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Be choosy...
about patellar stabilizers.
Only PRO gives you such a wide choice 
of patellar restrictors. That's because we 
realize one model can't do it all.

Our R&D group took our basic sleeve  
cut patellar openings added pressure 
straps, felt buttresses, Velcro® fasteners, 
aluminum hinges and ended up with a 
variety of patellar stabilizers so revolu 
tionary in design that they're patented.

Don't be fooled by imitators, they may 
look the same but they are not. They can't 
duplicate the quality, performance and 
patented fit that PRO sleeves offer. That's

PRO 100B and 100B Modified 
Deluxe Reinforced Knee Sleeves.
The conservative treatment of patellar 
subluxation. Felt buttress at lateral edge 
of patellar opening gives patellar control 
and stabilization. Modified model features 
Velcro® "turner" straps at 45° angle for 
greater control. U.S. Patent #4,084,584.

what our almost 30 years of experience 
gives you.

Our qualified staff can help you choose 
the right sleeve or brace for your particular 
problem. Call toll free 1-800-523-5611 
to order your sleeve or request our free 
catalog of over 50 orthopedic products.^f

PRO Orthopedic Devices, Inc.
P.O. Box 27525   Tucson, Arizona 85726   602/790-9330

PRO Knee Hinged 
Stabilizing Brace.
Bent knee design with 
aluminum medial and 
lateral hinges with dual 
pivot positioning. Felt 
donut stabilizer controls 
patellar movement. 
Elastic straps give 
personalized fit.

Dr. "M" Family of Patented Patellar Stabilizers.
Dr. "M" Patellar Brace (left) uses a buttress of orthopedic felt in a horse 
shoe configuration to assure proper positioning and control of patellar 
movement. The Dr. "M-C" Cartilage Brace (right) employs a "dogbone" 
strap to apply specific pressure over the lateral and medial menisci. The 
Dr. ' 'M-I" Inverted Patellar Brace (not shown) features an inverted felt 
horseshoe so compression can be applied to the infrapatellar tendon. 
U.S. Patent #4,084,584.

PRO gives you a choice
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The Eagle Back Extension and Rowing machines are shown with the Cybex II + 
and UBE Ergometer.

Eagle. The Clinical Performer,
Eagle Fitness Systems by 
Cybex are the only 
variable-resistance isotonic 
weight machines designed 
specifically for clinical ap 
plications in physical 
therapy and sports 
medicine. The Cybex tradi 
tion of functional design

has been incorporated into 
all 19 machines to ensure 
the safety and efficacy of 
your patients' treatments 
and to maximize your pro 
ductivity. Eagle offers you 
these clinically-proven 
features:

The addition of Eagle to 
your clinic allows you to 
treat more patients in less 
time. And Eagle increases 
your ability to offer specific 
exercise rehabilitation: You 
can exercise your patients 
in both the concentric and

eccentric modes with the 
efficiency of variable- 
resistance isotonics and 
safety.
Eagle Fitness Systems by 
Cybex. There is no 
substitute for proven 
clinical performance.

Feature
Body-Fitting 
Adjustments

Variable- 
Resistance 
Isotonics

Range of 
Motion 
Limiting

Eccentric 
Resistance

Space-Saving 
Designs

Clinical Application
Precise alignment of biomechanical axis of rotation 
for both short and tall users.

Exercise resistance is matched with human torque 
curve for each pattern to create the most efficient 
muscular overload.

Safe, easily adjustable mechanisms allow you to 
tailor your rehabilitation programs to your patients' 
limitations. (Available on Leg Extension, Leg 
Flexion, Back Extension, and Pullover).

Integrate a safe, proven method of eccentric 
exercise with Cybex® isokinetic rehabilitation.

Access to weight stack from user's position reduces 
floor space requirements; on the average, only 13.5 
square feet of floor space is required to safely 
operate an Eagle machine.

 

To learn n 
the coupon
D I would lib

D Send more 
system.

Name

Bus. Phone

Bus. Address 

City

AT6/87

lore about The Clinical Performer, mail 
i to CYBEX or call 1-800-645-5392 today.
5 a sales representative to call me. 

information about the Eagle variable-resistance

TitlR

Facility

State Zip

CYBEX

FITNESS SYSTEMS by CYBEX 
CYBEX, Division of Lumex, 2100 Smithtown Avenue, Ronkonkoma, NY 11779
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Tentative Schedule
1987 NATA, INC. CLINICAL SYMPOSIUM & WORKSHOP

OHIO CENTER, COLUMBUS, OHIO
June 14-17, 1987

Sunday, June 14, 1987
PRE-CONVENTION WORKSHOP - 9:00 a.m. - 12:00 Noon

1. 4th Annual AOSSM Workshop 
Hand & Wrist Injuries in Athletics

2. Drugs & Sports
Professional Football Trainers Association

SCHERING SYMPOSIUM - 2:00 - 5:00 p.m. 

Internal Injuries in Athletes 

Monday, June 15, 1987
8:45 a.m. 
9:00 a.m.

3. Face & Dental Problems in 
Athletics

9:45 a.m.

10:30 a.m. 
11:00 a.m.

1:00 p.m.
2:00 - 4:00 p.m.

4:00 p.m. 
4:30 p.m.

Session 1
OPENING REMARKS
Anabolic Steroids
RICHARD STRAUSS, MD
Keynote Address
You Are Here . . . Because
KENT FALB, ATC
VISIT EXHIBITS
NATIONAL BUSINESS MEETING
LUNCH
Panel on Knee Injuries
The ACL Dilemma
MICHAEL C. KOLCZUM, MD
JAMES R. ANDREWS, MD
JOHN A. BERGFIELD, MD
WILLIAM G. CLANCY, MD
TAB BLACKBURN, ATC/LPT

VISIT EXHIBITS 
DISTRICT MEETINGS

Session 2

Tuesday, June 16, 1987 Session 1
8:30- 10:30 p.m. Panel on Organic Illness 

JOHN LOMBARDO, MD 
WILLIAM MOATS, MD 
DOUGLAS McKEAG, MD

10:30 a.m. 
11:00 a.m.

12:00 Noon 
1:00 p.m.-3:00 p.m.

3:00 p.m. 
3:30 p.m.

4:30 p.m.

VISIT EXHIBITS 
Psychology of Sport 
JACK LLEWELLYN

LUNCH
Panel on Drugs & Drug Testing
ROBERT MURPHY, MD
VISIT EXHIBITS
Panel on Participation
with the Absence of a
Paired Organ
DELPHOS RICHARDSON, MD
SKIP VOSLER, ATC
GERALD MOLLICA, LLD
Dermtological Problems in
Athletics
JAMES HAMILTON, MD

Sexually Transmitted 
Diseases
BILL GOETTEL, PhD 
2:00 p.m.
Strength Training 
for Today's Athletes 
DAN WATHAM, ATC 
3:00 p.m.

Session 2
Maximizing Performance
Through Nutrition
KEITH WHEELER, MD
8:30 a.m.
Flexibility
RICHARD DOMINQUEZ, MD
9:15 a.m.

Radiological Aspects 
of Sports Medicine 
GEORGE BELHOBEK, MD 
10:00 a.m.

Knee Braces Functional &
Prophylactic
ED NOWALKOWSKI
KEN RUSCHE ATC/LPT

Free Communications 
1:00-4:30 p.m.

Wednesday, June 17, 1987
9:00 a.m. 

9:45 a.m.

10:30 a.m. 

11:00 a.m.

NOCSAE Update and the 
Maintenance of Athletic Equipment 
RICK QUINN
Expectations of Athletic Trainers by
the Administration & Expectations of
Administrations by the Athletic
Trainer
WILLIAM F. STIER, PhD
Licensure Update
ED CROWLEY, ATC
Baltimore - 1988



President's Message
Dear Members:

Let's go to Columbus! It looks like many of us are. Fred Hoover tells 
me the advance registration looks great. The exhibitors continue to 
support us as they always have. We need to support them by visiting 
their booths in Columbus. Clincial sessions will be adjacent to the 
exhibit area.

Your Board of Directors met in February for the mid-winter meeting. 
Three things have a high priority for their consideration in June. The 
first is the possible purchase of land in Texas for investment; the 
second is the possible move of the National Office from Greenville; and 
the third is establishing our own Hall of Fame.

At the February meeting your Board of Directors voted to pursue the 
purchase of land with existing building in Grand Prairie, Texas, just 
six miles from DFW Airport. This is the site of the Texas Sports Hall of 
Fame that has been for sale for about one year. The Board agreed that 
because of the deflated real estate market in Texas this would be an 
excellent purchase. At this writing (April 1, 1987) there was still no 
response from Texas to our offer. Brooks Mclntyre and Otho Davis did 
a great deal of investigative research on real estate values and 
projections, and both feel this is a wise investment that we can afford 
and that will be a moneymaker for NATA.

Also at the mid-winter meeting, proposals were heard from District 9 
(Birmingham, Alabama) and District 6 (DFW Metroplex, Texas). 
Neither proposal was accepted at that time. Since the February Board 
meeting, five of our districts have had their annual district meetings 
and have discussed their feelings toward moving our National Office. 
Hopefully, by the time our Board of Directors leaves Columbus, we will 
have a clearer direction of where and when a move would be initiated.

Hats off to John LeGear and the network of 200-plus athletic trainers 
who continue to carry our message through the Public Relations 
campaign. Also a large vote of thanks to John Powell and Bill Edwards 
of San Diego State University for the work they did on our NATA 
Injury Survey. However, the real heroes were the athletic trainers from 
the 105 high schools who gathered all the data. The press conference in 
New York City to announce the results of our survey was a 
monumental moment for NATA. Today we are better recognized for our 
leadership in the area of sports injury management.

Each of us has the privilege and the responsibility to promote 
ourselves and our profession. We should be proud of ourselves and our 
Association. Remember, we were the first sports medicine specialists 
years ago   I believe we're still the best!

See you in Columbus.

v4**
Jerry Rhea 
President



Editor-in-Chief 
Comments

Steve Yates, ATC, M.Ed 
Wake Forest University 
Wlnston-Salem, NC27109

Another year has come and gone, and the National Athletic Trainers' 
Association is getting stronger by the day. Our organization has gone 
through an identification transformation due to the fine efforts of John 
LeGear, our Executive Director, President, Board of Directors, and you, the 
membership. Public awareness of our profession is being realized everyday 
thanks to the incredible media blitz. Let us keep up the good work and 
eventually excellent health care will be commonplace rather than the 
exception.

Manuscripts
The Journal is finally reaping the rewards of the concerted effort to solicit 

quality written material. There are presently forty (40) manuscripts in 
committee for possible publication in the Journal. Thank you, but the 
Editorial Board would like to have even more.

Closing
I wish to thank my entire Journal staff for their good work this past year. 

If you agree, and see a committee member at the 1987 Symposium, let them 
know how you feel. I expect to see many of you in Columbus to renew old 
friendships and to discuss the future of the Journal. Have a pleasant 
summer.

SY (SSSA)

Letters to the Editor-in-Chief
Dear Steve,

As you know the NATA is continually upgrading and changing the 
certification examination. Once again there is a need for our membership to 
submit multiple choice test questions to our question bank.

I would appreciate it very much if you could publish a request in the next 
edition of the Journal, asking anyone in our organization who is interested 
in submitting questions for the written section of our exam.

Anyone interested in contributing to the construction of our exam should 
drop me a line or call, and I will forward them a question writing packet.

My address is:

Maria Hutsick 
Chairperson, Written Exam 
NATA Board of Certification 
Boston University 
285 Babcock Street 
Boston, MA 02215 
(617) 353-2746

continued on page 156
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Compare

Before you decide on a musculoskeletal 
testing and rehabilitation system for 
your clinic, compare the others to 
MERAC by Universal.

Call 1-800-553-7901 for a free brochure 
or demonstration.

UNIVERSAL
Subsidiary of Kidde. Inc.

KIDOE
930 - 27th Ave. S.W.
P.O. Box 1270
Cedar Rapids, IA 52406

Isokinetic, Isokinetic Fatigue, Isotonic, 
Isotonic Fatigue, Isometric, IDVR 
testing and conditioning modes 

D 0* Attachments for all planes and testing 
procedures for the knee, ankle, wrist, 
shoulder, elbow, and hip 

D Wf Speed spectrum to 500 degrees per
second

D Wf Torque spectrum to 500 Ib/feet 
D B* Self-monitors torque 1,000 times per 

second, speed up to 11,333 times per 
second, position 32,400 times per second 

D Wf Data and graph management 
D 0* Protocol software for setup and storage 
D OET Comprehensive single bench system 
D 0* Dynamometer and testing station that 

insures system stability

TIXERIK



CEU Credit Quiz

Strategies to Cope with Pain 
Associated with Sport-Related Injuries
Robert N. Singer, PhD 
Paula J. Johnson, MS

Abstract
Physicians and athletic trainers have traditionally 

used physical interventions such as drugs, surgery and 
the many forms of physical therapy to help athletes to 
tolerate and/or relieve pain. However, there are many 
behavioral and/or cognitive intervention techniques 
that are also useful in dealing with pain. Athletic 
trainers often become practical sport psychologists due 
to the fact that they spend a considerable amount of time 
with athletes when athletes are away from coaches, 
under duress, and quite vulnerable to speak candidly. 
This article will provide the athletic trainer with insights 
concerning potential psychological reactions of athletes 
to injury and pain, and various psychological ap 
proaches used to deal with such athletes. Moral and 
ethical issues concerning use of these psychological 
techniques are also presented. Not all techniques should 
be used by athletic trainers, and those that are used 
must not be used in some situations, as consideration 
must be given to the capabilities of the athletic trainer 
and each situation.

Introduction
There is a need for understanding psychological 

factors associated with injury and what can be done to 
help athletes deal with the discomfort associated with 
perceived pain. Approaches to influence pain threshold 
and tolerance can be grouped into three categories of 
intervention: physical, behavioral, and cognitive. Physi 
cians and athletic trainers generally use physical 
intervention strategies are available as well. These 
could complement or take the place of physical inter 
ventions, depending on circumstances. Athletes vary in 
their ability and willingness to tolerate pain. This 
results in a challenge for athletic trainers in determining 
whether an athlete is ready to return to practice and 
competition. Diagnostic decisions could be based on 
psychological and physiological analyses of each ath 
lete. Likewise, a determination of the most appropriate 
intervention strategies could be made from these ana 
lyses.

Robert N. Singer is Professor of Sport Psychology in the 
Movement Science and Physical Education Department at 
Florida State University, Tallahassee.

Paula J. Johnson received an M.S. in Sport Psychology in the 
Department.

Coping Strategies to Influence Tolerance
It is assumed that readers of Athletic Training already 

have adequate knowledge of, and experience with, most 
physical interventions, but lack detailed information 
concerning behavioral and cognitive interventions. 
Therefore, most of the physical interventions will be 
mentioned briefly in order to provide more attention to 
the behavioral and cognitive categories. Recommenda 
tions will be given as to the best techniques athletes can 
or should use to cope with pain from an injury.

Physical Interventions
Physical interventions, at their extreme, are probably 

the most drastic ways to alter pain threshold and 
tolerance in order to cope with pain. The prescription of 
drugs is a common approach for initial pain, but most 
drugs widely prescribed for chronic pain are addicting. 
For this reason, pain clinics tend to advocate the 
withdrawal from all drugs (21).

Surgery is the most complex and serious treatment. It 
should be avoided if there is some equally effective 
method of treatment. However, in some cases, it seems to 
be the only way to correct the cause of, or one's ability to 
cope with, pain.

Another means of physically adapting to pain is 
physical therapy, of which there are many forms. The 
superficial heating techniques consist of infrared radi 
ation, whirlpool, hot packs, moist air, and melted 
paraffin. The deep heating forms involve short wave 
diathermy, microwave and ultrasound. Ultraviolet is 
another category. Electrical modalities include gal 
vanism, iontophoresis, electrical stimulation and electri 
cal testing.

Cold treatments include cold packs, vapor coolant 
sprays, ice massage and extremity immersion bath. Yet 
another method is traction which consists of manual 
cervical, motorized cervical, and motorized pelvic. Other 
popular treatments in physical therapy that do not 
belong in the above categories are contrast baths, 
combined ultrasound and electrical stimulation, trigger 
point therapy, combined moist heat and electrical 
stimulation, manual and mechanical exercise, and 
massage.

One of the more recent forms of physical therapy is 
electrical stimulation which interrupts pain nerve 
messages. Some of these devices are transcutaneous 
(across the skin) and some are implanted under the skin. 
Hendler and Fenton (21) claimed that these devices 
helped 40% of the patients who tried them, but success
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depended on the type of pain. They also suggested that 
therapeutic exercise is an important treatment for 
chronic pain patients.

Exercise in initial pain patients may be contrain- 
dicated where partial or total rest is the first step to 
recovery. Manual and mechanical exercise loosens up 
spastic muscles resulting from this first step of recovery. 
Otherwise, the muscle spasms can cause additional pain 
when the patient attempts to use them again.

Another physical intervention is acupuncture. Briefly, 
acupuncture uses a body chart of trigger points and a 
series of needles. These needles are twisted or twirled in 
a certain manner at the trigger points, of which there are 
about 1,000 known. Depending on the disease and the 
chronic pain location, a different number of needles will 
be twisted in different trigger points in the body. Some 
needles are left in the trigger points over a period of time, 
twirled anywhere from 10 to 20 minutes and then 
removed (21,23).

Not as drastic as drugs, surgery, or electrical stimula 
tion (implants), acupuncture was once scoffed at by 
Western scientists. However, recent evidence has created 
a more widespread interest in this approach (9,20,28,31). 
Dowson et al. (9) reported that acupuncture had a real 
therapeutic effect of 20% over a placebo. An analysis of 
the literature by Lewith and Machin (28) supported their 
hypothesis, which assumed that real acupuncture would 
be effective in 60% to 75% of the patients, sham 
acupuncture in 30% of patients.

It is recommended that athletes with acute pain use 
prescription drugs if the pain absolutely cannot be 
tolerated during the healing phase. Addiction to the 
drugs probably will not occur unless the athlete does not 
rest properly, thus allowing the pain to turn into the 
chronic type. Surgery should not be considered for acute 
pain unless the acute pain is the result of a serious 
accident where natural healing would not happen 
properly without surgery. The many forms of physical 
therapy are definitely recommended for athletes with 
chronic pain but not for those with acute pain where rest 
is the answer. As previously stated, readers should 
already be aware of such techniques. Acupuncture can 
be used by athletes with acute or chronic pain, but not all 
insurance companies have yet recognized its legitimacy.

Behavioral Interventions
The second category of intervention is behavioral, i.e., 

to change behavior. While the ultimate goal is to decrease 
or end the patient's pain, behavioral interventions 
attempt to modify the behavior to pain, which is said to 
be learned. Because the pain has modified the patient's 
behavior, which affects everything he or she does, the 
behavior is re-altered (unlearned) so that the pain is no 
longer the focus of the patient's life.

So far the only behavioral techniques recognized in 
pain intervention are related to operant conditioning 
theory. Made famous by the prominent psychologist, 
B.F. Skinner, operant conditioning basically refers to 
the rewarding of desirable behavior and punishing of 
undesirable behavior. This is most effective when an 
outsider provides reward or punishment to a person in 
order to modify behavior, rather than the patient 
changing behavior by himself or herself.

An example of the operant conditioning process occurs 
frequently in hospitals. A patient is lying quietly in a 
hospital room being ignored by busy nurses. He/she 
begins to feel lonely and miserable, and the pain feels 
worse. A cry for the nurse results in immediate attention. 
The pain behavior (crying for help) has been reinforced 
positively and is more likely to occur again in the future.

As a result, more pain will be felt and more pain 
behavior will be emitted the next time companionship or 
medication is desired. Operant conditioning could be 
used to modify the pain behavior. The nurses could give 
the patient attention by praising his or her progress and, 
at the same time, ignore the pain behavior when it 
appears that such behavior is merely an attention- 
getting device (36). The only research concerning the 
operant approach strongly supports its usage in treating 
chronic pain patients (13).

A major criticism of this approach, however, is that 
operant therapists commited to a strict behaviorism 
often ignore the mental and emotional processes with 
pain (40). A second criticism is that in order for it to be 
successful, family and friends as well as athletic trainers, 
must be committed to this process, which could become 
difficult over time.

The behavioral strategy of operant conditioning 
should be used by athletes with chronic pain only if they 
understand its complexity and are willing to abide by 
the procedures. For example, the athlete with chronic 
pain sitting in the training room may be enjoying the 
attention he/she is receiving from athletic trainers. In 
other words, the athlete's pain behavior is being 
reinforced by the attention he/she is receiving, thus 
encouraging continued behavior. The informed athletic 
trainer or physician would apply operant conditioning 
by delaying with the athlete when it is his or her 
appointment time. When the appointment has ended, 
the athletic trainer would immediately consult with the 
next athlete. The athletic trainer may appear to be 
"cold" or indifferent to the athlete, but this is necessary 
in order for the athlete to learn that chronic pain is not 
rewarded with further attention. In addition, this 
procedure is continued at the athlete's home. The 
patient's family and friends are taught operant condi 
tioning principles and told to ignore the pain behavior 
which has been previously receiving attention.

Operant conditioning probably would not help athletes 
with acute pain because they have not yet learned "pain 
behavior," which is unlearned through operant condi 
tioning.

Cognitive Intervention
The third category of interventions is cognitive in 

nature. Some of these methods of increasing pain 
threshold and tolerance center the effort primarily 
within the person experiencing the pain. The others 
involve someone other than the patient trying to 
increase pain threshold or tolerance.

The first method is simply to offer information, i.e., to 
help a person define a situation in preparation for 
potentially threatening events. The goal is to decrease 
pain by decreasing anxiety about an uncertain situation. 
Research by Straub and Kellet (38) has demonstrated 
the effectiveness of this approach. In the athlete's 
situation, he/she should be informed about how the 
injury is causing pain and the exact procedures for 
injury rehabilitation and pain relief. A second method 
related to the first is to inform the person about what 
sensations may be felt. This also reduces uncertainty, 
anxiety, and ultimately, pain. An extension of the idea 
that having information about an anticipated experience 
can reduce anxiety is that perceiving the ability to have 
control over unpleasant sensation will increase the 
person's tolerance for it (30).

Ball and Volger (2) found that most persons preferred 
shocking themselves to passively awaiting to receive 
random shock. Along the same line of thought, Leven- 
dusky and Pankratz (27) reported that having control
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over pain is more effective than taking pain medication. 
Further support was indicated by Averill (1) as to the 
value of personal control over adverse stimuli in reducing 
stress, and thus pain.

Electroencephalogram (EEG) biofeedback training 
has recently gained much popularity as a method of 
pain control. It serves several functions, some previously 
discussed: awareness of the event, voluntary control 
over the feedback, transfer or generalization of that 
control from the training site to other areas of one's life, 
and self perceived progress (23). In fact, the EEG 
biofeedback has demonstrated changes in attention, 
concentration, and arousal associated with anxiety 
(12,29). Furthermore, increasing one type of brain wave 
known as alpha waves through the use of the EEG has 
revealed a decrease in attention to the pain, anxiety, and 
general arousal, resulting in a decrease in the perception 
of pain (16,34). However, research indicates that biofeed 
back alone does not always work (10,24,40). When 
biofeedback is used in conjunction with relaxation 
training, coping with pain is more successful (14,24). 
Athletic trainers and physicans can learn how to use 
this method of pain control.

Another approach to increasing pain tolerance is the 
use of distraction, which basically is refocusing attention 
away from pain to something else. A number of dentists 
use music headphones and video screens with their 
patients in order to distract the patient's attention. 
Research is contradictory, however, indicating that the 
refocusing approach does (25) and does not increase 
pain tolerance (41).

Attentional control and focus are similar to distrac 
tion, and have been shown to be of value in coping with 
pain (6,8,33). Increase in attention relates to increased 
tension, which in turn relates to increased pain (33). 
When one learns how to control and focus attention 
away from pain, unpleasant feelings can be diminished.

Hypnosis has been accepted and used for a long time 
by psychotherapists, but it is new to the field of pain 
research and relief. As with biofeedback, distraction 
and attention control, and focus, hypnosis helps the 
patient focus attention away from pain. Key elements in 
hypnosis are the instructor's ability to establish rapport 
with the patient and to induce physical relaxation and 
hypnotic suggestion. A number of studies have found 
hypnosis to increase tolerance and threshold for experi 
mental pain (4,18,26,32). Yet clinical research on the use 
of hypnosis for pain has been sparse, and the method 
ology has been suspect (11,17,37,40).

Another cognitive coping strategy, imagery rehearsal, 
is similar to hypnosis in that both train patients to 
imagine pleasant scenes in order to relax the mind and 
then the body. This enjoyable experience suppresses 
pain perception as the patient is absorbed in mental 
imagery of relaxing scenes such as a sunny beach or 
snowy mountain. The underlying mechanism seems to 
be the refocusing of attention away from pain to 
something unrelated to pain. In fact, several studies 
have reported imagery strategies to be effective in 
increasing pain tolerance (5,7,8,19,40).

The last coping strategy to be discussed is group 
therapy. This form of treatment is usually conducted by 
a psychologist or a psychiatrist with patients attending 
a pain clinic. Group therapy sessions could be estab 
lished in schools for athletes by such individuals or 
athletic trainers with group therapy skills. The theme of 
such sessions would be how to deal with an injury. The 
purpose of group therapy is to provide patients or 
athletes with the opportunity to express their feelings 
and concerns, and to hear others express similar 
attitudes. This allows them to realize they are not alone.

Group therapy also offers mutual support, affiliation, 
peer modeling, interaction with others, and the ability to 
learn and test adaptive behaviors (3,15,22,37,42).

A major function of group therapy with athletes is to 
help patients understand themselves better. Are they 
optimistic that the pain will decrease as healing 
progresses? If so, the pain is understood to be temporary 
and can be tolerated more easily. If not, does the athlete 
want the pain to stop? The athlete, without realizing it, 
may invite the pain, thinking that it is the only way, or a 
good excuse to, avoid participation in the sport. Research 
involving clinical pain patients and group therapy 
indicates considerable increase in pain tolerance (15,22).

Perhaps the first strategies athletes with either acute 
or chronic types of pain should try are the cognitve 
intervention ones. They do not have the side effects of 
drugs, the potential dangers of surgery, the rehabilita 
tion required after surgery, the complexity of behavioral 
strategies, or the uncertainty of acupuncture. Two 
underlying features of the cognitive strategies are 
diverting attention away from pain and teaching a 
perception of personal control over pain to the patient. 
An athletic trainer can influence the athlete's pain 
tolerance in a positive manner by offering information 
about uncertain procedures and sensations, and the 
choice of (perceived control over) possible ways to cope 
with pain. Biofeedback, hypnosis, and visual imagery 
are recommended for athletes with acute and chronic 
pain because research generally supports their effective 
ness. However, the ethical issues involved in such 
practices must be addressed.

Moral and Ethical Issues
There are moral and ethical issues that must be 

considered if and when specific coping strategies are 
taught to athletes. First and foremost, should anyone be 
allowed to offer these techniques to athletes with pain? 
Our suggestion is that such methods as biofeedback, 
hypnosis, visual imagery, and group therapy should be 
offered only be qualified individuals. They can be 
misused, causing further injury and pain. A case in 
point is if the athlete is guided away from perceiving 
meaningful distress signals and then to compete while 
blocking these signals. Further injury may occur. 
Coaches, athletic trainers, and even parents can be 
taught the value of simply providing information to the 
athlete in an attempt to decrease uncertainty and 
increase pain tolerance. However, they must understand 
the nature of the injury before any attempt is made to 
distract attention away from feelings of pain.

Another issue is whether or not athletes should be 
taught cognitive strategies which refocus attention 
away from pain. Much depends upon the type of pain 
and the intentions of the athlete. The athlete with acute 
pain may need to keep the injured body part from 
moving or to move it under regulated control. Cognitive 
strategies can be used to cope with pain during this 
inactivity. If there is intention to use them in order to 
participate in sports in spite of acute pain, then the 
qualified instructor must not teach these strategies to 
the athlete. Otherwise, this could worsen the situation. 
The instructor (sport psychologist, athletic trainer, or 
whoever) needs to determine the athlete's honest inten 
tions. In regard to athletes with chronic pain where the 
experience of pain is indefinitely ending, it is never 
unethical or immoral to teach cognitive coping methods, 
whether or not the athlete is still participating in sports.

Athletes vary considerably in their motives, expecta 
tions, and fears associated with competition. Oftentimes 
such personal characteristics are well-concealed. It is
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usually through a number of experiences with an athlete 
over time and careful observations of his/her behavior 
that the physician, athletic trainer, coach, or sport 
psychologist can gain greater insights and understand 
ing. Consider the following cases.

Competitor X may possess a strong will to win, to 
achieve, to excel. This athlete will perform with injury, 
and has probably developed the ability to alter his/her 
state of consciousness to block out any perception of 
pain. A severe limp may disappear during competition, 
only to reappear when the contest is over. The intense 
drive to compete and do well negates physical dis 
advantages that would render the typical competitor 
virtually helpless.

Competitor Y, on the other hand, may have a dreadful 
fear of losing, of looking bad. This athlete may need 
excuses not to perform unless feeling perfectly ready. 
He/she may compete, but is ready to offer an injury- 
related apology for an inadequate performance. This, of 
course, is an ego defense approach.

Competitor X can potentially make matters much 
worse by provoking an injury after blocking out impor 
tant pain signals. This athlete should be monitored 
carefully and needs to be taught to be more conservative 
and less reckless, to be more attentive to the body's 
warning signals. Competitor Y needs psychological 
counseling as to how to approach competition. The fears 
developed through the years have created anxieties and 
insecurities, and a perceived need to either find a reason 
to withdraw from tough competition or to be prepared to 
rationalize a loss. Competitor Y could then benefit from 
learning pain coping strategies, especially when a 
medical clearance to compete has been issued.

As we can see from these simplified cases, and with a 
realization of the complexities of individual athletes and 
their personalities, the athletic trainer has to frequently 
play the role of a sport psychologist (35). To this point, a 
few athletic trainers at Florida State University have 
enrolled in recent years in our sport psychology courses. 
One is in the process of obtaining his masters degree in 
this field.

In exceptional cases, an athlete might have to be 
referred to a psychologist or a psychiatrist. It is the 
well-informed and sensitive athletic trainer who not 
only draws from a wealth of medical knowledge and 
techniques, but who can also use psychological ap 
proaches to diagnose and to help to rehabilitate athletes.
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CEU Credit Quiz
STRATEGIES TO COPE WITH PAIN 

ASSOCIATED WITH SPORT-RELATED INJURIES
Robert N. Singer, PhD 
Paula J. Johnson, MS

As an organization accredited for continuing medical 
education, the Hahnemann Medical College and Hospital 
certifies that this continuing education offering meets the 
criteria for .3 hours of prescribed CEU credit in the program of 
the National Athletic Trainers' Association, Inc., provided the 
test is used and completed as designed.

To participate in this program, read the material carefully 
and answer the questions in the test. Mark the answers you

select by placing an X in the proper square. Then tear out the 
test sheet, fill in your name, address and other information, and 
mail with $12 for processing to: Hahnemann University, 
School of Continuing Education, Broad and Vine, Philadelphia, 
PA 19102.

The NATA National Office will be notified of all members 
with passing scores over 70%. CEU credit will be issued to each 
member's record at that time. Participation is confidential.

Questions

1 Tontnphnrpsis is a for the treatment of pain.

a. chemical modality 
b. surgical procedure 
c. electrical modality 
d. none of the above

2. Electrical stimulation is a form of physical therapy which

a. interrupts pain nerve messages, 
b. may be implanted under the skin. 
c. is effective regardless of the type of pain, 
d. a and b above 
e. all of the above

3. Acupuncture is effective for the treatment of chronic pain, only.

a. True 
b. False

4. Which of the following statements is/are true regarding operant 
conditioning?
a. It is the only behavioral technique recognized in pain inter 

vention, 
b. It is most effective when the patient punishes him/herself for 

undesirable behavior, 
c. It is effective for treating acute or chronic pain, 
d. a and b above 
e. all of the above

5. The goal of cognitive intervention is to decrease pain by decreasing 
anxiety about an uncertain situation.

a. True 
b. False

6. Increasing brain alpha waves with the use of EEG biofeedback 
causes a decrease in

a. attention to the pain, 
b. anxiety, 
c. general arousal, 
d. a and b above 
e. all of the above

a b c d e
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7. There is little difference in effectiveness when EEG biofeedback is 
used alone or in conjunction with relaxation training.

a. True 
b. False

8. Which of the following techniques helps the patient focus attention 
away from pain:

1. imagery rehearsal a. 1,2,3 
2. hypnosis b. 1,3 
3. biofeedback c. 2,4 
4. attentional control d. 4 only 

e. 1,2,3,4

9. An athletic trainer can influence the athlete's pain intolerance in 
a positive manner by offering

a. information about uncertain procedures and sensations, 
b. a choice of possible ways to cope with pain, 
c. both a and b above 
d. all of the above

10. In some cases, cognitive strategies for dealing with pain may 
cause the athlete to incur further injury.

a. True 
b. False

a b c d e
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Abstracts of 1387 National Convention 
Free Communications Papers

The following abstracts have been selected for presenta 
tion during the Free Communications Session of the 
National Convention and Clinical Symposium in Colum 
bus, Ohio from 1:00 to 5:00 pm on June 16th in the 
Franklin Room. We appreciate the efforts of Russ Cagle 
and his committee for expediting their work and 
providing this information to us in time for publication.

Unhealthy Weight Loss Practices in 
High School Wrestlers
Winterstein AP, Landry GL, Troxel RK: Univ. of 
Wisconsin, Madison 53706

51 high school wrestlers from 7 teams in western 
Oregon participated in a weight loss habits survey 
during the 1985-86 season. The survey showed a high 
incidence of rapid weight loss through fasting and 
dehydration. In preparation for competition during the 
season, 86.2% of all respondents lost an average of 3-4 
Ibs. in one week or less. 45% routinely went 12 hours 
without food intake and 64.5% have at one time practiced 
fluid deprivation, with 26.2% withholding fluids for 
greater than 6 hours. Despite the guidelines released by 
the American College of Sports Medicine in 1976 
regarding unhealthy weight loss practices in wrestlers, 
results of this survey showed that unsafe weight loss 
habits are still prevalent in the sport in Oregon. 
Increased distribution of weight loss information to 
coaches and athletes in conjunction with necessary rule 
changes is essential to further discourage such habits.

Relationship Among Calcium Intake, 
Secondary Amenorrhea in Female College 
Cross Country/Track Athletes
Doyle R: Lantz Training Room, Eastern Illinois Univ., 
Charleston 61920

This study was designed to examine the relationship 
between calcium intake and stress fractures in female 
college cross country/track athletes. A secondary pur 
pose was to investigate the relationship between the 
development of secondary amenorrhea and stress frac 
tures within the same population.

Twenty-five female college cross country/track ath 
letes who sustained a stress fracture were paired with 
athletes who competed in similar events from the same 
school but did not sustain a stress fracture. A food 
frequency questionnaire was used to obtain and measure 
calcium intake of subjects. Data concerning participants' 
running and menstrual history were obtained from a 
second questionnaire included with the food frequency 
survey.

Descriptive statistics on the demographic information 
showed a statistically significant difference between 
calcium intake of the stress fracture group and the non 
stress fracture group. Multiple regression analysis 
revealed a statistical relationship between seven of the 
nine independent variables and the development of 
stress fractures in female college cross country/track 
athletes. The relative odds of a female college cross 
country/track athlete with low calcium intake develop 
ing a stress fracture was 6.68 times greater than the

athlete who met the individual RDA for calcium. The 
subjects who developed secondary amenorrhea had a 
2.19 times greater chance of developing a stress fracture 
than those subjects who did not suffer from secondary 
amenorrhea.

Rehabilitation After Arthroscopic 
Meniscectomy of the Knee: Influence of Age
Kovaleski J, Craig BW, Costill DL, Habansky AJ, 
Matchett LJ: Knollwood Sports Medicine Center, Knoll- 
wood Park Hospital, Mobile, AL 36609

In an effort to examine thigh muscle strength follow 
ing partial arthroscopic meniscectomy, 24 occasionally 
or recreationally active patients were divided into Group 
1 (age > 20 yr), Group 2 (age 24-45), and Group 3 (age > 50 
yr). The specific objectives of this investigation were to: 
1) quantitate the strength and function of the thigh 
musculature before, during, and after isokinetic rehabili 
tation; and 2) determine whether age influences the time 
of recovery and release from active rehabilitation.

Standard arthroscopic portals were used under general 
anesthesia and tourniquet control. No statistical signi 
ficance existed for tourniquet time between groups (P< 
0.05). Patients with degenerative joint changes identified 
at surgery were included. Those with associated cruciate 
ligament tears were excluded from study.

Maximal voluntary isokinetic contractions (MVKC) 
were performed in Rehab 3 times/wk at 60,120,180,240, 
and 300 deg/sec, with release from rehab when quadri 
ceps torque achieved 85% recovery of the non-surgical 
leg. MVKC testing was performed once/wk. No signi 
ficant difference existed between the 3 groups in the time 
between surgery and the start of the 1st test or for the 
weeks to release from rehab. On the average, quadricep 
strength was 50% less than the non-surgical leg when 
measured at the initial Cybex test. MVKC measured as 
ft-lbs of torque for Group 1 at the 60 deg/sec speed 
showed the surgical leg weaker (P < 0.001) at the initial 
test (74.9+13.4 vs. 139.8+12.7) and at release from rehab 
(116.1+9.8 vs. 130.0+11.2). Torque measured at the other 4 
speeds reached non-significance by either the 2nd or 3rd 
wk of rehab, with release at 2.9 wks. MVKC for Groups 2 
and 3 showed the surgical leg significantly weaker at 
the initial test and after wk 1 of rehab for the 5 testing 
speeds (P < 0.05), with 85% strength return by 3.4 wks.

Findings indicate if the symptoms are of a mechanical 
nature and if the patient is physically active, then 
good/excellent results from the arthroscopic menscec- 
tomy can be expected despite age and the presence of 
degenerative joint changes.

Assessment of Calf Blood Flow During and 
Following Immersion in Cold Water at 
Various Therapeutic Temperatures
Bell GW, Bomkamp BJ: Sports Injuries Research, Univ. 
of Illinois, Urbana 61801

The purpose of this study was, first, to test the cold 
induced vasodilation theory in the calf utilizing im 
pedance plethysmography, a non-invasive method. 
Second, to determine what, if any, differences occur
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between calf blood flows during and following 20 minutes 
immersion in water at 6, 10 and 15 degrees centigrade.

Blood flow changes were measured prior to, during, 
and following immersion for 20 minutes of the left leg to 
the knee in water at 6,10,15 degrees C. Six male subjects 
participated in the study, age range 21-35, mean 26. 
Each subject took part in 3 sessions separated by 72 
hours. Each session consisted of measures taken at one 
of the water temperatures. All blood flow measures were 
taken on the dependent leg of the seated subject following 
5 min rest, each 5 min of the 20 min treatment immersion 
time, immediately following immersion and 5 min for 20 
min post-immersion.

Mean blood flow measures were tested against the 
corresponding time intervals between all temperatures 
using both calf blood flow (ml/min) and calf blood 
volume/pulse (ml/lOOml/min.) Kruskal-Wallis test was 
used for one-way analysis of variance with a probability 
level of p < .05.

No significant differences in blood flow were found 
between the three temperature conditions during the 
pre-immersion, immersion, or post-immersion periods. 
Blood flow remained steady throughout the 20 minute 
period and was lowest in the 20 minute mark of 
treatment. There was no increase in blood flow at any of 
the temperatures; neither during immersion nor during 
the 20 minute post-immersion period. Blood flow rose 
immediately with the post-immersion measurement but 
at the 20 minute mark the blood flow was either below or 
equal to the immediate post-immersion measure.

This data indicates that the treatment of musculo- 
skeletal injuries during rehab with cold may be failing to 
promote healing or actually retarding it by decreasing 
the blood flow. This data also indicates that for 
immediate care, immersion in water cooled to 15 degrees 
C(60°F) is as effective as 10 degrees C(50°F) or 6 degrees 
C(40° F).This data is valid only at the gravity dependent 
calf.

Vascular Adjustments to Cold Water 
Immersion of the Forearm
Grant JD, Fish DR, Whieldon TJ, Pendergast DR: 
Hamilton College, Athletic Department, Hamilton 
College, Clinton, NY 13323 and Physical Therapy and 
Physiology Depts, SUNY Buffalo 14214

The purpose of this study was to examine the vascular 
adjustments to cryotherapy treatment of the forearm 
after four pre-treatment conditions: 1) normal core 
temperature (passive heating); 3) at reduced (about 1° C) 
core temperature (passive cooling); 4) after 30 minutes of 
core temperature (passive cooling): 4) after 30 minutes of 
stationary cycling at 125 watts (+ about 1° C; exercise). 
Following each pre-treatment, the right forearms of nine 
normal males aged 20-25 years were immersed in cold 
(13° C) water for thirty minutes. Total blood flow at the 
immersed forearm was measured by mercury strain 
gauge plethysmography. Skin temperature and heat 
flux were measured bilaterally at forearms, at five 
minute intervals for 30 minutes before, during, and after 
immersion. Data were analyzed by a multivariate 
analysis of variance for repeated measures and New- 
man-Keuls tests.

Results showed that mean blood flow to the treated 
forearm decreased significantly (p < .05) during the first 
five minutes of immersion, (i.e., from 2.0 to less than 1.0 
ml/min) and remained decreased for the remaining 25 
minutes of immersion regardless of the pre-treatment 
condition. Thirty minutes after immersion ended, blood 
flow to the immersed forearm remained significantly

lower than the pre-treatment level for all pre-treatment 
conditions except passive cooling, in which case blood 
flow was already reduced prior to immersion.

No cutaneous vasodilation was found at the forearm 
during or after cold water immersion. Thus, this 
treatment is ineffective for the goal of increasing local 
blood flow (contra interpretations after Lewis, 1930). 
The prolonged reduction in total forearm blood flow and 
cutaneous vasoconstriction indicate that some major 
effects of cold water immersion extend at least 30 
minutes beyond the treatment period. Measurement of 
vascular adjustments well past 30 minutes post-treat 
ment is warranted.

Determination of Blood Flow to the 
Human Calf During and Following the 
Application of Therapeutic Modalities
Baker RJ, Bell GW: Sports Injuries Research, Univ. of 
Illinois, Urbana 61801

Local blood flow to the calves of nine human subjects 
during the application of four therapeutic modalities 
was estimated using impedance, plethysmography. Ice 
massage, ice pack, ultrasound, hot pack, ice massage 
and ultrasound, and hot pack and ultrasound were the 
therapeutic modalities compared. The changes in blood 
flow related to these modalities were compared on the 
basis of cardiac output (ml/100 ml/min). It was found 
that ice massage significantly increased blood flow to 
the human calf when compared to the control data and a 
20 minute ice pack application. The increase in blood 
flow related to the ice massage was sustained longer 
following application when compared to a 20 minute hot 
pack treatment. Ultrasound was found to significantly 
increase blood flow to the human calf. However, the use 
of ice massage or hot pack prior to the ultrasound 
treatment did not significantly increase the effect on 
blood flow over ultrasound alone. ANOVA and student 
t-tests were used to evaluate the data at the p < .05 
significance level.

Effect of Prior Physical Activity on 
Skin Surface Temperature Response of the 
Ankle During and After a 30-Minute 
Ice Pack Application
Mancuso D, Knight KL: Sports Injury Research Lab, 
Indiana State Univ., Terre Haute 47809

The effects of various durations of treadmill running 
on ankle skin temperature response during and after 
subsequent ice application was investigated. Ankle skin 
surface temperature of 12 male subjects was measured 
with a telethermister (YSI Model 44) during three 
conditions. The two exercise conditions involved tread 
mill running for 15 or 30 minutes, followed by a 30 
minute ice pack application, and a 90 minute rewarming 
period. A control condition involved no exercise prior to 
ice pack application. Each subject was tested under all 
three conditions utilizing a balanced Latin Square 
design.

Ankle skin temperature was significantly increased 
during 15 and 30 minutes of exercise, although there was 
no difference between the two conditions. Mean skin 
cooling temperatures were slightly, though insignifi 
cantly, higher following exercise than following no 
exercise. The rate of cooling, however, was unaffected by 
prior exercise. Mean skin rewarming temperatures were 
significantly higher following the exercise conditions, 
but the rate of rewarming was unchanged by exercise.
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Mean rewarming temperatures remained slightly higher 
following 30 minutes of exercise than following 15 
minutes of exercise.

Longer ice applications or shorter time periods between 
reapplications of ice may be necessary following exercise 
of 15 minutes or more in duration. Investigation of the 
effects of reapplication of ice on skin temperature is 
necessary to substantiate this.

EMG Response of the Leg Muscles to 
Lateral Postural Perturbation: 
Implications For Ankle Sprain
Andersen JC, Brunt D, Semmer DS, Goddard SD: 
School of Physical Therapy, Texas Woman's Univ., 
Houston TX, Arco, MN 56113

The purpose of this study was to investigate the EMG 
response of the leg musculature to lateral postural 
perturbation in normal subjects (n=8). Surface EMG was 
obtained bilaterally from the peroneus longus (PL) and 
tibialis anterior (TA) muscles. The subjects stood 
sideways on an electrically driven platform that pro 
vided a perturbation of upright posture. Subjects under 
went 16 trials with the platform at 0% grade and 16 trials 
at 10% declined grade. The trials were randomly 
presented to place either the right or left leg in a stressed 
position, i.e. the foot being forced into inversion and 
plantarflexion. The contralateral foot moved into ever- 
sion. Mean response latencies were visually determined 
by using an interactive graphics monitor.

The results indicated both medium (ML) and long- 
latency (LL) bilateral PL responses across all positions. 
At 0%, ML and LL responses were seen at 74+4ms and 
109+5ms respectively for the stressed limb. Contralateral 
limb responses were seen at 74+5ms and 115+5ms. At 
10%, ML and LL responses were noted at 80+4ms and 
116+4ms respectively for the stressed limb. Contralateral 
limb responses were seen at 80+5ms and 118+9ms. 
Occassionally, a bilateral short-latency response was 
noted at 37+8ms. Responses were not noted in either TA 
until voluntary initiated activity at 193+8ms and 195+ 
9ms in the stressed and contralateral limbs, respectively, 
at 0%. At 10%, responses were noted at 204+8ms and 
197+13ms in the stressed and contralateral limbs, 
respectively.

The results of this study indicate that the stressed 
limb plays a dominant role in the reflex response to 
lateral postural perturbation. However, this role can be 
affected by changes in grade which further stresses the 
stressed limb and may be a causative factor in ankle 
sprain.

The Acute Effects of Proprioceptive 
Neuromuscular Facilitation Flexibility 
Techniques on Arterial Blood Pressure
Cornelius WL, Craft KS: North Texas St. Univ., HPER, 
Denton 76203

This study examined the acute effects of modified 
Proprioceptive Neuromuscular Facilitation (PNF) on 
arterial blood pressure and hip joint range of motion 
(ROM). Sixty male subjects, ages 18-26, were randomly 
assigned to one of three treatment groups. Baseline 
measurements consisted of three ROM measures and 
arterial blood pressures (ABP). These baseline measure 
ments were used to compare the subjects' hop flexion 
improvement and ABP increases to treatment measure 
ments. Each treatment group utilized one of three PNF 
techniques. Group 1 received a hold-relax (HR) PNF

technique incorporating a six-second maximal voluntary 
isometric contraction (MVIC). The HR technique used a 
passive prestretch, followed by a six-second MVIC and a 
subsequent passive stretch. Group 2 received a contract- 
relax (CR) PNF technique utilizing a five-second con 
centric contraction. The CR technique began with a 
passive prestretch followed by a five-second concentric 
contraction and a subsequent passive stretch. Group 3, 
slow-reversal-hold-relax (SRHR), followed the same 
procedures as Group 2 with the addition of the MVIC 
sequence (after prestretch) used in the HR technique. 
Each subject was given three trials. An ABP measurement 
was taken immediately following the cessation of the 
contraction(s) with a flexibility reading taken following 
the final passive stretch. A three (groups) by two 
(baseline vs. treatment) ANO VA with repeated measures 
was used. Results indicated that all three PNF treat 
ments were found to be more effective than the baseline 
(passive static stretch) measure in increasing ROM. 
However, when comparing results between groups, 
Group 2 (SRHR) provided a greater ROM than did the 
HR and CR groups. ABP increased with PNF treatments 
but were not found to be significant when compared to 
baseline measures. It is possible that the potential 
benefits of PNF flexibility techniques may outweigh 
suggested risks involved for the rehabilitating cardiac 
patient.

The Effect of Induced-Delayed 
Muscle Soreness on the 
Active Biceps Brachii Muscle
Bevis BP: Peoria Public Schools, Peoria, IL 61603

The objective of the present study was to determine 
what effect delayed onset muscle soreness has on the 
active biceps brachii muscle. Seventeen college age 
males were selected as subjects with 12 assigned to a 
treatment group and the remaining five serving as a 
control group. Electromyographic data were collected 
while each subject performed a maximum isometric 
contraction. Once an isometric maximum was deter 
mined, each subject was instructed to hold a submaximal 
contraction (60%) until fatigued. After collecting EMG 
data on day one, the treatment group completed a 
rigorous weight lifting protocol specifically designed to 
induce muscle soreness. A subjective soreness evaluation 
was completed prior to EMG testing on the second and 
third days. All subjects in the treatment group developed 
moderate to severe muscle soreness. The results showed 
a significant (p=0.05) increase in EMG activity when 
expressed as microvolts per second per unit of force. 
Maximum isometric strength showed significant change 
(p=0.05) averaging 75% of the pretreatment isometric 
maximum contraction. There was no noted change in 
the fatiguability of the biceps within the treatment 
group. It is concluded that the resultant decrease in 
maximum isometric strength may result in a decrease in 
optimal athletic performance, making the athlete more 
susceptible to injury.

Influence of Isokinetic Testing on 
Measurements of Anterior Knee Laxiety
Buchanan PA, Kegerris ST, Smith BA: Community 
Hospital Center for Sports Medicine, Indianapolis, IN 
46218

A clinical study was conducted to determine if 
measurements of anterior knee laxity taken prior to 
Cybex testing differ from measurements obtained
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afterwards. 28 patients who each had 1 ACL injured 
knee and 1 normal knee participated in the study. 
Physical therapists-certified athletic trainers performed 
tests of anterior laxity on all knees using the KT-1000 
knee ligament arthrometer. Patients then were strength 
tested on the Cybex at 60°/s and 240°/s. Laxity 
measurements were repeated after Cybex testing. Data 
were analyzed by paired t-tests. Non-reconstructed 
knees showed significant laxity increases (t=2.189, p<^ 
.01) after Cybex testing for passive anterior drawer with 
15 Ibs. of force, and for passive anterior drawer with 20 
Ibs. offeree (t=2.189, p < .05). A trend toward significant 
laxity increases was observed with non-reconstructed 
knees for manual maximum displacement. For quadri 
ceps active displacement, non-reconstructed knees show 
ed a significant increase in laxity (t=2.390, p < .05); a 
trend toward significant laxity decreases was observed 
for reconstructed knees. Laxity of normal knees did not 
change significantly for any tests.

Based on the results of the study, the authors 
recommended that athletic trainers consistently perform 
KT-1000 measurements either before or after more 
vigorous clinical evaluations of athletes with ACL 
injuries. The laxity increases observed among non- 
reconstructed knees may encourage athletic trainers to 
consider controlling anterior tibial displacement in 
ACL injured athletes.

Correlation of Isokinetic Strength 
Assessment to a New Manual Muscle Tester
Liederbach M: Lenox Hill Hospital, ISMAT, NY, NY 
10021

Measurement of muscle strength is important for pre- 
season screening and to document progress during a 
strength training program. It is also important when 
determining the extent of weakness following injury 
and the subsequent strength attained during rehabilita 
tion. In order to rapidly and accurately assess muscle 
strength, we designed a portable, palm-sized, and 
battery-operated manual muscle tester (MMT) that 
allows immediate clinical assessment and quantifica 
tion of eccentric strength. To test its reliability, we 
compared the breaking forces obtained with the MMT to 
CYBEX isokinetic dynamometry in 40 healthy subjects. 
Using the MMT, means of two trials of bilateral hip 
flexion (HF) and hip abduction (HAB) were compared to 
peak torques obtained from the best of five maximal 
efforts on the Cybex II at 60 degrees per second. 
Correlation and simple regression analyses yielded 
consistent measurement of muscle strength for each 
muscle group between MMT and Cybex (p < .001). MMT 
assessment of hip flexion alone was the strongest 
predictor of Cybex total leg strength (the sum of peak 
torques of knee extension and flexion, and hip abduction, 
adduction, flexion) (r=0.8). The MMT demonstrated 
consistent, reliable detection of muscle strength, highly 
correlated to accepted isokinetic techniques.

An Evaluation Model of the Student 
Athletic Trainer's Clinical Field Experience
Draper DO: Illinois St. Univ., Normal 61761

An important part of the student athletic trainer's 
education should be that obtained during the clinical 
field experience. This experience is considered to be most 
valuable when the student is given feedback on his or 
her performance. The supervising athletic trainer who 
has little training in evaluation design might feel

overwhelmed at the task of evaluating student athletic 
trainers. For this reason experts in educational evalu 
ation were consulted, and an evaluation system was 
designed for the purpose of appraising the student 
athletic trainer's clinical field experience. The evaluation 
was designed in concert with the seven competencies, 
outlined by the NATA's Professional Education Com 
mittee, that a student must be competent in when 
preparing to take the NATA certification examination. 
The author will present a sample questionnaire that 
may be used to evaluate the performance of the student 
during his or her clinical experience. With the feedback 
obtained from this evaluation, student athletic trainers 
will be made more aware of their strengths and 
weaknesses, and will be better equipped to seek oppor 
tunities to improve.

The Education Required of Athletic 
Trainers to Evaluate Knee, Shoulder and 
Foot Injuries: Survey of Orthopaedists
Rauls BL, Thorpe WP, Frazier CL: Athletic and 
Biology Department, Southeast Missouri St. Univ., 
Cape Girardeau, MO 63701

Athletic Training and Sports Medicine are expanding 
in many directions. As a result there is an increase in the 
number of programs being developed to educate athletic 
trainers. NATA offers guidelines and competencies for 
athletic training education programs. These detail the 
didactic and practical components of the curricula, but 
they do not provide a sequence for the interaction of 
classroom knowledge and practical skills in the evalua 
tion of injuries. Our objective was to study the level of 
education/experience recommended for evaluating in 
juries to a specific joint. A form listing manipulations 
and observations commonly used to evaluate injuries to 
either the shoulder, foot, or knee was sent to a random 
sample of members of The American Orthopaedic 
Society For Sports Medicine. Manipulations and obser 
vations were grouped into the following four categories: 
Palpation for Tenderness, Range of Motion, Joint 
Stability, and Special Test. Participants were asked to 
designate the lowest classification of evaluator who 
should be allowed to perform a given manipulation or 
observation. The following classification was provided: 
inexperienced student trainer - < 900 hours experience, 
no specific course work; experienced student trainer - < 
900 hours experience with anatomy, physiology and 
training course work; NATA certified athletic trainer; 
and orthopaedic surgeon. Of the 350 physicians sur 
veyed, 113 responded (32%). The data suggest that the 
level of education recommended to perform palpations 
for tenderness was less than that for range of motion, 
which was less than that for joint stability, which in 
turn was less than that for special tests. Although most 
recommended that only a certified athletic trainer or 
orthopaedic surgeon perform the special test, some 
indicated that student trainers could perform the test, 
but the test interpretation and all injury management 
decisions should be relegated to the athletic trainer and 
physician. The results have implications for individuals 
involved in developing training curricula and/or super 
vising training facilities and programs. Athletic training 
programs should be designed so that the knowledge and 
skills for injury evaluation are taught in an orderly 
sequence. Integration of classroom material and practi 
cal learning is necessary to ensure that the student 
develops a complete understanding of both the injury 
and the evaluation process.
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Role of the N AT A Curriculum Director as 
Educator and Clinician
Perrin DH, Lephart SM: Memorial Gymnasium, Univ. of 
Virginia, Charlottesville 22903

The NATA curriculum director faces a unique chal 
lenge when occupying a position as both an educator 
and a clinician. The purpose of this paper was to 
determine the academic credential, faculty rank, and 
clinical involvement of those athletic trainers directing 
an NATA approved curriculum at either the under 
graduate (UG) or graduate (G) level. The implication of 
the academic tenure process on the curriculum director's 
role as educator and clinician was also explored.

Directors of all NATA approved curriculums were 
surveyed (64 UG, 10 G). 93% of the curriculum directors 
responded (59 UG, 8 G). The average length of profes 
sional experience as a certified athletic trainer was x 
= 13.6 years. Experience as a curriculum director was 
x=7.5 years. 17.8% of the directors held a doctoral degree. 
Of the remaining directors, 16.7% were working toward 
a doctorate. Over 80% of the directors were clinically 
active, with athletic training responsibilities ranging 
from one sport, to head athletic trainer including 
football. 20.3% of the directors were tenured, while 39.1% 
held tenure-track appointments. 14% of the directors had 
been denied tenure, while 19.7% had special provisions 
made for them to facilitate the granting of tenure. In 
general, research and publication surfaced as the most 
important criteria for promotion and tenure.

To direct undergraduate athletic training "majors" 
and graduate programs, it seems appropriate for more 
curriculum directors to hold a terminal degree. Clinical 
involvement of the curriculum director also seems to be

desirable, and is predominant at this time. However, the 
feasibility of working as both a traditional clinician and 
as an educator may be in question. Institutions that are 
committed to quality athletic training education should 
consider creatively structuring a position for a curri 
culum director, and/or should weigh athletic training 
service heavily when making promotion and tenure 
decisions. Furthermore, athletic trainers who are seeking 
a curriculum director position should recognize the 
difficulty associated with the combined responsibilities 
of being an educator and a clinician. ©
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An Evaluation Model of the Student 
Athletic Trainer's Clinical Experience
David O. Draper, MA, ATC, EMT

Abstract
One of a student athletic trainer's greatest learning 

experiences can be clinical experience. This experience 
is more valuable if the student is given feedback on his or 
her performance. An evaluation system was designed 
for the purpose of appraising the student trainer's 
clinical experience, with the intent that students will use 
this information as an aid toward improvement. The 
evaluation was designed in concert with the seven 
competencies outlined by the NATA's Professional 
Education Committee. A student must be competent in 
these seven areas in order to pass the NA TA certification 
examination A sample questionnaire that may be used 
to evaluate the student against these seven competencies 
is provided.

Introduction
The clinical experience can be one of the most 

rewarding and educational opportunities available to 
student athletic trainers. Such a setting provides stu 
dents with hands-on or practical training in his/her 
chosen career. It is during the clinical experience that 
the student athletic trainer needs the supervising 
athletic trainer's help and direction. This mentor 
evaluation is critical to the learning and future success 
of the student. Hopefully, such an experience will provide 
the student with the insights necessary to become a 
respected professional.

The performance evaluation of student athletic 
trainers varies among practicing professionals. Some 
supervising athletic trainers use a self-directed method 
where students are essentially allowed to work on their 
own with little input; others employ a rigid evaluation 
system which may lead to frustration if students feel 
that they are unable to succeed.

The National Athletic Trainers Association (NATA) 
recognizes the need to train professionals, and the 
organization's members want to prepare true health 
care experts. The NATA certification exam was insti 
tuted in 1970 in an effort to ensure high standards. 
Successful passage of the certification exam should be 
every student trainer's desire. Careful evaluation of a 
student's field experience can assist the student athletic 
trainer in passing the certification examination, and in 
feeling qualified for an entry-level position. While the 
Professional Education Committee of the NATA recom 
mends that student athletic trainers should be evaluated 
on a regular basis, no specific guidelines are given. The 
supervising athletic trainer, who has little training in 
evaluation design, might feel overwhelmed at the task of 
evaluating student athletic trainers. The purpose of this

David 0. Draper is an Assistant Professor of Athletic 
Training in the Department of HPERD at Illinois State 
University, Normal, IL. He holds a Bachelor's degree in Health 
Science from Utah State University and a Master's Degree in 
Athletic Training from Brigham Young University. In 1984, he 
received the Eddie Wojecki Award for scoring the highest in the 
nation on the NATA certification examination.

paper is to define evaluation, explain why it is needed, 
and offer a sample model designed for the purpose of 
evaluating the student athletic trainer's clinical ex 
perience.

Discussion of Related Literature
Many definitions of evaluation can be found in the 

literature. Tyler (7) perceived evaluation as the process 
of determining to what extent educational objectives are 
actually being met. Another widely accepted definition 
of evaluation suggested by various leading educators 
has been that of "providing information for decision 
making" (3). A joint committee on standards of evalu 
ation, comprised of 17 members representing 12 organi 
zations associated with educational evaluation, defined 
evaluation as the systematic investigation of the worth 
or merit of some object (3). Stufflebeam (6) referred to two 
types of evaluation: formative and summative. Forma 
tive evaluation is intended to serve decision making and 
summative evaluation serves accountability. Thus, 
evaluation can serve two functions   i.e., that of 
improvement and development of an ongoing activity, 
program or person, and to make one accountable to 
his/her planned goals or objectives. I feel the major 
purpose of conducting student athletic trainer evalu 
ations is to assist students in achieving their potential 
as athletic trainers. Students need to receive advice on 
how to improve on their weak points and praise for their 
strong points.

The text Program Evaluation Design Manual gives a 
great deal of insight into the planning and development 
of evaluations. Its authors (3) state that evaluation 
designs must be both potent and directed toward 
worthwhile goals. They contend that an evaluation 
design is a procedural map for getting important 
information about training efforts to people who can use 
it.

Method
According to Brinkerfhoff et al. (2), specific steps are 

used in designing an evaluation. Each step addresses 
particular questions. When these questions are an 
swered, the evaluation designer progresses to the next 
step. Such an approach will now be applied to developing 
a student athletic trainer evaluation.

Step One: Evaluation Preview
Questions to be addressed:

1. Why will the evaluation be done?
2. Who will be evaluated?
3. What will be evaluated?

Several universities offer a course in athletic training 
clinical experience. Unlike other courses which require 
extensive reading and completion of a written examina 
tion to evaluate student performance, a clinical experi-
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ence course seeks to evaluate the practical skills of 
student athletic trainers. Based upon the student's 
performance, he/she is assigned a letter grade of: A, B, 
C, D, or F. The main purpose of performing an evaluation 
is to help student athletic trainers take note of their 
strengths and weaknesses and to give direction for 
improvement.

The evaluation should take place throughout the 
course and can be conducted during practice sessions of 
the sport to which the student trainer has been assigned.

Step Two: Outline of Evaluation Questions
Question to be addressed: 

1. What questions and subquestions will the evaluation
address for each audience?

According to the policies set forth by the NATA, there 
are seven main areas in which student athletic trainers 
must have competence in order to pass the NATA 
certification examination (5). These areas are:

1. Prevention of athletic injuries/illnesses.
2. Evaluation and recognition of athletic injuries/ 

illnesses and medical referral.
3. First aid and emergency care.
4. Rehabilitation and conditioning.
5. Organization and administration.
6. Counseling and guidance.
7. Education.

The supervising athletic trainer and program director 
can design several questions under each of the seven 
categories which help to evaluate these competencies. 
Note: Some of these areas overlap, however, all are 
addressed in the sample evaluation form, although not 
necessarily in the above order.

Step Three: Information Collection Plan
Questions to be addressed:

1. What sources of information will be used?
2. How will information be collected?

The procedure for collecting information about the 
student athletic trainer's performance will be to utilize 
an evaluation form that measures the specific clinical 
tasks of the student athletic trainer. At mid-term and at 
the end of the semester, copies of the evaluation form 
should be completed by the program director, the 
supervising athletic trainer, and the student athletic 
trainer. This information can then be compiled by the 
program director.

Step Four: Analysis and Interpretation Plan
Questions to be addressed:

1. How will the information be analyzed?
2. What criteria will be used to judge the subject?
3. What procedures will be used to make those judge 

ments?
The criteria used to judge the field experience of the 

student athletic trainer may be taken from NATA 
protocol, objectives, expert judgements, opinions, view 
points, and staff expectations.

The program director and supervising athletic trainer 
should evaluate the student and, to help eliminate bias, 
the student athletic trainer can do a self-evaluation as 
well.

In situations where the program director has had 
limited contact with the student athletic trainer, the 
assistant athletic trainer or some other competent 
individual could be appointed to perform an evaluation. 
The results of the three evaluations, recorded by the 
supervising athletic trainer, the program director, or 
other appointed evaluator, and the student should be

totaled and averaged. Grades and grade points might be 
determined as follows:

(4) VERY GOOD = A
(3) GOOD - B
(2) ADEQUATE = C
(1) WEAK = D
(0) UNSATISFACTORY = F

A -4.0 
B- = 2.7 
D+=1.4

A- = 3.7
C+ = 2.4 
D = 1.0

B+ = 3.4 
C =2.0 
D- - 0.7

B =3.0 
C-=1.7 
F =0.0

Step Five: The Report Plan
Questions to be addressed:

1. What reports will be made?
2. What should their contents be?
3. When will they be given?
4. To whom will they be made?
5. What format will be used for them?

The purpose of the report plan is to keep key audiences 
informed about the evaluation's intent, progress, and 
results. The supervising athletic trainer should work 
with students to help them understand the report's 
implications (2).

Prior to the student athletic trainer's first clinical 
experience, the program director, supervising athletic 
trainer, and the student should meet to discuss the 
purpose of the evaluation. Copies of the evaluation can 
be distributed to each student so he/she will know what 
is expected. The student should be informed that he/she 
will be given an opportunity to perform a self-evaluation 
utilizing this same form at the conclusion of his/her 
field experience.

A similar meeting should be held immediately after 
the mid-term and final evaluation and reports should 
then be given to the students concerning their progress. 
Periodic visits and discussions about the evaluation 
with the supervisor should be encouraged.

Step Six: Plan to Evaluate the Evaluation
Question to be addressed; 

1. Does the evaluation effectively measure what it is
intended to?
It is suggested that professional personnel critique an 

evaluation's design. Most universities employ educators 
that can effectively perform this function. One expert 
evaluator, has given four criteria to judge the effective 
ness of an evaluation (4). The first criterion is that the 
evaluation must be useful, truthful, and sufficient. 
Sufficiency implies that enough information has been 
presented to provide a descriptive or explanatory account 
with necessary depth and breadth. Secondly, the evalu 
ation must be pertinent. A third criterion is credibility. 
The evaluation must be believable. The fourth criterion 
is that it reveals the less obvious traits of a student 
athletic trainer, such as life-saving skills, instead of the 
obvious traits displayed daily, such as punctuality or 
taping skills (4).

Another way to check the effectiveness of an evalu 
ation design is to ask for the student athletic trainer's 
input. Anderson and Ball (1) have stated that the people 
being evaluated should be given the opportunity to 
foster ideas for the evaluation criteria.

Evaluations can help people see their performance in 
a more objective fashion. Evaluations can help facilitate 
desired change. I feel that by following the steps outlined 
in this article and by using the sample evaluation 
questions included, field experience supervisors will be 
better able to inform student athletic trainers of what is
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expected of them. With the knowledge obtained from 
evaluations, student athletic trainers will be better 
equipped to seek opportunities to improve.

Evaluation Questions 
First Aid

1. Follows a logical sequence when performing first-aid 
(i.e., airway, breathing, circulation, bleeding, spine, 
shock)

2. Uses proper topical ointments for cleansing and 
treating wounds.

3. Uses proper methods to prevent infection.
4. Demonstrates knowledge in prevention and treatment 

of injury.
5. Demonstrates knowledge of proper splinting and 

immobilizing techniques.
6. Fills out injury report form.

Taping/Wrapping
7. Applies correct taping procedure.
8. Concerned about the athlete's comfort.
9. Performs quality tape job.

10. Does not waste materials.
11. Is efficient.
12. Cleans up area afterward.
13. Sound use of protective padding.
(NOTE: The supervising athletic trainer may evaluate the 
student on his/her ability to tape in general, or design the 
evaluation so as to measure the student's ability to 
perform specific taping techniques.)

Evaluation of Injury
14. Takes a complete history, including 

a. Mechanism? 
b. Previous Injury?

15. Asks patient where it hurts.
16. Visually inspects injury noting redness, swelling, 

deformity.
17. Compares with opposite limb.
18. Uses palpation to detect warmth, swelling, deformity.
19. Observes athlete's facial expression.
20. Palpates direct injury site last.
21. Calms and reassures athlete.
22. Palpates opposite limb.
23. Uses P.R.O.M. to detect injury.
24. Uses A.R.O.M. to detect injury.
25. Uses manual resistance to detect injury.
26. Performs ligament, muscle, and nerve tests correctly.

27. Checks distal pulse.
28. Appropriately refers injuries to team physician.

Unsatisfactory (0)

0

<D 
W 
7T

1

Adequate (2)

2

0 o o
Q. 

S

3

<g>
< 
O
0
o
Q.

]£

4

Not Applicable

NA

0 1 2 3 4 NA
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Rehabilitation
29. Proper use of rehabilitation equipment.
30. Follows logical, safe progression of exercises.
31. Records athlete's progress.
32. Finishes early stages of rehabilitation with ice.
33. Periodically re-evaluates injury.
34. Instructs athlete in proper stretching protocol.
35. Gives encouragement to the athlete.

Modalities (General)
36. Asks athletes for history to determine contraindica 

tions prior to treatment.
37. Properly prepares athlete for treatment.
38. Explains the physiological effects of the treatment to 

the athlete.
39. Does not leave athlete unattended.
40. Follows protocol for correct use of modality.
41. Cleans up treatment area after use.

Other
42. Good rapport with athletes and peers.
43. Reports to work on time.
44. Enthusiastic about work.
45. Resourceful.
46. Positive influence in the training room.
47. Exhibits stamina.
48. Reliable.
49. Professional appearance.
50. Assists others in training room duties.

NA

NA

NA

Directions:
Place a check in the appropriate box that corresponds 

with each question. Be sure to check NA when the 
situation does not apply. When finished, add the totals: 0 
points for unsatisfactory, 1 point for weak, 2 points for 
adequate, 3 points for good, and 4 points for very good. 
After totaling the points, divide the result by the number 
of applicable answers and this will be the average.

For example: Suppose the total number of points was 
163, with the total number of applicable responses being 
48. When dividing 163 by 48, the result is 3.3999. This 
number rounds off to 3.4 or a B+.

Note: Be sure to average all three evaluations (the student's 
self-evaluation, the program director's or other appointed 
evaluator, and the supervising trainer's) before determining 
the final grade.
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The Use and Abuse of Hydrotherapy in 
Athletics: A Review
Arnold T. Bell, ATC, FT, MA 
Phillip G. Norton, ATC

Abstract
Hydrotherapy is an effective modality for the treat 

ment of athletic injuries of varying degrees. Benefits of 
hydrotherapy treatment may include increased range of 
motion, decreased stiffness, relaxation, pain relief, 
wound debridement, increased circulation, and resolv 
ing of inflammatory exudate.

Hydrotherapy techniques are sometimes misused as a 
panacea for any injury, often with the etiology of the 
injury being unknown. Coaches and students often use 
whirlpools without proper knowledge of indications and 
contraindications for treatment, as well as understand 
ing of safety features. This article reviews proper 
applications of hydrotherapy to ensure beneficial treat 
ment for the athlete.

Introduction
Hydrotherapy has been defined as the external 

application of water for therapeutic purposes (30). 
Hydrotherapy procedures often serve as a preparation, 
supplement, or accompaniment to active remedial 
exercise (9). Initial use of water as a therapeutic agent is 
believed to have had its inception in the Roman Empire. 
The Romans used water for recreational purposes, for 
refreshment after gymnastic exercises and for curative 
purposes to heal the wounds of battle.

A commonly used hydrotherapy modality in athletic 
training is the whirlpool bath. Whirlpool is characterized 
by water treatment of a local body part along with 
mechanical agitation as an added stimulus to combine 
the values of conductive heating or cooling and gentle 
massage. Whirlpools have become a popular piece of 
equipment in athletic training room, sports medicine 
clinics, health clubs, and fitness centers. Despite the 
popularity and high success rate of using hydrotherapy 
for various problems in athletic training, its use is often 
unnecessary and improperly applied.

The whirlpool is a much abused piece of equipment 
and the indiscriminate use of whirlpool is a big problem. 
Personnel not properly trained in whirlpool use often 
expose the athlete to grave dangers. Those using 
hydrotherapy should be knowledgeable about indica 
tions and contraindications for hydrotherapy, proper 
water temperature for desired physiological effects, 
safety features, tank cleanliness, and proper length of 
treatment.

The purpose of this article is to present and review 
guidelines for proper hydrotherapy procedures, especial 
ly whirlpool, and discuss how commonly abused aspects 
of whirlpool treatment can be prevented, thus ensuring 
quality hydrotherapy treatment for the athlete.

Arnold T. Bell is Assistant Professor of Physical Therapy at 
Florida A and M University, Tallahassee, Florida.

Phillip G. Horton is the Head Athletic Trainer at Florida A 
and M University.

Overview of Hydrotherapy Techniques

Standard Whirlpools (Figure 1)
The athletic training room or sports medicine facility 

should ideally be equipped with a variety of different 
sized whirlpools to meet various needs. The whirlpools 
may be housed within the athletic training facility 
adjacent to the athletic trainer's office with full-view 
windows allowing observation of the hydrotherapy 
area. The whirlpools can also be housed in a separate 
part of the facility accommodating fixed or portable 
model whirlpools.

The larger 40 to 60-gallon tank can be utilized for 
lower extremity treatment or full-body immersion in 
select cases. The smaller 18 to 25-gallon tank is usually 
utilized for the elbow, forearm, wrist, hand and ankle.

Loboy (Figure 2)
The Loboy whirlpool has a capacity of 70 to 90 gallons 

and is designed for seating the athlete or patient inside 
with the lower extremities completely extended. The 
Loboy is an excellent hydrotherapy apparatus for 
immersion of both lower extremities and for individuals 
having difficulty getting into standard whirlpools.
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Therapeutic Pool or Swimming Pool
Pool exercise is often an important component of a 

rehabilitation program, and the pool is a useful piece of 
equipment for the athletic trainer. Pool therapy is 
beneficial in improving strength, reducing undue stress 
on weight bearing joints, promoting relaxation, restora 
tion of mobility, and improving circulation (14, 22).

The pool may be indoors or outdoors, sunk below floor 
level or built entirely above it. Size and location of the 
pool may be determined by construction and main 
tenance costs, as well as available space. Most pools 
have a non-skid surface on the pool bottom and on the 
deck, various depths of water, and accessible emergency 
equipment.

Walsh (28) recommended temperatures of 36° to 37°C 
(97° to 99°F) for treating people with joint problems in 
the pools, and 30° to 34.5°C (86° to 94°F) for patients 
who would be immersed for longer than twenty minutes. 
There should be a filtering and chlorination refiltering 
system of the water to help prevent spread of infection. 
Advantages of pool therapy include complete body 
immersion allowing a more thorough exercise program 
utilizing appropriate physical properties of water, 
relaxation and heating effects, and the ability to 
supervise exercise programs of several athletes simul 
taneously.

Contrast Therapy
Contrast therapy is the repeated alternation of im 

mersing an injured body part in hot and cold water. It is 
designed to produce alternate fluctuations of vasodila- 
tion and vasoconstriction to increase blood flow and 
carry off waste products. Contrast therapy may be 
utilized as a "transitional" modality between the acute 
and subacute phases of injury management, between 
phases of injury management, or between cessation of 
cold and beginning of heat treatments.

Contrast therapy may be done utilizing hot and cold 
whirlpools or buckets of hot and cold water. Tradi 
tionally, contrast therapy has begun and ended with hot 
water (6, 8, 28, 30). There are other recommendations in 
the literature regarding sequencing, including beginning 
and ending with cold (16), beginning with warm and 
ending with cold (9, 26, 29) and starting with hot and 
ending with cold to prevent edema and encourage pain- 
free exercise (13).

Total treatment time is usually about twenty minutes 
with a hot to cold ratio of four to one. Recommended 
water temperatures for contrast therapy are 55° to 65°F 
for cold and 95° to 105°F for hot (8, 27), but use of water 
temperature as high as 110°F has been reported (17,18). 
The athletic trainer should explain the procedure to the 
athlete before beginning treatment and supervise him/ 
her to ensure switching of whirlpools at the proper time.

f
Walk-In Whirlpools (Figure 3)

Walk-in whirlpools provide relaxation and therapeutic 
benefits to the athlete and come in various designs. 
These whirlpools are usually equipped with multiple 
agitators.

Hot Tubs and Jacuzzis
Many facilities utilize hot tubs and the athletic trainer 

employed in a health club or fitness facility may be 
exposed to these types of hydrotherapy apparatuses. 
Hot tubs are used more for relaxation and recreational 
purposes than for therapeutic purposes.

Improvisational Hydrotherapy Techniques
An array of improvisational hydrotherapy techniques 

can be utilized by the athletic trainer to compensate for 
lack of equipment. Among improvisational techniques 
utilized are use of sink water faucets, hot and cold 
showers, and application of water to a body part using a 
garden hose.

Indications and Contraindications for Use of 
Hydrotherapy

Major considerations in determining use of hydro- 
therapy in athletic training include the type and location 
of injury, stage of the injury cycle, need for hot or cold 
application and desired effects. Tables 1 and 2 sum 
marize major indications and contraindications for 
hydrotherapy.

Acute orthopedic trauma, acute edema, and acute 
muscle spasm are major indications for use of cold 
whirlpools (15). Due to the initial vasoconstriction 
qualities, cold whirlpools are beneficial in constricting 
blood vessels and reducing swelling (19). A major 
disadvantage of using cold whirlpools in the acute stage 
is that the extremity cannot be elevated and must be 
kept in a dependent position for the duration of the 
treatment session. Both contribute to edema formation.

Other uses of hydrotherapy include ongoing treatment 
of soft tissue trauma, tendonitis, post-surgical or post- 
immobilization conditions to increase range of motion 
(23), chronic inflammatory conditions, pain, joint stiff 
ness, and as a preliminary modality before exercise (30). 
Warm to hot whirlpools are also indicated for hemor 
rhoids, low back disorders and post-operative extremity 
problems (7).

Major contraindications for whirlpool use are where 
effects of heat or cold would be undesirable (See Table 2). 
Whirlpool use would be inadvisable in the presence of 
sensory loss, increased sensitivity to heat or cold, fear of 
water, fever, and circulatory malfunction or disease. 
Whirlpool treatment of athletes with open wounds 
should be avoided (27) unless the athletic training staff 
is willing to adopt a well organized, strict cleansing and 
sterilization protocol for hydrotherapy equipment to 
fight breeding of infection.

Precautions for Proper and Safe 
Application of Hydrotherapy

Reason for Using Hydrotherapy
A knowledge of the problem being treated and its 

stage of progression is essential prior to subjecting a 
body part to hydrotherapy treatment.

The inflammatory reaction state determines factors 
such as water temperature, length of treatment sessions, 
and treatment frequency. Carefully applied, these 
factors have a beneficial effect on the pathology when 
using hydrotherapy. The athletic trainer should be sure
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Table 1 
Indications for Whirlpool (Hot and Cold)

Type of 
Whirlpool

Physiological 
Effects

Common Pathologies/ 
Conditions Treated

Warm to hot

(95°-105 0-110°F)

Increased circulation 
Increased lymphatic

drainage 
Increased metabolism

Relaxation

Adhesions 
Low back pain -

sciatica 
Tendonitis,

Tenosynovitis 
Post immobilization

conditions
Increased phagocytosis Post surgical 

conditions
Analgesia Joint stiffness 
Decreased muscle General relaxation 

spasm Hemorrhoids

Cold 

55°65°F)

Decreased circulation

Decreased lymphatic
drainage 

Decreased nerve
conduction velocity 

Decreased metabolism

Anaesthetic effect 

Decreased edema

Decreased temperature 
of injured part

Acute orthopedic 
trauma (Disadvantage 
is the dependent 
position)

Acute muscle spasm

Minor burns

Acute edema (not the 
best to use due to 
dependent position)

Before exercise 
(cryokinetics)

Post workout soreness 
or repetitive trauma 
(e.g. throwing 
shoulder or elbow)

Select cases of heat 
illness

Table 2 
Contraindications for Whirlpool

Hot Whirlpool Cold Whirlpool
Both Hot & 
Cold Whirlpool

Acute injury 

Edema

Inflammation
(acute) 

Hypersensitivity
to heat 

Hyposensitivity
to heat

Heat exhaustion 
Frostbite

Hyper or hyposensi-
tivity to cold 

Frostbite

Relaxation purposes

Raynaud's 
Phenomenon

Decreased sensation

Poor circulation or cir 
culatory malfunction 

Fever

Urinary or fecal
incontinence 

Open wounds

Fear or neurotic behavior 
Feeling of discomfort 
Poor supervision 
Without electrical

grounding 
After exhaustive exercise

that the problem has been defined before treatment and 
should know about any contraindications or thermal 
limitations an athlete may present due to particular 
physiological problems.

Water Temperature
Proper water temperature designed to produce favor 

able physiological and therapeutic effects is of utmost 
importance. Selection of treatment temperature should 
be based upon treatment indication, time elapsed since 
injury, and the state of inflammatory reaction.

A wide variety of treatment temperatures have been 
cited in the literature (8, 15, 18, 23, 27, 30). Most 
individuals utilize a water temperature between 95° and

105°F when heating effects are desired, but as more of 
the body is submerged, the temperature should be 
lowered to prevent heat exhaustion (23, 26). Higher 
whirlpool temperatures, though often relaxing, can 
interfere with cardiac filling and cardiac output causing 
circulatory problems (20). Precautions should be taken 
also not to burn the athlete nor utilize application of 
warm or hot whirlpool too soon after acute injury to 
avoid return of hemorrhage and increased edema.

Therapeutic temperatures for application of cold 
whirlpool generally range in the vicinity of 55° to 65°F 
(8, 23, 30). The recommended length of treatment time 
for whirlpool treatment is 20 minutes (4, 18, 28).

Supervision of Athletes in Whirlpools
Athletes or patients ideally should never be left alone 

during whirlpool treatments as there is a potential 
danger of overheating and heat exhaustion, fainting, 
and possible drowning in the whirlpool. The athletic 
trainer should assign an assistant or student to the 
hydrotherapy area or have a whirlpool area fully visible 
from the office (10).

The Hydrotherapy Area and Surrounding 
Surfaces

The hydrotherapy area of the athletic training facility 
is ideally separate or walled off to limit water spillage in 
the main part of the training facility (23). Walsh (28) 
recommended a higher hydrotherapy area room temp 
erature with adequate ventilation for preventing mois 
ture condensation on the floors, walls, and equipment. 
Floors in the hydrotherapy area should have a non-slip 
surface and should allow proper water control and 
drainage (5, 24). Many hydrotherapy areas have sloped 
floors to allow drainage toward a centrally located floor 
drain to prevent water from standing. Electrical outlets 
should be strategically located and well above the floor.

Figure 4 Figure 5

Patient Suspension Apparatus
There are several methods of positioning an athlete to 

receive treatment on different parts of the body. When 
whirlpool is necessary for the distal lower extremities, a 
special whirlpool swivel chair or high seat (Figure 4) 
may be utilized. Some whirlpools also have special 
adjustable suspension seats inside the whirlpool (Figure 
5) to support the athlete during hip, thigh, and lower 
back treatments. The upper extremities are best treated 
with the athlete sitting in an armless chair, resting the 
lateral thorax against the outside of the whirlpool with 
the upper extremity in the water. Towelling or padding
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should be placed over the edge of the tank under the 
athlete's axilla to minimize axillary pressure (8, 15).

Much attention has been focused upon full body 
immersion in whirlpools. This practice can be dangerous, 
resulting in an unconscious athlete susceptible to 
drowning. When the immersion period is lengthy with 
high water temperature and an unsupervised athlete, 
the danger of potential unconsciousness increases. A 
person being treated with full body immersion should be 
completely recovered from exercise as body temperature 
may reach dangerous levels in a hot whirlpool after 
strenuous exercise.

Prevention of Shock Hazards
The major concern with regard to hydrotherapy safety 

is prevention of electrical shock hazards and potential 
electrocution of the athlete. There should be regular 
inspection of whirlpool turbines for damaged wiring 
and proper grounding, preferably done by an electrician 
(1, 2, 27). Failure to properly insulate the agitator can 
result in reception of electrical current in the water. 
Water used in a whirlpool with a high-current drive 
motor is potentially hazardous as inadequate grounding 
creates the potential for patient macroshock (passage of 
electrical current through the body with possible adverse 
physiological effects) and potential electrocution (1).

Ground fault circuit breakers or interrupters (GFI) 
must be a part of all whirlpools (1, 8, 10, 12). GFIs 
continuously monitor electrical current to and from the 
motor and will shut off the current before the patient is 
electrocuted, if there is a break in the circuit.

Gieck (11) also recommended securing whirlpool 
motors in order to prevent them from slipping off the 
support shaft and falling in the water. Instructions 
should be given to the athlete to avoid touching any 
switches, line cords, electrical outlets or turbine units 
while in the water. Particular caution should be given 
regarding the "on-off" toggle switch as it may be a 
source of macroshock or patient electrocution if tampered 
with.

The athletic trainer should discourage the playing of 
radios requiring electrical current in the hydrotherapy 
area due to potential dangers where excess water may be 
spilled on the floor.

Cleanliness of Whirlpool Tanks
Whirlpools should be completely drained and cleansed, 

preferably after each use, including scrubbing with a 
commercial disinfectant. Careful cleansing of hydro- 
therapy equipment can be critical in preventing cross 
contamination (15), communicable skin disease (19), 
and special problems such as Pseudomonas Aeruginosa 
Folliculitis which occurs mainly in hot tubs (21).

Specific areas to be cleaned are those which are known 
to harbor contaminating microorganisms (i.e., drains, 
turbines, tub bottoms, and thermometer columns). 
Bohannon (3) recommended use of chlorine based 
compounds for cleansing as they are less expensive than 
iodine compounds and destroy microorganisms better. 
However, chlorine compounds tend to be corrosive on 
the whirlpool with time.

With treatment of open wounds, bacteriocidal agents 
should be added to the whirlpool water during treatment 
followed by draining of the water and a thorough 
cleansing of the whirlpool. The athletic trainer should 
establish individual cleaning procedures for hydro- 
therapy equipment and periodic whirlpool cultures 
should be taken. The external surface of the whirlpool 
should also be periodically polished with a commercial 
stainless steel polish.

Conclusion
Using the whirlpool indescriminately for any problem, 

failure to use precautions and monitor treatment temp 
erature, improper supervision of athletes being treated, 
presence of electrical shock hazards, improper position 
ing in the whirlpool, and lack of appropriate precautions 
for tank cleanliness are some ways that abuse can occur 
in utilizing hydrotherapy modalities with athletes. 
Coaches, athletes, and poorly supervised student train 
ers are sometimes guilty of these practices.

However, hydrotherapy modalities are safe to use for 
desired physiological and therapeutic effects. Benefits 
of hydrotherapy use in athletic training are many and 
include improvement of mobility, pain relief, improved 
circulation, relaxation, and promotion of healing. The 
athletic trainer can effectively utilize hydrotherapy 
equipment with a knowledge of indications and contra 
indications for hydrotherapy, as well as precautions to 
take when using hydrotherapy equipment.

Whirlpools can be effective, but can be dangerous if 
used improperly and carelessly. Poorly planned or 
executed whirlpool treatments can result in disaster 
with serious side effects. Whirlpools are not a "cure all" 
remedy for all injuries and the athletic trainer should 
use caution and knowledge in selection of injured 
athletes to be treated by hydrotherapy.
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Reflex Sympathetic Dystrophy
Joe Gieck, EdD, ATC, PT 
Barton P. Buxton, MEd, ATC

Abstract
RSDS is a painful and debilitating problem that is not 

uncommon, but often goes unrecognized. It should be a 
prime consideration in any athlete who demonstrates 
pain to a degree of greater magnitude than the specific 
injury would ordinarily elicit. Early recognition and 
gentle, persistent treatment specific to the individual is 
essential for the athletic trainer in alleviating this 
frustrating problem. Education of RSDS and encourage 
ment and support of the athlete is crucial. The aggressive 
approach to treatment and rehabilitation is not advis 
able in RSDS. "It is not a disorder to be beaten into 
submission, but rather seduced." (2). Long-term pain 
management and ganglionic blocks may be warranted, 
but can usually be avoided if early detection is made.

Introduction
Athletes may demonstrate a degree of pain, swelling, 

stiffness, and dysfunction following both major and 
minor injuries that appear out of proportion to the 
severity of the injury. These clinical signs and symptoms 
are a source of concern for the athlete and have clinical 
significance to the athletic trainer. The psychological 
temperament, as well as the vasomotor reaction of these 
individuals, should not be overlooked in the clinical 
evaluation. It is truly disheartening to see an athlete 
develop an extreme amount of discomfort and disability 
for no obvious reason.

The reflex sympathetic dystrophy syndrome (RSDS) 
is a poorly understood symptom complex that has been, 
and sometimes still is, designated under a number of 
other diagnoses. Minor causalgia, minor traumatic 
dystrophy, shoulder hand syndrome, major traumatic 
dystrophy and major causalgia comprise a few of the 
recognizable diagnoses reflecting the extent that RSDS 
is still ill-defined. On occasion in the treatment of 
trauma of an extremity, expected end results may not be 
forthcoming; instead, an alarming array of unexpected 
symptoms including abnormal pain, swelling, stiffness 
and dysfunction may arise. RSDS is an exaggerated and 
unpredictable response of the body to trauma or post 
surgical procedures. To gain a keener understanding of 
RSDS, several features must be examined more thor 
oughly. Causes, clinical manifestations, diagnosis and 
treatment procedures will collectively aid in explaining 
this perplexing syndrome. RSDS becomes most apparent 
following traumatic injury or post-operative trauma. 
These cases are not rare, only rarely recognized (2).

The etiology of RSDS is not completely understood, 
but it is thought to be related to an abnormal autonomic 
reflex (2). Normally, pain impulses are propagated via 
afferent fibers to the substantia gelatinosa of the spinal 
cord. At the spinal level the impulses are modulated and

Joe Gieck is Head Athletic Trainer, Associate Professor of 
Education and Assistant Professor of Orthopaedics and 
Rehabilitation at the University of Virginia, Charlottesuille, 
Virginia 22903.

Barton P. Buxton is the Director of Athletic Training at Fork 
Union Military Academy, Fork Union, Virginia 23055.

transmitted to the brain and to the efferent sympathetic 
fibers. The sympathetic outflow is immediate and of 
relatively short duration. In RSDS, the afferent fibers 
transmit an abnormal message to the spinal cord and/or 
the brain. This message causes an "over response" 
stimulus in the internuncial pool of the central nervous 
system. The resulting sympathetic outflow becomes 
prolonged. An exaggerated efferent stimulation is then 
transmitted to the peripheral tissues with pronounced 
activity, which results in increased local circulatory 
disturbances and muscle spasm. This further aggravates 
the already present noxious stimuli secondary to the 
local injury producing "a vicious cycle" (1,2,4,5). (Figure 
1)

Clinical Features
The sympathetic nervous system affects skin, sub 

cutaneous tissue, fascia, muscle, synovium and bone (2). 
The variable involvement of one or more of these tissues

Figure 1

Efferent Para-Vertebral

| Abnormal Perspiration

Skin Temperature 
and Small Vessel 
Vasoconstriction
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is distinctly related to their role in the clinical features. 
There are three basic categories of the clinical features 
for RSDS (2).

1. Immediate pain following trauma or postoperative 
procedure that becomes seemingly out of proportion. 
This pain is described as burning, aching, stinging, 
cutting, or throbbing. It is often constant and intolerable. 
Due to pain and edema, the athlete loses the ability to 
move the extremity and demonstrates excessive guard 
ing of it (2).

2. Response to injury may be normal initially, but 
improvement subsides in a few days, and the athlete 
complains of consistent pain or increasing pain and 
extremity mobilization ceases (2).

3. Post injury response is normal. The athlete 
becomes almost completely asymptomatic within the 
expected time frame. Then the pain reappears, and the 
syndrome further develops (2).

Signs and Symptoms
Of the signs and symptoms of RSDS, pain is the most 

predominant. Pain is abnormal and extreme and/or 
touch and weight bearing can be most uncomfortable. 
Mobilization of the extremity will increase pain. Night 
pain is characteristic. Cold and dampness may elicit an 
excessively increased pain response. In the early stages, 
the pain may be accompanied by edema, localized heat 
and erythema. The skin may demonstrate hyperesthesia, 
decreased skin temperature, and appear cyanotic when 
exposed to cold.

One of the most distinguishable characteristics of 
RSDS is joint stiffness. The athlete will complain of a 
thickened or woody feeling in the tissue if the condition 
persists for several weeks (7).

As previously mentioned, the athlete will demonstrate 
a lack of motion. This is a form of capsulitis that effects 
fibrous tissue, limiting normal pain-free motion (7).

Due to the circulatory changes in the extremity, 
hyperhydrosis is often present with RSDS. This sweating 
is of abnormal nature, and more profuse than one would 
expect (1,7).

The manifestations usually occur in three separate 
stages. (Figure 2) Stage I is characterized by soft 
swelling, a moderate amount of redness and an increase 
in local temperature. Pain has generally increased 
above the normal anticipated level. This stage generally 
lasts about four weeks and spotty osteoporosis may 
begin to occur. Stage II makes an appearance anywhere 
from the fifth to the ninth week from the onset. Swelling 
becomes more rigid and the wrinkles around the joints 
begin to disappear. The skin takes on a tight shiny 
luster, and pitting edema is present. Tissue atrophy 
becomes evident and the digits of the extremity take on a 
conical shape. Stage III begins very slowly, anywhere 
from the sixth to the ninth month from the onset. The 
affected extremity becomes pale and the skin becomes 
cool and dry, retaining its swollen, shiny appearance. 
The pain generally begins to subside but the osteoporosis 
advances, eventually causing permanent debilitating 
damage.

Diagnostic Measures
Diagnostic measures are not as important to the 

athletic trainer as they would be to the team physician. 
However, they are essential in the team approach to the 
proper treatment and cure of RSDS.

Through the means of radiological features, the 
decalcification associated with RSDS can be detected. 
Patchy osteopenia or bone atrophy occurs due to the 
vasomotor changes. The reflex mechanism of the

Figure 2

Reflex Sympathetic Syndrome 
Stage One

From the day of the injury ™^^4 month
1) Pronounced elevated pain
2) Hyperesthesia to light touch
3) Avoidance of mobilization, "guarding"
4) Edema
5) Erythema
6) Hyperhydrosis
7) Osteoporosis

Stage Two
From 1 month—H^6-9 months

1) Edema becomes fusiform with fixed contractures.
2) Area becomes "glossy," "woody" and "stiff fibratic.

Stage Three
From 6-9 months E ?

1) This stage may be permanent!
2) Continuation of Stage Two.
3) It is essential that this stage never be realized!!

capillaries decreases the circulation, increasing the 
metabolites, edema and the interosseous pressure, which 
leads to bone marrow necrosis (2). If there is a reason to 
suspect RSDS and the situation has been present for 
several weeks, x-rays may aid in the differential 
diagnosis.

Other means of diagnostic measures are available to 
the physician, such as thermograms, bone scans, 
scintigraphy, interosseous phlebography, and intermed- 
ullary pressure measurements. These techniques have 
all been described in the literature (2) as additional 
means of diagnosis in cases of RSDS.

Treatment
The treatment of RSDS can be very frustrating for the 

athlete as well as the athletic trainer. The attitude of the 
rehabilitational team is the most important ingredient 
of productive treatment. A positive, persistent, and 
gentle approach to rehabilitation can often help amelori- 
ate the syndrome if recognized early. Many modalities 
and rehabilitation techniques utilized in the treatment 
of RSDS have been adopted through emperical experi 
ences.

Although motion is limited, active and passive range 
of motion exercises in a warm whirlpool, within the 
limits of pain, may be beneficial. The pressure of the 
turbine may prove to be an irritating force in some acute 
cases.

The use of contrast treatments can stimulate the 
vascular tree and may have a positive effect on the relief 
of spasm and edema mobilization (1,2,7). In addition to 
the contrast whirlpools, topical stimulation is often 
employed as an adjunct treatment. This is accomplished 
by rubbing a towel of soft cloth lightly across the 
affected area. The process may help to flood the area 
with normal sensory impulses and promote a normal 
sympathetic reflex of the sensory fibers.

Electrotherapy may be used in the treatment of RSDS.
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The use of transcutaneous electrical stimulation (tens) 
unit has been beneficial in helping to alleviate pain in 
cases of RSDS (1). The effectiveness of the tens unit is 
dependent on patient tolerance to the stimulation. The 
neuroprobe may also be effective in the treatment of 
RSDS. With daily administration (in a distal to proximal 
grid pattern), the neuroprobe may elicit endorphin and 
enkephalin release as well as edema reduction in the 
affected area. This treatment may prove more beneficial 
when done bilaterally.

Resistive and/or manipulative exercise are most 
always contraindicated as it exaggerates RSDS symp 
toms. Normal rehabilitative procedures using these 
techniques that cause the condition to worsen should 
alert the practitioner to RSDS.

Patient input is important in this rehabilitative phase. 
The treatment that relieves symptoms for one athlete 
will not necessarily do the same for another. Therefore, 
the athletic trainer/therapist must patiently search his 
armamentarium for the treatment regimen specific to 
the athlete's pain and symptoms. The objective of 
treatment is to prevent RSDS from progressing to the 
third phase as well as ameliorating signs and symptoms.

Analgesics, non-steroidal and steroidal anti-inflam 
matory, muscle relaxants, and anti-histamines have 
been cited in the literature as being beneficial in the 
treatment of RSDS (1,2,3,4,5,7,8). The use of corti- 
costeroids have been used in the treatment of RSDS 
since 1953. Prednisone seems to be the drug of choice 
and if administered early may be quite effective (3). The 
use of oral nifedipine has shown to be quite effective in 
optimizing pain relief in RSDS patients (5). This type of 
supportive medical treatment can become critical to 
rehabilitation if the dosages are properly timed.

The use of sympathetic ganglionic blocks with local 
anesthetics have been the most beneficial treatment 
recognized. The sympathetic block either at the lumbar 
or stellate ganglion can be a diagnostic tool as well as an 
effective treatment. As stated by case studies (1,2, 
4,6,7,8,9) these analgesic blocks of the efferent pathway 
can relieve the pain allowing pain-free range of motion 
almost immediately. This dramatic effect is prominent 
for the duration of the block; repetition of this procedure 
often two, three and four times, breaks the cycle of pain 
relieving the problem.

A sympathectomy is the final alternative to relieve 
pain and obtain normal range of motion in RSDS. This 
surgical procedure relieves the syndrome through the 
excision of the affected sympathetic division in the 
autonomic nervous system. It is only considered after 
modalities, medication, rehabilitation and time have 
not resolved the situation. This procedure, moreover, is 
not always one hundred percent effective.

Case History
A 30 year old white female graduate student was 

referred for physical therapy September 25,1985 with a 
diagnosis of anterior tibial contusion/strain. The patient 
had dropped a heavy bookcase on her right anterior 
tibialis on August 30,1985. Prior to this she was a runner 
of 20 miles/week with a self-diagnosed case of "shin 
splints." The contusion responded to the usual treatment 
of ice and heat and she resumed running two-three 
miles/session. Pain and dysfunction returned with 
resumption of running and she consulted a physician 
who referred her for physical therapy. The patient was 
unable to drive her car with her right foot because of 
pain. Walking was becoming more painful as well. Upon 
examination she exhibited normal range of motion and 
strength of the right lower extremity. Her circum

ferential measurements were equal and gait was normal 
Tenderness was elicited over the proximal anterior 
tibialis, peroneals and fibula.

Treatment consisted of warm whirlpool, ultrasound, 
range of motion and strengthening exercises for the 
lower extremity at the University of Virginia Training 
Room. Pressure of the whirlpool turbine and ultrasound 
head caused discomfort and was thus discontinued. 
Soaking in warm water with active exercise was 
substituted. The patient began to notice a coldness and 
numbness in the proximal lower leg. The leg was cool to 
the touch as compared to the opposite extremity.

The pain became more intense and the patient 
progressed to crutches non weight bearing for two weeks 
without relief. She was again re-evaluated on November 
11, 1985. The clinical impression at this time was 
possible fractured fibula. X-rays were negative with 
some loss of fibular medulary consistency. The patient 
began to have tingling in the proximal anterior compart 
ment of the lower leg consistent with Tinnel's sign. A 
further bone scan revealed general vasoconstrictive 
phase of RSD. This led to the identification of RSD.

Further treatment consisted of warm water soaking 
with additional use of a moist heating pad at home. A 
neuroprobe point stimulator and infrared laser were 
also used for pain control. The patient became less 
symptomatic and discarded her crutches December 30, 
1985 and began a graduated walking program at six 
months post injury. At eight months post injury the 
patient began running. At that time her only complaint 
was of occasional soreness in the anterior/lateral 
compartment with direct pressure associated with 
crossing her legs.

RSD not only was disabling physically for the patient 
but had a direct psychological effect on her. Until the 
diagnosis of RSD nearly three months post injury she 
felt a great deal of uncertainty and anxiety as symptoms 
kept getting worse. She also experienced a withdrawal 
from running, her only stress manager in a rigorous 
PhD program.

Her mental state was further affected when an intern 
suggested the x-rays could be cancer, infection, or a 
tumor. Other physicians looked with suspicion as to 
whether anything was really wrong with her at all. At 
one time she was seeing three physicians with conflicting 
opinions, each with little time to sit down and talk to her 
about her condition.

The patient experienced a tremendous relief when the 
problem was identified. Understanding the signs, symp 
toms and prognosis along with explanation and counsel 
ing by the trainer/therapists aided her peace of mind.

The effects of RSD were disruptive to the patient 
physically in her busy daily schedule. Psychologically 
the patient experienced even more frustration from 
feelings of uncertainty, to becoming most upset, even to 
the questioning of her own mental health. While 
therapeutic modalities were valuable in this case, 
education about the problem, encouragement and coun 
seling of the patient as to realistic goals and expectations 
were invaluable in her return to a normal life style.
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A Tip From the Field

Diagonal Shoulder Rehabilitation 
Using the Orthotron®:
Turntable modification to facilitate isokinetic 
motion testing and exercise
Kevin P. Singer, RPT, Dip PE

There is continuing need to maximize the utility of 
equipment used in rehabilitation and exercise testing. 
Recent papers by Einhorn (1) and Knoeppel (2) have 
suggested additional applications for exercise equipment 
to extend their usefulness in the clinic.

The following descriiption of a modification to the 
original Orthotron® (LUMEX Inc, Ronkonkoma, NY) 
was completed to provide diagonal isokinetic testing 
during a shoulder rehabilitation program with the 
patient lying supine. The addition of a rotary turntable 
to the base section (as depicted in Figures 1 and 2) was 
achieved by cutting the mounting stem just above the 
table attachment bracket and welding a circular steel 
plate to the cut sections. Fixation was achieved with a 
central locating pin on the base plate and an Alien screw 
which provided locking at 45° intervals, enabling rapid 
variations in position of the unit in relation to the plinth 
(Figure 3). Additional points may be selected on the 
turntable to extend the number of angles available for 
orientating the unit, thereby improving the versatility 
of this device.

Positioning the Orthotron® at 45° to the subject 
(Figure 4) quickly facilitates an adduction, flexion 
pattern and the reciprocal movement accomplished by 
return. Other shoulder patterns can be achieved with 
minimal adjustment to unit and patient. This modifica 
tion may be suggested where diagonal isokinetic testing 
and conditioning program is considered to complement 
rehabilitation of the shoulder complex.
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MODIFICATION TO CYBEX ORTHOTRON

OBJECT: To introduce potential for rotary movement 
and to facilitate diagonal isokinetic exercise, 
e.g. shoulder joint.

50

800

m.s. column chrome finish 
50 x 50 mm square with 
holes at 50 mm centres.

locating 
pin

plan of turntable
rotation range 180° 

110 mm 0

turntable 
8mm thick 
ms. plate

detachable 
base section

Figure 1. Schematic representation of the modified mounting 
stem, showing turntable in position.
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Figure 3. Modified stem shown 
in position at 45 degrees to the 
plinth. Note Alien screw used to 
fix turntable into position.

Figure 4. Subject demonstra 
ting position for a shoulder 
diagonal pattern. ©

Figure 2. Turntable shown in situ welded to the mounting 
stem above the fixation arm. Holes facilitate positioning the 
device at 45 degree rotations.
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A Tip From the Field

Injuries on the Road:
Good Information Reduces Problems
Bradley J. Miles, ATC

Most colleges and high schools require some form of 
insurance to be carried on every student before they 
enter each school year. This process is accomplished 
through the purchse of a school insurance policy or by 
the student showing proof of coverage under their 
parents' policies. The information is usually kept on file 
with the school nurse or at the student health center on 
campus.

A suggestion is to have the athletic trainer make his 
own set of insurance records on athletes and keep these 
records in the training room. This is very useful in the 
high school, where the school nurse may work part-time 
and access to insurance records in an emergency 
situation may be impossible.

The records should be kept in the same format for

continuity (example below) and should be grouped 
according to team. When a particular team goes on the 
road, the coach or student trainer could be given that 
team's forms in case of emergency. Thus, the student 
trainer, coach, or head athletic trainer does not waste 
valuable time in providing emergency care to the athlete.

The process of obtaining the information could be 
made easier by using a two-page carbonless letter which 
is sent home with the athlete or mailed to the parents. 
When this letter returns, one copy can go to the school 
nurse or health center, the other to the athletic trainer.

The sample shown below is just a sample.
The athletic trainer should adapt the form to fit the 

needs of the athletes and the school administration.

Name 

Grade

EMERGENCY INFORMATION
______________ Sport ________ Sex M F

Age Date of Birth

Parent's Names 

Father's SS# _ 

Work Address _ 

Phone # __

Mother's SS#

Home Address 

Phone # _

Another Person to Contact

Relationship _____

Insurance Name ______

Phone #

Policy and Group Numbers

ALLERGIES __________________ 
Consent Statement: Authorizing Treatment

Parent's Signature _______________

Student's Signature 
(if over age 18)

Bradley J. Miles is Athletic Trainer for Sports Medicine 
Services, Chattanooga, Tennessee.
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National Office Notes

IT'S LITTLE LEAGUE SEASON!
If you are a little league coach or 

volunteer, and if you can keep 20 or so 
8-to-12 year old players still long enough 
to view a video, you may be interested in 
"Dick Howser's Baseball Workout". The 
video is endorsed by the Dixie Youth 
Baseball League and is currently the 
only program of its kind available at The 
National Baseball Hall of Fame. Mr. 
Howser, manager of the 1985 World Series 
Champion, Kansas City Royals, along 
with Rod Delmonico, noted baseball 
author and assistant coach at Florida 
State University, have put together a 
comprehensive and informative presenta 
tion for young players, coaches, parents, 
athletic directors, and fans. For complete 
information call New Image Studio toll 
free at 1-800-433-0156.

CALL FROM THE B.O.C.
Maria Hutsick, Chairperson for the 

Written Exam, would like to get your 
input and/or suggestions for the con 
tinued upgrading of the Certification 
Exam. See her letter to the Editor-in- 
Chief in this issue.

CEU OFFICE SAYS ...
PLEASE fill in ALL the blanks when 

completing the CEU Report Form. The 
"category" can be determined by review 
ing the Continuing Education Require 
ments listed in the Winter '86 issue of the 
Journal. The space for your membership 
number is NOT for your Certification 
number. In the space allotted for an 
address, please do put your mailing 
address — don't leave it blank. Accurate 
completion of this form will expedite 
processing.

INSURANCE BENEFITS
Every new NATA member receives a 

membership packet containing our Code 
of Ethics, Constitution, membership cer 
tificate with membership card — AND a 
letter from our Executive Director, Mr. 
Otho Davis, as well as a letter from our 
insurance company explaining the life 
insurance benefits. It has come to our 
attention that some of our student mem 
bers apparently find all this material 
overwhelming and/or too time consum 
ing to read, and therefore they do not 
know that there are any accidental death 
benefits. It is recommended that super 
vising ATCs call this to the attention of 
their students.

MEMBERSHIP NOTE
If you are a Certified or Associate 

member with one of the new Student 
classifications, you are required to submit 
documentation of your continued enroll 
ment in school. This is an annual require 
ment. Ideally, the documentation should 
be received in the National Office by 
September of each year before the October 
billing statements are mailed.

WHY DO PEOPLE RUN?
A new film taking a whimsical but 

informative approach to answer the 
question posed in its title, "Why Do People 
Run?", is being distributed on free loan to 
schools by Karol Media. The ISVa minute 
program is available in VHS and 3/4" 
videocassettes, as well as 16mm. The 
film talks about the work of doctors, 
biomedical scientists and sports experts 
in the design of running and leisure 
shoes; uses motion picture x-rays to show 
the foot's anatomy and the movement of 
the foot in the shoe; shows how the slow- 
motion camera and computer data analy 
sis are used in testing shoes; and discus 
ses the great variety of materials used in 
shoe manufacture. To request playdates 
for "Why Do People Run?" write to Karol 
Media, 22 Riverview Drive, Wayne, NJ 
07470, specifying format and at least two 
choices of playdate.

COLUMBUS STUDENT HOUSING 
(A reminder from the Spring issue)

Housing can be arranged for students 
on the campus of The Ohio State Uni 
versity for the duration of the 1987 
Convention. Transportation to and from 
the convention location (15 minutes 
away) will be provided. Housing is avail 
able in singles, doubles, and quads. Meal 
tickets can also be purchased. Should you 
need to make arrangements at this late 
date, contact Bill Davis, Assistant Train 
er, Ohio State (614/292-1164) and he can 
tell you if there are any accommodations 
left.

CORRECTION
The listing of members certified in 

1986 which appeared in Association 
Activities of the Spring issue omitted 
Arnold T. Bell of District 9. Arnold is 
very much a Certified Athletic Trainer! 
He serves on the NATA Minority Athletic 
Trainers Committee, is being published 
in this issue, and is very active in our 
Association and his district. But apparent 
ly on the day our computer ran off the 
list, he was only a "blip." Sorry about 
that, Arnold.

GRAFFITTI
*The National Office welcomes new staff 
member, A.D. Wells. A.D. is working in 
the Certification department and requests 
that you direct questions concerning 
exam applications and scheduling to him.

*See page 58 in the Spring issue for the 
telephone number to call in your state to 
volunteer for the Special Olympics.

*It is not necessary for NATA members 
to submit a new application for member 
ship every year. (Yes, believe it or not, 
some do!) Your membership is renewed 
when you pay your annual dues.

*Thanks for noting on the outside of your 
envelope which office within the National 
Office you wish to direct your communi 
cation.

*Please continue to use the address 
change "box" on the Journal's mailing 
envelope. This is helping tremendously 
in our on-going fight against MJS.

*The American Podiatric Medical Associ 
ation (APM A) is celebrating its 75th year 
in 1987. That's quite a "feat"!

b+

Made with Pride

People Who Care
Custom Made Orthotics

&
Foot Related Products

7950

Hope to 
see you at

the 
Nationals

in 
Columbus!

Foot Management, 
Inc.

P.O. Box20ilT 
Salisbury, MD 21801 
301-742-4800
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Auniversity 
study proves

Gatoiade
Thirst Quencher

outperforms water.

Send for the facts.
For details and 
information on fluid 
replacement send to: 
FLUID REPLACEMENT FACTS 
68115 L 34th Street 
Indianapolis, IN 46226. 
Or call 1-800-428-6000. 
In Indiana call 317-543-5553.

© 1987 The Quaker Oats Co.



Abstracts
John Wells, ATC, PT, PhD

"Drugs That Surpress Immunity" Bill Dunnett. Ameri 
can Health, 43-45, November 1986.

Drug users have a new reason to kick the habit. They 
may be setting themselves up for flu, herpes, even 
cancer. But what's becoming more apparent to many in 
the medical world is that drugs THEMSELVES turn 
people off, waging a subtle, sinister war on our immunity. 
The immune system of course, keeps us alive. It's a 
complex highly adaptive system that fights infecting 
organisms and remembers them so it can respond 
quickly if there is a reinfection. This powerful yet 
delicate network of defense can be weakened by such 
habits as stress, lifestyle changes and even pressure of 
final exams or a heavy business meeting. But one of the 
most startling attacks on our immunity is the recreation 
al use of drugs. Doctors have long known that people 
who self administer such drugs as morphine with 
hypodermic needles get frequent and persistant infec 
tions. But a recent Italian study — confirmed by 
experiments in this country — shows that morphine 
itself depresses the immune system in mice and rabbits. 
Marijuana, currently smoked by over 20 million Ameri 
cans, was linked as far back as the early '70's to 
decreased immunity. A study at Tufts University found 
that THC also supresses natural killer (NK) cell activity 
in rat spleens, which may limit their ability to fight 
viruses. Perhaps the most thorough investigation into 
the consequences of drug use on the immune system is 
being conducted by researchers at the Medical College of 
Virginia. A research team found that THC also depresses 
the immune system on three levels. THC delays the 
second line of defense — the cell-mediated immune 
response. The Virginia investigation also shows that 
marijuana slows the production of antibodies, the body's 
third line of defense of infection. But it's not just illicit 
drugs that can damage the immune system. Legal 
drugs, too, can increase your susceptibility to illness. A 
1977 report done by Dr. David Eraser and colleagues at 
the Center for Disease Control showed that smokers had 
a 3.4 times greater risk of catching a disease that did 
non-smokers. There's mounting evidence that tobacco is 
indeed immunosuppressive. "We have enough evidence 
to warn people not to use drugs", says Nahas of 
Columbia. Another researcher likens taking drugs to 
speeding on the highway: "Most of the time you can 
probably get away with it. But if you do it often enough, 
eventually there's going to be a cop around."

Pamela Scares 
UNC Asheville

"Head Injuries", Janette Yanko, Journal of Neuro- 
surgical Nursing 16, 173-180, August 1986.

The term "head injury" encompasses a wide variety of 
damages and consequences. A head injury can be 
incurred directly, such as that caused by an impact to 
another area of the body and ultimately involving the 
head (for example, a fall onto the buttocks may result in 
the spine impacting onto the head). An injury can be 
penetrating, such as a bullet entering the skull and 
brain tissue, or non-penetrating, such as a baseball 
striking the head. Direct non-penetrating injuries can be

further classified as acceleration (a moving object strikes 
a stationary or slower-moving head) or deceleration (the 
moving head strikes a stationary or slower-moving 
object). Facial fractures may also play a role in head 
injuries. A blow to the lower jaw when the jaw is closed 
can cause the mandibular condyles to become displaced 
upward and backward against the base of the skull, 
leading to a concussion of basilar skull fracture. (This is 
part of the rationale for wearing mouth protectors 
during contact sports such as boxing and football.) A 
simple facial or mandibular fracture can indirectly 
cause brain injury via an internal carotid artery 
occlusion. Skull fractures can be the source of various 
complications including intracranial infections and 
hematomas as well as menigeal and brain tissue 
damage. The brain tissue can suffer a variety of injuries. 
In addition to hemorrhages and petchiae, the brain may 
be concussed, contused, or lacerated. Cranial nerves can 
be damaged by compression or stretching due to 
hemorrhage or edema, by fracture lines traveling across 
the foramina where the nerves exit the skull, or by 
movements of brain tissue which exert increased tension 
on the nerves. In summary, the broad term "head 
injury" represents a large variety of more specific 
injuries.

Louis A. Caliendo
UNC Asheville @

This Publication 
is available in Microform.
University Microfilms International

Please send additional information

Name_
Institution_ 
Street___
City_ 
State- Zip-
300 North Zeeb Road, Dcpt. P.R.. Ann Arbor, Mi. 48106
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THE INTERFERENTIAL UNIT YOU HAVE BEEN WAITING FOR

RICH-MAR

Providing Quality, Versatility, Affordauility all in one unit!
If you have been undecided about what Interferential unit 
will best fit your needs, you will be glad you waited be 
cause Rich-Mar's new IF-200 will make the choice easy.
Two base frequencies, 5000 Hz and 2500 Hz, enable you 
to treat a wide variety of clinical problems from acute and 
chronic pain to re-education of muscles. Three beat fre 
quency settings allow you to scan from 5 to 20 Hz, 80 to 
150 Hz, and 5 to 200 Hz, as well as a frequency select 
setting. These important features give you better control 
during various stages of patient treatment.

Additional features include a 
balance control that

equalizes patient current and a special "O" reset control 
that insures patient safety.
The vacuum unit secures placement of vacuum elec 
trodes as well as providing a smooth massaging action 
when in pulsed vacuum. The 
unit's 30 minute timer gives 
an audible signal when 
treatment is completed.
All of the above 
features plus standard 
accessories for one 
affordable price.

RICH-MAR CORPORATION
MEDICAL ELECTRONICS

P.O. BOX 879 / INOLA, OKLAHOMA 74036-0879 
(918) 543-2222

Cart Optional



ANDERSON 
KNEE STABLER PROTECTIVE KNEE BRACE

THE NAME OF THE GAME IS PROTECTION
The ANDERSON KNEE STABLER® was
developed by George Anderson, Head Trainer 
of the Raiders, with the knowledge that long 
term player welfare requires lateral knee 
protection and that many knee injuries are 
preventable. The ANDERSON KNEE STABLER 
has an established reputation of being the most 
effective and widely used protective knee brace 
on the market today. It is endorsed by the NFL 
Players Association.

BI-AXIAL DESIGN
The Bi-Axial design* 
provides action, mobility 
and a protective center bar 
bridge to spread the load 
away from the knee. In 
flexion. The Anderson still 
has a protective bridge 
compared to other braces. 
Single pivot or polycentric 
fixed track hinges give little 
or no protection in flexion.

MEDIAL FIXATION
The Medial Fixation Strap 
accessory system helps to 
retain the natural alignment 
of the knee joint. The force 
from an impact at the knee 
causes the brace to pull 
tension on the strap system 
which in turn pulls the 
medial pad against the 
knee in extension. The 
result is 3 point fixation as 
shown in the diagram.

If you are going to pay for protection make sure you get It. Endorsed by the

1-800-448-OMNI (6664) 
or (415) 228-5330 (in Cal.)

SCIENTIFIC, 
827 Arnold Drive #100 Martinez,California 94553 U.S. Patent No. 4249524 Other U.S. and Foreign Patents Pending



New Products
School and university administrators can lower towel 

and laundry expenses by using Dry-Up® Towels from 
Scott Paper Company in their shower facilities.

Dry-Up Towels, from the Away-From-Home Products 
Division of Scott, are made with a patented manu 
facturing process that gives them a soft, cloth-like look 
and feel. The disposable white, 19-inch by 42-inch cloth- 
replacement towels can absorb up to six times their 
weight in water, making them an economical choice.

Disposable Dry-Up Towels are more economical than 
terry towels because they are used once and then 
discarded. Operators not only have the initial purchase 
expense of cloth towels., they must also pay the costs of 
handling and laundering them, and of replacing lost or 
stolen towels.

In addition, because each Dry-Up Towel is used just 
once and thrown away, users are assured of always 
receiving a clean, sanitary towel that gives them the 
softness they need for comfortable drying.

For more information on Dry-Up Towels, write to Dry- 
Up Towels, ScottPaper Company, Dept. JS-06, P.O. Box 
830, Devon, PA 19333; or call 1-800-4-SCOTT-l. © Dry-Up Towels provide softness, absorbency, and 

cleanliness in a personal drying towel, without the 
handling and laundering expenses of cloth towels.

ANNOUNCING
A 24-minute film documentary that 
illustrates the value of certified athletic 
trainers in organized sports programs, 
especially in America's high schools, is 
now available on VHS or 3/4-inch 
videotape only. Cost is $30 per videotape.

To order, please write NATA, specifying 
either VHS or three-quarter inch format, 
and include name, address, phone num 
ber and payment. Mail to: The Injury 
Factor, c/o NATA, 1001E. Fourth Street, 
Greenville, NC 27858.

ANKLEClSER
• Increase Strength
• Accelerate Rehabilitation
• Improve Performance

FEECO Athletic Products
3913 Algoma Road, Green Bay, Wl 54301

1-414-468-1000

COMPARE . . .with this check list compiled by sport medicine specialists, 
athletic trainers, and physical therapists for the most essential features to look for 
in ankle exercise machines.
0 Lock-Out Capability (To concentrate on one movement safely by isolating specific muscle groups.)
0" Inversion/Eversion Movements.
0 Planterflexion/Dorsiflexion Movements.
0 Abduction/Adduction Movements.
0 Full Range of Ankle Motion (Combining all phases of motion to simulate correct joint movement 

for effective rehabilitation.)
0 Flexion/Extention Restriction (Important for safe progressive rehabilitation by controlling angle 

range by 2°, 4°, 6°, to 45° increments.)
0 Free Weights (Weight positioning capability allows user the freedom to select varing weight ratio 

for correct joint resistance.)
(Does more than just strengthen, ANKLEClSER developes muscles which are active in coordination, 
stability and balance.)

0 Safe Control Adjustments (Where flexion and extention must be limited.)

The ANKLECISER provides these features and more...!
Compare and then calf. We will send you a complete technical brochure illustrating 
the full range of exercises needed for effective rehabilitation and conditioning.
30 day money-back guarantee.
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.with Mueller.
Cold 
Packs

Stretch 
Tapes

MuellerHinge
Knee

Braces

i

Thigh 
Braces

Neoprene 
Sleeves

Adhesive
Tapes and

Underwraps

Cold 
Wraps

They're ready for anything with Mueller.
And so are you. Because Mueller supplies over 
200 different products to help keep your athletes 
safe, healthy and in the game. 
A comprehensive system. 
Mueller has led the way with a systematic 
approach to sports medicine. From pre-game 
preparation to immediate on-the-spot injury pro 
cedures to post-game treatment to long term 
therapy, our complete interactive family of sup 
plies offers the best possible care. 
Leading sports medicine with new, inno 
vative products.
While other companies offer only the old first aid 
supplies, Mueller has expanded the horizons of 
sports medicine by continually introducing new 
state-of-the-art medical products. 
Demand Mueller.
Compare Mueller to your present supplier. We 
think you'll demand Mueller products from then 
on. You and your athletes deserve nothing less.

Sports 
Medicine
One Quench Drive, Prairie du Sac, Wl 53578
1-800-356-9522
608/643-8530 in Wisconsin

Ankle 
Braces



Announcements
To: NATA BOARD OF DIRECTORS 
From: Bruce M. Kola, ATC 
Date: February 1, 1987
Subject: Information Report: U.S.O.C. SPORTS MEDI 
CINE VOLUNTEER PROGRAM

Gentlemen:
The following informational report is submitted for 

your approval and distribution to the membership. It 
consists of two parts: one being the historical perspective 
of development of the Volunteer Program and the role of 
our membership in that development; and two, the 
current selection procedures provided by the Clinical 
Services Division of the U.S.O.C./Olympic Training 
Center, Colorado Springs.

HISTORICAL PERSPECTIVE

The U.S.O.C. Sports Medicine Volunteer Program 
began in 1977 with the development of the first Olympic 
Training Center in Squaw Valley. The capacity of that 
center was 1000 athletes, with volunteer ATCs being 
recruited to meet the medical needs of those athletes.

As the Olympic Training Center concept grew and 
matured, it became apparent that a more equitable basis 
for selection of volunteer ATCs was essential. 1979 
became a milestone in the volunteer program when an 
objective "first come, first serve" criteria was added to 
the selection process to meet the demands of both OTC 
growth and the interest of our membership. The selection 
to advancement within the system is based upon an 
objective evaluation of on the job clinical and inter 
personal skills that promote the teamwork approach to 
Sports Medicine. This process of evaluation is con 
currently used for the volunteer physicians as well to 
insure the optimum professional rapport with the 
athletes, coaches, administrators, and National Govern 
ing Bodies (NGB).

Not all ATCs and physicians will advance on to the 
next stage of the selection process due to limitation 
numbers placed on the medical staffs by the I.O.C. and 
other governing bodies. Others will not advance through 
the system because their clinical and interpersonal 
skills may not have been as strong as those of their 
professional peers in that particular group of volunteers. 
Some have looked upon that as a negative. I must point 
out that not every ATC or physician can advance 
through the system based on sheer numbers. I would 
also interject that as a retired veteran of that system, I 
strongly prefer an evaluation process that is based on 
clinical and interpersonal skills as opposed to the 
thickness of one's curriculum vitae. Simply stated, the 
U.S.O.C. Sports Medicine Volunteer Program is no 
longer a "political football."

Lost in much of the mythology surrounding the OTC 
Volunteer Program is the educational and public rela 
tions components that each ATC finds through his/her 
experience. To many, if not most, of the ATCs who have 
spent time at an OTC the chance to work with a variety 
of new sports, superb physicians, and a complete range 
of modalities can only be interpretted as a very positive 
extension of one's continuing education. Exposure to the 
Exercise Physiology, Biomechanics, Sports Vision, 
Sports Dentistry, Sports Nutrition and other ancillary

programs that fall under the umbrella of the Sports 
Medicine Program of the U.S.O.C. must be and have 
been an excellent experience for those volunteers in 
volved.

The public relations aspect of our organization is just 
beginning to bear fruit. The Volunteer Program has 
aided in that effort since its inception in 1977. The 
Clinical Services Program has received a great deal of 
recognition by not only the general public, but more 
importantly the physicians, administrators, coaches 
and athletes involved in the U.S.O.C. programs. The 
role of the ATC has been recognized, promoted, and 
valued as a primary health care provider of the amateur 
athletes of this country.

The scope of involvement of our membership in the 
Volunteer Program is a very large one. Since 1977, well 
over 1000 of our Certified members have completed 
internships in the Volunteer Program. Since 1980, ATCs 
on duty at the Olympic Training Centers have accounted 
for 960 man days per year, 825 man days per year at 
Olympic Sports Festivals, and 250 man days at sanc 
tioned Games. The total work by ATCs is over 20,000 
hours of service provided per year. This is the largest 
volunteer hour-load of any discipline in Olympic Sports 
Medicine.

There are currently 90-110 ATCs per year involved in 
the Program: 56 ATCs in each Olympic Sports Festival 
and 40-55 ATCs in the Olympic Training Centers — 
almost all new and in their first experience at the OTCs.

Since 1979, there have been 127 different ATCs in 
sanctioned Games. It is essential to note that this 
number is representative of all areas of Athletic Training 
including high school, college and clinic.

Of those ATCs at the Olympic Sports Festivals, 25 
percent are returning, while 75 percent are involved in 
their first Festival. N.G.B. recognition of the contribu 
tion of the ATC to their programs has resulted in 
placement of 39 of our members on foreign trips since 
1980.

The female membership's role in the Volunteer 
Program is best illustrated by the numbers involved in 
major Games in 1984: 7 female ATCs out of a staff of 15.

The current trends in Sports Medicine and Olympic 
Sports Medicine are rapidly changing. Many other 
allied health professions are involved in promoting their 
membership's roles in providing health care. Simply 
stated, they want to provide the care and perform the 
duties that ATCs have historically done. There is a large 
contingent of Volunteer Alumni in our organization 
who are strong in their commitment to the continuation 
of the ATC's role in the U.S.O.C. Sports Medicine 
Volunteer Program. I speak from this perspective. We 
must continue to support our membership's involvement 
to increase public and professional awareness of our 
role.

U.S.O.C. SPORTS MEDICINE 
VOLUNTEER PROGRAM: 
SELECTION PROCEDURES
(Attachment)

Bruce M. Kola, ATC 
Head Athletic Trainer 
The Colorado College 
Colorado Springs, CO 80903
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The Advantage™ Series 
Hinged Knee Support

The Advantage™ Series Knee Protector
• Polycentric hinge closely follows the 

motion of the knee.
• Stops on the gear joint aid in reducing 

hyperextension.
• Long, curved shafts protect the nerves.
• The long bridge, leaf spring design 

transfers lateral impact force away 
from the joint to the muscle bundles.

• Impact pad inside hingeplate protects 
the knee.

• Universal right or left styles reduce 
inventory.

• Tape or neoprene wrap securement 
allows choice of application.

Also available are other Advantage™
Series products, such as joint supports 
which are designed to provide support, 
warmth and compression in cases of 
minor joint or muscular injury, arthritis

and various postoperative orthopedic 
treatments.
The Advantage™ Series offers a wide 
range of supports for the ankle, knee, 
thigh, wrist and elbow. Made of four-way 
stretch nylon laminated to both sides 
of the neoprene rubber, Advantage joint 
supports offer comfortable compression 
without restricting range of motion, and 
promote circulation by retaining and con 
centrating heat around the affected joint.
• ^HB ^^H ^^m V^H ^^B ^^B ^^B •••> ^mtm ^^B •••

For complete information about the 
full line of Advantage™ Series products, 
fill out the coupon and return it to 
DePuy, Box 988, Warsaw, IN 46580.

NAME

ADDRESS

CITY/STATE/ZIP

OCCUPATION

• SCHOOL/CLINIC

To Order Dial (800) 348-5182 
In Indiana Dial (800) 342-5694

886 DePuy. A Division of 
Boehringer Mannheim 
Corporation



USOC SPORTS MEDICINE
VOLUNTEER PROGRAM

Olympic Training Center (OTC)
Selection Procedures

Preface:
Volunteer physicians and athletic trainers comple 

ment USOC's core medical staff to provide the services 
to attend effectively to the hundreds of athletes from any 
of the 38 Olympic and Pan American Sports registered 
daily at the Olympic Training Centers at Colorado 
Springs and Lake Placid. These physicians and athletic 
trainers must be experienced, dedicated, and able to 
spend two weeks at an OTC for room, board, the 
experience, and possible opportunity for further service 
at a National Sports Festival or World University 
Games. From these competitions, the medical staff for 
the U.S. Pan Am and Olympic Teams are selected. 
Evaluation of the 1981-1984 group received consistently 
excellent ratings by athletes, coaches, and sports 
administrators.

The number of applications for such services exceeds 
USOC's opportunity to utilize all the volunteers in any 
given time frame. Therefore, the following criteria are 
utilized to fairly place each applicant in numerical order 
for consideration. NGB physicians and athletic trainers 
are encouraged to participate. Those with greater than 
three years' NGB experience will be given priority 
consideration in the coming year.
Criteria Considerations:
1. Physician applicants must possess a current active 

medical license.
2. Applicants must be available for a continuous two 

week assignment.
3. Applicants must demonstrate service during the 

immediate past five years as a varsity team physi 
cian or certified athletic trainer with on-the-court/ 
field medical management responsibilities, not 
merely as a consultant or an athletic therapist.

4. All applicants must be U.S. Citizens.
Process:
1. When all required materials (application, informa 

tion form, and curriculum vitae) are received, the 
application will be dated and placed in the numerical 
order of their arrival for an OTC volunteer assign 
ment. All candidates' licensure will be screened by 
the USOC Sports Medicine Staff to determine 
compliance with temporary licensure requirements 
in Colorado and New York.

2. Whenever possible two physicians, one representing 
orthopedics and the second the primary and sub- 
specialty areas of medicine, will be appointed for 
concurrent duty to provide the strongest medical 
base to accommodate the various teams in residence.

3. Selected practitioners who for legitimate reasons 
must reject assignments can be returned to the 
active file for consideration the following year at 
their request. This is a one time allowance.

4. The program steps are as follows:
No. 1 Two weeks (14 consecutive days) in the 

OTC program, (board and room only 
provided by USOC)

No. 2 Appointment, at USOC's invitation, to a 
National Sports Festival or World Uni 
versity Games. (This may require 2-3 
weeks of service with transportation, 
board and room provided by the USOC.)

No. 3 Appointment, at USOC's invitation, to 
either a Pan American Games, Winter

Olympic Games, or Summer Olympic 
Games. (This may require three to nine 
weeks of service with transportation, 
board and room provided by the USOC.) 

Evaluations are made at each program level by 
medical, administrative and NGB staffs to deter 
mine medical skills, rapport with athletes, 
cooperation with rules and policies of the Sports 
Medicine Council and demeanor with sports and 
administrative officials. This is to assure selection 
of the most compatible future medical team.

5. A volunteer may request requalification in the next 
following quadrennium if there is need as deter 
mined by the Sports Medicine Division, except for 
those who had been appointed to any of the four 
major Games in the preceding quadrennium. The 
USOC will reserve the right to return, however, one 
veteran M.D. and one veteran athletic trainer, if 
necessary, for program continuity.

6. Applicants who have met selection criteria may 
reapply anytime after qualification criteria have 
been satisfied.

The excellent ratings of the 1981-84 participants by 
athletes, coaches and sports administrators demonstrate 
that this program has worked exceedingly well and has 
helped the USOC and NGBs develop exceptionally well 
qualified Olympic medical volunteers. ©

Support Our Advertisers — 
They Support You ...

GO BUGGY
For transporting injured 

players off the field
Designed to aid the trainer in transporting injured players off 
the field quickly and safely. It features 24 inch wheels and pull 
handle for easy mobility. The bed is 30 1/2 inches wide and 75 
inches long.

Mail coupon 
today for 
complete

information 
or call

TOLL FREE
1-800-222

1145

1 Fairway King Co. Dept
J 4300 N. Sewell • Okla. City, OK 73118 
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I
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T% O • ™rresosion means
high performance,

economically priced
intermittent compression

Chattanooga has researched the divergent uses for 
intermittent compression and has developed a totally 
new system to meet the varying needs of the profes 
sional and the patient.

Four PresSsion units give you the option of selecting 
the model best suited to your requirements and at a 
price that fits comfortably into your budget. 
PresSsion units mean unmatched quality 
Regardless of size, all PresSsion pumps have a higher 
performance, measured in volume of air flow and pres 
sure rise time, than comparable units. Even with this 
increase in performance, PresSsion motors are quiet 
and smooth-running. All units have self- 
sealing auto-valve hose socket outlets 
to insure proper locking and eliminate 
the need to plug up sockets which are 
not being used. PresSsion units carry a 
12-month warranty. 
Clinical model
Inflation ranges from 30 to 120 mmHg 
and deflation from 0 to 40 mmHg, and 
each can be set independently from 
three seconds up to four minutes. 
Three garments may be inflated simul 
taneously. The timer may be set from 
0 to 60 minutes. 
Attache model 
This unit has all of the performance Chattanooga means 

wellness by design™

features of the clinical model, but the pump has been 
built into an attractive dark brown attache case. Ideal for 
the athletic trainer or visiting therapist. Two garments 
may be inflated simultaneously.
Home model
Inflation pressures range from 30 to 120 mmHg with 
independent settings of inflation and deflation times 
from three seconds to two minutes. Two garments may 
be inflated simultaneously.
Personal model
Inflation pressure may be adjusted from 30 to 70 mmHg. 
Inflation and deflation time, which is always equal, is set

by a single control from five seconds
to two minutes.
PresSsion garments fit every need
There are 16 nylon-reinforced, 
polyurethane garments each of which 
has a specially designed connector 
plug that prevents shut-off even 
when the plug is kinked or flattened. 
For single patient use, three PVC 
garments are available.

When considering intermittent 
compression for your facility, be 
sure to call us TOLL FREE at 1-800- 
592-7329 and let us 
give you the full 
story on 
PresSsion.

CHATTANOOGA
CORPORATION

PresSsion is a trademark of Chattanooga Corporation 
©1986, Chattanooga Corporation PresSsion is taking off



PATIENT PROFILE:
Female, 29 years old, 5'3", 114 Ibs. 
Veteran of 14 years of gymnastic 
competition. Condition of chronic 
instability was first diagnosed 
following a hyperextension injury. 
Lachman test revealed 3 + anterior 
draw. Initial arthroscopic examination 
led to preliminary diagnosis of anterior 
cruciate and medial meniscus tears 
of both knees.

COURSE OF TREATMENT:
Bilateral medial misectomies were 
performed. Further evaluation 
indicated the necessity for major 
reconstruction, and surgery was 
begun in four stages. ACL and Lateral 
Collaterals were done bilaterally, 
followed by Posterior Lateral recon 
structions. A Lateral Menisectomy 
was also performed on the right 
knee only.

DISPOSITION:
When not confined to a wheel chair, 
the patient experimented with a 
number of knee braces. The Lenox 
Hill brace proved to give the greatest 
amount of support throughout post 
operative rehabilitation. Supported by 
Lenox Hill braces, the patient was 
able to undertake a modified exercise 
program. Encouraged by increases in 
both strength and mobility, the patient 
is now wearing Lenox Hill Lightweight 
braces bilaterally and continues to 
accelerate her level of activity to in 
clude swimming, non-impact aerobics, 
cycling, and weight training.

An Open Call For Case Studies
If you have a case you would like to 
share with your colleagues, please send 
it to us. Every case study we receive will 
be considered for publication based on its 
reference value to medical professionals.

A case for the 
Lenox Hill Lightweight 
in facilitating Long Term 
Rehabilitation Programs.

CONCLUSION:
The Lenox Hill brace can be used to allow patient mobility between and after 
major reconstruction, and to facilitate the rehabilitation process. In cases of 
chronic instability, the Lenox Hill Lightweight can be used to encourage 
patient acceptance of bracing as a way of life. The treatment team in this 
case included Douglas Jackson, M.D., Frederick Young, M.D., Donald 
Uttenreither, P.T., and Donald MacLaren, P.T.

Lenox 
Hill 
Brace, 
Inc. 11-20 43rd Road, Long Island City, NY 11101

For the Lenox Hill Knee Center nearest you call Toll Free: 1-800-222-8837 • In New York State, call 718-392-3320 • Telex 229161 UR

For inquiries in: England: Lenox Hill U.K.; Austria, Switzerland, West Germany: Bort GmbH.; Netherlands, Luxembourg, Belgium: Orthopaedie Van Lieop BV.; Sweden, 
Denmark, Norway, Finland, Iceland: Camp Scandinavia; Israel: Gapim Ltd.; Australia, New Zealand: Orthopaedic Appliances; Japan: Lenox Hill Japan Inc.



Calendar of Events
Jeff Fair, ATC, MS, CCT

June
5-7 Shoulder Rehabilitation in Sports, Wyomissing, 
PA. Contact Bob Engle, The Center for Sports Physical 
Therapy, 1150 Berkshire Blvd., Wyomissing, PA 19610.

9 Nutrition and Physical Activity: Keys to Health, 
Newark, DE. Contact Ann Marie Corrozi, University of 
Delaware, Newark, DE 19716.

14-17 National Athletic Trainers Association Nation 
al Convention, Columbus, OH. Contact NATA, P.O. Box 
Drawer 1865, Greenville, NC 27858.

20 The Patellofemoral Joint, Atlantic City, NJ. Con 
tact Bob Engle, The Center for Sports Physical Therapy, 
1150 Berkshire Blvd., Wyomissing, PA 19610.

22-25 American Orthopaedic Society for Sports Medi 
cine, Lancaster, PA.

22-26 Boston Sports Medicine Institute Eighth An 
nual Conference, Boston, MA. Contact Alfred Roncarati, 
University of Massachusetts-Boston, Division of Con 
tinuing Education, Harbor Campus, Boston, MA 02125.

26 The Injured Athlete: Initial Assessment and Man 
agement Techniques, Baltimore, MD. (CEU Approval 
for EMT's, CRT's, paramedics, athletic trainers and 
nurses) Contact The Health & Education Council, 7201 
Rossville Blvd., Baltimore, MD 21237; (301) 686-3610.

28-July 2 American Physical Therapy Association 
Annual Meeting, San Antonio.

28-July 2 University of Pittsburgh llth Annual Basic 
and Advanced Athletic Training Workshop for High 
School Students. Contact Rex Call, Athletic Training 
Education Program, Suite 140 Trees Hall, University of 
Pittsburgh, Pittsburgh, PA 15261.

29-July 2 13th Annual Meeting of the American 
Orthopaedic Society for Sports Medicine, Orlando, FL. 
Contact AOSSM, Box 94274, Chicago, IL 60690.

Annual Meeting, Las Cruces. Contact George Westbrook, 
Sports Medicine Clinic, Box 30001, Las Cruces, NM 
88003-0001.

13-17 Universal Fitness Institute, Cedar Rapids, IA. 
Contact Universal Gym Equipment, Inc., 930 27th 
Avenue S.W., P.O. Box 1270, Cedar Rapids, IA 52406.

13-17 Teaching Stress Management and Relaxation 
Skills, La Crosse, WI. Contact Philip K. Wilson, La 
Crosse Exercise & Health Program, University of 
Wisconsin - La Crosse, La Crosse, WI 54601.

20-24 Cardiac Rehabilitation, La Crosse, WI. Contact 
Philip K. Wilson, La Crosse Exercise and Health 
Program, University of Wisconsin-La Crosse, La Crosse, 
WI 54601.

23-25 Southwest Athletic Trainers Association 33rd 
Annual Meeting, Arlington, TX.

26-31 Athletic Health Care System National Leader 
ship Institute, Seattle, WA. Contact Chuck Marquardt, 
ATC, 300 Edmundson Pavilion, GB-15, University of 
Washington, Seattle, WA 98195.

ATHLETIC TRAINING will list events of interest to 
persons involved in sports medicine, providing items 
are received well in advance of publication. Please 
include the name and address of the person to contact 
for further information. Send items for the CALEN 
DAR to Jeff Fair, Head Athletic Trainer, Athletic 
Department, Oklahoma State University, Stillwater, 
OK 74074. Refer to the following dates to ensure your 
event will appear in the desired issue. ©

ISSUE
Spring 
Summer 
Fall 
Winter

July
5-9 Sports Medicine Update 1987, Jackson Hole, WY. 
Contact Marge Adey, Center for Continuing Education, 
University of Nebraska Medical Center, 42nd and Dewey 
Avenue, Omaha, NE 68105.

8-10 National Athletic Purchasing Conference and 
Exposition, Lincoln, NE. Contact University of Nebras 
ka-Lincoln, Greg Benson, Purchasing Department, 501 
N. 10th Street, Room 120, Lincoln, NE 68588-0204.

10-15 U.S. Olympic Festival '87, Congress on Sports 
Medicine and Science: Sports Medicine and Science, 
July 10-12, Chapel Hill, NC, and Athletic Injuries, July 
13-15, Durham, NC. Contact Mary Margaret Newsom, 
Head, Department of Education Services, USOC, 1750 
East Boulder Street, Colorado Springs, CO 80909.

10-11 New Mexico Athletic Trainers' Association

Olympic*
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There are now two good ways to rehabilitate and prevent ankle injuries.

The Wikco 
Ankle Machines!

MODEL 200 WIKCO 
Single Ankle Machine TM
Pat. No. 4,605.220

MODEL 202 WIKCO 
Double Ankle Machine TM

* Both machines use hydraulic cylinders with our patented resistance adjustment 
system.

* Model 200 Single unit is perfect for therapists and trainers who work with 
athletes on a one to one basis.

* Model 202 is designed for strength and conditioning programs as well as 
rehabilitation work.

To find out how you can solve your ankle rehabilitation and strengthening problems contact

WIKCO INDUSTRIES, INC. ••§ DEPT. AT ROUTE 2 - BOX 154 BROKEN BOW, NE 68822 (308)872-5327

Save Shoulders,Hbows and S22jOOQ

[Wff

Introducing the ultimate upper extremity rehab machine. It offers 
portability, electronic monitoring and patient stability.

And, instead of costing $26,900 or more, like an isokinetic machine, 
it sells for about $4,200. Call The Tbro Company at ^Sk 
1-800-247-7232. (In MN, 1-612-887-5995.) ISOPOWiR^SESO

© 1986 TheToro Company
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"Using the Ueanie Rub' or 
'Master Massager' before 
and after a physical work- 
out will enhance blood 
circulation to sore- 
tightened muscles and 
significantly reduce the 
risk of muscle injury."

Coach Eddie Stanky 
Former Major League Player 
and Coach

Visit MORFAM's Booth
at the

1987 NATA Convention 
June 14-17 at the Ohio Center

1) To Get Free Demonstration
2) Discuss Benefits With 

Coach Stanky
3) Enter Free Drawing For A 

Deluxe Jeanie Rub

COMPLETE ENTRY 
J^ORM AND BRING 

TO MORFAM 
BOOTH AT 
1987 NATA 

SYMPOSIUM 
TO WIN A 

DELUXE 
JEANIE RUB

CALL TOLL FREE
800-338-7014

NSGA (All Major Credit Cards Accepted)

FREE DRAWING ENTRY FORM

Name.

Title.

Company/School. 

Address______

City, State, Zip.

Fill out and drop off at our booth or mail to: MORFAM,
3002 N. Home St., Mishawaka, IN 46545 before June 14, 1987.



Editorials
Free Communications and 
Knowledge Growth
Kenneth L. Knight, Editor

Hats off to the National Meeting planning committee, 
to John Powell and Russ Cagle of the Research and 
Injury Committee, and to the membership of the NATA 
as a whole. The free communications session of our 
national meeting in Columbus has been expanded to 
four hours.

The additional time was made possible and is neces 
sary because of the increase in quality abstracts 
submitted to the Research and Injury Committee. Both 
the quality of abstracts and the total number submitted 
were greater than last year. In fact, there was a 40% 
increase in submitted abstracts over last year. I hope 
this trend continues. And I trust that the national 
meeting planning committee will continue to increase 
the time allotted to the free communications sessions as 
the need warrants.

Much of the body of knowledge of athletic training is 
unwritten. It is passed from one athletic trainer to 
another by word of mouth or through direct observation 
before, during, or after an athletic contest. Sometimes 
the recipient of idea or technique applies a different 
perspective, amplifies and improves on the original 
idea, and then passes it on to someone else. The 
unfortunate thing is that not enough people benefit from 
this word of mouth process. I'm convinced that most 
athletic trainers have ideas, skills, or techniques that 
many others would benefit from. The free communica 
tion session of the national meeting and clinical 
symposia offers many the opportunity to benefit from 
these ideas.

Elsewhere in this issue of Athletic Training, JNATA 
the abstracts are published. We feel that publishing 
these abstracts will help our readers in a number of 
ways. First it will allow those who attend the national 
meeting to preview the free communications session by 
reading the abstracts ahead of time and then choose 
those papers they want to hear presented. Previewing 
the abstracts gives you time to think about the ideas to 
be presented and to formulate questions for the author of 
the paper. Therefore the discussion following the paper 
may be more indepth.

Secondly, those who do not attend the national 
meeting, or who have other obligations at the national 
meeting at the time of the free communication session, 
will at least have some information from the free 
communication session. Additional follow-up can be 
accomplished through a letter or phone call to the author 
if necessary. Thus all members of the NATA can have at 
least partial access to the knowledge and ideas of the 
free communications.

A third benefit is that the main ideas of the free 
communication sessions are preserved for later ref 
erence. Even if you heard the presentation, you may not 
be able to recall some of the details of the presentation 
after you return home. And those who want to amplify or 
challenge the ideas through research or writing have a 
point of reference for all to examine.

Once again, thanks to all who made this possible. And 
to those of you who may have submitted an abstract that 
was not accepted, hang in there. Try again. Refine your

abstract and then resubmit it. To those who thought 
about submitting an abstract but didn't get the job done, 
please try harder for next year. To others, seriously 
think about it. What do you know or do that is unique? 
We as individuals and the profession as a whole grow 
only to the degree to which we gain new knowledge. And 
new knowledge comes as we examine, evaluate, weigh, 
consider, debate and defend ideas of others as they 
relate to our own.

Major League Baseball Trainers 
Lend Some Help to Their Friends

Ninety-five percent of athletic trainers in minor 
league baseball attended the first annual sports medicine 
seminar held in March by The Professional Baseball 
Athletic Trainers Society (PBATS).

"The near capacity turnout clearly demonstrates 
minor league trainers' desire to keep abreast of changing 
developments in the field of athletic training and sports 
medicine," said PBATS president Charlie Moss of the 
Boston Red Sox.

Some 140 athletic trainers preparing to begin their 
minor league season attended the PBATS seminar, 
which was held in two phases to accommodate persons 
working the pre-season for the 26 Major League Baseball 
organizations in Florida and Arizona.

It is widely recognized that professional baseball's 
athletic trainers have more difficulty meeting continuing 
education requirements than their colleagues in college 
and other pro sports. The annual NATA clinical 
symposium and most district meetings — where con 
tinuing education seminars are most accessible — are 
held during spring and summer to accommodate the 
majority of athletic trainers in the U.S.

"Attending anything but baseball games between 
March and October is almost impossible for our people,"

PBATS president Charlie Moss (right), Head Athletic 
Trainer for the Boston Red Sox, presides over the first 
annual PBATS sports medicine seminar held for the 
benefit of 150 athletic trainers in minor league baseball.
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durability and 
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Sewn-in arch 
support conforms 
to individual arch
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ankle support. ^

Breathable - 
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padded lining
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design for 
maximum 
flexibility

Unique spring-steel 
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critical medial and 
lateral stability

-mcDauid
P.O. BOX 9
CLARENDON HILLS, IL 6O514

Optional inserts provide 
additional support

FOR FURTHER INFORMATION OR THE 
LOCATION OF YOUR NEAREST 
DEALER, CALL 1-800-237-8254! 
(IN ILLINOIS, 1-312-969-1280)
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Moss said.
"Athletic trainers in baseball, especially at the minor 

league level, have specialized needs that require special 
attention," Moss explained. "The purpose of the PBATS 
sports medicine seminar was to help provide what we 
perceive to be the single most critical need at this time — 
education."

Topics ranged from the adverse effects of chewing 
tobacco to lower extremity injuries. The faculty of more 
than one dozen included Dr. David Watson, president of 
the Major League Baseball Physicians Association and 
team physician for the Atlanta Braves; California 
Angels team physician Lou Yokum; author, pediatric 
orthopedic specialist and Boston Red Sox team physician 
Arthur Pappas; and NAT A certification chairman Paul 
Grace from MIT.

Moss has already received assurance from The Quaker 
Oats Company, maker of Gatorade Thirst Quencher and 
sponsor of the PBATS seminar, that funding would be 
provided to stage the event again in 1988.

What is Chewing and Dipping?
American Cancer Society

Tobacco is chewed by placing a golf-ball size wad or 
quid between the cheek and teeth and sucking on it. 
Snuff is dipped by placing a pinch between the lower lip 
and teeth where it mixes with saliva and is absorbed. 
Chewing and dipping are considered to be undesirable 
socially by most people. The user has an increased 
amount of saliva and must either swallow the tobacco 
juices or spit often. Users also develop bad breath and 
discolored teeth.

What Tobacco Does to the Mouth
Tobacco and its by-products are extremely irritating 

to sensitive oral tissues. "Smokeless" tobacco causes 
many problems.

A look inside a dipper's or chewer's mouth will 
frequently reveal soft tissues on the inside of the cheek 
that appear peculiarly wrinkled, thickened and white 
(very much like the hide of an elephant)! These leathery 
appearing areas are called "leukoplakia" (resemble 
smoker's white patch). Leukoplakia is caused by irrita

tion from direct contact with tobacco juice. Many 
cancer-producing substances have been identified in 
tobacco juices. About 6% of patients with leukoplakia 
develop oral cancer.

Tobacco chewers and snuff dippers tend to have 
greater tooth wear than non-users. The gums also tend 
to recede from the teeth in areas near where tobacco is 
held. The bare roots are then more susceptible to decay 
and are more sensitive to heat, cold, air, certain foods 
and chemicals. Sweetened tobacco may increase tooth 
decay.

Tobacco products decrease the user's ability to taste 
and smell bitter, salty and sweet foods. Dippers and 
chewers use more salt on their food. Additional sugar 
may also be required. Excessive salt contributes to 
abnormal blood pressure and kidney disease.

Tobacco juices also contain hundreds of chemicals 
which may delay wound healing. Tobacco can be 
especially undesirable when a tooth has been pulled or 
when oral surgery has taken place.

Other Effects of Nicotine
Nicotine is the habit forming part of tobacco and is in 

tobacco juice as well as smoke. It is readily absorbed 
through the lining of the mouth of the chewer or dipper 
and directly affects the nervous system. Nicotine first 
causes the user to be stimulated or excited and then 
causes him to be depressed or let down. To feel good a 
person with the nicotine habit needs a "booster" every 
20 to 30 minutes while awake.

Nicotine also affects the heart and the rest of the 
circulatory system. As nicotine enters the bloodstream, 
the arteries tighten and become smaller, the blood 
platelets clot and the heartbeat rate increases. Since the 
heart is beating faster, it is pumping more blood through 
a narrower opening. A rise in blood pressure may result 
which may increase your risk of strokes and heart 
attacks. ©
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GET THE EDGE, REDUCE
CRAMPS, SORE MUSCLES

AND FATIGUE!
Maintain and replace 15 VITAL ELECTROLYTES

with field tested and performance proven 
SPORTS-LYTES, The CHOICE OF CHAMPIONS.

Only SPORTS-LYTES tablets are formulated to:

replace electrolytes lost through 
athletic activity and sweating 
(you lose them by stress, too).
contribute in reducing and over 
coming heat problems and loss 
of peak performance.
help prevent muscle cramps 
and spasms, promote muscle 
elasticity.

• increase stamina and physical 
endurance and quicken energy 
recovery.

• impede muscle soreness and 
fight fatigue by retarding lactic 
acid buildup.

• provide high calcium intake that 
helps strengthen bones and 
reduce cavities.

Case Of 12 jars 800'S ... $250.00 (plus 10.00 delivery) 
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Kaye Barrett Drake John Wm. Perry, M.D. 
Founder-President Medical Director
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releasers, plus digestive Enzymes in each individually 
sealed daily packet. There is nothing as complete in 
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and more

Champion Sports Nutrition
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Current Literature
Brian Barry, ATC, MA

Mechanical Contribution to Lumbar Stress Injuries in 
Female Gymnasts. Hall, S.J., Medicine and Science in 
Sports and Exercise, Vol. 18, No. 6, December, 1986: 
599-602.

Validation of the Long Sitting Test on Subjects with 
Iliosacral Dysfunction. Bemis, T., et al. The Journal of 
Orthopaedic and Sports Physical Therapy, Vol. 8, No. 7, 
January, 1987: 336-345.

Predicting Plantar and Fasciitis in Runners. Warren, 
B.L., et al. Medicine and Science in Sports and Exercise, 
Vol. 19, No. 1, February, 1987: 71-73.

Evaluation of Range of Motion of the First Metatar- 
sophalangeal Joint in Runners with Plantar Fasciitis. 
Creighton, D.S., et al. The Journal of Orthopaedic and 
Sports Physical Therapy, Vol. 8, No. 7, January, 1987: 
357-361.

Ankle: Surface Coil MR Imaging at 1.5 T. Beltran, J., et 
al. Radiology, Vol. 161, No. 1, October, 1986: 203-209.

Guidelines for Selective Radiological Assessment of 
Inversion Ankle Injuries. Dunlop, M.G., et al. British 
Medical Journal [Clinical Research], 1986 September 6; 
293(6547): 603-605.

Systematic Ankle Stabilization and the Effect on 
Performance. Robinson, J.R., et al. Medicine and Science 
in Sports and Exercise, Vol. 18, No. 6, December, 1986: 
625-627.

Stress Fractures of the Olecranon in Javelin Throwers. 
Hulkko, A., et al. International Journal of Sports 
Medicine, Vol. 7, No. 4, August, 1986: 210-213.

Examination of the Injured Knee in the Athlete. 
Johnson, P.H., Journal of the Arkansas Medical Society, 
Vol. 83, No. 3, August, 1986: 128-133.

Effect of Pre-Exercise Carbohydrate Drinks on Endur 
ance Cycling Performance. Hargreaves, M., et al. 
Medicine and Science in Sports and Exercise, Vol. 19, 
No. 1, February, 1987: 33-36.

Influence of Selected Carbohydrate Drinks on Cycling 
Performance and Glycogen Use. Flynn, M.G., et al. 
Medicine and Science in Sports and Exercise, Vol. 19, 
No. 1, February, 1987: 37-40.

Using Exercise Respiratory Measurements to Compare 
Methods of Exercise Prescription. Coplan, N.L., et al. 
American Journal of Cardiology, Vol. 58, No. 9, October, 
1986: 832-836.

Dissociation of Contraction and Muscarinic Receptor 
Binding to Isolate Smooth Muscle Cells. Collins, S.M., et 
al. American Journal of Physiology, 251(4 P+l), October, 
1986: C546-552.

Acute Effects of Marijuana Smoking on Maximal 
Exercise Performance. Renaud, A.M., et al. Medicine 
and Science in Sports and Exercise, Vol. 18, No. 6, 
December, 1986: 285-289. continued on page 159

MULTIAXIAL ... A SYSTEM
FOR LOWER EXTREMITY

EXERCISE
The Multiaxial® Ankle Exerciser and the 
Multiaxial® Progressive Balance Board . . .
the perfect match for effective exercise, condition 

ing and rehabilitation of the lower leg, ankle and 

foot.

The Multiaxial® Ankle Ex 
erciser maximizes Strength, 
Power, Endurance and Coor 
dination
Movement: provides func 
tional universal movement al 
lowing total motion through 
all planes permitting muscles 
to work in all phases and ex 
tremes of action 
Resistance: self-contained
unit that uses a patented internal resistance mechanism, so no 
weights are required. This mechanism is adjustable, long-lasting 
and easy to use with little maintenance required 

Calibrated: in 36 progressive loads from 1 to 235 footpounds 

Portable: lightweight fully assembled unit with no complex 
equipment setup . . . stabilization base fits under treatment table 
legs to secure unit ... a ready to use ankle exercise station

The Multiaxial® Progres 
sive Balance Board ... A
single board system that max 
imizes Balance, Propriocep- 
tion, Coordination and Reac 
tion Speed, while simul 
taneously preventing un 
wanted biomechanics. 
Progressive: depending on

your patient's needs and abilities, balancing exercises may range 
from simple to complex with painful, injured joint motions 
blocked and limited to the neutral position ... by preventing 
harmful motion advanced levels of exercise may begin sooner. 

Three in one: This unique device is actually three different 
balance board modes in one, with each mode progressively in 
creasing the range through which balance is exercised.

MODES:
Uniaxial - plantarflexion/dorsiflexion and inversion/eversion in 
a single direction with all other motion blocked. 
Semiaxial - semicircular inversion, semicircular eversion, semi 
circular plantarflexion and semicircular dorsiflexion ... in a 180° 
range around the foot with the opposite 180° of motion blocked. 
Multiaxial - exercise in a 360° range of motion around the foot 
through all planes.

Both units are durable, portable, fit any foot or 
body size and come with detailed instructions to 
insure maximum exercise effectiveness.

FOR MORE INFORMATION ON MULTIAXIAL
SYSTEMS 

FOR LOWER EXTREMITY EXERCISE . . .
MULTIAXIAL, INC.

P.O. Box 404
Lincoln, R.I. 02865

(401) 334-3232
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- AT LAST -

THE COMBO FUNCTIONAL HGT
Introducing the Combination

FUNCTIONAL HAMSTRING, GROIN AND THIGH BRACE

T his Functional Brace is designed for wear 
during competition or at rest, if 

necessary. It is an adaptable brace designed 
to support the muscles of the upper leg. It 
will duplicate and support the injured 
muscles KEEPING ACTIVE PEOPLE 
ACTIVE.

TM

Pat. 
Pend.

* DUPLICATES THE INJURED MUSCLES

* DOES MUCH OF THE WORK FOR THE 
INJURED MUSCLES

* APPROXIMATES THE INJURED 
MUSCLES ALLOWING RELAXATION

* ALLOWS NORMAL FUNCTION AND 
RANGE OF MOTION

* ELIMINATES HARMFUL STRETCH

* ELIMINATES TIME CONSUMING TAPE 
JOBS

Xfc.

C omfortable and easy to apply, the 
athlete greatly reduces the chance for 

reinjury. Healing is promoted in problem 
injuries that often hamper an athletes 
performance for an entire season.

Call or write us for a free catalog on this 
and other innovative functional braces.

Right 
Groin 
Support

Lett
Hamstring 

Support

Hardware available to attach the stretch at the ankle for 
maximum hamstring support. Streamline for use in all sports.

New Functional Brace Co.
113 E. 4th Imperial, NE 69033 

(308) 882-5540
Box 305

Adjustable stretch to fit 
any height comfortably.

Hardware available to custom 
fit to an existing knee brace.



NOTHING HINGES ON KNEE-

(Loop cover removed)
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contoured thigh and calf 
plates that maintain position, 
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Protective Knee Brace

Unique action loop floats 
on spools, moves with player; 
doesn't pre-load ligaments.

No hinges to restrict 
mobility - wear out
Introduced at the 1985 NATA Show, this patented 
design works for any position player in contact 
sports and is now protecting high school, 
college, and professional athletes.

On impact, becomes 
lateral protective brace 
that shields the knee 
and diffuses impact

Patented in U.S.; foreign patents pending

Standard Knee-Saver®
with neoprene wrap; 
converts to tape-on

For distribution inquiries and sales information, 
contact Brooks at (916) 823-8865.

Sports Appliance Products, Inc.
9160 Shanley Lane • Auburn, CA 95603



Association 
Activities

athletic training for its youth track and field competition. 
Hilmer was recently named to the 1986 list of Outstand 
ing Young Men of America for his dedicated community
service.

David G. Yeo, ATC, DPE

Athletic Trainer of the Year
The recipients of the 1986 Athletic Trainer of the Year 

Awards, sponsored by NUTRAMENT, were noted in the 
Spring issue of the Journal. It is a privilege to briefly 
summarize the impressive backgrounds of the winners 
of this prestigious award. The following biographical 
material is the courtesy of Mike Samet of The Drackett 
Company.

Hal L. Hilmer - High School Division 
John Hersey High School, IL

A 1979 graduate of Bowling Green State University 
with a bachelor's degree in health education, Hilmer 
also holds a master's in health education from Miami 
(OH) University. He has spent his entire post-graduate 
training career at John Hersey High, where he is in 
charge of athletic training for all sports as well as the 
adaptive physical education program for physically 
disabled, injured, or ill students.

Hilmer is entering his fourth year as NATA District 
IV representative to the NATA Board of Certification. 
He has also spent three years as State Secretary for the 
Illinois Athletic Trainers Association and has served as 
an athletic trainer for the Prairie Games since 1984. He 
also works with the Illinois Athletic Congress, providing

Dean Kleinschmidt - Professional Division 
New Orleans Saints, LA

A 1969 graduate of Indiana University, Kleinschmidt 
received a bachelor's degree in health and safety with a 
major in athletic training. While a student at Indiana, 
Kleinschmidt spent summers working for the Green Bay 
Packers and the legendary Vince Lombardi. Following 
graduation from Indiana, Kleinschmidt joined the New 
Orleans Saints as Assistant Trainer. He assumed the 
Head Trainer position in 1971, at the age of 22.

Kleinschmidt serves on the board of directors of the 
Professional Football Athletic Trainers Society as the 
organization representative to the National Football 
Conference. PFATS members voted Kleinschmidt and 
his staff the 1986 Athletic Training Staff of the Year in 
the NFL for outstanding service to their players, team, 
and profession.

Kleinschmidt has lectured around the world on 
athletic health care, including dates with the Swedish 
Olympic teams, the Middle East Sports Science Sym 
posium in Bahrain, and the University of Chiuahua 
sports medicine symposium. He also serves as Clinical 
Director of the Sports Medicine Center at the Slidell (LA) 
Memorial Hospital.

HAVE A "HANDS-ON"
EXPERIENCE WITH OUR

ADVERTISERS
IN COLUMBUS!
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Donald Lowe - College Division 
Syracuse University, NY

A 1964 graduate of Kent State (OH) University with a 
bachelor's degree in health and physical education, 
Lowe also holds a physical education graduate degree 
from Kent State. During his undergraduate days he 
began to work with the Kent State training staff and 
directed his coursework toward future athletic training. 
After graduation he accepted a job at Crestwood High 
School in Mantua, OH where he taught science, biology, 
coached and also served as athletic trainer. Lowe 
returned to Kent State as a graduate assistant in the 
summer of 1965. He became Assistant Trainer during 
the 1966-67 school year and Head Trainer in 1969.

He remained at Kent State until 1975, when he 
accepted the Syracuse job. His responsibilities included 
education and supervision of seven graduate assistants, 
and overseeing the care of all men and women athletes. 
Lowe serves as adjunct professor in the physical 
education department, teaching athletic training and 
sports medicine, injury prevention, and kinesiology.

Lowe is in his second, three-year term as Secretary of 
NATA District II, and serves on the national Member 
ship Committee, of which he will become chairman in 
June. He is the 1983 recipient of the Thomas Sheehan 
Award as tops in the New York State Athletic Trainers 
Association and in 1986, completed a term as president 
of that organization.

In addition, he served as a trainer for the 1983 Pan 
American Games in Venezuala, trainer for the 1985 
USA Select Basketball Team which competed in Taiwan, 
and as a trainer for two Olympic Festivals, 1981 and 
1982, and will again be part of the sports medicine team 
for this year's games in Raleigh/Durham, NC. Lowe 
also wrote and consulted for the textbook on training, 
Athletic Training and Sports Medicine, by the American 
Academy of Orthopedic Surgeons.

Chip Marchbank - Junior College Division 
Golden West College, Huntington Beach, CA
Marchbank attended Fullerton Junior College (CA) 

before graduating from Long Beach State in 1973 with a 
bachelor's degree in Physical Education. Upon gradu 
ation, Marchbank accepted an assistant trainer position 
at Northwestern University, and worked as a trainer for 
the old College Football All-Star Games.

In 1974 he returned to Long Beach State to work on a 
graduate degree. By then his value as an athletic trainer 
became known to Westminster (C A) High School, where 
he accepted a position as the first paid athletic trainer in 
the school district. No sooner had he set up shop than the 
Golden West College job became available. In addition 
to his responsibilities for 20 sports, Marchbank runs a 
rehabilitation program for stroke, heart attack, Parkin- 
sons, and multiple sclerosis patients through the Com 
munity Services Program at Golden West, using school 
facilities, the success of the program allowed the school 
to recently build a new 2,000 square foot facility, with 
the stipulation that Marchbank be able to use it to 
practice his first love — athletic training.

continued on page 166

MOVING?
Please notify the National Office 
of your new address as well as 
your old address (at least 30 days 
in advance of publication).
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Potpourri
Dennis Aten, ATC, RPT, MS

ATC Demand Rising
Pro Football Athletic Trainer

Rising public awareness of sports medicine is generat 
ing unprecedented demand to fill new health care 
positions. And there is little reason to question its 
growth potential. Consider the level of activity:

— Twenty million joggers in the U.S. and 55 million 
adults overall say they exercise on a regular basis.

— There are 12,000 commercial health clubs and a $12 
billion fitness equipment industry in the U.S.

— Approximately 9,000 corporations are offering 
Employee Assistance Programs (EAP) up from 700 
companies in 1970.

— A concerted effort is underway to provide better 
health care for the nation's five million high school 
athletes, spearheaded by the National Athletic Trainer's 
Association.

The need for more certified health professionals in 
America's 24,000 high schools has existed for years, but 
rarely has it found its way to the top of administrator's 
priority lists. Even in this age of health awareness, less 
than five percent of all high school athletic programs 
have a certified athletic trainer on staff. Concerned 
parents are asking why. And the risk of litigation is 
weighing heavy on educators' minds.

Quick Energy?
Running and Fitnews

B12 Shots for Quick Energy: A common myth is that 
vitamin B12 injections will give you a boost of energy 
when you are tired. "Vitamin B12 injections will not pep 
you up unless your tiredness is caused by a deficiency of 
that vitamin," according to Gabe Mirkin, M.D. B12 
deficiency is rare in the United States. It occurs in only 
two conditions — among pure vegetarians who eat no 
meat, fish, chicken, dairy products, and eggs and in 
people who cannot absorb B12 from the food they eat, 
such as those who have pernicious anemia. Vitamin B12 
is in all tissues except those that come from plants. It is 
found in dairy products, snails, spiders, whales, snakes, 
and anything else that moves. And, even if you went on 
a diet in which you ingested no B12, it would take more 
than five years for you to run out of the B12 that is stored 
in your tissues. Tiredness caused by depression, infec 
tion, cancer, or any other illness will not be helped by 
B12 injections. If you are tired often, check with your 
doctor to get a blood test. If a deficiency is causing your 
tiredness, most likely the culprit is iron, not B12. (Gabe 
Mirkin, M.D., Ar&FA Board of Directors, Silver Spring, 
MD)

Foot Problems Increase
News Release AAPSM

A recent increase in injuries to the feet of players in the 
National Basketball Association has been the cause of 
great concern and speculation. Blame has been at 
tributed to shoes, floor surfaces, size of the players, and 
increased speed of the game.

According to the American Academy of Podiatric 
Sports Medicine (AAPSM), there is no clear villain. 
However, shoes get more than their share of the blame.

But since shoe companies have been custom-designing 
shoes for the stars who endorse them, they are better 
constructed in terms of stability and shock absorption 
than ever.

One factor that is clearly to blame for the injuries to 
players is the increased demands of the sport. Basketball 
is one of the most stressful sports for the knees and feet 
because of the running, jumping, and rapid direction 
changes involved. Many players are involved in summer 
league ball. Training camp entails twice-a-day practices. 
The season consists of 82 games, plus playoffs. Some 
players are in a game 40 to 45 minutes. They frequently 
have daily practice during the season. All this, plus the 
constant travel increases fatigue and the potential for 
injury. In addition, players are taller and faster than 
they were some years ago.

According to Dr. Paul Taylor, Secretary/Treasurer of 
the AAPSM, and the podiatrist for the Washington 
Bullets basketball team, "All of these factors provide an 
increasing opportunity for injury, especially to the foot 
which must absorb over three-million pounds of pressure 
during the course of a game. (This figure is based on the 
assumption that a player runs approximately six miles 
during a game, and with each foot strike at least twice 
the body weight - average 200 pounds - giving 400 
pounds with each foot strike, times 9,000 per game, 
equals 3,600,000 pounds.)"

This incredible beating all too often results in athletes 
suffering more injuries than necessary. Sports podia 
trists should provide the link between shoe companies, 
athletes, and their injuries. Many shoe companies 
consult with podiatrists to analyze elite athletes and 
evaluate their needs.

Obesity
Contemporary Nutrition

The evidence is now overwhelming that obesity, 
defined as excessive storage of energy in the form of fat, 
has adverse effects on health and longevity. Obesity is 
clearly associated with hypertension, hypercholester- 
olemia, NIDDM, and excess of certain cancers and other 
medical problems. Height and weight tables based on 
mortality data or the body mass index are helpful 
measures to determine the presence of obesity and the 
need for treatment. Thirty-four million adult Americans 
have a body mass index greater than 27.8 (men) or 27.3 
(women). At this level of obesity, which is very close to a 
weight increase of 20% above desirable, treatment is 
strongly advised. When diabetes, hypertension or a 
family history for these diseases is present, treatment 
will lead to benefits even when lesser degrees of obesity 
are present.

Obesity research efforts should be directed toward 
elucidation of biologic markers, factors regulating the 
regional distribution of fat, studies of energy regulation 
and studies utilizing the techniques of anthropology, 
psychiatry and the social sciences.

Children's Sports-Related 
Eye Injuries Mount
Prevent Blindness News

Most of the 160,000 eye injuries suffered annually by 
American children occur during play or sports. And 
baseball-related accidents result in more eye injuries 
among youngsters between the ages of 5 and 14 than 
from any other sport.

The latest available U.S. Consumer Product Safety 
Commission report shows that in 1983 children 5-to-14
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years old suffered an estimated 2,389 injuries from 
baseball; 1,010 from football, and 915 from basketball. 
There were 275 injuries from ice and field hockey.

For the past several years, NSPB's Sports Eye Safety 
Committee has led a vigorous campaign to promote the 
use of eye protection in sports. Paul F. Vinger, M.D., a 
Concord, MA, ophthalmologist and co-chairman of this 
Committee, has crusaded to make facial protectors 
mandatory in hockey. In 1976, this was approved by the 
Amateur Hockey Association. Later, national technical 
standards for hockey face guards were issued by the 
American Society for Testing and Materials (ASTM) 
and by the Canadian Standard Association. By 1980, 
nearly all U.S. and Canadian amateur hockey organiza 
tions mandated face protectors.

Unfortunately for the children getting hurt, the more 
popular game of baseball has not caught up with 
hockey. Last year the Society's Sports Eye Safety 
Committee recommended that baseball batters 5-to-14 
years old wear helmets with face protectors. This guard 
protects not only the eyes, but nose, mouth and facial 
bones.

"But for most amateur players, the guard is seldom 
used," comments Ed Hall, manager of NSPB's corporate 
health and safety programs, "perhaps because parents, 
coaches and players have not been made aware of the 
potential for injury. Wearing proper eye protection could 
make the game more enjoyable — not only for the 
players, but for the parents who surely don't want their 
child to become part of next year's tragic statistics."

Report on Chronic Disabilities Issued
News Release

The Medical Advisory Committee of the President's 
Committee on Employment of the Handicapped today 
issued its latest report, "Management of Chronic Dis 
abilities." The 92-page report examines two "hidden" 
disabilities, diabetes and epilepsy.

"Management of Chronic Disabilities" is the fourth 
special report issued by the Medical Advisory Commit 
tee. The mission of the Medical Advisory Committee is 
"to encourage employers, the medical profession and 
other interested parties to adopt and utilize practices 
that will facilitate the hiring and progression in employ 
ment of qualified handicapped individuals."

The five contributors to the report have developed the 
subject matter from the perspective of the employability 
of people with chronic and troublesome disabilities. The 
contributors include: James C. Folsom, MD, Veterans 
Administration Medical Center, Topeka, KS; Gerald J. 
Friedman, MD, Epilepsy Foundation for the National 
Capital Area, Washington, DC; Robert Fried, PhD, 
Hunter College, New York, NY; and Robert B. Zagoria, 
Esquire, Princeton, NJ, in collaboration with Jerry L. 
Brimberry, BS and Pomeroy Sinnock, PhD of the 
Centers for Disease Control, Atlanta, GA.

Paul S. Entmacher, MD, Metropolitan Life Insurance 
Company, New York, NY and Chairman of the Medical 
Advisory Committee, wrote the foreword to the report.

Single copies of "Management of Chronic Disabilities" 
are available without charge from the President's 
Committee on Employment of the Handicapped, Suite 
636, 1111 20th Street, N.W., Washington, DC 20036.

Editor-in-Chief Comments, continued from page 98

I hope that you had a good holiday season and a 
healthy New Year. Thanks for your cooperation. See you 
in Columbus.

Sincerely,

Maria J. Hutsick, L.A.T.,C. 
Head Athletic Trainer

Dear Mr. Yates:

While women live longer, the quality of their life can 
adversely be affected if they are sedentary. Women are 
more vulnerable to disease such as osteoporosis and 
illness such as mental depression, which can be allevi 
ated by regular physical activity.

Girls sports have made progress, but there is still a 
long way to go. Only 15% of youth participants in after 
school sports are girls; girls receive two-thirds less 
instructional time than boys in physical education; the 
over all health and fitness of young women in particular 
is dismal.

This inequality will be addressed in Indianapolis on 
June 19-21 at New Agenda II: A Sporting Chance for 
Women, national conference. The Women's Sports 
Foundation (WSF) will join forces with Girls Club of 
America and National Association for Girls and Women 
in Sport in conducting a forum for sharing research and 
advocacy information about girls sports participation.

Prominent athletes, such as Olympians Anita De-

Frantz, Donna de Varona and Tracy Caulkins, will 
attend the conference, as well as researchers and 
practitioners from a wide spectrum of the sports industry 
to discuss social, psychological, and physiological 
aspects of girls and women in sports as well as lectures 
on professional preparation and resources for girls sport 
activities.

This conference is the offspring of The New Agenda 
conference of 1983, heralded as the most important 
event for the development of equality of women's sports. 
The 1987 conference seeks to reach every leader of girls 
sports and fitness in America.

I feel a story on the status of girls sport opportunities 
would make for an interesting feature for your readers. 
As a prelude to the Indianapolis conference (and the 
Pan-American Games), this is an opportune time to 
convey to administrators, parents and young women 
the state of sport and fitness levels in general, and the 
importance of regular physical fitness activity in 
particular.

Thank you for your time and consideration.

Cordially,

Kelly S. Swanson
Alan Taylor Communications
505 Eighth Avenue, New York, NY 10018
(212) 714-1280

Support Our Advertisers — 
They Support You ...
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Meet the 
Challenge

The C77. knee brace is custom 
tailored to meet the highly specific 
needs of all your active patients.

Call us for a free tracing 
packet and complete 
information on the C77. 
Super-Light, C.TL Standard, 
and CTi. Pro-Sport knee 
braces.

CJi.m-Sport

^s 
J_ (Sports

Innovation Sports 7 Chrysler, Dept. 5 
Irvine, California 92718, (714) 859-4407, Ext. 5 
(800) 222-4CTI • Within California, (800) 331-5491



When it hurts...
THERA-GESIC® penetrates rapidly, providing 
counter-irritant and analgesic effects to soothe 
sore muscles, joints and tendon sheaths.

THERA-GESIC® plus ice is an exceptional im 
mediate treatment modality and will often minimize 
rehabilitation time.

THERA-GESIC® is greaseless, water washable, 
and does not stain uniforms or equipment.

THERA-GESIC
Analgesic Creme Balm

Mission
PHARMACAL COMPANY 
San Antonio, TX 78296

For more information please call 
1 (800) 531 -3333 or in Texas 1 (800) 292-7364.

Book Reviews
Phil Callicutt. ATC. EdD

The Baseball Player's Guide To Sports Medicine
Pat Croce, ATC, LPT
Leisure Press
1607 North Market Street
Champaign, IL 61820
1987
120 pages: illustrated
$9.95

Every sport has a group of "special" injuries which 
are more common in that sport than in any other, and 
baseball, the national pastime, is no different. A baseball 
trainer or a player is confronted with these injuries on a 
daily basis from Spring training to the end of the season. 
These injuries are of the same magnitude to the athlete 
whether he/she is in the opening game of the Little 
League season or the finale of the Major League World 
Series. Correct diagnosis and treatment is extremely 
important in all situations.

Pat Croce has devoted a large amount of time to this 
very informative paperback and has given us an 
excellent product. It is divided into eight well written 
and illustrated chapters and covers all aspects of 
baseball related injuries and conditions. Pat starts the 
reader off with chapters on prevention, stretching 
strategy, conditioning of the throwing arm, emergency 
first aid, care of the common conditions, treatment of 
baseball injuries, and last, but not least, the ballpark 
diet.

Every chapter is well written and is filled with basic 
sound information for readers of all ages. Chapter 
Three, Conditioning the Throwing Arm, is the one 
which caught and held my attention the most. This 
chapter takes the reader from a stretching routine 
through a safe throwing routine. The common problem 
of rotator cuff strengthening is also covered in detail. 
Chapter Eight, The Ballpark Diet, is filled with common 
sense information on what, where, and when to eat.

I strongly recommend this well written and enjoyable 
book to everyone who has an interest in Sports Medicine 
in general. For the $9.95 price it should be considered a 
must for every resource library. In today's marketplace 
how can you pass up the opportunity to get an excellent 
book at an excellent price?

Recipes For Fun

New Play Guide for Disabled Children 
Stresses Activities for Entire Family

(EDITOR'S NOTE: In a departure from our usual format and 
subject matter in Book Reviews, this review is presented in 
conjunction with the Journal's promotion and support of the 
Special Olympics.)

Parents of young children with disabilities are often 
frustrated by the challenges of fully participating in 
their children's development. They may feel they need 
the help of specialists to promote important motor, 
sensory, language and other development. Yet, they 
often find that these specialized services are lacking or 
inadequate in their communities.

"RECIPES FOR FUN", just published by Let's Play 
To Grow, presents a solution, offering hundreds of 
illustrated ideas for games and activities that parents
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and siblings can participate in along with the child with 
a disability. Let's Play To Grow is an education, play 
and recreation program for children with disabilities 
and their families, created by the Joseph P. Kennedy, Jr. 
Foundation. It serves thousands of families throughout 
the world through Local Let's Play To Grow Clubs, 
publications and special events.

"There is a myth that only a specialist can design a 
program which will promote the child's development," 
says Eunice Kennedy Shriver, Executive Vice President 
of the Kennedy Foundation and founder of Let's Play To 
Grow which published the guide with a grant from the 
Equitable HCA Corporation.

"The truth is," she says, "that while many young 
children with disabilities need physical, speech, occupa 
tion and other therapy provided by professionals, it is 
critically important for children with disabilities and 
their parents to enjoy the simple, spontaneous play 
activities that should by a part of every child's experi 
ence."

In preparing the non-technical guide, staff members 
of the Let's Play To Grow program were assisted by 
more than 30 parents, educators, therapists and other 
experts. All the "recipes" for the games, which carry 
such names as "Hide and Find", "Family Bunny Hop", 
"Backyard Waterslide", come with clear directions, a 
list of "ingredients," and explanations of the benefits of 
each activity.

Linda Schulz, Director of Let's Play To Grow, says the 
new guide shows parents how best to adapt or enrich an 
environment so that the child with a disability can 
express fully his or her natural capacity to learn and 
grow." For example, she says, "to make sure a child with 
a visual impairment gets the most from playing with 
toys, parents should use bright-colored or shiny toys to 
take advantage of any residual vision, or toys that make 
a noise or have an interesting texture to help assure the 
development of the child's other senses. These are the 
kinds of practical tips we have included to make each 
activity as effective as possible and to help parents 
develop confidence in their abilities to promote their 
child's development."

"RECIPES FOR FUN" can be ordered for $8.50 plus 
$1.50 postage and handling directly from Let's Play To 
Grow, 1350 New York Avenue, N. W., Suite 500, Washing 
ton, DC 20005. Also available is free information about 
starting a Let's Play To Grow program in your com 
munity. ©

Current Literature, from page 148
The Use and Misuse of Sex Chromatin Screening for 
'Gender Identification' of Female Athletes, de la Cha- 
pelle, A. Journal of the American Medical Association, 
1986 October 10; 256(14): 1920-1923.

Gender Testing in The Olympics [editorial]. Simpson, 
J.L., Journal of the American Medical Association, 1986 
October 10; 256 (14): 1938.

Amenorrhea in the Adolescent Athlete. Exploration of a 
Growing Phenomenon. Litt, I.F., Postgraduate Medicine, 
Vol. 78, No. 5, November, 1986: 245-7, 250, 253.

PediatricTeam Physicians, Luckstead, E.F., Pediatrics, 
Vol. 78, No. 5, November, 1986: 941-942.

[Evaluation and Treatment of Lateral Ankle Sprain in 
the Emergency Department; Is Systematic Radiography 
Necessary?] Bealieu, M.D., et al. Journal of the Canadian 
Medical Association, Vol. 135, No. 9, November, 1986: 
1003-1006. (English Abstract) ©

YOUR ENTIRE SEASON 
COULD BE LOST BY ONE 
CRAMP A T THE WRONG 
TIME...

MOST PRO TRAINERS USE 
SLO-SALT@-K & FOSFREE @

SLO-SALT®-K and FOSFREE® 
insure physiologically balanced 

electrolyte levels. FOSFREE® 
stops leg and major muscle 

cramping in cramp prone ath 
letes. FOSFREE® also provides 

a comprehensive vitamin for 
mat. FOSFREE® tablets used 
one hour before practice and 
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heat fatigue, and hot weather 
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chloride, SLO-SALT®-K 
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continuous replacement of 

electrolytes. SLO-SALT®-K and 
FOSFREE® provide total cov 
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J PHARMACAL COMPANY 
San Antonio, TX 78296

For more information please call 
toll free 1 (800) 531-3333 or 
in Texas 1 (800) 292-7364.
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Raymond C. Mauro
May 28, 1903 - November 3, 1986

Ray "Doc" Mauro, an Honorary member of the National Athletic Trainers Association, died in 
Spokane, Washington on November 3,1986 at the age of 83. "Doc" was a long time trainer at Gonzaga 
University in Spokane. He also served as a trainer with the Washington Redskins (1936-42) of the 
National Football League and the New York Yankees (1946-48) of the Ail-American Professional 
Football League. Under his care, the Redskins won two NFL titles.

"Doc" Mauro, born in Colorado but reared in Spokane, began his career as a trainer in 1929 with the 
New York Football Giants and ended his training career in 1948 after working with the Football 
Yankees. Mauro served as promotional director with the Spokane Indians baseball team in 1952 and 
was the athletic director of the Spokane Elks Lodge from 1952-57.

Ray "Doc" Mauro was a pioneer in the profession of Athletic Training. His guidance, leadership, 
and personality will be sorely missed to our profession. The ingenuity and integrity of trainers like 
"Doc" has allowed our profession to develop to our present levels of excellence. Our sympathies are 
extended to his wife, Mary.
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John L. Sciera
June 1, 1927 - March 28, 1986

John Sciera graduated from Cortland State Teacher's College with a Bachelor of Science degree in Physical 
Education in 1952. He continued on to the University of Buffalo for Certification in Physical Therapy. He stayed 
at the University of Buffalo as the Head Athletic Trainer from 1958 through 1965, while also completing a Master 
of Education degree in Physical Education.

In 1965, John returned to his alma mater to serve as the Head Athletic Trainer and develop the first 
NATA-approved undergraduate curriculum in New York State. He served in this capacity until his retirement in 
1985.

While at the State University of New York at Cortland, John was the recipient of numerous honors. In 1983, he 
was named to the National Athletic Trainers Association Hall of Fame and received the Cramer Award 
recognizing his leadership and excellence in the profession of Athletic Training. He received the National 
Athletic Trainers Association Twenty-five Year Award in 1981. He was recognized as the outstanding athletic 
trainer in New York State in 1978 with the presentation of the Tom Sheehan Award. He also was chosen as an 
athletic trainer for the 1975 Pan American Games in Mexico City and the 1978 North/South Ail-American 
Lacrosse Game in Baltimore. An award has been established in his name at the State University of New York at 
Cortland to honor the person who contributes the most toward the advancement of the Athletic Training 
Program at the school.

As a leader in the athletic training profession in New York State, John was the initiator and first president of 
the New York State Athletic Trainers Association. He was a leading proponent for licensure of athletic trainers 
in New York State, serving as the chair of the committee while also a member on the National Athletic Trainers 
Association Licensure Committee. The ultimate goal for licensure in New York State would be to open the public 
schools to better health care for athletes.

Most noteworthy, John Sciera fought the use of butt-blocking and spear-tackling in football. His investigations 
and related articles brought out the danger of these practices and subsequently led to the abolishment of these 
techniques from all levels of play. Thousands of youths participate safely and successfully in the game of football 
today thanks to this effort.

John L. Sciera is survived by his wife, Bonnie; four sons, John, Gregory, Brian, and David: a daughter, Lynn; 
and two grandchildren. His Cortland Athletic Training family will long remember his impact on their lives as 
students, athletic trainers, and friends. Contributions may be made to the John L. Sciera Memorial Scholarship 
Fund, care of the Alumni Association at the State University of New York at Cortland.
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Lloyd "Snapper" Stein
April 9, 1907 - January 1, 1987

Lloyd "Snapper" Stein, longtime athletic trainer at the University of Minnesota, died January 1, 
1987. He grew up in Two Harbors, Minnesota and attended the University of Minnesota. He was the 
starting center for the football team for three years. After graduating in 1932, he served as freshman 
trainer for the University and augmented his salary by playing professional football in Canada. Up 
there the center position was called "snapper-backer", which is how he earned his nickname.

"Snapper" was promoted to head trainer at Minnesota in 1935 and began a career that lasted 40 
years. During that same span he served as official trainer for all the Minnesota State High School 
League state tournaments. Snapper took three years off and entered the U.S. Navy. He was assigned 
as head athletic trainer at the Iowa Pre-Flight Training School in Iowa City. He was discharged in 
1945 as a Lieutenant Commander.

Upon retirement in 1975, he was named professor emeritus at the University and continued to ply 
his trade serving as a sportsmedicine consultant. Being true to his past thirst for knowledge, Snapper 
actually decided to quit his consulting post when, after researching medical journals, he diagnosed 
himself correctly as having Alzheimer's disease. He died of a heart attack.

Snapper's legacy is well put by Jim Marshall, Coordinator of Sports Medicine at the University of 
Minnesota: "Sometimes it's just enough to hear about a legend. But to know one personally, to work 
with a legend, a ground breaker, an innovator, a founding father ... that's something else. I'll miss 
him as will everyone else ever connected with the University of Minnesota or athletic training in 
general."
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Mobile and Stationary 
Whirlpools

Arrange your hydro- 
therapy center to fit your 

traffic needs. Mobile 
whirlpools move on 

heavy-duty casters to 
the water source.

Stationary whirlpools 
can be recessed in the 

floor, mounted on a 
pedestal, or left 

free-standing.
Both are made of 

satin-polished stainless 
steel for reliability.

Chlorazene® Antiseptic 
Whirlpool Powder
Chlorazene replaces 

messy, expensive iodine 
solutions and provides 
an antiseptic environ 

ment for hydrotherapy.
Virtually eliminating

cross-contamination,
Chlorazene is easy on

skin, tanks, and budgets.
Chlorazene comes in
handy, pre-measured
packets. Easy to use,

gentle on skin, tough on
micro-organisms.

FERNO ILLE... products that perform

TVink Top
The Ferno Ille Model 34 Tank Top is specially 
designed for Sports Trainers whirlpools.

When total body immersion is not required, 
this convenient tank top seat allows for arm, 
leg hydromassage. The tank top lets you use 
the tanks you have available by converting 
larger Sports trainers whirlpools to localized 
treatment tanks. Available for arm, hip and leg 
whirlpools 22 " and 25 " wide.

Sprain Aid
This handy carrying 
pouch contains the 
family of Kold Wrap™ 
products. Kold Wrap™ 
is the only cold 
compression bandage 
that cools two ways—at 
room temperature or 
pre-refrigerated. Kold 
Wrap™ is an elastic 
wrap which is saturated 
with a nontoxic gel that 
cools at room 
temperature. It 
combines cold with the 
compression of an 
elastic bandage in one 
easy to use item. Kold 
Wrap™ is designed to 
reduce swelling and 
relieve pain from bruises 
and sprains and to slow 
bleeding.

HYDRONI by f erno 
ille

ICE MAKER / FREEZER

The leaders in hydrotherapy 
bring you the latest — ice 
therapy.

When your treatment of 
choice is ice, Ferno Ille 
delivers the best. Granular 
ice conforms quickly and 
accurately to body contours, 
wrappings, and containers. Its 
surface cools the affected area 
immediately, limiting swelling 
and relieving soreness.

And Hydronix™ ice is 
sanitary ice. Because it is 
constantly produced and ready 
at your finger's touch, you'll 
have no more wasted ice, 
contaminated by dirty hands 
or unsanitary scoops.

The part we think is great — 
Hydronix produces up to 700 
pounds of granular ice per day. 
That's a lot of ice.

The Hydronix Ice Maker/ 
Freezer even contains a handy 
freezer compartment so you 
can prepare ice packs ahead 
of time.

Ask your Ferno Hie 
representative about 
Hydronix. It's the only ice 
maker made for the 
professional therapist.

FERNQ
Ille

A Division of
FERNO-WASHINGTON, INC. 
70 Well Way 
Wilmington, Ohio 45177-9371

Model 586

FH46



Guide to Contributors
Athletic Training, the Journal of the Nation 

al Athletic Trainers Association (NATA), Inc., 
welcomes the submission of manuscripts which 
may be of interest to persons engaged in or 
concerned with the progress of the athletic 
training profession. Manuscripts should con 
form to the following:
SUBMISSION POLICIES

1. Submit one original and three copies of 
the manuscript and artwork to the editor.

2. We accept manuscripts for review with 
the understanding that they are original, 
have been submitted solely to Athletic 
Training, and are not under simultane 
ous review by any other publication. All 
manuscripts must be accompanied by a 
letter, signed by each author, containing 
the following statements. Manuscripts 
which are not accompanied by such a 
letter will not be reviewed.

"This manuscript contains original 
unpublished material that has been sub 
mitted solely to Athletic Training, is not 
under simultaneous review by any other 
publication, and will not be submitted 
elsewhere until after a decision has been 
made concerning its suitability for publi 
cation by Athletic Training. In considera 
tion of the NATA taking action in review 
ing and editing my (our) submission, the 
author(s) undersigned hereby transfers, 
assigns or otherwise conveys all copyright 
ownership to the NATA, in the event that 
such work is published by the NATA."

3. Materials taken from other sources, in 
cluding text, illustrations, or tables, must 
be accompanied by a written statement 
from both the author and publisher 
giving Athletic Training permission to 
reproduce the material. Photographs of 
individuals must be accompanied by a 
signed photograph release form. Accepted 
manuscripts become the property of the 
National Athletic Trainers Association. 
For permission to reproduce an article, or 
partthere-of, published in Athletic Train 
ing, send request to the Editor-in-Chief.

4. Published manuscripts and accompany 
ing artwork cannot be returned. Unused 
manuscripts will be returned when sub 
mitted with a stamped, self-addressed 
envelope.

5. Manuscripts are reviewed and edited to 
improve the effectiveness of communica 
tion between the author and the readers, 
and to assist the author in a presentation 
compatible with the accepted style of 
Athletic Training. The author accepts 
responsibility for any major corrections 
of the manuscript as suggested by the 
editor. The initial review process usually 
takes from six to 12 weeks.

6. Athletic Training utilizes a double blind 
review process. Authors should take care 
that they are not identified in any way 
except on the first title and biographical 
sketch pages.

STYLE POLICIES
7. Personal pronouns (I, we) and the active 

voice are preferred. Use the third person 
for describing what happened, "I" or 
"we" (if more than one author) for describ 
ing what you did, and "you" or the 
imparitive for instructions.

8. Each page must be typewritten on one 
side of 8V-> x 11 inch plain paper, double 
spaced, with a one and one-half inch left 
margin and one inch margins elsewhere.

9. Manuscripts should contain the following 
information, organized in the order listed, 
with each section beginning on a separate 
page:
a. Title page 
b. Biographical sketch

c. 2nd Title
d. Abstract
e. Text (body of manuscript)
f. References
g. Acknowledgements
h. Legend to illustrations
i. Illustrations - each on a separate page
j. Tables - each on a separate page

10. Titles should be brief within descriptive 
limits (a 16 word maximum is recom 
mended). The name of the disability 
treated should be included in the title if it 
is the relevant factor; if the technique or 
type of treatment used is the principle 
reason for the report, this should be in the 
title. Often both should appear. The title 
page should also include the names, titles, 
and affiliations of each author, and the 
name and address of the author with 
whom correspondence is to be directed. 
Both the title and biographical sketch 
pages should be unnumbered.

11. A brief biographical sketch of each author 
is requested.

12. A second title page which includes only 
the title and with no reference to the 
authors is next. Begin numbering the 
pages of your manuscript with this page 
as #1.

13. A comprehensive abstract of 75 to 200 
words must accompany the manuscript. 
This abstract should succinctly sum 
marize the major intent of the manuscript, 
the major points of the body, and the 
author's summary and/or conclusions. To 
state in the abstract words to the effect of 
"the significance of the information is 
discussed in the article", is unacceptable.

14. Begin the text of the manuscript with an 
introductory paragraph or two in which 
the purpose or hypothesis of the article is 
clearly stated. Highlights of the most 
prominent work of others as related to the 
subject at hand is often appropriate for 
the introduction, but a detailed review of 
the literature should be reserved for the 
discussion section. The body or main part 
of the manuscript varies according to the 
type of article (examples follow). Regard 
less of the type of article, however, the 
body must include a discussion section in 
which the importance of the material 
presented is discussed and related to other 
pertinent literature. Liberal use of head 
ings and subheadings, charts, graphs, 
and figures is recommended.

The body of an experimental report 
consists of a methodology section, a 
presentation of the results, and a discus 
sion of the results. The methodology 
sections should contain sufficient detail 
concerning the methods, procedures, and 
apparatus employed that others can 
reproduce the results. The results should 
be summarized using descriptive and 
inferential statistics and a few well plan 
ned and carefully constructed illustra 
tions.

The body of a review of the literature 
article should be organized into subsec 
tions in which related articles of others is 
presented and summarized. Each subsec 
tion should have a heading and a brief 
summary, possibly one sentence. Sections 
must be arranged so they progressively 
focus on the problem or question posed in 
the introduction.

The body of a Case Report should 
include the following components: per 
sonal data (age, sex, race, marital status, 
and occupation when relevant — but not 
name), chief complaint, history of present 
complaint (including symptoms), results 
of physical examination (example: "Physi

cal findings relevant to the physical 
therapy program were . . ."), medical 
history (surgery, laboratory, exam, etc.), 
diagnosis, treatment and clinical course 
(rehabilitation until and after return to 
competition, criteria for return to competi 
tion, and deviation from the expected 
[what makes this case unique].). NOTE: 
It is mandatory that Athletic Training 
receive, along with the submitted manu 
script, a signed release form by the 
individual being discussed in the case 
study injury situation. Case studies can 
not be reviewed if the release is not 
included.

15. The Reference page(s) accompanying a 
manuscript should list authors numerical 
ly and in alphabetical order. Citations in 
the text of the manuscript will take the 
form of a number in parentheses, (7), 
directly after the reference or name of 
author being cited, indicating the number 
assigned to the citation. The list of 
references and citations should be in the 
following form: a) articles: author(s) (list 
all) with family names then initials, title 
of article, journal title (abbreviated as per 
Index Medicus and underlined), volume, 
inclusive pages, year. Issue number is 
required if each issue begins with page #1, 
but must not be included otherwise, b) 
books: author(s), title of book (underlined), 
city of publication (and state if the city is 
not major), publisher, year, inclusive 
pages of citation. Examples of references 
to a journal, book, chapter in an edited 
book, and presentation at a meeting are 
illustrated below. Note lack of punctu 
ation in authors names, 
a. Knight K: Preparation of manuscripts 

for publication. Athletic Training 
11:127-129, 1976.

b. Klaufs CE, Arnheim DD: Modern 
Principles of Athletic Training. 4th 
edition. St. Louis, CV Mosby Co. 1977 
p. 61.

c. Albohm M: Common injuries in 
women's volleyball. in Scriber K, Burke 
EJ (eds): Relevant Topics in Athletic 
Training. Ithaca NY: Monument Pub 
lications, 1978, pp. 79-81. 

d. Behnke R: Licensure for athletic train 
ers: problems and solutions. Presented 
at the 29th Annual Meeting and 
Clinical Symposium of the National 
Athletic Trainers Association. Las 
Vegas, Nev, June 15, 1978.

16. Good quality color photography is accept 
able for accompanying graphics but 
glossy black and white prints are pre 
ferred. Graphs, charts, or figures should 
be of good quality and clearly presented 
on white paper with black ink in a form 
which will be legible if reduced for publica 
tion. Tables must be typed, not hand 
written. Photographs cannot be returned 
if the manuscript is published. Please 
refrain from putting paper clips on any 
photograph.

All artwork to be reproduced should be 
submitted as black and white line art, 
with a Rapidograph, a velox stat, or PMT 
process. Tonal values, shading, washes, 
Zip-a-tone - type screens effects, etc. are 
not to be used. All artwork to be repro 
duced in black plus a second (or more 
colors) should be submitted as black and 
white line art (see above paragraph), with 
an Amberlith or similar-type overlay- 
employed for each area of additional 
color(s). Also, all areas of tonal value, 
shading, "washes", etc. should be supplied 
on a separate clear or frosted acetate or 
Amberlith overlay. In addition, all areas 
to be screened (a percent or tint of black or 
color) should be supplied on an Amberlith 
overlay. Artwork cannot be returned if 
the manuscript is published.
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Committee Forum
Placement

The telephone number for the twenty-four hour 
PLACEMENT VACANCY NOTICES regarding job 
opportunities is (919) 752-1266.

Public Relations
NATA PUBLIC RELATIONS 

WORKSHOP
The second annual public relations workshop, which 

is open to all members of the NATA, will be held on 
Tuesday, June 16, from 8:30 until 10:30 a.m. in the 
Franklin Room at the Ohio Center in Columbus. The 
two-hour workshop is intended to assist those wishing to 
promote the value of athletic training in their com 
munity.

Among agenda items to be included are:
• What NATA information is newsworthy, and what 

isn't.
• The basics of holding a news conference in your city.
• Distribution channels for the new NATA film, "The 

Injury Factor."
• NATA public relations in the year ahead.

The workshop will be hosted by Public Relations 
Committee Chairman Dr. Bobby Barton and Public 
Relations Director John LeGear. Two hundred members 
of the NATA public information network are urged to 
attend.

NATA FILM
The 24-minute film documentary entitled "The Injury 

Factor" is now available to NATA members on half- 
inch VHS and three-quarter inch videotape.

The film, an NATA presentation that illustrates the 
value of certified athletic trainers at all levels of sport
•but especially in secondary schools where it is most 
needed — reveals how the issue of injury management is 
perceived by other members of the sports community.

Among those featured in the film are risk management 
consultant Rick Ball and DePaul team physician Robert 
Hamilton, both national spokespersons for the NATA; 
former DePaul coach Ray Meyer and Chicago Sun- 
Times sports writer Taylor Bell.

Cost of the film is $30. To order, please specify either

Journal Deadlines
The Editorial Board will review papers 

submitted on an individual basis, work with 
the authors and prepare the papers for publi 
cation.

As stated in number 5 of the Guide to 
Contributors, this review process takes from 
6 to 12 weeks. Send manuscripts, Case Re 
ports, and Tips from the Field to:

The deadlines are: 
Journal
Spring Issue 
Summer Issue 
Fall Issue 
Winter Issue

VHS or three-quarter inch format and send it on a note 
with your name, address, phone number and a check to: 
The Injury Factor, c/o The National Athletic Trainers' 
Association, 1001 E. Fourth Street, Greenville, N.C. 
27858.

NATA NEWS GATHERING
Thirty news organizations attended a press conference 

in New York February 3, 1987, to hear results from the 
NATA's first national surveillance study on injuries to 
high school football players. News stories, all citing the 
NATA as the source of information, appeared on "The 
Today Show," Cable News Network, in USA Today 
and The Physician and Sports Medicine. In addition, 
the story was conveyed to media outlets throughout the 
U.S. via The Associated Press and United Press 
International wire services.

On June 15 in Columbus, Ohio, the NATA will 
announce results of its study of injuries to girls in high 
school basketball. Among several speakers will be NATA 
Executive Director Otho Davis, NATA President Jerry 
Rhea and Research and Injury Committee Chairman 
Dr. John Powell. Although the news conference will be 
confined to speakers and members of the media, results 
will be announced at the NATA public relations network 
and in the Fall issue of the NATA Journal. ©

Association Activities, from page 152

District 4 News
The Illinois Athletic Trainers Association membership 

has selected the following athletic trainers for the 1987 
All-Star events:

Elks Collegiate Basketball
Jack Mansfield - Wabash College
Don Crowder - University of Evansville

High School Track and Field 
Pete Just - Lawrence North HS 
Steve Schlinder - Floyd Central HS

High School Football
Thomas Baker - North Central HS 
Jeff Fransciosi - Noblesville HS

High School Baseball
Bob Shriner - Mishawake HS 
Kent Evans - Franklin Central HS ©

Deadline
December 15

March 1
June 15

September 15

Ken Knight, Editor 
Physical Education Department 
Indiana State University 
Terre Haute, IN 47809

In order to avoid confusion and delays on 
other contributions to the Journal, the dead 
lines are provided below.

Send material for Announcements, Let 
ters to the Editor and Committee Forum
to:

Steve Yates, Editor-in-Chief 
P.O. Box 7265 - Sports Medicine Unit 
Wake Forrest University 
Winston-Salem, NC 27109

Information on upcoming events for the 
Calendar of Events section should be sent to:

Jeff Fair, ATC 
Athletic Department 
Oklahoma State University 
Stillwater, OK 74074

New Products should be sent to: 
Barrie Steele, ATC 
Head Athletic Trainer 
University of Idaho 
Moscow, Idaho 83843

Items for the Student Trainer Corner
should be sent to:

Deloss Brubaker, ATC 
U.S. Sports Academy 
One Academy Drive 
Daphne, AL 36526
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Physical fitness is its own reward. We look better, feel 
better and perform better when we are physically fit.

The Healthline Fitness system is an aggressive 
approach to improved physical fitness by conditioning 
the musculo-skeletal and cardio-respiratory system. 
Healthline combines three groups of major exercise 
activities in their Fitness system: muscle flexion & 
stretch, muscle strength &tone, and cardiovascular 
conditioning. 
These activi 
ties are 
accom 
plished at

exercise stations located along an outdoor 
trail. Up to 22 different Healthline exercise 
stations may be employed in the fitness 
trail. Each station includes the appropriate 
exercise equipment and illustrated sign 
that explains the activity. The Healthline 
Heart Check Station explains use of the 
system with regard to vigor of exercise, age and heart rate.

The Healthline Fitness System requires 
no supervision and little maintenance. 
Athletic trainers incorporating the system 
into their programs may develop different 
regimens to fit specific needs.

Please send me the free Healthline Fitness 
System brochure.

© 1986 Quality Industries, Inc.

Name.

Address. 

City .State. -Zip-

Agency or Dept. .Telephone No.

nQuality 
Industries, Inc.

P.O. Box 765
Hillsdale, Ml 49242-0765



PROCEEDINGS
of the

NATIONAL ATHLETIC 
TRAINERS ASSOCIATION

February 8, 1987
Sheraton Park Central Hotel

Arlington, Texas

SUMMARY OF ACTIONS 
BOARD OF DIRECTORS

The following agenda items were considered and 
actions taken by the NATA Board of Directors, at its 
meeting held at the Sheraton Park Central Hotel, 
Arlington, Texas, commencing at eight o'clock a.m., on 
Sunday February 8,1987 and terminating at ten-forty- 
five o'clock p.m. with Mr. Jerry Rhea, President, 
presiding and with the following present:

Mr. Jerry Rhea, President 
Mr. Otho Davis, Executive Director 
Mr. Charles Redmond, District 1 
Mr. Hal Biggs, District 2 
Mr. Terry O'Brien, District 3 
Mr. Dennis Miller, District 4 
Mr. Paul Zeek, District 6 
Mr. Mike Nesbitt, District 7 
Ms. Janice Daniels, District 8 
Mr. James D. May, District 9 
Mr. Mark Smaha, District 10 
Mr. Bruce Melin, Parliamentarian

/. RE APPROVAL OF MAIL ITEMS:
Moved by District 6, seconded by District 8 and 

carried 9-0 that the action of the previously approved 
mail vote items as below indicated be again reapproved:

1. Appointment of Dr. Campbell to Licensure Com 
mittee.

2. Appointment of Sally Shuster Shoff to Certification 
Committee.

3. Accepted resignation of Don Kaverman as Editor 
of Athletic Training and the Journal of the NATA.

4. Appointment of Ken Knight as Editor of the 
Journal.

5. P.E.C. recommendation concerning Honor Awards.
6. Appointment of Dean Weber to Drug Education 

Committee.
7. P.E.C. recommendation to place University of 

Virginia program on probation.
8. Accept the resignation of Tanda McMillin as 

member of P.E.C.
9. Approval of Merchandising Agreement between 

NATA and Iowa State University Athletic Trainers' 
Association.

10. Reapproval of Appointments to Minority Train 
ers' Committee of Bernard B. James (District 3), Henry 
"Buddy" Taylor (District 3), Arnold T. Bell (District 9) 
Benjamin L. Carbajal (District 7), Robert Rodriguez 
(District 7), Ronnie P. Barnes (District 2), Billy Hill 
(District 4) and Paul Tarbedsky (District 9.)

II. APPROVAL OF INFORMATIONAL ITEMS:
The following reports containing no recommenda 

tions or requests for action were, in accordance with 
motion duly made, seconded and carried 9-0, accepted 
as information.

Audio Visual Aids
Career Information and Services
Grants and Scholarships
Publications
A.A.F.P.
A.A.H.P.E.R.D.
American College Health Association
American College of Sports Medicine
American College Corrective Therapy Association
A.O.S.S.M.
American Running and Fitness Association

Joint Commission of Competitive Safeguards and
Medical Aspects of Sports 

National Academy of Sports Vision 
National Association for Girls and Women in Sports 
National Association of College Directors of Athletics 
National Association of Intercollegiate Athletics 
National Athletic Head and Neck Injury Registry 
N.C.A.A.
National Strength and Conditioning Association 
Vice-President 
Legal Counsel 
Schering Symposium 
A.A.S.A. and N.A.S.B. 
Copyright of "ATC" 
Student Trainer and Coaches Athletic Trainer

Workshops 
Trademarks
President's Council On Physical Fitness and Sports 
American Medical Association 
Maginnis and Associates
American Academy of Podiatric Sports Medicine 
Catastrophic Injury Data

///. NATIONAL FEDERATION OF STATE HIGH 
SCHOOL ASSOCIATIONS

Moved by District 10, seconded by District 6 and 
carried 9-0 that Hal Hilmer be appointed as NATA 
liaison to this group.

IV. A.P.T.A.
Following a brief discussion concerning the prepara 

tion of a paper by the A.P.T.A. concerning the role of 
sports therapists and the role of the Athletic Trainer in 
relation to athletic training and a request by District 8 
that a response on the part of the NATA was concerned, 
it was moved by District 9, seconded by District 4 and 
carried 9-0 that Charles Redmond, Janice Daniels, 
Dennis Miller, in conjunction with Gary Delforge will 
respond in writing to the Physical Therapy Sports 
Medicine Section's position statement on the profes 
sional role of the certified athletic trainer and sports 
physical therapist.

V. AMERICAN ACADEMY OF PEDIA TRICS:
Moved by District 10, seconded by District 6 and 

carried 9-0 that this report be accepted for informa 
tional purposes.

VI. N.O.C.S.A.E.:
Moved by District 2, seconded by District 7 and 

carried 9-0 that a statement be sent to this group 
indicating that before the NATA would consider 
rejoining the group that it must first show evidence of 
insurability.

VII. AUDIO VISUAL AIDS:
It was indicated that the only matter presently under 

consideration by this committee concerned the filming 
of the National Convention, that this matter was still 
under consideration at this point and with nothing 
definite to report at this time.

VIII. FINANCIAL REPORT:
Mr. Mclntyre presented a detailed report as to the 

present state of NATA finances, indicating that in 
general the organization was in excellent financial

position at this point of the year and that a further 
report would be made in June, at which time more 
definitive figures would be available. Following the 
presentation of several informational questions by 
various Board members, it was moved by District 10, 
seconded by District 1 and carried 9-0 that the mid-year 
financial report, as presented, be accepted.

Moved by District 10, seconded by District 6 and 
carried 9-0 that the annual budget report for the 1987- 
1988 year be accepted as presented with the stipulation 
that Mr. Mclntyre and Mr. Davis may adjust and 
amend it as necessitated by the rest of the events 
occurring at the Board meeting.

IX. NATA FOUNDATION:
Moved by District 6, seconded by District 10 and 

carried 9-0 that the financial report as presented 
concerning the NATA Foundation be accepted.

X. NATIONAL COMMISSION FOR HEALTH 
CERTIFYING AGENCIES:

Moved by District 10, seconded by District 6 and 
carried 9-0 that the report of this group be accepted for 
information purposes.

XI. NATA PRESIDENT:
The Board received as information that the nomina 

tions for the next term for President would be voted on 
by the Board at its next meeting in June, to be held at 
Columbus, Ohio and that for any individual to be 
considered as a candidate, that individual must have 
served on the Board of Directors within the last four 
years prior to date of nomination.

XII. ASSISTANT TO THE EXECUTIVE DIRECTOR: 
Following discussion as to a possible assistant to the 

Executive Director and upon suggestion by Mr. Davis, 
it was moved by District 2, seconded by District 1 and 
carried 9-0 that Mr. Paul Grace be approached as to a 
possibility for this position.

XIII. EXECUTIVE DIRECTOR:
It was further moved by District 7 and seconded by 

District 4 that the position of a full-time Executive 
Director come about within five years from the time 
that the National Office was moved to another location. 
A vote on this motion indicated Districts 7 and 8 being 
in favor of the motion, Districts 1,2,3,6,9 and 10 being 
in opposition to the motion and District 4 abstaining 
from the vote.

XIV. SIGNING OF CONTRACTS:
Moved by District 6, seconded by District 2 and 

carried 9-0 that all contracts for and on behalf of the 
NATA, including convention arrangements will be 
signed by the Executive Director and that authority 
and responsibility for this will be added to the duties of 
the Executive Director as paragraph 23, under Article 
IV of the functions, duties and responsibilities of the 
Executive Director.

Moved by District 9, seconded by District 7 and 
carried 9-0 that all liaison personnel, committee chairs 
and personnel in the National Office write a job 
description concerning their areas of responsibility for 
inclusion in a procedure manual.
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Body-Card* 
Protectors

,

A Great Product Is Now Even Better! Body-Gard is 
stronger, and cooler by design and because of im 
proved fabric. And prices are down because of wide 
acceptance by the market. In fact, since its introduction

three years ago, Body-Gard has been put into use 
protecting players on 24 professional, 250 college and 
over 1600 high school teams!

Features
Lightweight adult sizes weigh 12 oz. 
Doesn't retain moisture .. . stays light 
throughout game.

Comfortable, soft pads. Cool fabric wicks 
perspiration from body.

Fit is always perfect. 140% stretch molds to 
the body. Fits all sizes.

Protective W thick closed-cell pads 
disperse hits. Pads stay in place for full-time 
protection.

Shoulders protected from shock of 
conventional shoulder pads. Reduces A.C. 
joint injury. Frees arm movement in blocking 
and tackling.

Rib/Hip pads wrap entire body. Less 
bruising and soreness. Protects when run 
ning and turning. Turnovers reduced 
because players feel ball through flexible 
pads.

Large spinal pad from shoulder pad to 
tailbone. Safety from dangerous rear hits

Some styles offer sternum pad guarding 
breastbone, lungs, and heart. Ideal for 
quarterbacks who wear small pads.

Upper arm pads available for lineman or 
those susceptible to arm injury. Call for catalog of various styles and 

suggested team prices.

Additional Benefits
Players less worried about injury play with 
confidence.

Increased mobility to avoid direct hits. 

Less post game soreness and pain.

Better practice sessions from players close 
to 100% on Monday.

Reduced game fatigue with lightweight 
Body-Gard Protectors.

Receivers have more control of catches, 
more speed, more mobility.

Doctors report increased support to trunk 
muscles which helps reduce limb injury.

Trainers report dramatic reduction in late 
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XV. PREPARA TION OF REPORTS:
Moved by District 9, seconded by District 10 and 

carried 9-0 that all reports of liaison personnel and 
committee chairpersons be submitted in typewritten 
form.

XVI. CONTINUING EDUCATION:
Moved by District 6, seconded by District 10 and 

carried 9-0 that this report be accepted for informa 
tional purposes.

XVII. BOARD OF CERTIFICATION:
Moved by District 8, seconded by District 10 and 

carried 9-0 that this report be accepted for informa 
tional purposes.

XVIII. PROFESSIONAL EDUCATION:
Moved by District 8, seconded by District 10 and 

carried 9-0 that item 1 as recommended and as below 
indicated by accepted.

The probationary status of the undergraduate ath 
letic training education program (curriculums) at the 
State University of New York-Cortland be removed 
effective February 8, 1987, due to demonstrated 
compliance with the following sections of the Guide 
lines, 1980 edition:
Section I, F (Implementation of the Program) All 
courses must have been taught at least once prior to 
NATA approval.
Section II, G, 1 (Clinical Experience). Required 800 
clock hour clinical experience requirement must be 
distributed as equally as possible over a minimum of 
two academic years.
Section II, G, 2, c (Affiliated Settings). Formal 
arrangements must be made with cooperating 
schools for affiliated settings.
Section II, I (Program Evaluation). A satisfactory 
system of evaluation of student performance shall be 
established.
Concerning the 1987-88 budget request of December 

12, 1986, it was moved by District 8, seconded by 
District 10 and carried 9-0 that this interim budget be 
approved at the discretion of the Executive Director.

Moved by District 1, seconded by District 8 and 
carried with Districts 1, 2, 3, 7, 8 and 9 voting in the 
affirmative and with Districts 3, 6 and 10 abstaining, 
that the Board of Directors approve a PEC policy of 
encouraging, but not requiring, development of NATA 
approved graduate athletic training education pro 
grams (curriculums) as two-year programs.

Moved by District 8, seconded by District 1 and 
carried 9-0 that the Board of Directors recognize and 
approve the PEC plans to identify specific competencies 
in athletic training that would appropriately serve as a 
basis for development of learning experiences in NATA 
approved graduate athletic training education pro 
grams (curriculums).

Moved by District 1, seconded by District 7 and 
carried 9-0 that the Board of Directors approve a PEC 
policy of encouraging research activities in athletic 
training and sports medicine by faculty and students 
in NATA approved graduate athletic training educa 
tion programs (curriculums).

Moved by District 8, seconded by District 1 and 
carried 9-0 that the Board of Directors recognize and 
approve the PEC continuing policy of reviewing and 
recommending appropriate and timely changes in 
admission requirements for NATA approved graduate 
athletic training education programs (curriculums).

Moved by District 9, seconded by District 2 and 
carried 9-0 that the PEC direct all of its legal problems 
to the Executive Director and that the Executive 
Director, at his discretion, will direct these issues to the 
appropriate attorney.

Moved by District 2, seconded by District 4 and 
carried 9-0 that the PEC look into the possibility of 
requiring one hundred hours in an allied clinical 
situation in support of their programming.

Moved by District 7, seconded by District 2 and 
carried 9-0 that the PEC look into the feasibility of 
requiring a minimal number of hours working directly 
with a contact sport in both undergraduate and 
graduate levels and present their recommendations in 
their next report to the Board.

XIX. PUBLIC RE LA TIONS:
Moved by District 6, seconded by District 10 and 

carried 9-0 that the report on Public Relations be 
accepted for informational purposes.

XX. ATHLETIC TRAINING SERVICES:
Moved by District 2, seconded by District 8 and 

carried 9-0 that Athletic Training Services be sent a 
letter thanking them for their interest and that the 
NATA will recognize them as a valuable recruiting 
service for athletic trainers seeking employment.

Further, in order for the record to be clear, regarding 
this organization, it was further moved by District 7,

seconded by District 6 and carried 9-0 that during the 
ensuing period since February of 1986, there had been 
a change of philosophy among the Board so that a 
decision had been reached not to become allied with 
Athletic Training Services.

XXI. MERCHANDISING OF PRODUCTS:
Moved by District 10, seconded by District 6 and 

carried 9-0 that the written and oral report made 
concerning this issue be accepted for informational 
purposes.

XXII. NA TIONAL HIGH SCHOOL A THLETIC 
COACHES ASSOCIATION:

Moved by District 10, seconded by District 2 and 
carried 9-0 that this report be accepted for informa 
tional purposes.

XXIII. 1987 PAN AMERICAN SPORTS MEDICINE 
CONGRESS:

Moved by District 6, seconded by District 2 and 
carried 9-0 that this report be accepted for informa 
tional purposes.

XXIV. ATHLETIC TRAINERS OF THE YEAR:
Moved by District 10, seconded by District 6 and 

carried 9-0 that this report be accepted for informa 
tional purposes.

XXV. UNITED STATES OLYMPIC COMMITTEE 
AND INTERNATIONAL GAMES:

Moved by District 6, seconded by District 9 and 
carried 9-0 that this material be received for informa 
tional purposes.

XXVI. ACCIDENTAL DEATH INSURANCE:
Following a brief review of the expenditures incurred 

by the NATA on furnishing this type of insurance to 
the membership it was moved by District 10, seconded 
by District 2 and carried 9-0 that this insurance be kept 
in force.

XXVII. CANADIAN ATHLETIC THERAPIST 
ASSOCIATION:

Moved by District 10, seconded by District 6 and 
carried 9-0 that this report be accepted for information 
purposes.

XXVIII. SPLINTER GROUPS:
Moved by District 10, seconded by District 1 and 

carried 9-0 that this report be accepted for informa 
tional purposes.

XXIX. AMERICAN SPORTS HEALTH 
ASSOCIATION:

Moved by District 6, seconded by District 10 and 
carried 9-0 that this report be accepted for informa 
tional purposes.

XXX. AMERICAN TRA UMA SOCIETY:
Due to unexpected difficulties being experienced in 

relation to mail and other communications and at the 
suggestion of the Executive Director, it was Moved by 
District 6, seconded by District 2 and carried 9-0 that 
additional discussion pertaining to this organization 
be tabled until the Board's June meeting.

XXXI. SPECIAL OLYMPICS PROGRAM:
Mr. Davis urged the Directors to encourage their 

district members to become more active in the Special 
Olympics Program because of the past performance of 
this group in assisting the young trainer in many 
ways. It was moved by District 6, seconded by District 
2 and carried 9-0 that the Districts be encouraged to 
become more involved in this program where possible.

XXXII. PHYSICAL EXAMINA TION S UR VEY:
Moved by District 9, seconded by District 1 and 

carried 9-0 that this Survey as made by Mr. Patrick be 
accepted for informational purposes.

XXXIII. DRUG EDUCATION:
Moved by District 1, seconded by District 9 and 

carried 9-0, that this report be accepted for informa 
tional purposes.

XXXIV. HISTORY AND ARCHIVES:
It was indicated and accepted by the Board members 

that they go back to their Districts and ascertain if 
there were any qualified individuals that might be 
interested in assuming this task and report back any 
findings at the June meeting of the Board, with some 
possible recommendations.

XXXV. HONOR AWARDS:
Attention of the Board was called to the shortage of 

candidates for the President's Challenge Award with 
the Directors being asked verbally for nominations. 
Following the submission of five names from various 
districts, it was Moved by District 10, seconded by 
District 6 and carried 9-0 that further action on this

matter be taken by a mail vote.

XXXVI. JOURNAL:
Moved by District 10, seconded by District 6 and 

carried 9-0 that the Executive Director handle the 
requests concerning computer terminals and type 
writers in relation to the needs of the Journal Commit 
tee.

XXXVII. LICENSURE:
Moved by District 8, seconded by District 7 and 

carried 9-0 that the Licensure Committee be directed to 
analyze the impact concerning the number of high 
school athletic trainers hired in the high schools since 
licensure was established in that particular state.

It was further moved by District 9, seconded by 
District 2 and carried 9-0 that the report be accepted for 
informational purposes.

XXXVIII. MEMBERSHIP:
It being indicated by Mr. Melin that the numbers 

contained in this report were taken from the numbers 
presently in the book concerning the various member 
ship classes, and there being no discussion, it was 
moved by District 7, seconded by District 8 and carried 
9-0 that this report be received for informational 
purposes.

XXXIX. MEMORIAL RESOLUTIONS:
Mr. Davis again called attention to the difficulty of 

staff being informed upon the death of members and 
the difficulty in preparing satisfactory memorial 
resolutions. It was moved by District 8, seconded by 
District 9 and carried 9-0 that the report be accepted for 
informational purposes and that the present committee 
be restructured by the Board in June.

XL. MINORITY ATHLETIC TRAINERS:
Moved by District 9, seconded by District 6 and 

carried 9-0 that Carl Williams be accepted as a member 
of this committee.

XLI. CONVENTION COMMITTEE:
Moved by District 7, seconded by District 8 and 

carried 9-0 that Phoenix be considered for 1992 
convention site.

It was likewise moved by District 10, seconded by 
District 1 and carried 9-0 that the convention be 
considered for Portland, Oregon in 1992.

XLII. RESEARCH AND INJUR Y:
Moved by District 10, seconded by District 9 and 

carried 9-0 that the report be accepted for informational 
purposes.

Moved by District 6, seconded by District 2 and 
carried 9-0 that the study performed by the committee 
be immediately copyrighted.

XLIII. ETHICS:
Attention of the Board was called to the material 

furnished by Mr. Zeitlin regarding his activities 
concerning ethics and the various resolutions furnished 
for Board consideration by him.

The Board, by unanimous action, approved Board 
Resolutions 1, 2 and 3 as follows:

BOARD RESOLUTION No. 1
RESOLVED, that the proposed amendment concern 
ing indemnification is adopted.

BOARD RESOL UTION No. 2
RESOLVED, that the Executive Director is author 
ized in consultation with counsel to enter into 
contracts of insurance and to report to the Board at 
the June, 1987 Annual Meeting.

BOARD RESOL UTION No. 3 
RESOLVED, that the submitted ethical principles, 
membership standards and certification standards 
are adopted as proposed ethical principles, member 
ship standards and certification standards; following 
execution of contracts of insurance by the Executive 
Director in consultation with Counsel, the Executive 
Director shall cause the ethical principles, member 
ship standards and certification standards to be 
published and circulated to the athletic training 
community for a thirty-day comment period; and at 
the June, 1987 Annual Meeting, the Board shall 
reveiw and consider any comments received during 
the comment period and approve final text for 
publications and incorporation into the Association's 
publications and materials.
Moved by District 10, seconded by District 1 and 

carried 9-0 to continue to update policies concerning 
consultants, namely Board of Certification, Ethics, 
etc.

PROFESSIONAL ETHICAL, MEMBERSHIP 
AND CERTIFICATION PRINCIPLES

The following "NATA Ethical Principles", "NATA 
Membership Standards, Eligibility Requirements, and
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Membership Sanctions and Procedures" and "Certifi 
cation, Review of Certification and Disciplinary Pro 
cedures" were initially approved by the Board in 
February 1987 and are published for your information. 
Any comments you may ha ve should be sent in writing 
to the Executive Director and shall be reviewed no later 
than June 1, 1987.

NATA ETHICAL PRINCIPLES
I. PREAMBLE

Our profession is a calling which requires application 
of specialized knowledge and skill for the benefit of 
others. The profession of athletic training also en 
deavors to promote the highest standards of conduct 
and integrity in professional service and in our 
activities. After considerable study and discussion, the 
NATA Board has identified several professional 
principles for emphasis and has revised its previous 
Code of Ethics which had been in effect since June 
1957. This document, adopted in February 1987, is the 
result of that study.

In considering these principles, it should be remem 
bered that these or any other statements of professional 
athletic training are not all-inclusive, are subject to 
interpretation, and are subject to change.

In approving the Ethical Principles and Membership 
Standards, the Board of Directors believes that main 
taining the standards and principles set forth in this 
document can make a substantial contribution to the 
service of the profession and its members to athletics 
and sports medicine.

II. ETHICAL PRINCIPLES
By setting out several basic ethical principles for 

athletic trainers, the NATA seeks to encourage compe 
tent and honest professional practice. These principles 
in Section II are not in themselves grounds for 
sanctions of members. However, athletic trainers 
should strive to reflect these characteristics as an 
expression of dedicated athletic training service.

Athletic trainers should have pride in their profes 
sional endeavors. Their obligation to act competently 
calls for higher motivation than that arising from 
concerns of civil liability or disciplinary penalty. 
Athletic training carries a significant responsibility to 
others and all athletic training services should reflect 
this recognition. Athletic trainers should make every 
effort to ensure that their services are used properly.

* Athletic trainers should neither practice nor permit 
discrimination on the basis of race, color, sex, age or 
national origin.
* Athletic trainers should not condone, engage in or 
defend unsportsman-like conduct or practices.
* Athletic trainers should provide care on the basis 
of the needs of the individual athlete. They should 
not discriminate in providing care on the basis of 
athletic ability.

* Athletic trainers should strive to achieve the 
highest level of competence. They should use only 
those techniques and preparations for which they 
are qualified and authorized to administer.
* Athletic trainers should recognize the need for 
continuing education to remain proficient in their 
practice. They are willing to consider new procedures 
within guidelines that assure safety.
* Athletic trainers should recognize that personal 
problems and conflicts may occur which may inter 
fere with professional effectiveness. Accordingly, 
they should refrain from undertaking any activity in 
which their personal problems are likely to lead to 
inadequate performance or harm to an athlete or 
colleague.
* Athletic trainers should use care to be truthful and 
not misleading when stating their education, train 
ing and experience.

NATA MEMBERSHIP STANDARDS,
ELIGIBILITY REQUIREMENTS, AND

MEMBERSHIP SANCTIONS AND
PROCEDURES

I. Membership Standards
In applying for membership, an applicant agrees 
that:
A. The individual complies with and will comply 

with all rules and standards of NATA and bears 
the burden for showing and maintaining com 
pliance at all times.

B. The cards and logos of NATA, the name "Nation 
al Athletic Trainers Association, Inc.", the term 
"NATA", and abbreviations relating thereto are 
all exclusive property of the NATA and may not 
be used in any way without the express written 
consent of NATA.

C. The individual shall immediately relinquish, 
refrain from using and correct at the individual's

expense any outdated or other inaccurate use of 
any NATA card, logo, emblem and the NATA 
name and related abbreviations in case of sus 
pension, limitation or expulsion from NATA or as 
otherwise requested by NATA.

D. If the individual refuses to relinquish immediate 
ly, refrain from using and correct at his or her 
expense any misuse or misleading use of any of 
the above items when requested, the individual 
agrees that NATA shall be entitled to obtain 
injunctive relief, damages, costs and attorney's 
fees incurred in obtaining any such or other relief.

II. Eligibility for Membership
A. No individual is eligible to apply for membership 

unless in compliance with all NATA rules and 
standards. NATA may deny, expel or otherwise 
act upon membership where an individual is not 
in compliance with NATA rules and standards.

B. The individual must truthfully complete and sign 
an application in the form provided by NATA 
and shall provide additional information as 
requested. The individual must notify NATA of 
any changes in address, telephone number, and 
any other facts bearing on eligibility or member 
ship within thirty (30) days of such occurrence.

C. An individual convicted of a felony directly 
related to public health or athletic care or educa 
tion shall be ineligible to apply for membership 
for a period of one year from the exhaustion of 
appeals or final release from confinement (if any), 
whichever is later. Convictions of this nature 
include but are not limited to felonies involving 
rape, sexual abuse of an athlete or child, and 
actual or threatened use of a weapon or violence.

III. Membership Sanctions and Procedures

A. Grounds for Sanctions
When a person becomes a member of the NATA 
he or she assumes certain obligations and respons 
ibilities. A member is responsible for dues as 
provided by the Membership Committee. A mem 
ber whose conduct is not in accordance with the 
following principles below may be subject to one 
or more of the sanctions set out in subpart E, 
below. These principles are:
1. Knowingly assisting another to obtain or 

attempt to obtain membership by fraud or 
deception;

2. Misrepresentation of NATA membership 
status, NATA affiliation or NATA approval;

3. Misstatement of material fact or failure to 
make statement of material fact in application 
for membership; or

4. The conviction of, plea of guilty or plea ofnolo 
contenders to a felony which is directly related 
to public health or athletic care or education. 
This includes but is not limited to a felony 
involving: rape; sexual abuse of an athlete or 
child; actual threatened use of a weapon or 
violence; the prohibited sale or distribution of 
a controlled substance, or its possession with 
the intent to distribute; or use of position of 
athletic trainer improperly (i) to influence or 
attempt to influence the outcome or score of an 
athletic event or (ii) in connection with any 
gambling activity.

B. Panels and Review Procedures 
Panels
1. The NATA Committee on Membership Stan 

dards by a majority vote shall elect (i) a 
Review Panel, (ii) a Hearing Panel and (iii) an 
Appeals Panel to consider alleged violations 
of any membership standard set forth in 
Section III A(l)-(4). These Panels may be 
established as standing panels.

2. Each of these Panels shall be composed of 
three full-voting members and up to four non- 
voting members, whose terms shall run for 
three years and may be renewed. A full or 
substitute member may not serve more than 
two terms consecutively and may not serve on 
more than one membership or certification 
review, hearing or appeals panel at a time. If a 
full or substitute member serves as a member 
of one of these panels, he or she may not 
consider the same matter while serving on a 
different panel. A full or substitute member 
may not serve in any situation where his or 
her impartiality or the presence of actual or 
apparent conflict of interest might reasonably 
be questioned.

3. A majority of full-voting members of a panel 
shall select their Chair at the beginning of 
each year.

4. A quorum consists of three full-voting members 
and panel action shall be determined by 
majority vote.

5. Where a vacancy of a full-voting member

occurs in any of the panels as a result of 
resignation, unavailability or disqualification, 
the Chair of the Committee on Membership 
Standards shall designate a full-voting mem 
ber from the substitute members.

Review Procedures
Where the Executive Director receives allegations 
which raise issues under Section III A(l)-(4) of the 
Membership Standards, the Executive Director 
shall transmit such allegations to the Chair of the 
Committee on Membership Standards, who shall 
then forward the allegations to the Chair of the 
Review Panel. If the Review Panel determines 
that no good cause exists to deny eligibility or 
question compliance with the Membership Stand 
ards, no adverse action shall be taken. However, 
if the Review Panel determines by majority vote 
that good cause does exist, it shall direct the 
transmittal of the statement of allegations by the 
Executive Director to the member by certified 
mail, return receipt requested, setting forth the 
applicable standard and a statement:
1. Of facts constituting the alleged violation of 

the standard;
2. That the member may request an oral hearing 

for the disposition of the allegations, with the 
member bearing his or her own expenses for 
such matter;

3. That the member shall have fifteen days after 
receipt of the statement to notify the Executive 
Director if he or she disputes the allegations, 
has comments on available sanctions, and/or 
requests an oral hearing on the record;

4. That the member may appear in person with 
the assistance of counsel, may examine and 
cross-examine any witness under oath, and 
produce evidence on his or her behalf;

5. That the truth of allegations or failure to 
respond may result in sanctions including 
expulsion; and

6. That if the member does not dispute the 
allegations or request a hearing, the member 
consents that the Review panel may render a 
decision and apply available sanctions.

C. Hearing
If a member disputes the allegations or available 
sanctions or requests a hearing:
1. The Executive Director shall:

(a) forward the allegations and response of 
the member to the Hearing Panel;

(b) schedule a hearing of the Hearing Panel 
after the request is received;

(c) send by certified mail, return receipt 
requested, a Notice of Hearing to the 
member. The Notice of Hearing shall 
include a statement of the time and place 
of the hearing as selected by the Executive 
Director after consultation with the Chair 
of the Hearing Panel.

2. The Hearing Panel shall maintain a verbatim 
oral or written transcript.

3. The NATA and the member may make opening 
statements, present documents and testimony, 
examine and cross-examine witnesses under 
oath, make closing statements and present 
written briefs as scheduled by the Hearing 
Panel.

4. The Hearing Panel shall determine all matters 
relating to the hearing. The hearing and 
related matters shall be determined on the 
record by majority vote.

D. Evidence
Formal rules of evidence shall not apply. Relevant 
evidence may be admitted. Disputed questions 
shall be determined by majority vote of the Panel.

E. Sanctions
Sanctions for violation of any NATA membership 
Standard may include one or more of:
1. Denial or suspension of eligibility;
2. Expulsion;
3. Non-renewal;
4. Censure;
5. Reprimand;
6. Suspension;
7. Training or other corrective action;
8. Reports; and
9. Conditions relating to the above.

F. Appeal
1. If the decision rendered by the Hearing Panel 

finds that the allegations are not established, 
no further action on the appeal shall occur.

2. If the decision rendered by the Hearing Panel 
is not favorable to the member, the member 
may appeal the decision to the Appeals Panel 
by submitting a written appeals statement 
within thirty (30) days following receipt of the 
decision of the Hearing Panel. NATA may file
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a written response to the statement of the 
member.

3. The Appeals Panel shall render a decision on 
the record below without oral hearing, al 
though written briefing may be submitted.

G. Decision
The decision of the Hearing Panel or the Appeals 
Panel shall be rendered in writing following the 
hearing and any briefing. The decision shall 
contain factual findings, conclusions of law and 
any sanctions applied. It shall be transmitted to 
the applicant or member by certified mail, return 
receipt requested.

H. Release of Information
The individual applicant or member authorizes 
NATA and its agents to communicate all infor 
mation relating to NATA membership and review 
thereof including pendency or outcome of dis 
ciplinary proceedings to state and federal authori 
ties, employers, other members, training pro 
grams, and others by means of newsletter or 
otherwise.

I. Waiver of Recourse
The individual applicant or member waives any 
right to recourse against NATA, its officers, 
directors, agents employees, committees, counsel 
and others for disciplinary or other action taken 
pursuant to the rules and standards of NATA.

J. Reinstatement of Eligibility or Membership

If eligibility or membership is denied for grounds 
set forth at II.(A)-(D) or III. (A) (l)-(4), they may be 
reconsidered on the following basis:
1. in the event of a felony conviction directly 

related to public health or athletic care or 
education, no earlier than one (1) year from the 
exhaustion of appeals or release from confine 
ment, whichever is later;

2. in any other event, no earlier than one (1) year 
from the final decision of ineligibility or 
expulsion.

In addition to other facts required by NATA, such 
an individual must fully set forth the circum 
stances of the decision denying eligibility or 
expelling the member as well as all relevant facts 
and circumstances since the decision. In such 
cases, and especially where a member has been 
expelled due to felony conviction, the individual 
bears the burden of demonstrating by clear and 
convincing evidence that the individual has been 
rehabilitated and does not pose a danger to 
others.

K. Submission of information to NATA concerning 
possible violation of NATA standards 
Persons concerned with possible violation of 
NATA standards should identify the persons 
alleged to be involved and the facts concerning 
the alleged conduct in as much detail and 
specificity as possible with available documenta 
tion in a written statement addressed to the 
Executive Director. The statement should identify 
by name, address and telephone number the 
person making the information known to the 
NATA and others who may have knowledge of 
the facts and circumstances concerning the 
alleged conduct. Supplementation relating to the 
content or form of the information may be 
requested.

CERTIFICATION, REVIEW OF
CERTIFICATION, AND DISCIPLINARY

PROCEDURES
I. NATA Standards and Review of Certificates

The NATA conducts a certification program for 
individual applicants and registrants, although it 
does not express an opinion on competence or 
warrant job performance of applicants and reg 
istrants.
In applying for certification, an applicant or reg 
istrant agrees that:

A. The individual complies and will comply with all 
rules and standards of NATA and bears the 
burden for showing and maintaining compliance 
at all times.

B. The examinations, certificates, cards, logos, of 
NATA, the name "National Athletic Trainers 
Association, Inc.", the term "NATA", and ab 
breviations relating thereto are all the exclusive 
property of the NATA and may not be used in any 
way without the express written consent of 
NATA.

C. The individual shall immediately relinquish, 
refrain from using and correct at the individual's 
expense any outdated or other inaccurate use of 
any NATA certificate, card, logo, emblem, and

the NATA name and related abbreviations in 
case of suspension, limitation, revocation or 
resignation from NATA or as likewise requested 
by NATA.

D. If the individual refuses to relinquish immediate 
ly, refrain from using and correct at his or her 
expense any misuse or misleading use of any of 
the above items when requested, the individual 
agrees that NATA shall be entitled to obtain 
injunctive relief, damages costs and attorney's 
fees incurred in obtaining any such or other relief.

II. Eligibility for Certification or Recertification

A. No individual is eligible to apply for certification 
or recertification unless in compliance with all 
NATA rules and standards. NATA may deny, 
revoke, or otherwise act upon certification or 
recertification where an individual is not in 
compliance with NATA rules and standards.

B. The individual must truthfully complete and sign 
an application in the form provided by NATA 
and shall provide additional information as 
requested. The individual must notify NATA of 
any change in address, telephone number, and 
any other facts bearing on eligibility or certifica 
tion within fifteen (15) days of such occurrence.

C. An individual convicted of a felony directly 
related to public health or athletic care or educa 
tion shall be ineligible to apply for certification or 
recertification for a period of one year from the 
exhaustion of appeals or final release from 
confinement (if any), whichever is later. Con 
victions of this nature include but are not limited 
to felonies involving rape, sexual abuse of an 
athlete or child, and actual or threatened useof a 
weapon or violence.

III. Score Reports
The NATA is concerned with reporting only valid 
scores. On rare occasions, misconduct or circum 
stances beyond the individual's control may render a 
score invalid. If doubts are raised about a score 
because of these or other circumstances, NATA 
expects all individuals to cooperate in any NATA 
investigation. NATA reserves the right to cancel any 
exam score if, in the sole opinion of NATA, there is 
adequate reason to question its validity. NATA in its 
discretion will (i) offer the individual an opportunity 
to take the exam again at no additional fee, or (ii) 
proceed as described in Section IV, Review of 
Applications and Certificates, below.

IV. Review of Applications and Certificates 

A. Application and Certification Standards

NATA may revoke or otherwise take action with 
regard to application or certificate of an applicant 
or certificant in the case of:
1. Ineligibility for NATA certification;
2. Irregularity in connection with any NATA 

examination;
3. Unauthorized possession of, use of or access to 

NATA examinations, documents or materials;
4. Material misrepresentation or fraud in any 

statement to NATA, including but not limited 
to statements made to assist the applicant, 
certificant or another to apply for, obtain or 
retain certification;

5. Habitual use of alcohol or any drug or any 
substance, or any physical or mental condition, 
which impairs competent and objective pro 
fessional performance;

6. Gross or repeated negligence or malpractice in 
professional work;

7. Revocation, suspension, or other disciplinary 
action by a licensing board; or

8. The conviction of, plea of guilty or plea of nolo 
contendere to a felony which is directly related 
to public health or athletic care or education. 
This includes but is not limited to a felony 
involving: rape; sexual abuse of an athlete or 
child; actual or threatened use of a weapon or 
violence; the prohibited sale or distribution of 
a controlled substance, or its possession with 
the intent to distribute; or use of position of 
athletic trainer improperly (i) to influence or 
attempt to influence the outcome or score of an 
athletic event or (ii) in connection with any 
gambling activity.

B. Panels and Review Procedures

Panels
1. The NATA Board of Certification by a maj ority 

vote shall elect (i) a Review Panel, (ii) a 
Hearing Panel, and (iii) an Appeals Panel to 
consider alleged violations of any Application 
or Certification Standard set forth in Section 
IV A(l)-(8). These Panels may be established 
as standing panels.

2. Each of these Panels shall be composed of

three full-voting members and up to four non- 
voting members, whose terms shall run for 
three years and may be renewed. A full or 
substitute member may not serve more than 
two terms consecutively and may not serve on 
more than one membership or certification 
review, hearing or appeals panel at a time. If a 
full or substitute member serves as a member 
of one of these panels, he or she may not 
consider the same matter while serving on a 
different panel. A full or substitute member 
may not serve in any situation where his or 
her impartiality or the presence of actual or 
apparent conflict of interest might reasonably 
be questioned.

3. A majority of full-voting members of a panel 
shall select their Chair at the beginning of 
each year.

4. A quorum consists of three full-voting members 
and panel action shall be determined by 
majority vote.

5. Where a vacancy of a full-voting member 
occurs in any of the panels as a result of 
resignation, unavailability or disqualification, 
the Chair of the Board of Certification Stand 
ards shall designate a full-voting member 
from the substitute members.

Review Procedures
Whenever the Executive Director receives allega 
tions which raise issues under Section IV A(l)-(8) 
of the Application and Certification Standards, 
the Executive Director shall transmit such allega 
tions to the Chair of the Board of Certification, 
who shall then forward the allegations to the 
Chair of the Review Panel. If the Review Panel 
determines that no good cause exists to deny 
eligibility or question compliance with the Appli 
cation and Certification Standards, no adverse 
action shall be taken. However, if the Review 
Panel determines by majority vote that good 
cause does exist, it shall direct the transmittal of 
the statement of allegations by the Executive 
Director to the applicant or certificant by certified 
mail, return receipt requested, setting forth the 
applicable standard and a statement:
1. Of facts constituting the alleged violation of 

the standard;
2. That the applicant or certificant may request 

an oral hearing for the disposition of the 
allegations, with the applicant or certificant 
bearing his or her own expenses for such 
matter;

3. That the applicant or certificant shall have 
fifteen days after receipt of the statement to 
notify the Executive Director if he or she 
disputes the allegations, has comments on 
available sanctions, and/or requests an oral 
hearing on the record;

4. That the applicant or certificant may appear 
in person with the assistance of counsel, may 
examine and cross-examine any witness under 
oath, and produce evidence on his or her 
behalf;

5. That the truth of allegations or failure to 
respond may result in sanctions including 
revocation; and

6. That if the applicant or certificant does not 
dispute the allegations or request a hearing, 
the applicant or certificant consents that the 
Review panel may render a decision and apply 
available sanctions.

C. Hearing
If an applicant or certificant disputes the allega 
tions or available sanctions or requests a hearing:
1. The Executive Director shall:

(a) forward the allegations and response of 
the applicant or certificant to the Hearing 
Panel;

(b) schedule a hearing of the Hearing Panel 
after the request is received;

(c) send by certified mail, return receipt 
requested, a Notice of Hearing to the 
applicant or certificant. The Notice of 
Hearing shall include a statement of the 
time and place of the hearing as selected 
by the Executive Director after consulta 
tion with the Chair of the Hearing Panel.

2. The Hearing Panel shall maintain a verbatim 
oral or written transcript.

3. The NATA and the applicant or certificant 
may make opening statements, present docu 
ments and testimony, examine and cross- 
examine witnesses under oath, making closing 
statements and present written briefs as 
scheduled by the Hearing Panel.

4. The Hearing Panel shall determine all matters 
related to the hearing. The hearing and related 
matters shall be determined on the record by 
majority vote.
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The Rich-Mar H.V. II Provides Versatilitg plus 
'User Friendlg" Features for Effective Treatment!

Three modalities in one unit, (ultrasound, High Volt 
Galvanic stimulation and combination of both) in 
creases the capabilities for successful treatment 
results.

The Ultrasound provides a wide range of pulse 
rates and duty cycles to prevent periostea! discom 
fort and an activator safety circuit to prevent in 
advertent output from the transducer. The trans 
ducer is hermetically sealed for under-water treat 

ment and provides full therapeutic 
output, over 20 total watts.

The High Volt Galvanic

features a pulse pair interval control to provide a wider range 
of treatment capabilities by adjusting the spacing between 
paired pulses while insuring patient comfort. An additional 
feature is a two second rise time when in pads ALT./RECIP. 
resulting in a smooth build-up of current.

All the above features can 
be utilized for combination 
treatment plus the 
added feature of 
portability for 
home health 
care.

RICH-MAR CORPORATION
MEDICAL ELECTRONICS

P.O. BOX 879 / INOLA, OKLAHOMA 74036-0879 
(918) 543-2222



D. Evidence
Formal rules of evidence shall not apply. Relevant 
evidence may be admitted. Disputed questions 
shall be determined by majority vote of the Panel.

E. Sanctions
Sanctions for violation of any N AT A Application 
or Certification Standard may include one or 
more of:
1. Denial or suspension of eligibility;
2. Revocation;
3. Non-renewal;
4. Censure;
5. Reprimand;
6. Suspension;
7. Training or other corrective action;
8. Reports; and
9. Conditions relating to the above.

F. Appeal
1. If the decision rendered by the Hearing Panel 

finds that the allegations are not established, 
no further action on the appeal shall occur.

2. If the decision rendered by the Hearing Panel 
is not favorable to the applicant or certificant, 
the applicant or certificant may appeal the 
decision to the Appeals Panel by submitting a 
written appeals statement within thirty (30) 
days following receipt of the decision of the 
Hearing Panel. NATA may file a written 
response to the statement of the applicant or 
certificant.

3. The Appeals Panel shall render a decision on 
the record below without oral hearing, al 
though written briefing may be submitted.

G. Decision
The decision of the Hearing Panel or the Appeals 
Panel shall be rendered in writing following the 
hearing and any briefing. The decision shall 
contain factual findings, conclusions of law and 
any sanctions applied. It shall be transmitted to 
the applicant or certificant by certified mail, 
return receipt requested.

H. Summary Procedure
Whenever the Review Panel determines that there 
is cause to believe that a threat of immediate and 
irreparable injury to the health of the public 
exists, the Review Panel shall forward the allega 
tions to the Hearing Panel. The Hearing Panel 
shall hear the matter by immediate telephonic or 
other expedited notice and hearing procedure. 
Following such notice and opportunity by the 
individual to be heard, if the Hearing Panel 
determines that a threat of immediate and 
irreparable injury to the public exists, certification 
may be suspended for up to 60 days pending a full 
hearing under the procedures in Section IV, above.

I. Release of information
The individual applicant or certificant authorizes 
NATA and its agents to communicate all informa 
tion relating to NATA application, certification 
and review thereof including pendency or outcome 
of disciplinary proceedings to state and federal 
authorities, employers, other members, training 
programs, and others by means of newsletter or 
otherwise.

J. Waiver of Recourse

The individual applicant or certificant waives 
any right to recourse against NATA, its officers, 
directors, agents, employees, committees, counsel 
and others for disciplinary or action taken 
pursuant to the rules and standards of NATA.

K. Reconsideration of Eligibility and Reinstatement 
of Certification
Eligibility will be reconsidered and certification 
granted on the following basis:
1. in the event of a felony conviction directly 

related to public health or athletic care or 
education no earlier than one year from the 
exhaustion of appeals or release from confine 
ment, whichever is later;

2. in any other event, no earlier than one year 
from the final decision of ineligibility or 
revocation.

In addition to other facts required by NATA, such 
an individual must fully set forth the circum 
stances of the decision denying eligibility or 
revoking certification as well as all relevant facts 
and circumstances since the decision relevant to 
the application. Where eligibility is denied be 
cause of felony conviction, the individual bears 
the burden of demonstrating by clear and con 
vincing evidence that the individual has been 
rehabilitated and does not pose a danger to 
others.

L. Submission of information to NATA concerning

possible violation of NATA standards

Persons concerned with possible violation of 
NATA standards should identify the persons 
alleged to be involved and the facts concerning 
the alleged conduct in as much detail and 
specificity as possible with available documenta 
tion in a written statement addressed to the 
Executive Director. The statement should identify 
by name, address and telephone number person 
making the information known to the NATA and 
others who may have knowledge of the facts and 
circumstances concerning the alleged conduct. 
Supplementation relating to the content or form 
of the information may be requested.

XLIV. DIRECTORS' LIABILITY INSURANCE:
Moved by District 10, seconded by District 9 and 

carried 9-0 to instruct the Executive Director to continue 
his search for Director's Liability Insurance.

Moved by District 10, seconded by District 3 and 
carried 9-0 that it be NATA policy that whenever an 
athletic trainer is indicted in any manner in relation to 
any article written about that individual, that Mr. 
Ehrlich determine the name of the individual indicted 
and the facts surrounding that particular indictment.

XLV. NEW NATIONAL HEADQUARTERS AND 
HALL OF FAME LOCATION:

The Board listened to two presentations, one of them 
being a group of individuals from Birmingham, 
Alabama, offering facilities and various forms of 
inducements for the NATA to locate in Birmingham 
and the second presentation being from a group of 
trainers from Texas offering an already constructed 
building at Grand Prairie, Texas for the housing of 
both the NATA Headquarters and Hall of Fame.

Following subsequent discussion on this issue, the 
following motions were presented and actions taken 
thereon:

Moved by District 9, seconded by District 4 that the 
National Office be moved to Birmingham, Alabama. A 
hand vote indicated District 9 as being in the affirma 
tive and Districts 8, 7, 6, 4, 3, and 2 being in the 
negative and with District 1 abstaining — the motion 
thereby being declared to be defeated.

Moved by District 6, seconded by District 7 and 
carried 9-0 that the facilities offered in Grand Prairie, 
Texas be purchased for investment purposes for the 
NATA Foundation.

Moved by District 6, seconded by District 7 that the 
National Office by moved to Grand Prairie, Texas. The 
vote was District 6 and 7 - yes; District 2, 3, 4 and 8 
voting no; Districts, 1, 9 and 10 abstaining, with 
District 5 absent.

Some People 
Commit

Child Abuse 
Before

Their Child Is
Even Born.

According to the 
surgeon general, smoking 
by a pregnant woman may 
result in a child's premature 
birth, low birth weight and 
fetal injury. If that's not 
child abuse, then what is?

AMERICAN 
<> CANCER 
? SOCIETY*

Since 1974 Collaps-O-Carts have been car 
rying equipment, coolers, laundry etc. Both 
23x36x11" shown and 18x30x11" sizes fold 
to 10" width. Add 2 side extensions (shown) 
and increase volume to 18 cubic feet. Car 
ries 3 dummies, 2 coolers, 4 traffic cones 
with room to spare.

Add one side extension for carrying an 86 
quart cooler on bottom and a 30 quart 
cooler on top. Has adjustable legs for in 
clines/stairs, cart and contents remain level. 
Notice long, high handle.

Quickly fold to 10" width for storage in 
closet, bus or aircraft. Side extensions fold 
to 4 "width. No tools required.

COLLBP5CORT
®

PAT. NO. 3,931,985

Send for free brochure or call:

Eric Knebel and Associates
5147 Burlingame Drive

Atlanta, GA 30360
404-394-8666
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I

victory win 
handsome glass \ 
mug etched with 
NATA's logo. 
*BACK ORDERED

#86010 Lapel/Tie Pin 
Show pride in your 
professional 
organization by 
wearing an NATA 
pin on your tie, 
lapel or collar. 
Gold plated. $7.50

#86011 Stick Pin 
Gold Plated, 9/16" 
x 2-5/8". $7.50

6002 Tankard 
A duplicate of our 
special edition 
tankard produced 
for NATA's 25th 
Anniversary, 
except this one has 
NATA's 1985 logo. 
Silver alloy with 16 
oz. capacity. $18

Tn
analog Timex boasts 
an extremely accurate 
quartz crystal 
timekeeping system 
and customized NATA 
logo. Water 
resistant/calendar/no 
winding necessary. 
$45.00

NATA Arm Patch
This beautifully designed arm patch wil 
enhance any of your official clothing. 
Order according to membership status: 
Certified #86004, Associate #86005, 
Student #86006. $2

P R T
86008 Shirt 

Look the part of the 
well dressed 
professional in this 
elegantly sporty 
NATA shirt. These 
fine ETONIC shirts 
are 60% cotton, 40% 
polyester for easy 
care & comfort. White 
with 3-color NATA 
logo. Men's sizes 
S,M,L,XL. Women's 
sizes SML, (rounded 
collar). $22

#86003 Memo Pad 
A handsome, heavy 
silver alloy memo pad 
sporting the NATA 
logo. Overall 
dimensions 4-3/4" x 
8-3/4". Standard sized 
4-1/2" x 6" notepad 
included. $18

#86007 NATA History 
"A History of the National Athletic 
Trainer's Association" (our last 
publication with the old log"*—

__, gold toned clock makes a 
teautkful gift. LCD full calendar 

display can be programmed for 
200 years! 3-1/2" high, 4-1/2 
deep. $45

Items For The NATA Professional



ORDER FORM

Sold To: 

Name _ 

Address 

City __ 

State _ Zip

Shipping Address (if different) 

Name _____________

Address 

City __ 

State _ Zip

# Name of Item Size Qty. UnitPrice Total

TO ORDER MAIL THIS FORM TO:

NATA GIFTS
NATA National Office 
1001 East Fourth Street 
Greenville, NC 27858

Postage and Handling
Order Amount Postage
$ 1.00-$10.00 $ 3.00
$10.01-$30.00 $ 4.00
$30.01-$50.00 $ 5.00
$50.01-$90.01 $ 6.00
Over $90.01 $10.00
Outside U.S. $20.00

Subtotal _____
NC Residents 
Add 4% Sales Tax

Postage & Handling
(see chart)

Total Payment 
Enclosed _____



First choice.
Why do more 

clinicians choose the 
Sonicator® than any 
other therapeutic ultra 
sound unit?

Perhaps it's because 
Mettler uses the most 
advanced technology to 
ensure effective, safe, 
reliable performance.

That means an 
innovative solid-state 
design with a choice 
of continuous or pulsed 
treatment modes. A 
seven-pound compact 
unit that delivers as 
much power as most 
large consoles. And 
digital readouts to pre 
cisely display both 
treatment time and 
power output.

The 10cm 2 Sonicator 706 provides 
the largest effective radiating area 
available, while the 5cm 2 Sonicator 
705 permits solid surface contact in 
hard-to-reach places.

Membrane switching 
allows simple fingertip 
control of each function. 
And our watertight, 
lightweight transducer 
is anatomically designed 
to comfortably fit your 
hand. Direct crysfal-to- 
patient contact enables 
more efficient energy 
transmission, while 
a no-load sensor auto 
matically assures 
adequate coupling 
to the patient.

As a bonus, all the 
benefits of the Sonicator 
706 now are available 
in the new small- 
transducer Sonicator 705.

If you're considering 
an ultrasound purchase, 
don't wait to find out 
more about the 
Sonicators. After all, 
first things first.

ETTLER LECTRONICS

Mettler Electronics Corporation
1333 S. Claudina St, Anaheim, CA 92805 USA
(714) 533-2221, Cable: SONICATOR
Toll Free 1-800-854-9305 (outside CA)
Ask For Department "J"
Telex: 3718749 SONICATOR



No Jobs in Sight?
Look to the Athletic Trainer National 
Registry (ATNR). The ATNR is a job 
information network that puts you in 
touch with athletic training positions 
nationwide. As a member, you will 
receive monthly our Job Opportunity 
Bulletin (JOB) and a quarterly update 
of vacancies filled. In addition, our 
computerized recruiting service makes 
your credentials available to clients 
searching for a few select candidates 
to interview.

For your FREE sample J.O.B. and 
enrollment information contact:

ATHLETIC TRAINING 
SERVICES, INC.

2266 Enterprise Drive 
Mt. Pleasant, MI 48858

(517) 772-5888

"Promoting the educational capabilities 
and the clinical skills of the Certified 
Athletic Trainer is our business."

Ronald A. Sendre, A.T..C.
Vice President
Athletic Training Services, Inc.

Advertisers
Athletic Training Services ............... 180
Champion Sports Nutrition .............. 147
Chattanooga Corporation ............... 139
Chattanooga Corp./Chattecx ............ 153
Collaps-O-Cart .......................... 176
Cramer Products, Inc. ............... Cover 4
DePuy .................................. 137
Eagle Fitness Systems............ 94, Cover 3
Electro-Med Health Industries ........... 125
Fairway King ........................... 138
Feeco International, Inc.................. 133
Ferno Ille ............................... 164
Foot Management, Inc. .................. 128
Gatorade................................ 129
Healthtech .............................. 126
Innovation Sports ....................... 157
Iowa State A.T. Assoc.................... 173
Johnson & Johnson ..................... 123
Lenox Hill Brace Shop, Inc............... 140
McDavid Knee Guard ................... 145
Mettler Electronics ...................... 179
Mission Pharmacal Company ....... 158,159
Morfam, Inc. ............................ 143
Mueller Sports Medicine .......... Centerfold
Multiaxial, Inc........................... 148
New Functional Brace Co. ............... 149
Omni Scientific ......................... 132
PRO Orthopedic Devices ............. Cover 2
Quality Industries, Inc. .................. 167
Rich-Mar Corporation ............... 131, 175
Sport Tapes ............................. 154
Sports Appliance Products, Inc. .......... 150
Swede-O Universal ...................... 160
The Hygenic Company .................. 171
3-D Sports Ltd. .......................... 169
The Toro Company .................. 142, 180
Universal/Merac ......................... 99
Wikco Industries, Inc. ................... 142
180 Athletic Training* Summer 1987

is oven

Tbro introduces the ultimate leg machine. 
Incredibly smooth isotonic resistance. All concen 
tric contractions. Jar-free limited range. 0-400 
foot-pounds of resistance. Electronic monitoring. 
And no dangerous weights. Call The Tbro 
Company at 1-800-247-7232. — 
(In MN, 1-612-887-5995.) ^

BOPOWWLE400
©1986 The Torn Company.



EAGLE AEROBIC ERGOMETERS
THE SMART ALTERNATIVE TO SHIN SPLINTS, 

MUSCLE PULLS AND TENDON TEARS

Running, jogging, aerobic dancing. All can lead to 
muscle and joint injury. Put UBE8 and FITRON* Aero 
bic Ergometers by Eagle into your fitness program and 
get all the benefits of total body conditioning without 
the risks.

UBE and FITRON are the world's only clinically 
proven Isokinetic ergometers. They feature fully accom 
modating resistance throughout the range of motion 
safely matching force output. Joints and muscles are 
never undertaxed or overstressed. That's why both 
units are safe and effective for athletic rehabilitation, 
sports-specific performance training, personal fitness, 
cardiovascular conditioning, warm-ups, cool-downs 
and weight loss programs.

You benefit too! There's little or no routine mainte 
nance. No electronic gimmicks to malfunction. Just 
set the speed and pedal. No supervision is required once 
exercise goals are established.

UBE and FITRON. The 
safe aerobics alternative for 
users and owners.

FITRON® CYCLE-ERGOMETER - 
For 15 years the choice of physical 
therapists, athletic trainers, pro 
teams and top fitness centers. 
FITRON stands up to the demands 
of continuous high speed workouts.

UBE® AEROBIC ERGOMETER - For the muscles and joints of the 
upper body. The torso, shoulders, arms, wrists and back benefit from 
safe aerobic workouts.

EAGLE FITNESS SYSTEMS BY CYBEX — 
PIONEERING THE FUTURE OF 
SPORTS MEDICINE AND EXERCISE.

For more information call Cybex 
toll-free today at 1-800-645-5392.

FITNESS SYSTEMS by CYBEX
CYBEX, Division of Lumex, Inc., 21 00 Smithtown Avenue, Ronkonkoma, NY 1 1 779, (51 6)585-9000



QUICKICK TASTES GREAT
Quickick's great taste promotes 
rehydration, thus helping to 
prevent heat injury. By 
maintaining the body's 
electrolyte-fluid balance, 
athletes can stay physically 
and mentally sharp. 
Performance is enhanced and 
injuries are prevented.

QUICKICK COSTS LESS
Compared with its major 
competitors, Quickick is less 
expensive. And with the Bucks 
for Budgets Rebate Offer, 
Quickick saves you even more 
—up to $2 extra per case.

FIVE FLAVORS
Quickick comes in a variety of 
flavors: Fruit Punch, Orange, 
Lemonade, Lemon-Lime and 
Grape. Each flavor provides 
energy while replacing the 
essential fluids and electrolytes 
athletes lose through exertion.

QUICKICK IS 
TIME-TESTED
It's the original electrolyte 
drink. Season after season, 
coaches and athletic trainers 
rely on Quickick's proven 
formula to reduce heat stress 
and help their athletes 
maintain sharper reflexes.

IF THESE REASONS AREN'T
ENOUGH TO GET YOU TO TRY

QUICKICK® MAYBE THIS IS.

Up to $2.00 
A Case Rebate 
Offer To Stretch 
Your Budget.

Order Quickick as your school's 
electrolyte drink in 1987 and earn 
rebate dollars for your program.

For every one-gallon case of 
Quickie , Cramer will rebate $1.00 
($2.00 for every five-gallon case) for 
your school's athletic program.

Look for details in specially 
marked BUCKS FOR BUDGETS 
cases of Quickick. Available at your 
local sporting goods dealer. Offer 
expires 11/30/87.

QUICKICK 
BUCK$ FOR BUDGET$

Need more 
reasons to make 
Quickick your 
electrolyte

Cramer Products, Inc. 
R Q Box 1001 
Gardner, KS 66030 
(913)884-7511


