/he
assumes the consensus norms and expectationsaasdauith that role. The current study offers
new insight into ATS expectations for the behavassociated with the preceptor role.

The qualifications and responsibilities of the gq&tor role have been defined in the
CAATE (2012) accreditation standards, but the gremetitle represents an assumed role that
does not have a uniform set of behaviors tied. tm iathletic training, preceptors were
historically referred to as clinical instructorsA&TE, 2008; Weidner & Henning, 2002); in 2012
CAATE required athletic training programs to adtijg preceptor title. The titles of clinical
instructor and preceptor are used interchangealilyis dissertation, and frequently in athletic
training practice. Regardless of title, Henning &vieidner (2008) concluded that athletic training
preceptors do not feel adequately prepared forthes a conclusion that has potentially negative
consequences for the clinical dyad. The curremtystonclusion that ATS experience less than
desirable effective clinical educator behaviorsegup to support the role uncertainty expressed
by Henning and Weidner. Additionally, preceptor @ity about their role in student education
was found to lead to inter-role conflict betweea thle of athletic trainer and of effective
preceptor, eventually leading to role strain ancrelesed job satisfaction (Henning & Weidner,
2008). Abstruseness of the preceptor role shouldaréied in an effort to better define this title
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The title of preceptor potentially represents défg assumptions for different entities:
student, preceptor, program, and CAATE. Role assiompare based on previous experiences
and expectations, as well as demographic facta@ts asl sex, age, and ethnicity (Statham,
Richardson, & Cook, 1991; Tisdell, 1993). Thesaiagdions provide the basis for perceiving
and interpreting behaviors expected from the imtligi occupying that role (Biddle, 1986).
Mismatches between preceptors’ and ATS assumptibride-taking introduce role conflict that
should be resolved in order to allow prosperousicdi education (Biddle, 1986; Henning &
Weidner, 2008).

Role expectations for effective preceptor behaviordn clinical education, the clinical
instructor maintains the ultimate power to contha clinical experience (Burge, 2000);
preceptors must be aware of the existence of sgleaations in order to aid the student in
successfully navigating the clinical experienceotimer words, clinical skills should be taught in
a manner sensitive to the existence and influehtieqoreceptor role and the power dynamics
within clinical relationships. This study providesight for defining ATS expectations for the
preceptor role.

Defining preceptor role expectations. Current study participants were asked to rank the
four themes of effective clinical educator behawvibased on importance; these responses define
ATS role expectations of preceptors. The four treimeluded behaviors thagive information
and present relevant subject mattgiye feedback and student evaluatiesk questions and
promote critical thinkingandmaintain physical presence in the clinical learngmgvironment.
Previous research demonstrated that ATSs placedhss in preceptgphysical presence in the
clinical learning environmerthan in other effective behaviors (Dondanville, 20@/right,

2009). Similarly, regardless of biological sex,tipants in this study valued behaviors for the
preceptor role that focus on preceptor to stutsdbaclkandevaluation and on preceptor
behaviors thaask questions and promote critical thinkioger those preceptor behaviors that
simply gve information and present relevant subject mattgprovide gohysical presence in the
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clinical learning environmenihe findings do offer one new insight on this popsrticipant
academic classification and/or years of experiesgegns to make some difference in how ATS
evaluate preceptor behaviors, both in actual andeal relationships. Graduate student
participants in this study placed more value ircpptor behaviors thafive informationthan
baccalaureate ATS, who strongly desired interpetisoteraction focused on mentoring and
evaluation. Additionally, the findings of this syudxposed differences in the importance of some
preceptor role expectations based on student sex.

Preceptor role expectations based on studentRegardless of the commonality in
preceptor behavior priorities amongst all studethis,study concludes that differences exist
based on ATS sex with regard to the desired emplohsiome specific preceptor behaviors.
Female ATS had higher expectations for behaviatgire information and present relevant
subject matterand thatisk questions and promote critical thinkithgn male ATS. Specifically,
female ATS placed more value in preceptor role biena that encourage participation in clinical
activities and patient care, that actively superdinical practice, and that bridge classroom
knowledge to the clinical site and patient careoWledge that ATS sex is a factor in preferred
effective preceptor behaviors underscores the fargateceptors to recognize differences in role
expectations from ATS and the need to tailor chheducation behaviors based on the role
expectations of the student.

Preceptor role in providing physical presence ia tharning environment.he preceptor
role for providingphysical presence in the clinical learning envir@mtwas found to be
consistently less important than other clinicaleadar behaviors across all participants in the
current, and previous (Dondanville, 2005; Wright09), studies. Additionally, prior studies
found that preceptors placed less valbgsical presencas an effective clinical educator
behavior in relation to other behaviors (Dondaeyi#005; Wright, 2009). Cumulatively these
conclusions are somewhat puzzling, especially gitiahsupervision is a primary focus of the
preceptor role, according to accreditation poli©AATE, 2008, 2012). The fact that ATS in this,
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and previous, studies perceive the actual presafitbe preceptor as having less value than other
clinical behaviorss troubling and has implications for effective teanthilearning, and mentoring
behaviors.

Although ATS do not identify thphysical presenceole of preceptors’ as a high priority,
in reality it should facilitate all other effectiwdinical educator behaviors. It is not possible to
give informationandfeedbackor promote critical thinkingf not present in the clinical learning
environment. Actugbhysical presence in the clinical learning envir@mntinvolves more than
just observing students and should certainly inchgking questions and promoting critical
thinkingin the clinical learning dya@Campbell & Campbell, 1997; Cohen, 1995; Hannam020
Weidner & August, 1997). Students may not valuesptal presence as highly as other behaviors
because previous studies have affirmed that ATBotloeceive suitable quality or quantity of
clinical supervision (Weidner, Noble, & Pipkin, Z8)0Neidner & Pipkin, 2003). Given these
conclusions (Weidner, Noble, & Pipkin, 2006; Weid&ePipkin, 2003), it is possible ATS
simply do not associatghysical presence in the clinical learning envir@mtas suitable
definition of the preceptor role.

Utilizing current study conclusions to define thregeptor role expectations revealed that,
although the importance of some expected behavamsbased on ATS sex, as a whole ATS
uniformly prioritize the order of preference foetfour primary effective clinical educator
themes. The repetitive identification @fysical presence in the learning environman low
priority may be essential for strategically addmeg<linical education deficiencies, as it is
requisite to achieving all effective clinical edtarabehaviors. When contrasting the ideal
preceptor role expectations against actual ATS mempees with current preceptors, disparities
became evident. Current preceptors did not meet ép@ctations of the preceptor role,
regardless of sex congruence in the clinical legydiyad. A reason for this clinical experience
gap between actual experience with current preceprad the expectations for ideal preceptors
may lie in the absence of a mentoring relationship.
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Mentoring relationships. Previous research demonstrates that profesdiehalvior
development occurs best through mentored pradditedy, Ehlers, & Walker, 2006; Weidner &
August, 1997; Weidner & Henning, 2000). Although ®ECEB was not specifically intended to
evaluate mentorship, effective clinical educatdrahaors closely resemble many of the desired
mentoring behaviors identified by research (Pitiighlers, & Walker, 2006; Weidner & August,
1997; Weidner & Henning, 2000). Previously desatib@ntoring behaviors include those that
provide: effective communication, encouragementiopmance feedback, support, tests
knowledge, problem solving assistance, informatéom advice (Pitney, Ehlers, & Walker, 2006;
Weidner & August, 1997; Weidner & Henning, 2000he stated disconnects between ATS
expectations of the preceptor role and experiewithsan actual preceptor in the current research
indicate a potential failure of mentored pract@euggestion that is in part supported by the
current research findings related to the precemonsloyed astern athletic trainer Although
there were a relatively small number of actual gptars in this study identified astern athletic
trainer, they were rated significantly lower on overalimgs than other athletic trainers. This
finding supports a Stemmans and Gangstead (2002)usion that novice preceptors lack the
knowledge, skills, and abilities to facilitate affiwe clinical education, and therefore mentoring
relationships.

Potential problems with nurturing desired mentgtielationships are not isolated to
novice preceptors; they are inherent in customtrg®c training program preceptor assignment
practices. The assignment of ATS to preceptordibytogram, which is required by
accreditation standards (CAATE, 2012), constitatésrmal mentoring program and is fraught
with potential mismatch concerns (Campbell & Canlipi®97). Whereas informal mentoring
relationships develop as the mentor or mentee eaetk other our based on similar interests,
goals, personalities, or experiences (Rayle, e2@06), the formal assignment of ATS to
preceptor does not allow this process to occurraiyuEby & Lockwood, 2005). If formal
assignment results in mismatched dyads, a produstantoring relationship may never evolve
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(Eby & Lockwood, 2005). Furthermore, mechanismanfientor behavior accountability can be
counterproductive and may decrease mentor motivati@ctively participate in the relationship
(Eby & Lockwood, 2005). Although a CAATE (2012) tegement that athletic training programs
evaluate preceptor performance regularly is undedstble, it constitutes an accountability
mechanism that is potentially harmful to the indidraof a mentoring relationship. Within this
context, a preceptor may be more likely to pasgisapervise an ATS and less likely to actively
participate as a mentor; likewise, ATS perceptibaftective clinical instruction behaviors may
be negatively impacted because of personal disaitigs.

Research suggests that mentored relationshipsestioieugh four phases: early, middle,
later, and last (Cohen, 1995; Kram, 1983), withl#ter and last phases of mentored relationships
evolving following graduation. Accreditation standsa (CAATE, 2012) emphasize variety in
clinical experiences rather than ATS/preceptorti@iahip consistency; therefore clinical dyads
may not progress into the middle phase. The middése of a mentored relationship, cultivation,
is the peak for the educational function of the taementee relationship (Cohen, 1995; Kram,
1983), and education is the essential functiorlinical experience.

Unfortunately, athletic training literature and ipglfrequently interchange the terms
preceptor, clinical instructoandmentor(Gardner, et al., 2009; Neibert, Huot, & Sextddil @,
Weidner & Henning, 2000) and reinforce a clinicdiieation culture in whicbupervisionis the
desired approach to clinical education (CAATE, 20h&tead of the mentorship necessary to
accomplish desired clinical learning outcomes (NMdilHuot, & Sexton, 2010; Weidner &
August, 1997). Previous research findings sugdpesta drastic increase in clinical supervision,
i.e., the physical presence of the preceptor, whalek little to no effect on the development of
interpersonal aspects of professional practiceauitincorporation of effective clinical educator
behaviors and mentoring relationships (Klossned82®&night, 2008; Sexton, et al., 2009). The
conclusion of the current research appears to stpigse findings. Despite structured and
prescribed clinical experiences, identified effeettlinical educator behaviors, and recognized
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mentorship attributes, the success of the clirddalcation model in athletic training is ultimately
a function of clinical educational foundations p&ffective mentoring relationships that hinge on
interpersonal interactions (Pitney & Ehlers, 20Bdney, et al. 2006; Richardson Jr. et al., 1992;
Weidner & August, 1997).

Effective preceptors serve an irreplaceable roleuituring the development of ATS into
professional practitioners. Nurturing professiatedelopment demands the demonstration of
effective clinical educator and mentorship behavidhe current study provides evidence of
identifiable failings in athletic training precepbip in a variety of contexts. These shortcomings
include a general lack of ATS exposure to effectiMaical educator behaviors, and a chasm
between ATS expectations for and experiences \ii#itteve preceptor behaviors. This study
also identified that students have clear and ctargigriorities for preceptor behaviors, some of
which are more keenly defined based on ATS biokigiex. Demonstration of effective clinical
educator behaviors is the critical component aficil education that can influence all other
aspects of student professional preparation. Ieramlaccomplish the overall goal of better
preparing athletic trainers to assist in addrestiiegexisting healthcare workforce shortage,
further efforts must be made by athletic trainiograditors, administrators, and preceptors to
address deficiencies athletic training clinical @ation.

Problematizing I dealsin Athletic Training Clinical Education

In the first chaptelideal effective clinical behaviors were defined as bébrgvexpected
from the perfect clinical instructor, and throughthe current studideal behaviors are a central
component. Within the discussion of the curreseaech these ideal behaviors have been
employed, through role theory, to provide an ATS8mikgon of preceptor role expectations.
Inherent to role expectations are descriptive npongxpectations about role occupants’ actual
behavior, and injunctive normar expectations about role occupants’ ideal bemg@aldini &
Trost, 1998). While descriptive norms are synonyswwith the stereotypes of group members,
injunctive norms add a dogmatic facet to the dédfiniof a role (Cialdini & Trost, 1998).
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Preceptor role definition should refer to a contmlaof both descriptive and injunctive
expectations associated with preceptors. Withirdteeussion of conclusions pertaining to
preceptor role definitions only the injunctive nartaken from the ATS perspective were
considered, which may be problematic because efigitions also include descriptive norms.

Considering preceptor role expectations for atblesining clinical education with only
the injunctive norms provided by ATS mean ratingg/rhe problematic because this approach
fails to consider the realities of organizationad grofessional cultures and of the individual
students themselves. Although the SECEB was ulilize¢he current study to objectively assess
the ATS definitions of ideal effective clinical exhtor behaviors, respondents were constrained
to a quantitative response ill-suited for addregsite subjective nature of any discussion of
ideals. ATS responses on the SECEB for an ideaitali instructor are only a shapshot of
students’ opinions; ATS ratings of ideal preceft®naviors are egocentric in that they are
relative to their lived experiences. Each studeteiptially differs in their comprehensive
definition of the ideal preceptor, and this defomtwill likely change as the student gains
experience, matures, and becomes professionaligiimegl. In short, students may lack the ability
to truly evaluate the effective clinical precepbehaviors that they need or want; self-reported
ideals are not objective assessment. Thereforeleahis a metaphorical moving target, it may
never be achievable.

Often through the course of the current reseaddaliexpectations were not directly
identified within the narrative but were impliedost conspicuously, idealism was implied with
respect to discussions of mentors and mentoringJders. It has been the unwritten stance
throughout this research, and previous researctd(@g et al. 2009; Pitney & Ehlers, 2004,
Pitney, et al. 2006; Rayle, et al., 2006), thanéntorship does not result in positive outcomes for
a mentee then it does not qualify as mentorings Than idealistic view of mentoring, and it is
important to note that mentoring is a process,niigas of the desirability of the outcome. The
ideal is for the outcome of the mentoring expergrand the experience itself, to be positive, but
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research from the vocational and human resouraspgdives indicates that mentoring may be
experienced negatively, and may even be classaadlysfunctional (Eby, Butts, Lockwood, &
Simon, 2004). The most frequent explanations fgatige mentoring experiences included dyad
mismatches, distancing behaviors, manipulative \iehs, lack of mentor expertise, or general
dysfunctionality (Eby, et al., 2004). These negativentoring behaviors were more prevalently
observed in formal mentoring assignments when iddals were forced into the role of mentor
(Eby, et al., 2004). Because athletic trainingichheducation involves the formal assignment of
an ATS to a preceptor, the structure of this refeghip is considered mentoring; regardless of the
effectiveness of clinical teaching or learning bebes.

Therefore, problematiziniglealsin athletic training education includes not ontncepts
related to the inclusion of descriptive norms amgbstigating injunctive norms quantitatively, but
also the idealistic perspective of mentorship medic training education. In reality, ATS
articulation ofideal clinical educator behaviors through the metholizeti within this research
may not have provided the broad view of the premeqtie necessary for true definition and may
have reflected an impractical expectation of péidedn preceptor and mentoring behaviors.
Within the context of the theoretical considerasi@ssociated with idealism, the conclusions of
the current research guided implications and recenaations for policy, practice, research, and
theory.

Implications and Recommendations

Several implications and recommendations can legried from the conclusions of this
study. First, there are implications for policy taéming to specific CAATE standards. Second,
there are implications for practice in programmassessment and preceptor behavior
modification. Third, there are implications for @asch into effective clinical educator behaviors
and mentorship, as well as the impact of modifiedteditation standards. Last are implications

for theory. Recommendations are also providedddressing the implications of this study.
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Implications for Policy

Institutional policy guides the clinical experienm®ctices of athletic training
professional programs and must be compatible WwRATE accreditation guidelines.
Conclusions of this research have implicationgI&ATE and institutional policy
recommendations that will affect the practice afichl education.

CAATE. Athletic training program policy must adhere te thommission on
Accreditation of Athletic Training Educatidstandards for the Accreditation of Professional
Athletic Training Programswhich provides the minimum academic requiremémmtgrogram
accreditation (CAATE, 2012); these standards sasva primary resource for policy in all
accredited athletic training programs. Conclusiointhe current research have potential policy
implications for the CAATE standards and for aticlé&taining program administrators, the
secondary policy maker, to assist them in develpfsound innovative educational approaches
that substantially exceed these standards” (CAARTEZ, p. 1).

CAATE standard 39The first implication for policy relates to stamd&9, preceptor
qualification,and states that “a preceptor must be credentigl¢debstate in a health care
profession(CAATE, 2012, p. 5). This standard does not reqthiet a preceptor have any actual
professional practice experience, only that thegptor holds a credential. Conclusions from the
current study indicated that ATS students may eatdoitinely exposed to effective clinical
educator behaviors, particularly in the case @rim@thletic trainers who served as preceptors.
Intern athletic trainer preceptors were rated pobyl ATS compared to other employment
categories, a finding that reinforced previous igsigStemmans & Gangstead, 2002). Many
intern athletic trainers are recent graduates wiitly months of experience and, while they are
credentialed by the state, have not establishedgbies as independent practicing professionals.
This is not to say that all athletic training pragrs, or CAATE, should adopt policies preventing
intern athletic trainers from serving as preceptous all too often interns may be forced into
serving as a preceptor by their employer becaudagtitutional convenience and geographic
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proximity to the athletic training program (Knigl2008; Weidner & Henning, 2000). Athletic
training policy that forces institutional clinicsaff into preceptorship serves as a disservice to
the ATS and to the profession. Athletic traininggmams must carefully evaluate all preceptors
in order to ensure that they value effective chhieducation behaviors and the professional
preparation of students, especially short-ternrimgt@nd first year graduates.
CAATE standard 41IThe second implication for policy relates to CAA$tandard 41,
preceptor qualification, from thetandards for the Accreditation of Professionallétib
Training ProgramqCAATE, 2012), and states that@eceptor must receive planned and
ongoing education from the program designed to ptera constructive learning environment”
(2012, p. 5). This 2012 standard replaced a prevstandard that was much more specific and
required programs to document preceptor trainingest that included detailed discussion of:
Learning styles and instructional skills; a reviefrAthletic Training Educational
Competencies; evaluation of student performancdeaaback; instructional skills of
supervision, mentoring, and administration; prodmastitution-specific policies,
procedures, and clinical education requiremengglland ethical behaviors;
communication skills; appropriate interpersonaitiehships; and clinical skills and
knowledge (CAATE, 2008, P. 8).
The conclusions of the current study that ATS stigleegardless of sex or dyad, may not be
routinely exposed to effective clinical educatohdééors, and that ATS experiences with current
preceptor behaviors did not meet ATS expectationgffective clinical educator behaviors,
indicate that CAATE should reconsider the recewisien to the standards with respect to
standard 41, preceptor qualification. The previstasndard (CAATE, 2008) provides much
greater detail for athletic training programs tedastitutional preceptor training policy from
while offering content that comes much closer tdrassing effective clinical educator behaviors.
The most palpable policy recommendation is that TEBAIn conjunction with athletic
training administrators, further clarify and devyetbe clinical teaching role of the athletic traine
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as a professional expectation. Other medical psafas integrate curricular requirements of
students that begin to expose them to strategiesuficessful preceptorship and assuming the
future role of preceptor. Athletic training prograishould integrate preceptor instructional
strategies, similar to other medical professiont® upper level coursework and should develop
competency expectations related to preceptorshiprédessional students. grow our own
preceptor philosophy initiated during the profesaigorogram will promote the development of
effective clinical educator behaviors from the bottup and provide a strong foundation for
addressing clinical education deficiencies ovaaralterm. Without implementing this
recommendation, addressing the issues made ewd#rd conclusions of this study will
continue to be a hit or miss proposition complidatg a repetitive cycle of ill-prepared
preceptors.

A related recommendation relates to the conspicabasnce of the words mentor,
mentorship, or mentored relationship in referenceihical education or preceptor within the
Standards for the Accreditation of Professionallétib Training ProgramgCAATE, 2012). The
word mentor is used only twice in tendardsboth times in reference to athletic training
faculty (CAATE 2012). Although the current reseaccmclusions do not relate specifically to
mentored relationships in the clinical environmeiné, research reviewed indicates that
mentorship is an essential component for the dewedmt of competent practicing professionals
(Pitney & Ehlers, 2004; Pitney, et al. 2006; Ridsan Jr. et al., 1992; Weidner & August, 1997),
but CAATE (2012) fails to address it in relationp@ceptor responsibilities. If CAATE were to
address mentorship insteadsofervisionjt may lead to ATS placing greater value on premept
physical presence in the clinical learning envirenin Additionally, athletic training
administrators should reconsider utilizing precepigho are unwilling to engage ATS in

mentoring relationships.

104



Implications for Practice

The practice implications provide a mechanismirfgslementing clinical education
modification through recommendations. These imfilices are provided within the framework of
existing CATTE standards (2012). Conclusions of thisearch have practice implications in
institutional programmatic assessment and for pecdoehavior modification.

Programmatic assessmentCAATE standards (2012) dictate that programs rhase a
comprehensive assessment plan to evaluate presepiat that the results of data analysis must
be utilized for continual program improvement. Cosons that ATS experiences with current
preceptors did not meet ATS expectations for effeatlinical educator behaviors indicate that
research findings have a clear implication for pangmatic assessment and improvement. As
evidenced by ATS expectations for ideal precepimesfection is not expected; what is expected
is exposure to effective clinical educator behassfoequently. However, considerable disparity
exists between this reasonable expectation of expde effective clinical educator behaviors
and ATS actual experiences with preceptors, whierevin the undesirable range for 3 of 4
SECEB subcategories and 13 of 20 individual SEC&Ements. This disparity indicates that
athletic training administrators should take a nemprehensive approach toward
benchmarking effective preceptor clinical educ#iehaviors for programmatic assessment and
improvement.

There is a clear indication that changes are nead@ss the board to improve clinical
education by athletic training preceptors in ofeachieve the desirable ratings of “often” or
“very often” consistently from ATS. Ineffective nical educator behaviors negatively impact the
overall clinical experience, a finding that wasderit for all preceptors, but more clearly revealed
for those classified as intern athletic trainerthlétic training administrators should strongly
consider using the SECEB as a valid, reliable,amnfbrm method to conduct preceptor

evaluations that highlight areas for improvementrieceptor clinical education behaviors.
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Preceptor behavior modification. The second implication for practice concerns the
conclusion that differences in expectations foaig@eceptor clinical education behaviors exist
based on ATS biological sex. This conclusion hastize implications with regard to preceptor
evaluation of effective behaviors. Preceptors ghosk the knowledge of differing student
expectations to evaluate, modify, and focus themalnstration of effective clinical education
behaviors toward individual clinically assigned AT & may be beneficial for the preceptor to
have the ATS complete the SECEB for ideal precgmtor to the initiation of the clinical
rotation and to review expectations one-on-one tiehATS. Administrators should make the
SECEB available to preceptors and should inclutd®eugh discussion of effective clinical
educator behaviors in planned and ongoing precétioing (CAATE, 2012). Additionally,
implementing preceptor self-rating on the SECEB Imay successful strategy to reinforce
desired effective clinical educator behaviors drerteed to modify behaviors based on
individual student expectations.

Implications for Research

In addition to implications and recommendationsdihletic training policy and practice,
study conclusions provide valuable informationfidure research, yet raise additional questions
for consideration. Based on study conclusions arebeimplications and recommendations for
the areas of preceptor preparation, mentorshiglugte programs, and preceptor attitudes toward
effective clinical education behaviors were evident

Preceptor preparation. Conclusions of the current research revealedAh& clinical
experiences do not regularly involve effective iclith educator behaviors. It is possible that
preceptor failure in this aspect is related to gmexceptor preparation. Following a drastic
revision with respect to preceptor training analéag effective clinical educator behaviors,
CAATE accreditation standards transitioned awaynfeopreviously somewhat rigid nationally
imposed preceptor training schedule and curric{AATE, 2008), toward a much less
prescribed and institutionally-developed preceptmining approach (CAATE, 2012).
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Recognizing that this revision allows institutiofetitude, it may be of value to conduct a study
similar to the current study in 5 to 10 years. Feistudy could utilize the current research as a
baseline for comparison in order to determineféafve clinical educator behavior ratings of
athletic training preceptors significantly impromeworsen. Additionally, future study should
also include focus on the potential impact of sig@preceptor preparation curricula on ATS
clinical experiences. A focus on studying precepféective clinical behavior improvements
following preceptor training curricular adaptaticarsd implementation may provide useful data
for developing and modifying preceptor trainingricula.

Athletic training is not unique in its potentialilure to prepare preceptors adequately for
the challenges of mentoring students through mraldtnowledge utilization, skill acquisition,
and the integration of the two. One has to looKamther than undergraduate faculty, who are
often ill-prepared during the early portion of theareers to effectively teach (Boice, 1992).
Additionally, there is little evidence that facultxperts, who integrate their research into their
coursework, enhance student learning or skill dgwakent (Prince, Felder, & Brent, 2007).
Athletic training preceptors are analogous to ugdetuate faculty; they are the content experts
who agree to serve in an educational capacityiaiea&l preceptors. Their preceptor preparation,
however, was centered on becoming a healthcaregwmiohal; they have little preparation as
experiential learning specialists, or as mentok&r€oming the preceptor preparation hurdle is
critical to producing qualified healthcare profesells and solutions may lie within related future
research recommendations.

Mentorship. The purpose of the current study was not to ingat any potential
relationship between ATS expectations of the preraple, or actual experiences with effective
preceptors, and mentoring behaviors. Prior resganrided evidence of a link between
professional development and mentorship (Pitneler&h& Walker, 2006; Weidner & August,
1997; Weidner & Henning, 2000). The current stadgcluded that current preceptors did not
meet ATS expectations of the ideal preceptor rotbthat a lack of positive mentored
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relationships may be partially to blame. Futureligs should build on the conclusions of the
current research that ATS, regardless of sex, ad dynay not be routinely exposed to effective
clinical educator behaviors. An investigation df fiotential relationship between effective
clinical education behaviors and positive mentosddtionships in the clinical learning dyad may
shed more light on achieving desired outcomes ttimcal education. The SECEB provides
data related only to ATS ratings of current analddinical educator behaviors, but could be
paired with theAthletic Training Students Perceptions of MentoriftectiveneséPitney, Ehlers,
& Walker, 2006) or some other measure of mentogdationship development. The inclusion of
a mentored relationship inventory would allow farther analysis of differences in effective
clinical educator behaviors.

Future research focused on ATS experience witlsdlhee preceptors over time may
provide valuable information about the developn@mATS/preceptor relationships in clinical
placements beyond one-semester, which are a typioalal rotation length. Differences in
experiences with effective clinical educator bebevbetween ATS with fewer longer-term, or
multiple, rotations with the same preceptor and Aiith several shorter-term rotations with
differing preceptors may shed light on the develepnfor lack thereof) of a mentored
relationship and its relation to effective cliniemlucation behavior demonstration. In retrospect,
an item about the number of semesters of experigithehe current clinical instructor in the
current study may have been helpful in examinimgpbtential link between extended preceptor
clinical interactions and effective clinical edumabehaviors.

Graduate programs.Professional athletic training programs, althoduigfilar in
content and requirements, are offered at both dlcedlaureate and masters levels. The
participant pool for this study consisted of CAA@Ecredited professional athletic training
programs, both undergraduate and graduate. Thimgaaf the current research revealed that
graduate students tended to value behaviorgythatinformation and present relevant subject
mattersignificantly more than undergraduate studentss phéference was far different than in
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undergraduate students who preferred preceptarpittneided feedback and asked questions.
Identifying differences between undergraduate aadugte clinical educator preferences is
timely considering that a recently position pap¢ATA, 2013) recommends that athletic training
education should occur at the graduate levelidfrfcommendation is adopted the current study
findings will be useful to program administratoos §uiding preceptor adaptations, but additional
research on graduate ATS clinical expectationsvareanted. In preparation for this potential
shift to graduate level only athletic training ms$ional education, future study targeting only
graduate level professional athletic training pamgs would provide more useful data as the
current study included only 40 participants repnéisg this demographic.

Preceptor attitudes toward effective clinical educton behaviors. Conclusions of this
study repeatedly indicated the existence of diseotsbetween actual preceptor behaviors and
effective preceptor behaviors. These disconnectaded: undesirable actual preceptor ratings;
massive disparity between ATS preceptor expectaitho actual experiences; and the
devaluation of requisite preceptor physical presanche clinical learning environment. These
conclusions were based only on athletic traininglent responses to the SECEB. Prior research
utilizing the same instrument with athletic traigipreceptors indicated that preceptors often
prioritized effective clinical educator behaviorgrsficantly differently than ATS (Dondanville,
2005; Wright, 2009). Conclusions of the currentgt alongside findings of previous studies,
imply that further research into preceptor attisitievard effective clinical educator behaviors
may be warranted. Understanding of differences &etwATS and preceptor clinical education
valuations may provide valuable information to sisgrogram administrators in negotiating
common priorities for ATS and preceptors. Futuseegch should include investigations of how
preceptors form attitudes regarding clinical ediecaand if preceptors actually practice clinical

education in accordance with stated attitudes.
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Implications for Theory

The conclusions of this research have implicatfongole theory as applied to athletic
training preceptorship. Although the qualificaticared responsibilities of the athletic training
preceptor role are described within CAATE (2012)raditation standards, previous research
indicated that role definition lacked clarity, evianthe preceptors themselves (Henning &
Weidner, 2008). The conclusions of this study agkadge that ATS expectations of preceptors
are a significant component of preceptor role dédim. Furthermore, differences were found in
expected preceptor role behaviors between maléemmale ATS. The objective overview of ATS
ratings of ideal clinical educator behaviors faatied further consideration of the relevance of
ideal behaviors in defining preceptor roles andsthigiective nature of ideals. The conclusions
and discussion of this research established thaimoongruity exists between the descriptive
norms, or actual preceptor behaviors, and the atjvm norms, or idealistic preceptor behaviors,
described by ATS through their expression of iddialcal educator behaviors on the SECEB.

Limitations
Although the findings of this research contribigémplications for practice,

research, and policy, the study is not withouttiatidons. The most obvious of these is the
participant recruitment method utilized and thebility to track response rate. The study
population was only accessible by asking athletiming program directors to cooperate by
electronically forwarding a study hyperlink to atit training students. Additionally, because of
the anonymous nature of the study, there was natevagck how many of the 361 program
directors actually forwarded study information todents. An attempt to overcome this limitation
was made by sending personalized weekly remindezat¢ourage program directors to forward
survey participation information to ATS. This medhaf participant recruitment is a commonly
utilized research technique in athletic trainingu{lland & Martin, 2010; Volberding, 2011;
Wright, 2009). Additionally, differences exist bet@n the organizational cultures experienced by
individual participants within this study, and betm this and extant research. These cultural
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variations should be considered as a limitatioodnsideration of the generalizability of these
conclusions.

Operationally, the terndeal was utilized as a way for ATS to define therfect
preceptor While the findings of the study provided valuaisiformation for defining what ATS
consider to be ideal characteristics, there arerétieal limitations. The reality is that quantivat
descriptions ofdeal effective clinical educator behaviors cannot beegalized to the overall
population. Andeal is a subjective element with a meaning relativeaoh participant, therefore
is more suited for qualitative inquiry.

Finally, the instrument utilized did not inquiregezding the frequency or duration of
exposure that the participant had experienced thélcurrent preceptor. In retrospect, this
information could have provided valuable informatiegarding the development of the clinical
relationship. An additional limitation, the useao$elf-reporting data collection method may or
may not be an actual description of ATS experiemndgds current preceptors. Although there is
no way to verify truthful response by participarthe nature of the study was voluntary, with
anonymity of response. Given these parameterscipants had no incentive to provide
inaccurate responses.

Conclusion

Athletic training clinical education should progidtudents with authentic opportunities
for supervised practice to integrate the knowledggls, clinical abilities, and professional
behaviors necessary for independent professioaatipe. A key component of supervised
clinical practice is the clinical preceptor, wheames responsibility for clinical supervision,
instruction, assessment, and the facilitation ioficl integration of knowledge with skills.
Outcomes of the clinical experience are heavilyethelent on student-to-preceptor interactions.
This study reasserts this point, and further hgitib the potential vulnerabilities inherent to this

clinical education model. At the heart of the vulislities were the effective clinical educator
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behaviors of the preceptor. Evidence from othetthgaofessions indicated that clinical dyad
sex congruence may impact the quality of cliniealching and learning.

The purpose of this research was to examine athiteining students’ (ATS) perceptions
of effective clinical education behaviors by atldetaining preceptors, and the impact of clinical
learning dyad sex congruence on these perceptio@mmmission on Accreditation of Athletic
Training Education (CAATE) accredited athletic tiag programs in the United States.
Although the study failed to identify differencesdthletic training students’ experiences with
actual effective clinical education behaviors basedlyad or student sex, it was successful at
identifying differences in athletic training studgrexpectation of ideal preceptor effective
clinical education behaviors based on studentAdditionally, findings provided evidence that
athletic training students are not routinely exjgogeeffective clinical educator behaviors.
Furthermore, a gap was exposed between athletingestudents’ actual experiences with
effective clinical education behaviors and thejpestations of ideal preceptors.

The findings of this study, and their discussiamdgd the conclusions, as well as, the
implications and recommendations for policy, pragtiand research. The current research
contributes to athletic training literature on @&l preceptorship effectiveness and student
expectations of effective preceptorship behavistsdy results also contribute to knowledge
about best practices for the creation of clinichl@tion environments that foster the best
possible experiential outcomes for athletic tragrstudents, and therefore better prepared
practitioners. Future practitioners who are bgitepared for the realities of the healthcare
workplace, through effective clinical educatiorge amore capable of assisting in addressing the

existing healthcare provider shortage.
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APPENDICES

APPENDIX A
Participant Recruitment E-mail Scripts
Initial Contact E-Mail to Athletic Training Program Directors
Dear (Name),

| am a doctoral candidate at Oklahoma State Urityarsthe Educational Leadership
program and the coordinator of athletic trainingichl education at The University of Tulsa. |
am conducting research on differences in athlediaing students’ perception of effective
clinical educator behaviors based on biologicaliseequired clinical experiences. This research
requires the participation of athletic trainingdgats in CAATE accredited professional [entry-
level] athletic training programs.

I am respectfully requesting your assistance iwéoding the following information and
link to all students participating in clinical expnces in your program. Please include the most
recent graduates of your program in the distrilsuéie well. Your consideration of this request is
genuinely appreciated, as data collection wouldoegbossible without your assistance.

The proposed study has been approved by the listidll Review Board at Oklahoma
State University and The University of Tulsa. ¢fuyhave any questions or concerns, please feel
free to contact: Mr. Ron Walker, Principal Investigy, 800 S. Tucker Dr. CH 310, Tulsa, OK
74104, 918-631-3240 gon-walker@utulsa.ediDr. Tami Moore, Assistant Professor of Higher
Education, 700 N. Greenwood Ave., Main Hall 2430lsa, OK 74106, 918-594-8107,
tami.moore@okstate.epar Dr. Shelia Kennison, IRB Chair, 219 Cordellritg Stillwater, OK
74078, 405-744-3377 ab@okstate.edu

In appreciation of your time and consideration,
Ron H. Walker, MA, LAT, ATC

Principle Investigator
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Message for to Forward to Athletic Training Studens
Dear Athletic Training Student,

I am a doctoral candidate at Oklahoma State University in the Educational
Leadership and Policy Studies program and the coordinator of athletic training clinical
education at The University of Tulsa. I am conducting research on differences in athletic
training students” perception of effective clinical educator behaviors based on biological
sex in required clinical experiences. I am respectfully requesting your participation,
which will involve the completion of an online survey. This survey will take
approximately 10 minutes to complete and all responses will be kept strictly confidential

and anonymous. Please follow this LINK (unique hyperlink here) to access the consent

to participate and to begin the study.
In appreciation of your time and consideration,
Ron H. Walker, MA, LAT, ATC

Principle Investigator
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APPENDIX B
Survey of Effective Clinical Educator Behaviors
(Modified for Electronic Distribution)
Consent Statement

Intro Block

Oklahoma State Universily suppors the praclice of protection for human subjects participaling in research, The lollowing infermation
is provided for you 1o decide |l you wish 1o paricipale in the present study. You should be aware thal even il you agree to parlicipate, you
are free lo withdraw at any time without panally. This sludy is being conducied te beller undarstand differences in athletic raining
sludents’ perception of elfective clinical educalor bahaviors based on bislegical sex in required clinical experiences. Parlicipants are
asked lo complete a 20 question online survey thal will lake approximalely 1015 minutes lo complete. There ara no known risks
associated with this project which are greater than those ordinarily encountared in daily life. The informaticn oblained from this study will
help in beller underslanding students’ percaplions of effective clinical educator behaviors and in improving studanis’ clinical
axperiences.

The records of this study will be kept private. Any written results will discuss group findings and will net include infermatian that will
identify you as an individual. Research records will be slored securely and only researchers and individuals responsible for research
oversight will have access to the records. It is possible that the consent pracess and data collection will be abserved by research
ovearsight stall responsible lor saleguarding the righls and well-being of people who participale in research.

Your participation is seliciled, although strictly valuntary. You will nol receive monetary or other compensation for your parlicipation.
Participation is completely voluntary and there will be no panally or loss of benefits if you choose lo not participate in this research study
or to withdraw from i

If you have guestions aboul your rights as a research volunieer, you may contact Mr. Ron Walker, Principal Invesligator, 800 3.
Tucker Dr. CH 310, Tulsa, OK 74104, 918-631-3240 or ron-walker @ululsa.edu; Dr. Tami Moora, Assistant Professor of Higher
Education, 700 N. Greanwoad Ave., Main Hall 2439, Tulsa, OK 74106, 518-594-8107, tami.moore@ akstate adu; or Or. Shalia Kennisan,
IRE Chalr, 219 Cardell Marth, Stillwater, OK 74078, 405-744-3377 or irb@ okstate edu.

Completion of the survey indicalas your underslanding of the project and your willingness to voluntarily parlicipate. By complating the
survey you are alse confiming that you are age 18 or clder.

Plaasa print this page for your recards.
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Qualtrics Survey Software

Survey of Effective Clinical Educator Behaviors (Dadanville, 2005)

Select the responses that correspend o -
* Your current clinical instructer (from mos! recently complelad rotation) in the left-hand column
* An ldeal clinical instrucior {Lhe psrrecf clintcal msiru.::J'a.r] in the right-hand column
A es )6 H tement (one an the lefl and one on the right).

My Current Clinical Instructor

The ldeal Clinical Instructar

Falrly  Vary Falrly Vary
Never Rarely Sometimes Ohtan Ohan Maver Raraly Somatimes Olteh Gltan
1 2 3 A 2 1 2 4 &

Encourages me 1o parlicipate in clinical
activities and palient care up 1o my ability
leved.

Refers ma 1o educaticnal alds (postars,
books, [purnals, et} 1o encourage
Independant problem salving.

Watches ma practica my elinlcal skills and
interact with patients.

Oflars praise for a job well dane.

Gives immadiale and specilic leedback that
helps me impreve my skills.

Select the responses that correspond (o -
* Your current clinical instructor (from mos! recently complelad rotabion) in the left-hand column
* An ldeal clinical instrucior U.he perfect clintcal msiru.:J'ar] in the right-hand column
A h 5 M 88 4 H temant (one an the left and one on the right).

My Current Clinical Instructor

HT20M4 6:56 PM

hitpst/faz] _qualtrics.com/Control Panel/Ajax. phplaction=GetSurveyPrint...

The Ideal Clinical Instructor

Faldy Very Fairly Very
Mewver Rarely Scmatimes Gliie Olta Mever Raraly Scmetimas Ottan Oftan
1 2 3 il 1 2 4 4 5

Gives fair, non-judgmental performance
evaluations.

Provides time 1o discuss perormance
evaluations and opportunities for
improvament.

Asks simple questions that raquire anly
recall of memorized lacls.

Asks complex or difficult questions that
maka me think criically (IE. analyze,
avaluate, or problem sclve the situation).

Actively plans ar structures the overall
clinical experlence.
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Saelect the responses that correspond lo -
* Your current clinical instructer (from mos! recently complefed rolation) in the left-hand column
* An ldeal clinical instruclor {the perfect clinfcal instructar) in the right-hand column

You will have fwo responses for each behavior statement (one on the left and one on the right).

My Curreant Clinical Instructor The Ideal Clinical Instructor
Falrly \ery Fairly Very
Naver Raraly Somatimes Oftan Often Never Raraly Somatimes Oen Ofiet
1 2 3 1 2 a
4 5 4 5
Participates in or leads discussions an
thought-provoking, relevant topics.
Relrains rom engaging in conversations that
are unralated 1o the clinical experience, my
education, or patient care,
Actively supervizsas my clinical practice (l.e.
has constant auditory and visual contact with
mysell and my patients.}
Takes an active role in organizing skow time
In tha clinical setting to promate lsaming and
prevant boradom.
Answers questions honestly and intelligently
when asked.
Select the responses thal correspend 1o -
* Your current clinical instructer (fram mos! recently complaled ralation) in the left-hand column
® An ldeal clinical instructor {the perfect clinical instructan in the right-hand column
i n 1 c nt (one on the lell and ane on the right).
2of6 4/7/2014 6:36 PM
Qualtrics Survey Software https://azl.qualtrics.com/Control Panel/Ajax. phpPaction=GetSurveyPrint_..
My Currant Clinical Instructor The Ideal Clinical Instrucior
Fairly Very - Fairly Very
MNever Raraly Scmelimes Oter Critan MNewver Rarsly Scmelimes Oftan: Oian
1 2 3 4 5 1 2 4 5

Provides a clear, conclse explanation af the
malerial

Uses examples o clarily my understanding

Demonstrates a variety of clinical skills for
my benafit

Bridges classroom knowledge to the clinical
site and patient care.

Provides the time and materals for skill
practice.
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Demographic and Attitudinal Questions

Demographic and additional attitudes block

Whal is your age (In y2ars) as of loday?
18 18 20 21 22 23 24 25 26 27 or Older

What is your biological sex¥
Male

Femala

What is your Race/Ethnicity?

Alrtcan Prefer not o
Caucasian  Pacific Islandar Amarcan Aslan Amarican Indian Hispanic / Latina Other give athnicity

Are you currantly pursuing, or have you recently completed. a degraa in Athletic Training from a CAATE (Commisslon on the
Accraditation of Athletic Training Education) accredited program?

Yas

Me

What degree are you pursuing (or did you recently complete)?
Bachalor's Degrae

Master's Dagrea

What is your academic classification within the athletic training degree plan?
Frashman | completed less than 30 cradit hours)

Sophomare | completed 30-60 credit hours)
Juniar {complated §1-90 cradil haurs)
Sanior | completed over 90 haurs)

Recent Graduate

What is your academic classification within the athletic training degree plan?
First year graduate student {Less than 18 graduale credll hours completad)
Second year graduate student {maore than 18 graduate credit hours completad)

Recent Graduate
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Jofe 4/7/2014 6:56 PM

Qualirics Survey Software hitps://azl qualirics.com/Control Panel/Ajax. php?action=GetSurveyFrint....
¥ p q | plipy ¥

How many semesters of clinical experience in the athletic training program have you completed?
o 1 2 3 4 & More than &

In what setting did your mast recently completed clinical experience take place?
Collegiate (NCAM Division |)

Collegiate {NCAA Division |1y
Collegiata (NCAA Division (11}
Collegiate (NALA)

Callegiate {Juniar/Communily Collage)
High School

Ouipatiant Rehabililation Clinic
Haspital/ Physiclans Office
Professional Athletics

Othar

What was the biological sex of the clinical instructor in your most recently completed clinical experience rotation?
Male

Female

What was the employment position of the clinical instructor in your most recently completed clinical experience
rotation?

Graduate Assistant Athletic Trainer

Intern Athletic Trainer

Part-time, staff athiatic trainer

Full-time, Assistant Athletic Trainer

Full-time, Head Alhletic Trainer

Othar Medical Prelassional (MD, DO, PT, elc)

What credentials did the clinical instructor in your most recently completed clinical experience have? (check all that
apply)

ATG LAT FT MD Do BPA Do Other I'm not sura

4of 6 4AT2014 6:56 PM
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In what National Athletic Trainers Association District did this experience occur?
1 {Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Varmont)
2 (Dalaware, Mew Jarsey, Mew York, Pannsylvania)
3 {District of Colombia, Maryland, North Carolina, Seuth Garolina, Mirginia, West Virginia)
4 (Hlinais, Indiana, Michigan, Minnesota, Ohlo, Wiscansing
5 {lowa, Kansas, Missourl, Nebraska, North Dakota, Oklahoma, South Dakota)
& {Arkansas, Texas)
7 {Arizona, Colorado, New Maxico, Utah, Wyaming)
8 {Calilarnia, Hawaii, Nevada)
3 {Alabama, Florida, Geargia, Kentucky, Louisiana. Mississiopl, Tennesses)

10 {Alaska, ldaho, Montana, Oregon, Washington)

Please click on the bar and slide it left or right in order to generally rank your current clinical instructor {fram your
maost recently completed rotation):

This Clinical Instructor meat

This Clinical Instructor my needs, but the | can't imagine a clinical
should not ba Assigned exparience could've been instructor better than this
Students better ane
o 1 2 3 4 5 B 7 8 g 10
The dlinical
instructor fram my
mast recant
ratation:

Please click on the bar and slide it left or right in order to rank your overall experience in your most recently
completed clinical experence rotation, relative to an ideal clinical experience:

This Clinical Experience was

This Clinical Experience was an average clinical This Clinical Experience w.
as lar from ideal as possible axparience tha ideal clinical experient
o 1 2 3 4 5 B 7 B g 10
The dlinical
expariance | most
recently
campleted:

Do you have a preference whether your clinical instructor is male or lemale?
Yas
M

Would you prefer a clinical instructor of the same sex or opposile sex of you?

Same sex

Opposile seax
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For the following 4 clinical educator behaviars, please click on them to drag and drop them according to their

Sof6

4/7/2014 6:56 PM
Qualtrics Survey Software

https:/fazl qualtrics.com/Control Panel/Ajax. phplaction=GetSurvey Print...

importance to you.
* 1 should be ol mast importance te you

* 4 should be of least importance 10 you.
A Clinical instructor that:
= Gives leedback and student evaluation
= Gives nformation and presants relevant subject mattar

= Maintalns a physical presenca in the clinical leaming enviFanment

*  Asks questions and prometes critical thinking

Thank you for your participation!

If you wish to leave comments for the researcher, you may do so here:
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APPENDIX C

Permission to Utilize Survey of Effective ClinicaEducator Behaviors (Dondanville, 2005)

From: Dr. Abbey Dondanville <lecoeurtriste@earthlink.net>
Sent: Tuesday, September 18,2012 1:10 PM

To: Walker, Ron

Subject: Re: SECEB Use

Hi again! _Of course you have my permission to use the tool (so long as it is cited!). | hope your
research goes well--1 look forward to seeing it published. Thanks!

Abbey

From: "Walker, Ron"

Sent: Sep 18, 2012 1:43 PM
To: "adondanv@wingate.edu"
Subject: SECEB Use

Abbey,
| hope things are going well!

We've visited at the educators conference (Trey Morgan is a Mutual friend), and I've contacted
you before about your graduate work and the Survey of Effective Clinical Behaviors instrument (I
thought via e-mail, but maybe phone). For some reason I've miss filed our previous e-mail
conservation and, for the purpose of my dissertation, need to verify that | have your permission
to utilize this instrument in the collection of data for my dissertation.

| appreciate your consideration; | look forward to visiting with you again soon.
RW

Ron . Walller, MA. (AT, ATC, CSCS

Clinical Assistant Professor of Athletic Training
The University of Tulsa

800 South Tucker Drive

Chapman Hall 310

Tulsa, Oklahoma 74104

Office Phone: 918-631-324
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APPENDIX D

Oklahoma State University Institutional Review Boad Approval Letter

Oklahoma State University Institutional Review Board

Date: Tuesday, June 11, 2013
IRB Application No  ED13104
Proposal Title: Differences in Athletic Training Students' Perceptions of Effective Clinical

Educator Behaviors

Reviewed and Exempt
Processed as:

Status Recommended by Reviewer(s): Approved Protocol Expires: 6/10/2014

Principal

Investigator(s):

Ron Walker Tami Moore

3621 W Forest 2439 Main Hall
Skiatook, OK 74070 Tulsa, OK 74106

The IRB application referenced above has been approved. It is the judgment of the reviewers that the
rights and welfare of individuals who may be asked to participate in this study will be respected, and that
the research will be conducted in a manner consistent with the IRB requirements as outlined in section 45
CFR 46.

[7] The final versions of any printed recruitment, consent and assent documents bearing the IRB approval
stamp are attached to this letter. These are the versions that must be used during the study.

As Principal Investigator, it is your responsibility to do the following:

1. Conduct this study exactly as it has been approved. Any modifications to the research protocol
must be submitted with the appropriate signatures for IRB approval. Protocol modifications requiring
approval may include changes to the title, Pl, advisor, funding status or sponsor, subject population
composition or size, recruitment, inclusion/exclusion criteria, research site, research procedures and
consent/assent process or forms.

2. Submit a request for continuation if the study extends beyond the approval period of one calendar
year. This continuation must receive IRB review and approval before the research can continue.

3. Report any adverse events to the IRB Chair promptly. Adverse events are those which are
unanlicipated and impact the subjects during the course of this research; and

4. Notify the IRB office in writing when your research project is complete.

Please note that approved protocols are subject to monitoring by the IRB and that the IRB office has the
authority to inspect research records associated with this protocol at any time. If you have questions about the
IRB pro-cdures or need any assistance from the Board, please contact Dawnett Watkins 219 Cordell North
(phone: :105-744-5700, dawnett.watkins@okstate.edu).

Sincere'y,

M N Korwrain—
Shelia Kennison, Chair
Institut’~1al Review Board
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APPENDIX E

The University of Tulsa Institutional Review Board Authorization Agreement

Institutional Review Board
Authorization Agreement

Name of Institution or Organization Providing IRB Review (Institution/Organization A).
Oklahoma State University
IRB Registration #: IRB00001305 Federalwide Assurance (FWA) #, if any: FWA00000493

Name of Institution Relying on the Designated IRB (Institution B):

The University of Tulsa
FWA #: FWA00006580

The Officials signing below agree that The University of Tulsa may rely on the designated IRB for
review and continuing oversight of its human subjects research described below:

() This agreement applies to all human subjects research covered by Institution B’s FWA.
(x) This agreement is limited to the following specific protocol(s):
Name of Research Project: Differences in Athletic Training Students’ Perceptions of Effective
Clinical Educator Behaviors
Name of Principal Investigator: Ron Walker
Sponsor or Funding Agency:
Award Number, if any:

() Other (describe):

The review performed by the designated IRB will meet the human subject protection requirements of
Institution B’s OHRP-approved FWA. The IRB at Institution/Organization A will follow written
procedures for reporting its findings and actions to appropriate officials at Institution B. Relevant
minutes of IRB meetings will be made available to Institution B upon request. Institution B remains
responsible for ensuring compliance with the IRB’s determinations and with the Terms of its OHRP-
approved FWA. This document must be kept on file by both parties and provided to OHRP upon
request.

Signature of Signatory Official (Institution/Organization A):
‘\Ms"w‘f/h /(éc\/@#s Date:_ 6/ " / )

Print Full Name: Stephen W.S. McKeever, Ph.D
Institutional Title: Vice President for Research and Technology Transfer

Signature of Signatory fz‘al (Institution/Organization B):

Date: /-7/@444& H2r 3

rint Full Name: Janet IIaggerty, Ph.D.
Institutional Title: Vice Provost for Research
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APPENDIX F

Indiana University of Pennsylvania Institutional Review Board Exemption Letter

Indiana University of Pennsylvania

www.iup.edu

Institutional Review Board for the P 724-357-7730
Pr ion of Human j F 724-357-2715
School of Graduate Studies and Research irb-research@iup.edu
Stright Hall, Room 113 www.iup.edu/irb

210 South Tenth Street
Indiana, Pennsylvania 15705-1048

August 27, 2013

Ron H. Walker

The University of Tulsa

800 South Tucker Drive

Chapman Haii 310

Tulsa, OK 74104

Dear Mr. Walker:

You have requested permission to use Indiana University of Pennsylvania as a research site for
your study entitled, “Differences in Athletic Training Students’ Perception of Effective Clinical

Educator Behaviors.”

You have provided the IRB at IUP with evidence of IRB approval from your home institution, as
well as a copy of relevant materials from your approved human subjects’ protocol.

Therefore, | am granting you access to use Indiana University of Pennsylvania as a research site,
provided that you comply with the IRB materials that you have submitted to me. Please notify
the IRB at IUP immediately shouid any changes to these materiais occur.

Best wishes on your research.

Sincerely,

John A. Mills, Ph.D., ABPP

Chairperson, Institutional Review Board for the Protection of Human Subjects
Professor of Psychology

JAM/jeb

€e? Mr. Jose Rivera, Dept of Health and Physical Education, IUP
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APPENDIX G

The College of Mount St. Joseph Institutional Revie Board Exemption Letter

COLLEGE OF

MOUNT

S]: ]OSEPH 5701 Derni Roap, CINCINNATI, OHIO 45233-1670

(513) 244-4232 » FAX (513) 244-4654

August 29, 2013
Ron Walker
The University of Tulsa

Dear Ron,

Reference: IRB Protocol S114-02: Differences in Athletic Training Students’ Perceptions of
Effective Clinical Educator Behaviors

The IRB has reviewed your protocol and determined it is exempt in accordance with Title 45,
Code of Federal Regulations, 46.101(b)(2).

Best wishes for success in your research.

Sincerely,

JM\%Q %W/ 179

Tracy A. McDonough, Ph.D.

Chair, Institutional Review Board
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